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December 28, 2018 
 
 
 
Judith Cash, Director 
State Demonstrations Group 
Centers for Medicare & Medicaid Services 
Center for Medicaid and CHIP Services 
Mail Stop:  S2-26-06 
7500 Security Boulevard 
Baltimore, Maryland 21244-1850 
 
RE: TennCare II Demonstration (No. 11-W-00151/4), Amendment 38 
 
Dear Ms. Cash, 
 
The purpose of this letter is to request a change to the TennCare Demonstration.  This change will be 
Demonstration Amendment 38. 
 
A growing body of research indicates a connection between health outcomes and a variety of social 
factors, including employment and community engagement.  Accordingly, the purpose of Amendment 
38 is to establish workforce participation and community engagement as an expectation for certain 
members enrolled in the TennCare program.  Amendment 38 is consistent with guidance issued by CMS 
on promoting work and community engagement among Medicaid beneficiaries, and with Tennessee 
state law.     
 
We look forward to working with you and your team as you review Amendment 38.  If you have 
questions about this amendment, please contact Aaron Butler at 615.507.6448, or 
aaron.c.butler@tn.gov. 
 
Thank you for your attention to this important matter. 
 
Sincerely, 

Wendy Long, M.D., M.P.H. 
Director 
 
cc: Annie Hollis, TennCare Project Officer, CMS Baltimore 
 Tandra Hodges, Tennessee Coordinator, CMS Atlanta 
 Shantrina Roberts, Associate Regional Administrator, CMS Atlanta 
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Amendment 38 to the TennCare II Demonstration 
 

I.  Description of the Amendment 
 
Tennessee has a long history of innovation in its Medicaid program. Since 1994, Tennessee has operated 

one of the longest-lasting and most comprehensive Medicaid managed care programs in the nation. In 

so doing, Tennessee has become a recognized leader in the use of managed care to provide broad 

access to care, deliver high-quality care that promotes improved health outcomes, and manage the cost 

of care effectively. Tennessee operates its managed care program under the authority of an 1115 

demonstration waiver known as TennCare. 

 

Tennessee continually seeks to build on its history of innovation by identifying new ways to improve the 

TennCare program. In the proposed waiver amendment outlined below, Tennessee proposes an 

enhanced program design for certain members that is intended to support participants’ ability to obtain 

and maintain employment, promote improved health outcomes, and ultimately serve as a pathway to 

independence that supports program participants in their transition from public assistance to private 

health insurance. 

 

This proposed amendment is consistent with guidance released by CMS on promoting work and 

community engagement among Medicaid beneficiaries1, and is submitted in accordance with Public 

Chapter No. 869,  enacted by the Tennessee General Assembly in 2018. 

 

Amendment Objective and Overview 
 
One of the core objectives of the TennCare demonstration is to improve health outcomes for individuals 

enrolled in TennCare.2  A growing body of evidence points to a link between productive work or 

community engagement and improved health outcomes. One comprehensive review of existing studies 

found strong evidence that unemployment is generally associated with negative health outcomes, 

including higher mortality, poorer general health, poorer mental health, and higher medical consultation 

and hospital admission rates.3  In general, employed individuals are both physically and mentally 

healthier, as well as more financially stable, than unemployed individuals.4   Due to the strong 

connection between employment and overall health, people who are unemployed have higher mortality 

                                                           
1
 https://www.medicaid.gov/federal-policy-guidance/downloads/smd18002.pdf  

2
 See Section II of the TennCare demonstration, available at 

https://www.tn.gov/content/dam/tn/tenncare/documents/tenncarewaiver.pdf  
3
 Waddell, G. & Burton, A.K. (2006). Is work good for your health and well-being?  EurErg Centre for Health and 

Social Care Research, University of Huddersfield, UK. 
4 McKee-Ryan, F.M., Song, Z., Wanberg, C.R., & Kinicki, A.J. (2005). Psychological and physical well-being during 

unemployment: a meta-analytic study. Journal of Applied Psychology, 90 (1), 53-76.; Paul, K.I., Geithner, E., & 
Moser, K. (2009). Latent deprivation among people who are employed, unemployed, or out of the labor force. 
Journal of Psychology, 143 (5), 477-491. 

https://www.medicaid.gov/federal-policy-guidance/downloads/smd18002.pdf
https://www.tn.gov/content/dam/tn/tenncare/documents/tenncarewaiver.pdf
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and poorer health outcomes, and, further, longitudinal studies have found that these effects of 

unemployment exist regardless of any pre-existing health conditions.5 

 

Given this growing body of research, a well-designed process to connect individuals to employment in a 

way that promotes positive health outcomes will serve to advance the goals of the TennCare 

demonstration. This is true whether the individual obtaining employment remains enrolled in TennCare 

or is able to transition to private insurance.  

 
Accordingly, Amendment 38 is designed to promote improved health outcomes for TennCare members, 

and to support member efforts to achieve independence and potentially facilitate their transition off of 

the TennCare program and into private insurance. To this end, Amendment 38 will establish workforce 

participation and community engagement as an expectation for some program members, and provide 

corresponding supports to help members achieve their education- or employment-related goals.  

 

Impacted Population 
 
The workforce participation and community engagement requirements will be applicable to non-

pregnant,6 non-disabled, non-elderly adults enrolled in TennCare in the parent/caretaker relative 

eligibility category described at 42 CFR § 435.110. The requirement will apply to members of this 

eligibility category ages 19-64 who do not qualify for one of the exemptions described below. 

 

Qualifying Activities 
 

Impacted adults will be required to engage in qualifying work or community engagement activities for 

20 hours per week (averaged monthly).  

 

These individuals can fulfill this requirement in a variety of ways. These include: 

 Working in paid employment or self-employment; 7 

 General education (e.g., high school or high school equivalency, college, English as a second 

language, etc.); 

 Vocational education and training; 

 Participation in job search or job skills training activities sponsored by the Tennessee 

Department of Labor & Workforce Development; 

 Accredited homeschooling; and  

 Community service (volunteering) in approved settings. 

                                                           
5
 Egerter, S., Dekker, M., An, J., Grossman-Kahn, R., & Braveman P. (2008). Work matters for health (Issue Brief No. 

4). Robert Wood Johnson Foundation, Commission to Build a Healthier America. Retrieved from 
http://www.commissiononhealth.org/PDF/0e8ca13d-6fb8-451d-bac8-
7d15343aacff/Issue%20Brief%204%20Dec%2008%20-%20Work%20and%20Health.pdf  
6
 The workforce participation and community engagement requirement does not apply to pregnant women, or to 

women during their period of postpartum coverage.  
7
 If self-employed, an individual must be able to demonstrate income that is consistent with working at least 20 

hours per week (averaged monthly).  

http://www.commissiononhealth.org/PDF/0e8ca13d-6fb8-451d-bac8-7d15343aacff/Issue%20Brief%204%20Dec%2008%20-%20Work%20and%20Health.pdf
http://www.commissiononhealth.org/PDF/0e8ca13d-6fb8-451d-bac8-7d15343aacff/Issue%20Brief%204%20Dec%2008%20-%20Work%20and%20Health.pdf
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In addition, individuals subject to and complying with the work requirements of another public 

assistance program (i.e., SNAP or TANF) will be deemed to be in compliance with the TennCare 

community engagement requirement. This includes individuals who are enrolled in another public 

assistance program and who have been determined to be exempt from that program’s work 

requirements. 

 

Exemptions 
 
TennCare acknowledges there are circumstances that may limit or prevent a member’s ability to comply 

with the community engagement requirement. Members will be exempt from the requirement in any 

month in which any one of the following conditions is met: 

 Individuals who are at least 65 years old 

 Individuals who are physically or mentally incapable of work, as certified by an appropriate 

medical professional 

 Individuals who are determined to be medically frail 

 Individuals with a short-term or long-term disability or an acute medical condition validated by a 

medical professional that would prevent them from complying 

 Individuals participating in inpatient or residential treatment or an Intensive Outpatient Program 

(IOP) for a substance use disorder 

 Individuals who are the primary caregiver of a child younger than six years of age (one 

exemption per household) 

 Individuals who are providing caregiver services for a household member (child or adult) with a 

disability or incapacitation, or with a medical frailty that prevents the caretaker from fulfilling 

the community engagement requirement 

 Individuals receiving unemployment benefits 

 Individuals who have recently been directly impacted by a catastrophic event such as a natural 

disaster  

 

In addition to the standard exemptions listed above, TennCare may grant a good cause exemption from 

the community engagement requirement based on a determination that there are acute or short-term 

individual circumstances that warrant special consideration (e.g., individuals experiencing homelessness, 

victims of domestic violence, victims of human trafficking, etc.). TennCare will work with individuals in 

these circumstances to connect them to education- and employment-related resources on a voluntary 

basis and as desired by the individual.  

 

In addition, TennCare reserves the right to temporarily modify or waive the community engagement 

requirement in counties that are determined to be economically distressed. 
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Supports 
 
In order to support members’ success in achieving their education- and employment-related goals, 

Tennessee will implement a number of strategies to make assistance and supports available to members 

who desire such assistance, with an emphasis on linking individuals to existing community resources. 

TennCare will partner with the Tennessee Department of Labor & Workforce Development and other 

entities as needed to provide members with access to information and services designed to prepare and 

support persons in obtaining and maintaining employment.  

 

Where lack of postsecondary education or training is determined to be a barrier to employment, 

TennCare will connect members to resources such as Tennessee Reconnect, the state’s program to 

support adults who do not already have a postsecondary credential attend a community college or 

technical college and complete a postsecondary degree or credential.8  Individuals needing to complete 

secondary education will be connected to adult education opportunities sponsored by the Tennessee 

Department of Labor & Workforce Development.  

 

In addition to this demonstration amendment and pursuant to Tennessee Public Chapter No. 869, 

Tennessee will seek the necessary approval from the U.S. Department of Health & Human Services to 

utilize funds from the state’s TANF program to implement the TennCare workforce participation and 

community engagement activities, and to provide additional supports to individuals subject to the work 

requirement.   

 

Impact on Member Benefits 
 

TennCare members subject to the community engagement requirement will document their compliance 

to TennCare on a monthly basis. Affected members must meet the requirement for four months out of 

every six-month period in order to maintain coverage. TennCare will assess member compliance after six 

months of eligibility, and every six months thereafter. At that time, members who have not 

demonstrated compliance for at least four months of the six-month reporting period will be subject to 

suspension of benefits. Benefits for these members will remain suspended until they demonstrate 

compliance with the requirement for one month. TennCare may offer additional opportunities for 

members to leave suspended status and regain full coverage through participating in an activity that 

supports the goals of the community engagement program (e.g., taking a state-approved health or 

financial literacy course).      

 

If a member’s benefits are suspended, he or she will receive a notice explaining the reason for the 

suspension and the steps the member must take to have benefits reinstated. Members subject to 

suspension due to failure to comply with the community engagement requirement will retain their 

rights to appeal their suspension at a state fair hearing.  

 

                                                           
8
 For more information about Tennessee Reconnect, see https://www.tnreconnect.gov/  

https://www.tnreconnect.gov/
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II. Description of the Proposed Health Care Delivery System, Eligibility 
Requirements, Benefit Coverage, and Cost Sharing 

 
Amendment 38 will not entail any changes to the package of benefits covered under the TennCare 

demonstration, or to the health care delivery system used to administer those benefits. Under 

Amendment 38, benefits for certain members may be suspended for failure to comply with community 

engagement requirement as described in Section I.  

 

Amendment 38 will not entail any changes to cost sharing under the TennCare demonstration. Nominal 

cost sharing for TennCare members will continue to be implemented in accordance with Section VII of 

the TennCare demonstration.  

 

Eligibility requirements for the TennCare demonstration are unaffected by Amendment 38. As noted 

elsewhere, under Amendment 38 receipt of benefits for certain members of the parent/caretaker 

relative eligibility category will be conditioned on compliance with the community engagement 

requirement. The requirements for members in other TennCare eligibility categories are unchanged.  

 

 

III. Expected Impact on Budget Neutrality  
 
The TennCare program’s current budget neutrality demonstration will not be affected by Amendment 

38. The state is not requesting any new expenditure authorities under Section 1115 of the Social 

Security Act to implement Amendment 38. As required by the state’s authorizing legislation, the state 

will seek federal approval to use TANF funds to fund eligible costs associated with the workforce 

participation and community engagement initiative.9   

 

Of the members who will be impacted by the community engagement requirement, it is estimated that 

a significant number are already working, or will be deemed to be in compliance with the requirement 

by virtue of their participation in the SNAP or TANF work program, or will qualify for an exemption to 

the requirement. For the remaining members, the state intends to provide linkages to resources to 

assist individuals in complying with the requirement, as desired by the individual and as described in 

Section I. Some number of individuals may transition off of TennCare and into other coverage options as 

their earnings increase; however, it is not possible to reliably project the magnitude of this decrease in 

enrollment at this time.  

 

 

 

                                                           
9
 See Tennessee Code Annotated § 71-5-158. 
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  IV. Waiver and Expenditure Authorities Requested 
 
All waiver and expenditure authorities currently approved for the TennCare demonstration will continue 

to be in effect. To implement Amendment 38, the state requests the following additional waiver 

authority, pursuant to Section 1115(a)(1) of the Social Security Act. 

 
Provision of Medical Assistance Section 1902(a)(8) and 1902(a)(10) 
 
To the extent necessary to enable the state to suspend benefits for, and not make medical assistance 

available to, beneficiaries who fail to comply with workforce participation and community engagement 

requirements. 

 
 

V. Research Hypotheses and Evaluation 
 
The table below presents an overview of the state’s preliminary plan for evaluating its workforce 

participation and community engagement initiative. This evaluation plan is subject to change and will be 

further refined to reflect operational details as the program is implemented. 

 

Hypothesis Methodology Data Sources and Metrics 

Goal 1:  Improve health outcomes for the impacted adult population. 

Implementation of work and 
community engagement 
requirements will decrease 
hospital stays for the impacted 
adult population. 

Track member use of inpatient 
hospitalizations.  

Encounter data 

Implementation of work and 
community engagement 
requirements will decrease 
emergency room visits for the 
impacted adult population. 

Track member use of emergency 
room. 

Encounter data 

Goal 2:  Improve education, employment, and community engagement outcomes for the impacted 
adult population. 

Implementation of work and 
community engagement 
requirements will encourage 
members to seek and obtain 
employment. 

Track members who report 
participating in job search or 
employment activities. 

Administrative data 

 Member reports of job search 
activities 

 Members reporting paid 
employment activities that 
are sustained for more than 
90 days 
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Hypothesis Methodology Data Sources and Metrics 

Implementation of work and 
community engagement 
requirements will encourage 
members to obtain high school 
equivalency or other needed 
educational credentials. 

Track members who report 
participating in educational 
activities. 

Administrative data 

 Member reports of education 
activities 

 Members earning high school 
equivalency diplomas or 
other educational credentials 

Implementation of work and 
community engagement 
requirements will increase 
community engagement. 

Track members who report 
participating in volunteer or 
community engagement 
activities.  

Administrative data 

 Member reports of volunteer 
or community engagement 
activities 

 
The evaluation design of the TennCare demonstration will be modified to incorporate these hypotheses 
and metrics. 
 

VI. Documentation of Public Notice and Input 
 

Summary of Public Notice Processes 
 
The state has implemented multiple mechanisms for notifying interested parties about Amendment 38 

and for soliciting public input on Amendment 38. These public notice and input procedures are informed 

by—and comply with—the requirements specified at 42 CFR § 431.408. 

 

The state’s public notice and comment period began on September 24, 2018, and lasted through 

October 26, 2018. During this time, a comprehensive description of the amendment to be submitted to 

CMS was made available for public review and comment on an amendment-specific webpage on the 

TennCare website. An abbreviated public notice—which included a summary description of Amendment 

38; the locations, dates, and times of three public hearings; and a link to the full public notice on the 

state’s amendment-specific webpage—was published in the newspapers of widest circulation in 

Tennessee cities with a population of 50,000 or more. TennCare disseminated information about the 

proposed amendment, including a link to the relevant webpage, via its social media (i.e., Twitter, 

Facebook). TennCare also notified the members of the Tennessee General Assembly of Amendment 38 

via an electronically transmitted letter. 

 

The state held three public hearings to seek public comment on Amendment 38. The first hearing took 

place on October 8, 2018, at 11:00 a.m. Central Time at the Bordeaux branch of the Nashville Public 

Library, 4000 Clarksville Pike in Nashville. The second hearing took place on October 9, 2018, at 1:00 

p.m. Eastern Time at the Burlington branch of the Knox County Public Library, 4614 Asheville Highway in 

Knoxville. The third hearing took place on October 11, 2018, at 11:00 a.m. at the Jackson Madison 

County Library, 433 East Lafayette Street in Jackson. Members of the public also had the option to 

submit comments throughout the notice period by mail and/or email.  Documentation of the state’s 

public notice process is included as Appendix B. 
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The state notes that—in addition to the public notice mechanisms described above—Amendment 38 

implements Tennessee Code Annotated § 71-5-158, which was enacted by the 110th General Assembly 

of the state of Tennessee in 2018, and was the product of a public legislative process. 

 

Summary of Public Input 
 
The state received comments from approximately 160 individuals and organizations in response to its 
public notice for Amendment 38. In addition, 33 individuals attended one of the state’s three public 
hearings on Amendment 38. All comments were reviewed and considered by the state in the 
development of the final amendment application. The comments received, along with the state’s 
responses, are summarized below.  
 
The written comments received by the state are also included as Appendix C. 
 
The state appreciates the wide range of thoughtful comments received during the public comment 
period for Amendment 38. As described below, the state has made some changes based on the 
comments received. In many other cases, the comments pertained to how the program should be 
implemented after Amendment 38 is approved or to a level of detail that is beyond the scope of this 
document. Where appropriate, the state will consider these recommendations and ideas as the 
operational features of the program are developed further. 
 

General Comments 
 
The state received a number of comments in opposition to Amendment 38. These commenters cited a 
wide range of reasons for their opposition, from personal religious beliefs to administrative burden to 
the state, to concerns about harm for TennCare members. One commenter expressed support for the 
amendment, because it will provide an increase in self-worth and motivation.  
 
The state maintains its commitment to promoting productive work and meaningful community 
engagement among affected TennCare members. In addition, the state notes that the submission of 
Amendment 38 is required by state law. See Tennessee Code Annotated § 71-5-158. No changes were 
made to the amendment based on these comments. 
 
A number of commenters requested additional information on how the state will operationalize the 
community engagement program (e.g., computer systems that will be used to implement the 
program, the interaction of this program with other benefit programs, compliance documentation 
requirements, verification of exemptions, and staffing needs related to the program).  
 
The state’s amendment is based on federal requirements and presents an overall description of the 
state’s proposed program, goals, proposed activities, waiver and expenditure authorities requested, and 
evaluation hypotheses. Specific operational details of the program (e.g., systems design, documentation 
format) will be developed in greater detail as the state continues its work to implement the program. In 
developing the technical specifications of the program, the state intends to design its program in a 
manner that is consistent with the objectives of the overall TennCare demonstration and this particular 
amendment. No changes were made to the amendment based on these comments.  
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A few commenters requested alternative programs to a community engagement requirement that 
utilize positive incentives to encourage employment but do not require work or community 
engagement as a condition of Medicaid coverage.  
 
The state believes that the policies outlined in Amendment 38 are an effective framework for promoting 
productive work and community engagement, and intends to conduct an evaluation of the extent to 
which Amendment 38 achieves these objectives. The state further notes that the submission of 
Amendment 38 is required by state law. See Tennessee Code Annotated § 71-5-158. No changes were 
made to the waiver amendment as a result of these comments. 
 

Impacted Population 
 

A few commenters requested clarification that former foster care youth, individuals receiving 
treatment for breast and cervical cancer, and refugees will be exempted from the work and 
community engagement requirements.  

As noted in the state’s public notice and draft amendment, the community engagement requirement 
will apply only to non-pregnant, non-disabled, non-elderly adults enrolled in the parent/caretaker 
relative eligibility category described at 42 CFR § 435.110. The requirement will not apply to members in 
other eligibility categories (e.g., members in the former foster care youth eligibility category, members 
enrolled in TennCare to receive treatment for breast or cervical cancer). Refugees enrolled in the 
parent/caretaker relative eligibility category will be subject to the community engagement requirement 
in the same manner as other TennCare members. Prior to suspending a member’s benefits, the state 
will conduct a review to ensure he is not eligible to continue receiving benefits in another TennCare 
eligibility category. No changes were made to the amendment as a result of this comment. 
 

Qualifying Activities 

One commenter stated that the proposed community engagement requirement is too high of a 
burden for families with children who have school breaks and holidays and limited access to 
transportation and child care.  

The state maintains that its proposed requirement—engaging in qualifying activities for 20 hours per 
week in four months out of every six-month period—is a reasonable expectation. In crafting 
Amendment 38, the state has sought to identify a number of qualifying activities that can be used to 
satisfy the requirement, including work, education, job search, and community service. The state 
believes this approach will maximize the opportunities for affected individuals to be successful in 
satisfying the requirement. No changes were made based on this comment. 

A few commenters suggested counting the time of participating in certain SUD recovery support 
programs in the required community engagement hours. One commenter suggested that probation 
and parole meetings should be included as an approved setting to count towards community service 
hours.  

It is the state’s intent to identify specific community service activities that promote the goals of the 
community engagement initiative. The state will take the commenters’ suggestions into consideration as 
it continues to design this aspect of the program. No changes were made to the amendment as a result 
of these comments.  
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One commenter proposed counting the time that individuals spend commuting to/from a job or 
community service setting toward compliance with the requirement. 

The state believes that the employment, education, job training, job search, and community service 
activities identified in the draft amendment are the activities most likely to advance the state’s 
objectives of promoting productive work and meaningful community engagement. No changes were 
made based on this comment. 

One commenter recommended that caregiving activities for a household member under the age of 
six, or who is disabled or incapacitated, should be counted as qualifying activities rather than 
exemptions. 

The state law directing TennCare to submit Amendment 38 exempts the parents of children under age 
six from the work and community engagement requirement (see Tennessee Code Annotated § 71-5-
158), and the state determined to adopt a similar approach for individuals caring for a disabled or 
incapacitated household member. The state believes that an exemption for individuals in this 
circumstance will require less administrative burden than treating these activities as qualifying activities. 
No changes were made to the amendment based on this comment.  

One commenter recommended that TennCare extend approved job search or job skills training 
activities beyond those sponsored by the Tennessee Department of Labor & Workforce Development. 
The commenter believed that the times and locations for programs such as Tennessee Reconnect are 
too restrictive to serve the needs of the TennCare population. 

The state will take the commenters’ suggestion into consideration in defining the job search activities 
that meet the program requirements. No changes were made to the amendment as a result of these 
comments.  

One commenter recommended that caregiving activities to any other person (regardless of their age 
or health status) should be counted as qualifying activities.  

The state believes that the employment, education, job training, job search, and community service 
activities identified in the draft amendment are the activities most likely to advance the state’s 
objectives of promoting productive work and meaningful community engagement. No changes were 
made based on this comment.  

 
Many commenters expressed concerns that the process of documenting compliance with the 
community engagement requirement will create barriers to accessing or maintaining coverage for 
patients, resulting in the suspension of TennCare benefits for eligible members because of 
documentation or paperwork errors. Several commenters recommended having multiple options to 
report compliance, arguing that an online portal alone is not adequate due to lack of computer 
literacy or internet connectivity among TennCare members. Commenters also recommended hiring 
additional staff to assist members in reporting community engagement hours and having a good 
cause exemption for those who have difficulty with reporting. Other related suggestions included 
streamlining the reporting, extending the period for reporting to six months or yearly, and 
synchronizing reporting periods with DHS. Several commenters requested TennCare accept self-
attestation of compliance with the community engagement requirement rather than require 
documentation. These commenters noted that this approach would be consistent with the manner in 
which the Internal Revenue Service implemented several components of the Affordable Care Act and 
would involve the least amount of bureaucracy and administrative costs. Other commenters 
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encouraged the state to rely on data from the Social Security Administration, the Internal Revenue 
Service, Tennessee Department of Labor and Workforce Development, and other sources wherever 
possible to validate an individual’s compliance with the requirement of exemption status. 

As the program is operationalized, the state will determine the processes for documenting compliance 
with the community engagement requirement and exemptions. The state will seek to ensure accuracy 
and minimize the administrative burden on members to the extent possible, understanding that the 
state will need to strike a balance between these two goals. As the program is operationalized, 
TennCare will consider these comments when determining a compliance reporting plan. No changes 
were made to the amendment as a result of these comments. 

Exemptions 

One commenter suggested that the state partner with Managed Care Organizations (MCOs) to 
identify members who may be exempt from the community engagement requirement through the 
creation of an “exemption consideration file.” This file could flag potential individuals subject to 
community engagement requirement who may meet the necessary criteria for a clinical exemption. 

As the community engagement program is operationalized, the state will explore ways in which 
TennCare may partner with MCOs to identify potential members who may be exempt from the 
community engagement requirement due to medical conditions or diagnoses. No changes were made to 
the amendment as a result of this comment. 
 
One commenter suggested that a single point of contact (e.g. the state or a designated third-party 
contractor) should make all exemption decisions and communicate these to all stakeholders. This 
commenter suggested that MCOs could assist this decision-maker through identifying individuals who 
may be exempt, but that the final decision should be made by the point of contact.  

The state will take this suggestion into consideration as the program is being operationalized. No 
changes were made to the amendment as a result of this comment.  

A number of commenters expressed concern that obtaining certification of a mental or physical illness 
from an appropriate medical professional represents an undue burden on the member. For example, 
several commenters expressed concern that being able to find and access a mental health provider in 
some areas of the state could be a barrier to obtaining such documentation. In addition, many 
commenters were concerned that members may have difficulty receiving necessary documentation 
from a medical professional, due to difficulty in meeting with the provider or the provider’s 
unwillingness to assist with documentation. A few other commenters were concerned that members 
suffering from undiagnosed conditions that prevent them from working would be negatively 
impacted. Finally, one commenter was concerned that there are not enough physicians familiar with 
rare diseases to convey the extent of their symptoms on a standard form.  

All TennCare members have access to a network of healthcare providers by virtue of their enrollment in 
TennCare. TennCare monitors the adequacy of MCO provider networks on an ongoing basis. As the 
community engagement program is operationalized, the state will determine the processes for 
documenting exemptions to the community engagement requirement. The state’s goal will be to ensure 
accuracy and minimize the administrative burden on members and providers to the extent possible, 
understanding that the state will need to strike a balance between these two goals. No changes were 
made to the amendment as a result of these comments. 
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The state received numerous comments regarding exemptions for caregiver parents and relatives. 
Many commenters recommended exempting all families with children under age 18, while several 
others suggested exempting individuals who are caregivers for family members who have a mental 
illness or are parents of children with behavioral health issues. A few commenters also requested 
exemptions for caretakers of elderly adult relatives. TennCare received individual recommendations 
for the following caretaker exemptions: parents whose children have an Individual Education Program 
(IEP); caregivers of a family member whose mental illness causes a sudden health crisis; and primary 
caregivers of a child with a medically complex disease.  

In Amendment 38, the state has proposed to exempt individuals from the community engagement 
requirement if they are the primary caregiver of a child younger than age six and/or of a disabled or 
incapacitated household member. The state recognizes that that there are other circumstances that 
may call on individuals to care for children or other family members, but these circumstances would not 
necessarily preclude an individual from participating in work or community engagement activities. For 
example, an IEP does not necessarily require caregiving during school hours and therefore should not 
prevent a caregiver from participating in community engagement. The state notes that its proposed 
community engagement requirement is 20 hours per week in four months out of every six-month 
period, and can be satisfied in a variety of settings.  

The amendment already includes a proposed exemption for individuals who are the primary caregiver 
for a household member (child or adult) with a disability or incapacitation. For clarity, the amendment 
has been updated to indicate that individuals who provide caregiver services for a household member 
with a medical frailty that prevents the caretaker from fulfilling community engagement requirement 
will also be exempt from the requirement.  

One commenter requested an exemption for parents and caretaker relatives if they have recent 
indications of employment: a) Have recently-reported wages in the New Hires database b) Have other 
indicia of employment with credit reporting services such as Experian, TransUnion, etc. c) Received 
the Earned Income Credit (EIC) on their federal return for the most recent tax year, for which earned 
income through employment is required d) Report earnings on their federal return for the most recent 
tax year.  

A number of people who will be affected by the new community engagement requirement are already 
working. As the program is operationalized, the state will consider these suggestions as potential 
sources of data for verifying compliance the requirement. No changes were made to the amendment 
based on this comment. 

Several commenters suggested that the currently proposed exemption to the community engagement 
requirement for “individuals participating in inpatient or residential treatment for substance use 
disorder” should also exempt other individuals receiving treatment for substance use disorders. These 
commenters variously recommended exempting individuals actively participating in, or who have 
recently participated in, SUD treatment in outpatient settings, as well as individuals residing in sober 
living facilities, engaged in substance abuse treatment support groups, receiving medication assisted 
treatment (MAT), those in intensive outpatient programs (IOP), and those who have a diagnosis of 
opioid use disorder and/or documented overdose on or before September 30, 2018.  

The state recognizes the importance of maintaining access to treatment for individuals with substance 
use disorders. In the midst of the current opioid crisis, the state is working to increase the availability of 
treatment options for individuals with SUD. In response to these comments, TennCare has modified the 
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list of proposed exemptions in Amendment 38 to include individuals who are participating in Intensive 
Outpatient Programs (IOPs) in addition to those who are participating in inpatient or residential 
treatment for a substance use disorder.  

Many commenters requested additional detail about how the state intends to define “medically frail” 
and “mentally incapable of work.” These commenters recommended that the conditions that would 
fall under these categories should be outlined and information about how one will prove that he or 
she is medically frail should be communicated. Several commenters requested clarification on 
whether severe mental illness will be included in the definition of medically frail, and if so, how will it 
be defined. Several commenters requested exemptions for specific diseases: end-stage renal disease, 
HIV, Cystic Fibrosis, bleeding disorders, and cancer. A few commenters also suggested specific 
language for defining “medically frail” as well as “medically complex” diseases.  

 
The state intends to develop a definition of medical frailty that is consistent with federal requirements, 
and that acknowledges severe illness and limitations to daily living caused by a physical, mental, or 
emotional health condition. The state appreciates the commenters’ suggestions and will take these 
recommendations into consideration as it develops and communicates its operational definition of 
medically frail. No changes were made to the amendment based on these comments. 

 
A few commenters requested that medical frailty be based on self-attestation, with a retrospective 
review and assessment.  

 
As the community engagement program is operationalized, the state will determine the processes for 
documenting exemptions to the community engagement requirement. The state will seek to ensure 
accuracy and minimize the administrative burden on members to the extent possible, understanding 
that the state will need to strike a balance between these two goals. No changes were made to the 
amendment based on this comment. 

Several commenters requested additional clarification on how “economically distressed counties” will 
be defined or identified. Several commenters suggested definitions of “economically distressed” that 
included regions, municipalities, or counties that have an unemployment rate higher than the state 
average. A few commenters requested that the “economically distressed” definition be applied to 
municipalities, rather than counties as a whole. These noted that exempting rural “economically 
distressed” counties while not exempting “economically distressed” municipalities within a county 
could result in a disparate impact of the waiver falling on African American members in urban 
counties.  

The state will consider these suggestions when determining when it might be appropriate to temporarily 
waive the community engagement requirement, as the state recognizes the need for flexibility in 
responding to various economic situations. No changes were made to the amendment based on these 
comments.  

Several commenters recommended lowering the maximum applicable age of the community 
engagement requirement to 50. These commenters noted that this is the maximum age at which the 
SNAP program’s work requirement for able-bodied adults without dependents (ABAWDs) applies. 

The state believes that adults above age 50 who are able to work will also benefit from work or 
community engagement. No changes were made to the amendment based on this comment.   
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One commenter suggested that individuals receiving unemployment benefits should not be exempted 
from the community engagement requirements but that the work activities required for 
unemployment should instead count towards the qualifying activities required each week or month. 

Individuals receiving unemployment benefits in Tennessee are already subject to job search 
requirements, and the Tennessee Department of Labor & Workforce Development tracks their 
compliance. Federal guidance to states discourages applying work requirements to people who already 
have a work requirement in another program. Therefore, no changes to the amendment were made as a 
result of this comment.  

Another commenter approved of the proposed unemployment benefit exemption, but requested it be 
expanded to include people receiving unemployment benefits from other states in addition to 
Tennessee. 

Amendment 38 provides an exemption for “individuals receiving unemployment benefits.”  This includes 
individuals from states other than Tennessee. No changes were made to the amendment based on this 
comment.  

One commenter requested that TennCare develop a reciprocal relationship with SNAP and TANF 
where anyone who is compliant with TennCare community engagement requirements is deemed 
eligible for TANF and SNAP.  

This comment is outside the scope of the amendment. The purpose of Amendment 38 is to promote 
work and community engagement among certain TennCare members, as well as improved health 
outcomes. Eligibility for other public assistance programs is not the subject of Amendment 38. No 
changes were made to the amendment based on this comment.  

One commenter objected to the proposed exemption for individuals with a pending SSI/SSDI 
application, pointing out that if someone has a severe medical condition validated by a medical 
professional, they should qualify for one of the other proposed exemptions.  

The state agrees with the commenter’s suggestion that people who meet this criterion would also 
qualify for other types of exemptions: physically or mentally incapable of work, medically frail, short-
term or long-term disability, or other good cause. The amendment was updated to remove the 
proposed exemption for individuals with a pending SSI/SSDI application, because it is duplicative of 
other exemptions. 

One commenter suggested that if an individual attests that he or she does not have access to 
transportation to and from a job, child care, or educational or volunteer opportunities, that he or she 
should be exempt from the work and community engagement requirement.  

In order to support members’ success in achieving their education- and employment-related goals, the 
state intends to implement strategies to make assistance and supports available to members who desire 
such assistance, with an emphasis on linking individuals to existing community resources. No changes 
were made to the amendment based on this comment. 

One commenter recommended that TennCare exempt people with intellectual and/or developmental 
disabilities and their caregivers.  

As a practical matter, most TennCare members with intellectual disabilities are in eligibility categories 
that are unaffected by the community engagement requirement. Other members with an intellectual or 
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developmental disability may qualify for one of the proposed exemptions to the community 
engagement requirement. No changes were made to the amendment based on this comment. 

One commenter recommended exempting individuals who lack regular access to internet or cellular 
service, because these individuals will be unable to report compliance with community engagement 
requirements.  

The state will take this comment into consideration as it continues to design the methods for 
documenting compliance with the community engagement requirement. No changes were made to the 
amendment based on this comment.  

Several commenters described challenges experienced by people with mental illness, noting that 
many people with mental illness are currently undiagnosed, yet face great challenges to working due 
to their mental illness. These commenters recommended TennCare carefully examine and exempt 
populations who have a severe mental illness.  

The state notes that, in accordance with federal guidance, it has proposed to exempt individuals who 
have been determined to be medically frail from the community engagement requirement. Under 
federal regulations, medical frailty includes adults with serious mental illness. (See 42 CFR § 440.315.)  
The state has further proposed to exempt individuals who are certified as physically or mentally 
incapable of work by an appropriate medical professional. No changes were made to the amendment 
based on these comments.  

A few commenters requested an exemption for recently incarcerated individuals, citing the difficulty 
these individuals have in obtaining employment and recognizing that they often have mental illnesses 
that need to be treated.  

The state believes that recently incarcerated individuals will benefit from the transition to work and 
meaningful community engagement in the same manner as other members. As noted in the state’s 
public notice and draft amendment, the state intends to implement strategies to make assistance and 
supports available to members who desire such assistance, with an emphasis on linking individuals to 
existing community resources. No changes were made to the amendment based on this comment.  

One commenter requested that the circumstances warranting a good cause exemption to the 
community engagement requirement be explicitly identified and listed in the amendment. Another 
commenter provided a list of recommendations that should qualify an individual for a good cause 
exemption. 

The state does not believe it is possible to specify in advance all circumstances that could warrant a 
good cause exemption, although the amendment does provide some examples. The state intends that 
good cause exemptions may be granted based on individual circumstances that necessitate special 
consideration or which could temporarily prevent members from complying with the community 
engagement requirement. No changes were made to the amendment based on these comments.  

Supports 
 

Many commenters wrote about the barriers and complexities of low-wage jobs:  seasonal workers 
who work some parts of the year but not others, lack of control over work hours being suddenly 
reduced or other unpredictable work schedules, lack of fair and flexible schedules, or too few jobs 
near where they live. Other commenters described challenges and potential barriers to employment 
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faced by TennCare members, including low education levels; limited literacy and English proficiency; a 
lack of work skills among certain populations; challenges related to substance use disorder; limited 
access to oral and vision care; previous incarceration records or default judgements including wage 
garnishments, revoked drivers licenses, limited access to transportation; and lack of safe and 
affordable child care.  

Individuals transitioning to employment can face a number of challenges. However, the state is 
committed to promoting work and community engagement among adults who are capable of working. 
In order to support members’ success in achieving their education- and employment-related goals, the 
state intends to implement strategies to make assistance and supports available to members who desire 
such assistance, with an emphasis on linking individuals to existing community resources. No changes 
were made to the amendment based on these comments. 

A few commenters described the challenges to maintaining employment faced by people who are 
experiencing domestic violence.  

In addition to the list of standard exemptions, the state has proposed a good cause exemption from the 
community engagement requirement to address individual circumstances that affect an individual’s 
ability to comply with the requirement or otherwise warrant special consideration. The recent 
experience of domestic violence is an example of the type of circumstance that could qualify an 
individual for a good cause exemption from the community engagement requirement. No changes were 
made to the amendment based on this comment.  

Many commenters expressed concern for how people with disabilities will fare in a community 
engagement requirements program. Commenters had questions about what information and 
accommodations will be available for people with disabilities, how disabilities will be assessed, what 
supports will be in place for people with disabilities, and how the specific needs of the individuals will 
be addressed within the program and the workplace.  

The state is not proposing to apply the community engagement requirement to individuals eligible for 
TennCare on the basis of a disability, individuals who are physically or mentally incapable of work, 
individuals determined to be medically frail, or individuals with a short-term or long-term disability or 
acute medical condition that would prevent them from complying with the requirement. In addition, 
Tennessee intends to provide reasonable accommodations related to meeting the community 
engagement requirement for members with disabilities protected by the Americans with Disabilities Act, 
Section 504 of the Rehabilitation Act, and Section 1557 of the Patient Protection and Affordable Care 
Act, when necessary, to enable them to have an equal opportunity to participate in and benefit from the 
community engagement initiative. No changes were made to the amendment based on these 
comments.  

Several commenters urged TennCare to ensure that the communication and information sharing 
strategies regarding the community engagement program provide adequate support to ensure that all 
members can fully participate in the process. Commenters recommended that notices clearly explain 
the program requirements, implementation details, a list of exemptions, and specific examples of 
qualifying activities. Some specific suggestions included: ensuring the reading level of written 
materials is at an accessible level for the majority of members and that languages other than English 
are represented. One commenter also recommended the creation of a toll-free referral and 
information hotline that would be available across the state, including in rural areas.  
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As the community engagement program is operationalized, the state intends to implement 
communication, outreach, and education plans to support its implementation. The state will consider 
the commenters’ suggestions as it develops its communication plans. No changes were made to the 
amendment based on these comments.      

Many commenters stressed the importance of supportive case management services. Several 
commenters suggested TennCare develop partnerships with various organizations in order to provide 
case management. Some recommended utilizing specific programs and resources to assist individuals 
in developing work-readiness skills, such as expanded supported employment and expanded 
availability of Individual Placement and Support (IPS) and comprehensive educational opportunities. 
One commenter recommended modeling a public-private employment partnership currently piloted 
in Indiana. Another commenter suggested that counseling may be needed by some families as well.  

As the community engagement program is operationalized, the state will consider these comments 
when creating a plan for connecting members to existing supports. The state will consider partnerships 
to support the goals of the program. No changes were made to the waiver amendment based on this 
comment.     

Impact on Member Benefits 

Several commenters expressed concern about community engagement requirements acting as a 
barrier to individuals accessing healthcare when they are recovering from a debilitating injury or living 
with a chronic illness.  These commenters assert that people who experience lapses in coverage will 
not be able to obtain the consistent treatment needed for chronic diseases and may prevent them 
from controlling their disease in order to get healthy and move forward. A few commenters also 
expressed concern about patients not receiving necessary screenings during periods of TennCare 
suspension, thus resulting in late diagnoses of diseases that should have been treated early. Several 
commenters asserted that an acute illness, flair up of chronic disease, or other health setback may 
prevent someone from having consistent 20 hour-per-week employment. These commenters 
expressed concern that the loss of a job or inability to work 20 hours will lead to these members 
losing health coverage. Many commenters also expressed concern about community engagement 
requirements leading to unintended consequences of children being harmed, citing reports that 
parents’ health care coverage improves children’s access to needed care, improves a parent’s mental 
health outcome, and strengthens families’ financial security.  

The policy framework that the state has proposed would exempt members who have a debilitating 
injury that prevents them from complying with the community engagement requirement.  Additionally, 
as part of the community engagement initiative, the state intends to implement strategies to make 
assistance and supports available to members who desire such assistance, with an emphasis on linking 
individuals to existing community resources. One of the core objectives of this program is to improve 
health outcomes for TennCare members, and work or community engagement can help achieve this 
goal.  No changes were made to the waiver amendment based on this comment.  

Some commenters expressed concern about the potential impact of Amendment 38 on healthcare 
providers. Several commenters speculated that a suspension of Medicaid coverage will lead to 
increased reliance on safety net clinics and hospitals, placing a burden on these safety nets and 
leading to disjointed care for the patients. Other commenters suggested Amendment 38 will lead to 
increased administrative and medical costs for providers due to “churn,” a pattern of short-term or 
repeated enrollment, disenrollment, and reenrollment in Medicaid. A few commenters requested 
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TennCare direct MCOs to continue paying claims for FQHC patients who have lost coverage due to 
failure to demonstrate compliance with work and community engagement requirements. One 
commenter requested the reimbursement rate to providers be increased because of the additional 
administrative requirements they expect providers to face due to this program.  
 
The goal of Amendment 38 is to promote work and community engagement among TennCare members, 
as well as improve health outcomes for the affected population. The state believes it has proposed a 
reasonable framework for achieving this goal. This framework includes multiple methods/activities by 
which individuals can comply with the requirement, appropriate exemptions for those who may be 
unable to comply with the requirement, and links to resources and supports for those who desire such 
assistance. No changes were made to the amendment based on these comments. 

Several commenters expressed concerns about implementing work requirements before the state’s 
new eligibility determination system is fully operational.  

The state agrees that implementation of Amendment 38 will require the new eligibility system to be 
operational. No changes were made to the amendment based on this comment.     

One commenter asked: If DHS determines a TANF member exempt from the work requirements for 
six months, will TennCare also determine this same member exempt for the same amount of time?  
Another commenter requested clarification that if someone on SNAP or TANF fails to meet the higher 
SNAP/TANF work requirement, are they still able to keep their TennCare if they meet the 20hr/week 
Community Engagement requirement?  
 
As noted in the draft amendment, individuals subject to and complying with or receiving an exemption 
from the work requirements of another assistance program (including SNAP and TANF) will be deemed 
to be in compliance with the TennCare community engagement requirement. If an individual is removed 
from the SNAP or TANF program due to not meeting any requirements of those programs, then that 
individual would need to meet the TennCare community engagement requirement described in this 
amendment. No changes were made to the amendment based on this comment. 

 Several commenters expressed concern that there will be a gap in coverage for working members 
who earn too much money to qualify for TennCare but cannot afford other insurance. One 
commenter suggested an earned income disregard of 50-100% for their first year in this program. 

The state’s objective in Amendment 38 is to promote work and community engagement in order to help 
affected members achieve their education- and employment-related goals, in which case some 
members may experience an increase in their earnings. Members of the parent/caretaker relative 
eligibility category who experience increases in their income can generally continue to receive TennCare 
coverage on a transitional basis for 12 months. In many cases, members in the parent/caretaker relative 
category whose incomes exceed TennCare’s income limit will qualify for subsidized coverage on the 
individual insurance market. No changes were made to the amendment based on this comment.  

One commenter described a federal requirement specified at 42 CFR § 435.112 that requires the state 
to continue Medicaid coverage for TANF enrollees for four months if the family loses TANF benefits 
because of increased income from employment or increased work hours. The commenter 
recommended that the state consider a similar “soft landing” for TennCare members who lose 
coverage because of increased income or not complying with the work requirements. 
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The state is aware of its obligation to provide transitional medical assistance to families that lose 
eligibility in specified categories due to increased work hours or earnings. The state provides transitional 
medical assistance for qualifying families for 12 months. This policy is unaffected by Amendment 38. No 
changes were made to the amendment based on this comment. 

Expected Impact on Enrollment and Expenditures 

Several commenters expressed concern over the program’s funding. Many commenters objected to 
the state using TANF funds to pay for community engagement requirements. Some commenters are 
skeptical that TANF funds will pay for the entirety of the program, and they are concerned about the 
administrative and programmatic costs to the state. Several commenters requested TennCare 
streamline the program as much as possible and take steps to mitigate the costs of the program. 
Many commenters expressed the opinion that the costs of this program will outweigh any benefits to 
the state or to members.  

 State law requires TennCare to seek federal approval to use TANF funds to implement Amendment 38. 
(See Tennessee Code Annotated § 71-5-158.) One of the primary purposes of federal TANF block grants 
is to reduce the dependence of needy parents on government benefits by promoting job preparation, 
work, and marriage (see Section 401 of the Social Security Act), which aligns fully with the objectives of 
Amendment 38. No changes were made to the amendment as a result of these comments.  

A number of comments requested additional information on the impact of this amendment. They 
requested additional information on the impact of the community engagement program on the 
demonstration’s budget neutrality and coverage and the number of members subject to the 
community engagement requirement. They also object to no budget being described for program 
evaluation or case management.  

As noted in the state’s public notice and draft amendment, Amendment 38 will not impact the budget 
neutrality of the TennCare demonstration. The state is not requesting any additional expenditure 
authorities under Title XIX to implement Amendment 38. As required by state law, the state will seek 
federal approval to use TANF funds to fund eligible costs associated with the work and community 
engagement initiative. (See Tennessee Code Annotated § 71-5-158.)  As also noted in the state’s public 
notice and draft amendment, it is possible that some number of individuals may transition off of 
TennCare and into other coverage options as their earnings increase; however, the state is not aware of 
any methodology by which to reliably project the magnitude of this decrease in enrollment. No changes 
were made to the amendment based on these comments. 

Research Hypotheses and Evaluation 

Several commenters objected to the proposed metrics in the waiver amendment, stating that 
inpatient hospitalization and emergency department utilizations are not adequate metrics for 
determining the health status of a population. These commenters suggested TennCare find alternate 
evaluation measures that will more fully assess the community engagement requirements’ impact on 
health status. Some metrics suggested by commenters included: utilization of preventive, primary 
health, and mental health care services; improved health behaviors; household incomes as a 
percentage of poverty levels before and after engagement in the program; attainment of additional 
educational and skill certifications; changes in job titles; changes in housing status; utilization of other 
supports in the community; and mental and emotional health status indicators. Several commenters 
suggested tracking those who are suspended from the program due to the community engagement 
requirements to evaluate the impact on their health status as well. One commenter requested that 
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the full evaluation plan, rather than a preliminary plan, be developed prior to the implementation of 
any work requirements. 

 
The state agrees with comments indicating the need to conduct a robust evaluation of the work and 
community engagement requirement and intends to develop an evaluation design for the program in 
accordance with federal requirements that will define the evaluation metrics with more specificity. The 
state will consider the commenters’ suggestions in the evaluation design process. No change was made 
to the amendment based on these comments.   

Other 

Several commenters noted that there are pending legal challenges in other states that have sought to 
implement community engagement requirements for Medicaid beneficiaries. These commenters 
speculated that Tennessee will face similar legal challenges to its community engagement program.  

Amendment 38 seeks to promote the objectives of the Medicaid program to promote improved health 
outcomes and to help individuals attain and maintain employment. The submission of Amendment 38 is 
also required by state law.  (See State Medicaid Director Letter 18-002 and Tennessee Code Annotated § 
71-5-158.)  The federal agency with oversight of the Medicaid program—the Centers for Medicare & 
Medicaid Services (CMS)—has invited states to develop programs that seek to improve member health 
and well-being through incentivizing work and community engagement. The state will work with CMS to 
ensure its program meets all federal standards and requirements. No changes were made to the 
amendment as a result of these comments. 
 
A number of commenters requested TennCare expand Medicaid coverage. One commenter requested 
that, instead of community engagement requirements for TennCare members, the state enact a law 
requiring companies to pay employees a living wage with healthcare benefits.  

Both of these comments are outside the scope of Amendment 38. No changes were made to the 
amendment based on these comments. 
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PUBLIC CHAPTER NO. 869

HOUSE BILL NO. I55I

By Madam Speaker Harwell, Representatives Howell, Boyd,
Zachary, Powers, Vaughan, Tillis, Gant, Jerry Sexton, Johnson,
Dawn White, Moody, Daniel, Keisling

Ragan, Terry, Weaver,
Reedy, Sherrell, Galfee,

Substituted for: Senate Bill No. 1728

By Senators Roberts, Bell, Green, Stevens, Bowling, Pody

AN ACT to amend Tennessee Code Annotated, Title 71, relative to imposing
requirements on recipients of medical assistance.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF TENNESSEE

SECTION 1. Tennessee Code Annotated, Title 71, Chapter 5, Part 1, is amended by
adding the following new section to be appropriately designated:

An amendment to the existing Tenn0are ll waiver shall be submitted to the
federal centers for medicare and medicaid services (CMS) authorizing the bureau of
TennCare to create reasonable work and community engagement requirements for able-
bodied working age adult enrollees without dependent children under the age of six (6).
The waiver shall be consistent with the most recent guidance to state medicaid directors
provided by CMS concerning opportunities to promote work and community engagement
in demonstration projects authorized under S 1 1 15 of the federal social security acl (42
U.S.C. S 1315). The state shall seek the necessary approval from the United States
department of health and human services to utilize funds from the temporary assistance
to needy families (TANF) program under the Families First Act of 1996, compiled in
chapter 3, part 1 of this title, for eligible expenditures related to the waiver.
lmplementation of the waiver shall be contingent upon the available use of TANF funds
or other federal appropriations to meet the requirements of the waiver.

SECTION 2. This act shall take effect upon becoming a law, the public welfare requiring
it.



PASSED: Aoril 19.2018

HOUSE BILL NO. 1551
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Documentation of Public Notice 



Published on September 24, 2018 

Notice of Change in TennCare II Demonstration: Amendment 38 
 
The Commissioner of the Tennessee Department of Finance & Administration is providing official 
notification of intent to file an amendment to the TennCare II Demonstration. This amendment, which 
will be known as “Amendment 38,” is being filed with the Centers for Medicare & Medicaid Services 
(CMS).  

 
Description of Amendment and Affected Populations 
 
TennCare is a comprehensive managed care program that provides the full range of Medicaid benefits 
to approximately 1.4 million Medicaid and demonstration eligibles in Tennessee.  One of the core 
objectives of the TennCare demonstration is to improve health outcomes for individuals enrolled in 
TennCare.  A growing body of evidence points to a link between productive work or meaningful 
community engagement and improved health outcomes.   
 
Accordingly, Amendment 38 is designed to promote improved health outcomes for TennCare members, 
and to support member efforts to achieve their education- and employment-related goals.  To this end, 
Amendment 38 will establish workforce participation and community engagement as an expectation for 
some program enrollees.   
 
The workforce participation and community engagement requirement will be applicable to non-
pregnant, non-disabled, non-elderly adults enrolled in TennCare in the parent/caretaker relative 
eligibility category described at 42 CFR § 435.110 without dependent children under the age of six. 
 
Impacted adults will be required to engage in qualifying work or community engagement activities for 
an average of 20 hours per week.  Qualifying activities can include paid employment, certain educational 
activities, job search or job skills training activities, and community service in approved settings.  
TennCare will also seek to link individuals to resources and supports whenever possible to help 
members achieve their education- and employment-related goals.  Impacted members who fail to 
comply with the requirement will be subject to suspension of benefits until compliance is demonstrated.     
 
This proposed waiver amendment is consistent with guidance released by CMS on promoting work and 
community engagement among Medicaid beneficiaries, and is submitted in accordance with Public 
Chapter No. 869,  enacted by the Tennessee General Assembly in 2018. 
 
 
Expected Impact on Enrollment and Expenditures 
 
Amendment 38 is not expected to have an impact on enrollment in the TennCare demonstration.  As 
described above, certain eligible members may be subject to suspension of benefits if they fail to comply 
with the work and community engagement requirement.   
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In accordance with Public Chapter No. 869, the state will seek federal approval to use funds from the 
state’s Temporary Assistance for Needy Families (TANF) program to fund any costs associated with the 
work and community engagement initiative.  The state is not requesting any new expenditure 
authorities under the Medicaid program to implement Amendment 38.   
 
 
Hypothesis and Evaluation Parameters 
 
The state will work with CMS to identify or develop appropriate evaluation measures for this 
demonstration amendment.  The state’s evaluation will focus on 1) the extent to which the 
demonstration is associated with improved education, employment, and community engagement 
outcomes for impacted members, and 2) the extent to which the demonstration is associated with 
improved health outcomes for impacted members. 
 
 
Waiver and Expenditure Authorities Requested 
 
All waiver and expenditure authorities currently approved for the TennCare demonstration will continue 
to be in effect.  To implement Amendment 38, the state will request to waive the requirements of Title 
XIX of the Social Security Act to the extent necessary to suspend benefits for, and not make medical 
assistance available to, beneficiaries who fail to comply with the work and community engagement 
requirement. 

 
Public Notice Process 
 
TennCare has taken a variety of steps to ensure that members of the public are notified of Amendment 
38.  These measures include the development and maintenance of this webpage, as well as notices 
published in the newspapers of widest circulation in Tennessee cities with 50,000 or more residents.  
TennCare has disseminated information about the proposed amendment via its social media accounts 
(e.g., Facebook, Twitter).  TennCare has also notified members of the Tennessee General Assembly of its 
intent to submit Amendment 38. 

 
Public Input Process 
 
TennCare is seeking feedback on Amendment 38 prior to its submission to CMS.  Members of the public 
are invited to offer comments regarding Amendment 38 from September 24, 2018, through October 26, 
2018.  
 
Members of the public who wish to comment on the proposed amendment may do so through either of 
the following options: 
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• Comments may be sent by email to public.notice.tenncare@tn.gov. 
• Comments may be mailed to  

 
Dr. Wendy Long, Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243.  

 
Individuals who prefer to make their comments in person may attend one of the following public 
hearings to comment on Amendment 38: 
 

Monday, October 8, 2018 
11:00 a.m. CT 
Bordeaux Branch of the Nashville Public Library, Large Meeting Room 
4000 Clarksville Pike 
Nashville, Tennessee 
 
Tuesday, October 9, 2018 
1:00 p.m. ET 
Burlington Branch of the Knox County Library, Community Meeting Room 
4614 Asheville Highway 
Knoxville, Tennessee 
 
Thursday, October 11, 2018 
11:00 a.m. CT 
Jackson-Madison County Library, Program Center 
433 East Lafayette Street 
Jackson, Tennessee 

 
Individuals with disabilities or individuals with limited English proficiency who wish to participate in one 
of the hearings and who may require language or communication assistance to do so should contact 
Talley Olson of TennCare’s Office of Civil Rights Compliance by phone at (855) 857-1673 or by email at 
HCFA.fairtreatment@tn.gov prior to the date of the hearing. 
 
TennCare always appreciates input.  In order to be considered for the final draft of Amendment 38, 
feedback must be received no later than October 26, 2018.  Individuals wishing to view comments 
submitted by members of the public may submit their requests to the same physical address and/or 
email address at which comments are being accepted. 
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Draft of Amendment 38 
 
A draft of TennCare's proposed demonstration amendment is located at 
https://www.tn.gov/content/dam/tn/tenncare/documents2/Amendment38.pdf.  Copies of the draft 
amendment are also available in each county office of the Tennessee Department of Health.  Once 
comments received during the public input period have been reviewed and considered, a final draft of 
the amendment will be prepared.  The final draft will be submitted to CMS and will then be made 
available through the webpage located at located at https://www.tn.gov/tenncare/policy-
guidelines/waiver-and-state-plan-public-notices.html. 
 
 
TennCare Page on CMS Web Site 
 
As the federal agency with oversight authority over all Medicaid programs, CMS offers its own online 
resources regarding the TennCare Demonstration.  Interested parties may view these materials at 
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-
list/waivers_faceted.html. 
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Division of TennCare • 310 Great Circle Road • Nashville, TN 37243 

Tel: 800-342-3145 • tn.gov/tenncare 

 
 
 
September 24, 2018 
 
 
 
The Honorable Randy McNally 
Lt. Governor and Speaker of the Senate 
Suite 1 Legislative Plaza 
Nashville, Tennessee 37243-0219 
 
The Honorable Beth Harwell 
Speaker of the House of Representatives 
Suite 19 Legislative Plaza 
Nashville, Tennessee 37243-0219 
 
Dear Speaker McNally and Speaker Harwell: 
 
This letter is written to inform you that the Division of TennCare plans to submit to CMS an amendment 
to the TennCare demonstration. This amendment will be known as “Amendment 38.”  
 
In 2018, the Tennessee General Assembly enacted Public Chapter No. 869, directing TennCare to 
submit a waiver amendment to CMS to authorize the creation of work and community engagement 
requirements for certain TennCare enrollees.  Accordingly, in Amendment 38, TennCare will request 
authority to establish reasonable work and community engagement requirements for non-pregnant, 
non-elderly, non-disabled adults enrolled in the TennCare program, who do not have dependent 
children under the age of six.   
 
Under TennCare’s proposal, affected enrollees will be expected to engage in qualifying work or 
community engagement activities for an average of 20 hours per week.  Qualifying activities can 
include paid employment, certain educational activities, job search or job skills training activities, and 
community service in approved settings.  TennCare will seek to align its community engagement 
requirement with the requirements of other public assistance programs (i.e., SNAP and TANF) to the 
extent possible.  TennCare will also seek to link individuals to existing community resources and 
supports whenever possible to help members achieve their education- and employment-related goals.  
Impacted members who fail to comply with the requirement will be subject to suspension of benefits 
until compliance is demonstrated.   
 
In accordance with Tennessee Public Chapter No. 869, TennCare will seek the necessary approval from 
the U.S. Department of Health & Human Services to utilize funds from the state’s TANF program to 
fund any costs associated with the work and community engagement initiative.   
 
Copies of this letter are being sent electronically to all members of the General Assembly, in 
accordance with T.C.A. § 71-5-104(b). Additional information about Amendment 38 is available on the 
TennCare website located at http://www.tn.gov/tenncare/. 
 

http://www.tn.gov/tenncare/
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Please let us know if you have comments or questions.  
 
Sincerely,  

Wendy Long, M.D., M.P.H. 
Director, Division of TennCare 
 
cc: The Honorable Members of the General Assembly 



400 EAST 11TH ST
CHATTANOOGA, TN 37403

AFFIDAVIT • STATE OF TENNESSEE • HAMILTON COUNTY

Before me personally appeared Jim Stevens, who being duly sworn that he is the Legal Sales 
Representative of the CHATTANOOGA TIMES FREE PRESS, and that the Legal Ad of 
which the attached is a true copy, has been published in the above named newspaper and on the 
corresponding newspaper website on the following dates, to-wit:

Chattanooga Times Free Press: 09/26/18; TimesFreePress.com: 09/26/18.

And that there is due or has been paid the CHATTANOOGA TIMES FREE PRESS for 
publication the sum of $448.70. (Includes $10.00 Affidavit Charge).

Sworn to and subscribed before me this date:  09/27/2018

Account #: 105178
Company: BUREAU OF TENNCARE
Client: 
Ad number: 118378
PO#: 
Note: 

My Commission Expires 03/07/2021



NOTICE OF CHANGE IN TENNCARE 
II DEMONSTRATION

AMENDMENT 38 

The Commissioner of the Tennessee 
Department of Finance and Administra-
tion is providing official notification, pur-
suant to 42 CFR § 431.408 and 59 Fed. 
Reg. 49249, of intent to file an amend-
ment to the TennCare II Demonstration.  
The amendment, which will be known as 
“Amendment 38,” is being filed with the 
Centers for Medicare and Medicaid Ser-
vices (CMS), a federal agency located 
in Baltimore, Maryland, with a Regional 
Office in Atlanta, Georgia.  

Amendment 38 is designed to promote 
improved health outcomes for Tenn-
Care members, and to support member 
efforts to achieve their education- and 
employment-related goals.  To this end, 
Amendment 38 will establish workforce 
participation and community engage-
ment as an expectation for some pro-
gram enrollees.  

The workforce participation and commu-
nity engagement requirement will be ap-
plicable to non-pregnant, non-disabled, 
non-elderly adults enrolled in TennCare 
in the parent/caretaker relative eligibility 
category described at 42 CFR § 435.110 
without dependent children under the 
age of six.

Impacted adults will be required to en-
gage in qualifying work or community 
engagement activities for an average of 
20 hours per week.  Qualifying activities 
can include paid employment, certain 
educational activities, job search or job 
skills training activities, and community 
service in approved settings.  Tenn-
Care will also seek to link individuals to 
resources and supports whenever pos-
sible to help members achieve their ed-
ucation- and employment-related goals.  
Impacted members who fail to comply 
with the requirement will be subject to 
suspension of benefits until compliance 
is demonstrated.    

This proposed demonstration amend-
ment is consistent with guidance re-
leased by CMS on promoting work and 
community engagement among Medic-
aid beneficiaries, and is submitted in ac-
cordance with Public Chapter No. 869,  
enacted by the Tennessee General As-
sembly in 2018.  In accordance with this 
legislation, the State will seek federal 
approval to use funds from Tennessee’s 
Temporary Assistance for Needy Fam-
ilies (TANF) program to fund any costs 
associated with the work and community 
engagement initiative.

The full public notice associated with 
this amendment, including a compre-
hensive description of the amendment, 
is available on the TennCare website at 
https://www.tn.gov/content/dam/tn/ten 
ncare/documents2/Amendment38Com-
prehensiveNotice.pdf.

Pursuant to 42 CFR § 431, Subpart G, 
the State is providing the following op-
portunities to the public to comment on 
the proposed amendment in person:

• A public hearing on October 8, 2018, 
at 11:00 a.m. CT in the Large Meeting 
Room of the Bordeaux branch of the 
Nashville Public Library, 4000 Clarks-
ville Pike in Nashville.
• A public hearing on October 9, 
2018, at 1:00 p.m. ET in the Commu-
nity Meeting Room of the Burlington 
branch of the Knox County Library, 
4614 Asheville Highway in Knoxville.
• A public hearing on October 11, 
2018, at 11:00 a.m. CT in the Program 
Center of the Jackson Madison Coun-
ty Library, 433 East Lafayette Street in 
Jackson.

Individuals with disabilities or individu-
als with limited English proficiency who 
wish to participate in one of the hearings 
and who may require language or com-
munication assistance to do so should 
contact Talley Olson of TennCare’s Of-
fice of Civil Rights Compliance by phone 
at (855) 857-1673 or by email at HCFA.
fairtreatment@tn.gov prior to the date of 
the hearing.

Members of the public who prefer to sub-
mit written comments may send them 
by mail to Dr. Wendy Long, Director, 
Division of TennCare, 310 Great Circle 
Road, Nashville, Tennessee 37243, or 
by email to public.notice.tenncare@
tn.gov.  Persons wishing to review cop-
ies of written comments received may 
submit their requests to the same email 
and/or physical address.  The last day 
on which comments will be accepted is 
Friday, October 26, 2018.

Copies of this notice will be available in 
each county office of the Tennessee De-
partment of Health.  

ATENCIÓN:  si habla español, tiene a su 
disposición servicios gratuitos de asis-
tencia lingüística.  Llame al 1-855-259-
0701 (TTY: 1-800-848-0298).

We do not treat people in a different way 
because of their race, color, birth place, 
language, age, disability, religion, or 
sex.  https://www.tn.gov/tenncare/mem 
bers-applicants/civil-rights-compliance.
html 
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0003146156
NOTICE OF SUBSTITUTE

TRUSTEE’S SALE
WHEREAS, default has occurred

in the performance of the cove-
nants, terms and conditions of a
Deed of Trust dated August 9, 2013,
executed by PERCY LEE ROB-
ERTSON, conveying certain real
property therein described to
JOSEPH B. PITT, JR., as Trustee,
as same appears of record in the
Register’s Office of Madison Coun-
ty, Tennessee recorded September
24, 2013, in Deed Book T1963, Page
1482; and WHEREAS, the beneficial
interest of said Deed of Trust was
last transferred and assigned to Re-
verse Mortgage Solutions, Inc. who
is now the owner of said debt; and-
WHEREAS, the undersigned, Rubin
Lublin TN, PLLC, having been ap-
pointed as Substitute Trustee by in-
strument to be filed for record in
the Register’s Office of Madison
County, Tennessee. NOW, THERE-
FORE, notice is hereby given that
the entire indebtedness has been de-
clared due and payable, and that
the undersigned, Rubin Lublin TN,
PLLC, as Substitute Trustee or his
duly appointed agent, by virtue of
the power, duty and authority vest-
ed and imposed upon said Substi-
tute Trustee will, on October 25,
2018 at 1:00 PM at the North En-
trance of the Madison County Court-
house, Jackson, Tennessee, proceed
to sell at public outcry to the high-
est and best bidder for cash or cer-
tified funds ONLY, the following de-
scribed property situated in
Madison County, Tennessee, to
wit:LAND SITUATED IN THE
CITY OF JACKSON IN THE
COUNTY OF MADISON IN THE
STATE OF TN: BEGINNING AT
AN IRON PIN IN THE SOUTH
MARGIN OF ROBIN LANE, SAID
PIN BEING LOCATED 25 FEET
FROM THE CENTERLINE OF
SAID LANE AND AT THE
NORTHEAST CORNER OF LOT
NO. 41, SECTION I, OF
WOODLAND HILLS SUBDIVISION
A PLAT OF WHICH APPEARS OF
RECORD IN PLAT BOOK 2, PAGE
90, IN THE REGISTERS OFFICE
OF MADISON COUNTY
TENNESSEE; RUNS THENCE
SOUTH 88 DEGREES 55 MINUTES
EAST WITH THE SOUTH MARGIN

OF ROBIN LANE A DISTANCE OF
105 FEET TO AN IRON PIN:
RUNS THENCE IN A SOUTHER-
LY DIRECTION AND FOLLOW-
ING A CURVE TO THE RIGHT
HAVING A RADIUS OF 15 FEET A
DISTANCE OF 23.6 FEET TO AN
IRON PIN IN THE WEST MARGIN
OF CALDWELL PLACE; RUNS
THENCE SOUTH 01 DEGREE 05
MINUTES WEST WITH THE
WEST MARGIN OF CALDWELL
PLACE A DISTANCE OF 160
FEET TO AN IRON PIN IN
HEDGE ROW, SAID POINT BE-
ING THE NORTHEAST CORNER
OF LOT NO. 45 IN SAID SUBDIVI-
SION; RUNS THENCE NORTH 88
DEGREES 55 MINUTES WEST
WITH THE NORTH BOUNDARY
LINE OF LOT NO. 45 A DISTANCE
OF 120 FEET TO AN IRON PIN IN
HEDGE ROW, SAID POINT BE-
ING THE SOUTHEAST CORNER
OF LOT NO. 41; RUNS THENCE
NORTH 01 DEGREE 05 MINUTES
EAST WITH THE EAST LINE OF
LOT NO. 41 A DISTANCE OF 175
FEET TO THE POINT OF BEGIN-
NING. BEING LOT NO. 44, SEC-
TION I OF WOODLAND HILLS
SUBDIVISION, PLATTED AS
AFORESAID.Parcel ID: 65B-D-
9.00PROPERTY ADDRESS: The
street address of the property is be-
lieved to be 44 ROBIN LN,
JACKSON, TN 38305. In the event of
any discrepancy between this street
address and the legal description of
the property, the legal description
shall control. CURRENT
OWNER(S): PERCY LEE ROB-
ERTSON OTHER INTERESTED
PARTIES: Secretary of Housing
and Urban DevelopmentThe sale of
the above-described property shall
be subject to all matters shown on
any recorded plat; any unpaid tax-
es; any restrictive covenants, ease-
ments or set-back lines that may be
applicable; any prior liens or en-
cumbrances as well as any priority
created by a fixture filing; and to
any matter that an accurate survey
of the premises might disclose. This
property is being sold with the ex-
press reservation that it is subject
to confirmation by the lender or
Substitute Trustee. This sale may

be rescinded at any time. The right
is reserved to adjourn the day of
the sale to another day, time, and
place certain without further publi-
cation, upon announcement at the
time and place for the sale set forth
above. All right and equity of re-
demption, statutory or otherwise,
homestead, and dower are express-
ly waived in said Deed of Trust, and
the title is believed to be good, but
the undersigned will sell and convey
only as Substitute Trustee. The
Property is sold as is, where is,
without representations or warran-
ties of any kind, including fitness
for a particular use or purpose.-
THIS LAW FIRM IS ATTEMPT-
ING TO COLLECT A DEBT. ANY
INFORMATION OBTAINED WILL
BE USED FOR THAT PURPOSE.
Rubin Lublin TN, PLLC, Substitute
Trustee 119 S. Main Street, Suite 500
Memphis, TN 38103rubinlublin.com/
property-listingTel: (877) 813-0992
Fax: (404) 601-5846 Ad #143993
09/27/2018, 10/04/2018, 10/11/2018

0003175134
LEGAL NOTICE

Notice is herby given that on
Thursday October 11, 2018 U-
Haul,will be offering for sale under
the judicial lien process,by public
auction the following storage
units,the goods to be sold are gener-
ally described as household good-
s.the terms of the sale are CASH
ONLY.u-haul reserves the right to
refuse any and all bids,the auction
will start at approximately
10:00a.m at 173 airways blvd.follow-
ing is a list of rooms to be sold,
kamara murphy#1008, toyna
bell#2015, janice bell#2019, london
martin#2003, keya childress#1165
U-haul Co.

0003174864
Notice of Change in TennCare II Demonstration

Amendment 38 
The Commissioner of the Tennessee Department of Finance and Adminis-
tration is providing official notification, pursuant to 42 CFR § 431.408 and
59 Fed. Reg. 49249, of intent to file an amendment to the TennCare II Dem-
onstration. The amendment, which will be known as "Amendment 38," is
being filed with the Centers for Medicare and Medicaid Services (CMS), a
federal agency located in Baltimore, Maryland, with a Regional Office in
Atlanta, Georgia.

Amendment 38 is designed to promote improved health outcomes for
TennCare members, and to support member efforts to achieve their educa-
tion- and employment-related goals. To this end, Amendment 38 will es-
tablish workforce participation and community engagement as an expecta-
tion for some program enrollees.

The workforce participation and community engagement requirement will
be applicable to non-pregnant, non-disabled, non-elderly adults enrolled in
TennCare in the parent/caretaker relative eligibility category described at
42 CFR § 435.110 without dependent children under the age of six.

Impacted adults will be required to engage in qualifying work or commun-
ity engagement activities for an average of 20 hours per week. Qualifying
activities can include paid employment, certain educational activities, job
search or job skills training activities, and community service in ap-
proved settings. TennCare will also seek to link individuals to resources
and supports whenever possible to help members achieve their education-
and employment-related goals. Impacted members who fail to comply
with the requirement will be subject to suspension of benefits until compli-
ance is demonstrated.

This proposed demonstration amendment is consistent with guidance re-
leased by CMS on promoting work and community engagement among
Medicaid beneficiaries, and is submitted in accordance with Public Chap-
ter No. 869, enacted by the Tennessee General Assembly in 2018. In ac-
cordance with this legislation, the State will seek federal approval to use
funds from Tennessee’s Temporary Assistance for Needy Families
(TANF) program to fund any costs associated with the work and commun-
ity engagement initiative.

The full public notice associated with this amendment, including a compre-
hensive description of the amendment, is available on the TennCare
website at https://www.tn.gov/content/dam/tn/tenncare/documents2/Amend
ment38ComprehensiveNotice.pdf.

Pursuant to 42 CFR § 431, Subpart G, the State is providing the following
opportunities to the public to comment on the proposed amendment in per-
son:

•   A public hearing on October 8, 2018, at 11:00 a.m. CT in the
     Large Meeting Room of the Bordeaux branch of the Nashville
     Public Library, 4000 Clarksville Pike in Nashville.
•   A public hearing on October 9, 2018, at 1:00 p.m. ET in the
     Community Meeting Room of the Burlington branch of the
     Knox County Library, 4614 Asheville Highway in Knoxville.
•   A public hearing on October 11, 2018, at 11:00 a.m. CT in the
     Program Center of the Jackson Madison County Library, 433
     East Lafayette Street in Jackson.

Individuals with disabilities or individuals with limited English proficien-
cy who wish to participate in one of the hearings and who may require lan-
guage or communication assistance to do so should contact Talley Olson
of TennCare’s Office of Civil Rights Compliance by phone at (855) 857-1673
or by email at HCFA.fairtreatment@tn.gov prior to the date of the hear-
ing.

Members of the public who prefer to submit written comments may send
them by mail to Dr. Wendy Long, Director, Division of TennCare, 310
Great Circle Road, Nashville, Tennessee 37243, or by email to public.notic
e.tenncare@tn.gov. Persons wishing to review copies of written com-
ments received may submit their requests to the same email and/or physi-
cal address. The last day on which comments will be accepted is Friday,
October 26, 2018.

Copies of this notice will be available in each county office of the
Tennessee Department of Health.

ATENCIÓN: si habla español,tiene a su disposición servicios gratuitos de
asistencia lingüística.  Llame al 1-855-259-0701 (TTY: 1-800-848-0298).

We do not treat people in a different way because of their race, color,
birth place, language, age, disability, religion, or sex. https://www.tn.gov/
tenncare/members-applicants/civil-rights-compliance.html

*Monday-Friday during normal business hours. Restrictions apply.

Place Your Classified 

24/7!

Go to classifieds.jacksonsun.com
or call 615.242.7253* to place your

classified ad today!

classifieds

jobs.usatoday.com

FINDING WORK 
SHOULDN’T BE WORK.

Get started by visiting

jobs.usatoday.com

ALL CLASSIFIED ADS
are subject to the applicable rate
card, copies of which are avail-
able from our Advertising Dept.
All ads are subject to approval
before publication. The Jackson
Sun reserves the right to edit,
refuse, reject, classify or can-
cel any ad at any time. Errors
must be reported in the first day
of publication. The Jackson Sun
shall not be liable for any loss
or expense that results from an
error in or omission of an adver-
tisement. No refunds for early
cancellation of order.

In some cases, statutes or reg-
ulations apply to advertising; you
should consult a legal advisor in
appropriate circumstances. We
make no certifications, warran-
ties, or representations that your
advertising complies with laws.
You are solely and exclusively
responsible for your own adver-
tising or advertising which you
have placed.

Madison NorthMadison North Madison NorthMadison North

Madison SouthMadison SouthMadison CentralMadison Central
JACKSON- 104 Hillary Dr. Thurs 9/27 &
Fri 9/28. 8am-6pm. Many items for
sale. hh items, furn, carpet & more.

JACKSON. 612 Gettysburg Dr .
Subdivision in North Park. Fri & Sat.
28th and 29th. 8am-6pm. Four Family
Yard Sale! Too Many Itmes to List.

Fri 9/28 - Sun  9/30, 7-3pm
38 Millsap Dr, Jackson TN

Everything must go! glassware,
upright freezer, washer, french door

fridge, table & chairs, antique
furniture, Christmas decorations

JACKSON, MOVING SALE!
144 Emerald Lake Dr. Friday and Sat-
urday, 7-12, Couches, chairs, dinning
room set, armoire, Lots of home de-
cor and miscellaneous, civil war repli-
cas.

JACKSON: Shepherd’s Field will be
having their annual community yard

sale! Fri 9/28, 12-5 & Sat 9/29, 7-2,
MULTIPLE FAMILIES!

NORTH JACKSON-15 London
Parkplace- Fri 9/28 7a-5p & Sat 9/29 7a-

1p. Tools, fishing lures, old records,
clothes, hh items & more

JACKSON Sat 9/29; 7am-3:30pm
30 Camellia Dr. (off Harts Bridge Rd)

60 YEAR SALE!
Antiques: China cabinets, 100yr old buf-
fet, kitchen/Dng tbls & chrs, 1930’s ice

box, 108yr old wht oak tbl, mirrors, art,
sofa, tools, beds, dressers, chest of

drawers, glassware, home decor..plus

garage sales

jacksonsun.com/classifieds or Call 731-423-0300

Lawn - Garden CareLawn - Garden CareHome ImprovementHome Improvement Home ImprovementHome Improvement
Home ImprovementHome Improvement

Lawn - Garden CareLawn - Garden Care

MovingMoving

Business ServiceBusiness Service

Business ServiceBusiness Service

Find your next pet!

BUY JUNK CARS &
REMOVE

All appliances,
farm equipment

and metal
building materials

FREE OF CHARGE
731-928-5363

JACKSON OFFROAD
Specializing in Diesel & Gas,

Commercial & Fleet Vehicles.
We offer both preventative

maintenance & full repair for
Diesel & Gas engines. Open
Monday- Friday 8am-5pm &
Open Saturday’s 8am-1pm.
Call Steve 731-668-8084 Gary

JOYE CAGLE
Estate Sales & Appraisals

Specializing in estate, moving &
private sales. 40 years in
business! #1 in sales!  

Licensed, bank & attorney
references. Professionally held

with respect & dignity. Free
Consultation. Insured, Bonded.

Call 731-661-0561

JUNIOR KIDDIE
KOLLEGE, INC.
We offer quality child care
24/7 days a week. Music,
Spanish taught by Cidalia

Jelani Tolbert, College Tutor/
Sports. More info Call the

number listed below:

731-423-5424
Currently under Const.

with Cole Const. Co.
LLC 

731-616-5901
In Business Since

1977

PHINNESSEE
TREE, LLC

Firewood Delivery
Complete Tree Removal

Stump Grinding
Storm Clean Up
DEMOLITION

Dirt & dozer work
Dump Trucking

Ref. upon request
www.aaafirewood.org

731-803-3647

Dennis O’Dell
Contractor

REMODELING
INTERIOR / EXTERIOR

ROOFING / ROOF REPAIRS

SMALL JOBS WELCOME

22 Years Experience
Financing Available

731-225-6442
Jackson, TN

www.dennisodellroofingand
homeimprovement.com

DON’T SWEAT THE
SMALL JOBS!

PHILLIPS!
Loader, excavator, dozer

clearing.  Driveways. Clean
ditches. Pond banks. Culverts.

Patios. Leveling. Stumps.
Raymond Phillips O/O

Free Estimates
731-660-6940 or 731-217-5733

MOBILE HOME 
PARTS, INC.

75 Riverport Dr. Jackson, TN
731-422-6226

Furnace Parts, Motors
 Plumbing Parts, Tubs,

Showers & Sinks
Doors, Windows & Flooring
We have everything to make

your home new again.
We also install.

W/financing 12 mo. same
as cash

Financing Available
     Mon-Fri, 8am - 5pm

Over 30 Years Experience
COMPLETE HOME 

MAINTENANCE
HEAT AND  AIR

• Remodeling
• Electrical 
•Plumbing

• Decks • Fences
• Patios 

• Sheetrock
• Vinyl Siding

• Concrete
• Mobile Home

Repairs
No Job Too Small
Free Est / Lic / Ins

Call Joe Thomas
731-394-4700

PINSON
HOME

REPAIR 
Serving ALL WEST

TENNESSEE
10% DISCOUNT FOR
 SENIOR CITIZENS.

• We level floors
• Water damage
• Moisture under homes
• Roofs & additions
• Windows & vinyl siding 
Insurance claims welcome.

Over 30 yrs. exp.
Licensed & Insured.
General Contractor.

 BILLY RAMEY
Call  731-431-4706

A-1 Lawn Care
•Landscaping •Yard Clean Up
•Hauling/Removal of items
•Mowing/ Mulching •Hedge
Trimming •Sm./ Med. Tree

Trimming & Removal•Painting
•PRESSURE WASHING

731-343-1879

Affordable, Professional,
Complete Lawn Care.
Pressure Washing,
Mulch, Landacape.
Crossroads Lawn Care
731-616-1565
Also you can find me

at facebook

crossroadslawncare.com

CROSSROADS  TREE SERVICE
 FREE ESTIMATES
 No Job Too Small;
Pressure Washing

Lic. Ins. Workman’s comp.
Ù  WE BUY TIMBER Ù

Credit Cards accepted.
 We Finance 731-616-1565

or 1-800-CUT-TREE
See us on Facebook

Ù Crossroads Tree Service Ù

Ù Ù Ù Ù Ù Ù Ù Ù Ù Ù Ù Ù Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù

Ù
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Ù
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TOP 
PRICES

FOR YOUR TIMBER
Hardwood and/or Pine. 

Quality work. 
Insurance coverage 
&  references avail.

wadenorrislogging.com
731-664-9386

CONTAIN-IT
MOBILE

STORAGE UNITS
20 & 40 ft. containers

For Sale, Rent or
Lease to Own

Secure, Dry & Convenient
731-616-1091
731-300-4652

FINDING WORK 
SHOULDN’T BE WORK.

Get started by visiting

jobs.usatoday.com
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FINDING WORK 
SHOULDN’T BE WORK.

Get started by visiting 
jobs.usatoday.com

service directory
To advertise call 615-881-7905 and press option 3 or email servicedirectory@gannett.com







State of Tennessee  }   
      s.s
County of Knox  }   

Before me, the undersigned, a Notary Public in and for said county, this day personally came Natalie 
Zollar first duly sworn, according to law, says that he/she is a duly authorized representative of The 
Knoxville News-Sentinel, a daily newspaper published at Knoxville, in said county and state, and that 
the advertisement of:

(The Above-Referenced)

of which the annexed is a copy, was published in said paper on the following date(s):

09/27/2018

and that the statement of account herewith is correct to the best of his/her knowledge, information, and 
belief.

____ __________________________________________________

Subscribed and sworn to before me this September 27, 2018

__ ____________________________ 
Notary Public

My commission expires ______________________________ 20______

PUBLISHER’S AFFIDAVIT

Attn: 
To: STATE OF TN BUREAU OF TENNCARE

(Advertising) Notice of Change in TennCare II Demo  (Ref No: 2124660)

P.O.#: 



Notice of Change in TennCare II 
Demonstration Amendment 38 

The Commissioner of the Tennessee 
Department of Finance and Admin-
istration is providing official notifi-
cation, pursuant to 42 CFR § 431.408 
and 59 Fed. Reg. 49249, of intent to 
file an amendment to the TennCare 
II Demonstration.  The amendment, 
which will be known as “Amendment 
38,” is being filed with the Centers 
for Medicare and Medicaid Services 
(CMS), a federal agency located in 
Baltimore, Maryland, with a Regional 
Office in Atlanta, Georgia.  

Amendment 38 is designed to pro-
mote improved health outcomes for 
TennCare members, and to support 
member efforts to achieve their 
education- and employment-related 
goals.  To this end, Amendment 38 will 
establish workforce participation and 
community engagement as an expec-
tation for some program enrollees.  

The workforce participation and 
community engagement requirement 
will be applicable to non-pregnant, 
non-disabled, non-elderly adults 
enrolled in TennCare in the parent/
caretaker relative eligibility category 
described at 42 CFR § 435.110 without 
dependent children under the age 
of six.

Impacted adults will be required to 
engage in qualifying work or com-
munity engagement activities for 
an average of 20 hours per week.  
Qualifying activities can include paid 
employment, certain educational 
activities, job search or job skills 
training activities, and community 
service in approved settings.  Tenn-
Care will also seek to link individuals 
to resources and supports whenever 
possible to help members achieve 
their education- and employment-re-
lated goals.  Impacted members who 
fail to comply with the requirement 
will be subject to suspension of ben-
efits until compliance is demonstrat-
ed.    

This proposed demonstration amend-
ment is consistent with guidance 
released by CMS on promoting work 
and community engagement among 
Medicaid beneficiaries, and is sub-
mitted in accordance with Public 
Chapter No. 869,  enacted by the 
Tennessee General Assembly in 2018.  
In accordance with this legislation, 
the State will seek federal approval 
to use funds from Tennessee’s Tem-
porary Assistance for Needy Families 
(TANF) program to fund any costs 
associated with the work and com-
munity engagement initiative.

The full public notice associated with 
this amendment, including a compre-
hensive description of the amend-
ment, is available on the TennCare 
website at https://www.tn.gov/con-
tent/dam/tn/tenncare/documents2/
Amendment38ComprehensiveNotice.
pdf.

Pursuant to 42 CFR § 431, Subpart G, 
the State is providing the following 
opportunities to the public to com-
ment on the proposed amendment 
in person:

•   A public hearing on October 8, 2018, 
at 11:00 a.m. CT in the Large Meeting 
Room of the Bordeaux branch of the 
Nashville Public Library, 4000 Clarks-
ville Pike in Nashville.
•  A public hearing on October 9, 
2018, at 1:00 p.m. ET in the Commu-
nity Meeting Room of the Burlington 
branch of the Knox County Library, 
4614 Asheville Highway in Knoxville.
•  A public hearing on October 11, 
2018, at 11:00 a.m. CT in the Program 
Center of the Jackson Madison Coun-
ty Library, 433 East Lafayette Street 
in Jackson.

Individuals with disabilities or indi-
viduals with limited English proficien-
cy who wish to participate in one of 
the hearings and who may require 
language or communication assis-
tance to do so should contact Talley 
Olson of TennCare’s Office of Civil 
Rights Compliance by phone at (855) 
857-1673 or by email at HCFA.fair-
treatment@tn.gov prior to the date of 
the hearing.

Members of the public who prefer to 
submit written comments may send 
them by mail to Dr. Wendy Long, 
Director, Division of TennCare, 310 
Great Circle Road, Nashville, Ten-
nessee 37243, or by email to public.
notice.tenncare@tn.gov.  Persons 
wishing to review copies of written 
comments received may submit their 
requests to the same email and/or 
physical address.  The last day on 
which comments will be accepted is 
Friday, October 26, 2018.

Copies of this notice will be available 
in each county office of the Tennes-
see Department of Health.  

ATENCIÓN:  si habla español, tiene a 
su disposición servicios gratuitos de 
asistencia lingüística.  Llame al 1-855-
259-0701 (TTY: 1-800-848-0298).

We do not treat people in a differ-
ent way because of their race, color, 
birth place, language, age, disability, 
religion, or sex.  https://www.tn.gov/
tenncare/members-applicants/
civil-rights-compliance.html
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Apt FurnishedApt Furnished

ing pursuant to 40 CFR Part
1504 has submitted a written
finding that the project is un-
satisfactory from the stand-
point of environmental quality.
Objections must be prepared
and submitted in accordance
with the required procedures of
24 CFR Part 58 and shall be ad-
dressed to the Department of
Housing & Urban Development,
710 Locus Street, Suite 300
Knoxville, TN 37902-2526. Po-
tential objectors should contact
HUD to verify the actual last
day of the objection period.
David Briley, Mayor of the
Metropolitan Government of
Nashville & Davidson County.

0003174854
Notice of Change in TennCare II Demonstration

Amendment 38 
The Commissioner of the Tennessee Department of Finance and
Administration is providing official notification, pursuant to 42
CFR § 431.408 and 59 Fed. Reg. 49249, of intent to file an amend-
ment to the TennCare II Demonstration. The amendment, which
will be known as "Amendment 38," is being filed with the Cen-
ters for Medicare and Medicaid Services (CMS), a federal agen-
cy located in Baltimore, Maryland, with a Regional Office in At-
lanta, Georgia.

Amendment 38 is designed to promote improved health outcomes
for TennCare members, and to support member efforts to ach-
ieve their education- and employment-related goals. To this end,
Amendment 38 will establish workforce participation and com-
munity engagement as an expectation for some program enroll-
ees.

The workforce participation and community engagement require-
ment will be applicable to non-pregnant, non-disabled, non-
-elderly adults enrolled in TennCare in the parent/caretaker rela-
tive eligibility category described at 42 CFR § 435.110 without de-
pendent children under the age of six.

Impacted adults will be required to engage in qualifying work or
community engagement activities for an average of 20 hours per
week. Qualifying activities can include paid employment, cer-
tain educational activities, job search or job skills training activi-
ties, and community service in approved settings. TennCare
will also seek to link individuals to resources and supports when-
ever possible to help members achieve their education- and em-
ployment-related goals. Impacted members who fail to comply
with the requirement will be subject to suspension of benefits un-
til compliance is demonstrated.

This proposed demonstration amendment is consistent with guid-
ance released by CMS on promoting work and community en-
gagement among Medicaid beneficiaries, and is submitted in ac-
cordance with Public Chapter No. 869, enacted by the Tennessee
General Assembly in 2018. In accordance with this legislation,
the State will seek federal approval to use funds from Tennes-
see’s Temporary Assistance for Needy Families (TANF) pro-
gram to fund any costs associated with the work and community
engagement initiative.

The full public notice associated with this amendment, including
a comprehensive description of the amendment, is available on
the TennCare website at https://www.tn.gov/content/dam/tn/tenn
care/documents2/Amendment38ComprehensiveNotice.pdf.

Pursuant to 42 CFR § 431, Subpart G, the State is providing the
following opportunities to the public to comment on the proposed
amendment in person:

• A public hearing on October 8, 2018, at 11:00 a.m. CT in the
 Large Meeting Room of the Bordeaux branch of the Nashville
 Public Library, 4000 Clarksville Pike in Nashville.
• A public hearing on October 9, 2018, at 1:00 p.m. ET in the
 Community Meeting Room of the Burlington branch of the
 Knox County Library, 4614 Asheville Highway in Knoxville.
• A public hearing on October 11, 2018, at 11:00 a.m. CT in the
 Program Center of the Jackson Madison County Library, 433
 East Lafayette Street in Jackson.

Individuals with disabilities or individuals with limited English
proficiency who wish to participate in one of the hearings and
who may require language or communication assistance to do so
should contact Talley Olson of TennCare’s Office of Civil Rights
Compliance by phone at (855) 857-1673 or by email at HCFA.fairt
reatment@tn.gov prior to the date of the hearing.

Members of the public who prefer to submit written comments
may send them by mail to Dr. Wendy Long, Director, Division of
TennCare, 310 Great Circle Road, Nashville, Tennessee 37243, or
by email to public.notice.tenncare@tn.gov. Persons wishing to
review copies of written comments received may submit their re-
quests to the same email and/or physical address. The last day
on which comments will be accepted is Friday, October 26, 2018.

Copies of this notice will be available in each county office of the
Tennessee Department of Health.

ATENCIÓN: si habla español, tiene a su disposición servicios
gratuitos de asistencia lingüística. Llame al 1-855-259-0701
(TTY: 1-800-848-0298).

We do not treat people in a different way because of their race,
color, birth place, language, age, disability, religion, or sex. htt
ps://www.tn.gov/tenncare/members-applicants/civil-rights-compli
ance.html

AMAZING DUCK HUNTING Property
In Western Tennessee nr. an establish-
ed Federal Refuge. 600 bucks a year
average. $15k yearly. Call 731-571-5050
for details.

Nashville: 3831 Boatner Dr. Nice 3 BR/
1 BA. hdwd flrs., lg. kit. fenced in basck

yard, nice neighborhood, appls.,
$875/mo. Avail 10/15 .Call 615-397-4395.

 Rivergate - Furnished &
unfurnished. wkly/mo, 1 Bdrms, Util,

Appl. Call 573-7377   943-7236

Germantown $1200+, 1 br, 1 ba, gated
community, in-grnd pool, 615-815-4289 ev
ergreenwerthanmgr@elmingtonpm.com

û û MADISON û û
1 BR Apts Avail. Summer Specials!!

Call for Details...481-5988

DENTAL OFFICE- in No.  Nashville
area.  3 dental  chairs, dark room, x-
-ray, plaster room, seating area, prvt
offices,dental tools incl. Retiring. Call
615-541-3855  antoine2016r@gmail.com

KNIGHTS INN - weekly/monthly rates
& efficiencies- Free local  calls, free

HBO & WIFI  $200 & up. Call  259-9160

OLD HICKORY OR DONELSON  - Male
wanted to share a nice 4 Bdrm, fully

furnished,  sober  living House at either
location. Incl cable & W/D,  utils incl.

$140/wk + deposit. 615-202-8671

Rooms for rent: 946 TS Jackson Ave

3 blocks from TSU Campus. Common

area includes: stove/refrigerator, W/D,

WiFi & lrg. TV. Nice & quiet area. $525

or $575/mo and $200 deposit. 615-310-8767

or 615-228-9999

STADIUM INN Weekly Rates
$199 & Up. Also Monthly Rates.

û615-244-6052û or û615-244-6053û

Clarksville- 715 Heatherhurst Ct.
Stunning custom built home on

Eastland Green golf course. Beautiful
pool. 4BR, 3BA. 90% of Furniture stays
with full price offer. 35 mins to Nash-
ville airport $591,000 Call: 931-933-1927

or 931-320-2057.

6048 Allensville Rd. $398,000,
7 Bds, 4.5ba, sits on 13.71 acres
Call Tammy Higgins CRYE-LEIKE
cell  -  270-887-4827,
office -  931-647-3400

Trigg Co, KY - 1.6 to 3.45 acres  city
water & electric avail. Owner financing

www.dixielandco.com    615-792-5176

AUCTION
377 Acres Home & Land Auction

30 Beautiful Tracts
Spring & Creek & Barns

September 29th @ 9:30AM
894 Cane Creek-Cummingsville Road

Sparta, TN 38583 • Off Hwy 111
Peaceful Private • Wildlife Galore
Donald Hillis Realty & Auction • 
Firm 2273. McMinnville, TN 37110

www.donaldhillisrealty.com

ENGLISH & FRENCH ANTIQUES
Meek’s Antique Auctions

Chattanooga, Tn
Sunday, Sept. 30th @ 1pm

WWW.LESMEEKSAUCTIONS.COM
423-875-9828 Tal#2730 Fl#2388

REAL ESTATE WANTED
I Buy Real Estate  615-269-0882

123 Recyclers WE BUY JUNK VEHI-
CLES , IN ANY CONDITION.NO TI-
TLE NEEDED.WE PICKUP $$$$$$$$$,
(615)935-5023 jantzen119@gmail.com

All Autos Wanted!  Cash Paid for
Junk Cars, any cond. 615-766-6460

2007 Corvette ; torch red w/ blk interior,
ONLY 22,000 actual miles, seen rain
twice, pristine cond., radio upgrade & 5
spoke chrome corvette wheels w/ Targa
top - $25,000 firm 615-415-4096

CHRYSLER 300 SRT8 2006 - 6.1L Fully
loaded, replaced eng, clean title. $6995.

b/o Call/txt: 615-293-8789

NISSAN MAXIMA 2006 - Red/tan hwy
mi, new eng & trans installed $3995

Call/txt: 615-293-8789

Porsche 911. I am looking to buy any
Air-Cooled Porsche in any condition,
running or not running. I live in the
Knoxville TN area but am a serious
buyer.  Please call Jason 865-621-4012

CHOOSE ANY OR ALL HIGH
QUALITY  ’50’s CHEVY’S

#1  ’57 CORVETTE 
 Venetian Red, both tops, 283 engine,
270 HP w/2 four barrels, 4 spd., re-

stored, TN car. Perfect gaps & show
paint. Everything new, drives new.

Owned since 1962. $95,000.
#2. ’57 CHEVY BEL AIR

2 dr hard top.  original un-restored.
Black , orignal red & black interior,

Wonderbar radio, factory 283 HP. fuel
injecition with all original compo-

nents. Police pkg. front sway bar &
vented backing plates on brakes.

Very rare! Close ratio, 3 spd, trans,
4:11 posi-traction rear end, only 1530

cars equipped this way. $65,000.
#3. ’55 CHEVY NOMAD 

 Staton Wagon. Red with white top.
Frame off- restored. original

California car. Correct red & beige
waffle inter., wide white wall radial
tires, factory tinted glass & pwr win-

dows,  drive train updated to 350
 cu.in. engine & turbo hydromatic
trans. and front disc brakes, & 605

Pwr steering. Very high quality paint
& block straight body. $75,000.

ALL 3 CARS are very high quality &
must be seen to believe! Retirement &

age dictates sale! Cars located in
Bowling Green, Kentucky. Call

270-418-7726. Bad cell service lvg msg
slowly & I’ll return calls, if not call

back.

Chevy Tahoe 2005, 97K mi, 4 wheel dr.,
well maintained, automatic, $2600,

call 901-501-6465

48TH SEMI-ANNUAL MUSIC CITY CLASSIC
THE SOUTH’S PREMIER COLLECTOR CAR AUCTION

Buy or sell your vintage vehicle here!
SATURDAY, OCTOBER 20th; 10 AM

û Located at DAA of Murfreesboro, TN û

For buy/sell info call: GEORGE EBER - 615-496-2277
û  www.southernclassicauctions.com   û  †  û  TN Lic #5549  û

’13 Chevy Silverado 1500, Crew Cab,
4x4, One Owner, $13,350, New Tires.
Call 9013526254

Honda 2006 Ridgeline, Truck, 4 dr., Au-
tomatic, Silver ext., Charcoal int., 06
Cylinders, 4WD, 121k, well maintained,
very nice truck, $7500.00. (615)330-5777

CHEVY EXPRESS Van G3500 2012 6.0L
2 owner, mint cond. Hwy miles $7750.

Call/txt: 615-293-8789

2016 Slingshot SL LE, Immaculate, 8500
miles, Gull wing top, front splitter, rear
spoiler, to many opts to list! $26,900
Contact for pictures, (931)212-6212
sue.adams0722@gmail.com

2003 Flying Scot Sailboat #5518- dry sail,
excellent cond, comes covered & has
aluminum trailer, 4 stroke, 2hp honda
motor, all sails, master helper, life
jacket & accessories $10,000. 931-484-6818

2010 GRAND JUNCTION M-355RL 5TH
WHL. EXLCOND 4SLIDES NEW TRK
TIRES POLAR PKG W/DRY H/U Q-
-BED F/PLACE 2TVS NADA LIST
$50K ASKING $29K OBO, (615)330-0107
bgs09m@yahoo.com

*Monday-Friday during normal business hours. Restrictions apply.

Place Your Classified

24/7!

Go to classifieds.tennessean.com or
call 615.242.7253* to place your

classified ad today!

classifieds

jobs.usatoday.com

G
e

t 
st

ar
te

d
 b

y 
vi

si
ti

n
g

  

jo
b

s.
u

sa
to

d
ay

.c
o

m

FI
N

D
IN

G
 W

O
R

K
 S

H
O

U
LD

N
’T

 B
E

 W
O

R
K

.

Home ImprovementHome Improvement Home ImprovementHome ImprovementHome ImprovementHome Improvement Home ImprovementHome Improvement Lawn - Garden CareLawn - Garden Care

Lawn - Garden CareLawn - Garden Care MovingMoving

Business ServiceBusiness Service

Business ServiceBusiness Service Business ServiceBusiness Service

DIVORCE-$50 DOWN
(both sign)

DUI, Criminal, 
Any County in TN, Divorce!

  Brian O. Bowhan
Attorney

615-333-5878

JIM’S CLOCK SERVICE
•Cleaning  •Oiling
•Repairs  •Set-Up

30 years exp.
Reasonable Rates

I Make House Calls
615-584-0466

•Balconies •Handrails
Residential & Commercial

10 Years Experience
MARCOS

WELDING SERVICES
615-586-0016

Samuel’s
Home Improvement

615-397-0126
Decks •Trim •Doors •Roofing
•Windows •Hardwood Floors

Experienced/ Dependable
Any Home Improvement

ùFree Estimatesù

DECKS &
PORCHES

Trim Work
Additions

Framework
Garages

Sunrooms

615-451-9266 
darrell.lawrimore@nastc.com

ED BROWN
PLASTERING

DRYWALL & PLASTER
REPAIR SPECIALIST

All Work Fully
Guaranteed

No Dust or Mess.
Rid your home of 

potentially dangerous
plaster cracks

40 Years of Prompt,
Reliable Service with no
Complaints with the BBB

Free Estimates & References
No job too small!
Senior Discounts

615-227-2969
Call Anytime

ENGLISH HOME 
IMPROVEMENTS

• Serving Middle TN 
& Western KY

• A+ Rating with the BBB
• Named a top 3 

Nashville Contractor
• Licensed TN  # 00068088 & 
Insured Complete Contractor 

"We do it all from
Roofs  to Additions"

∂Window Special∂
Buy 10 - Get 2 FREE
Tell us you saw us

in the Tennessean &
save $500 off your

home improvement.

 615-746-0990
EnglishHomeImprovements.com

Hertz Asphalt and
Concrete Services

Parking Lots, Driveways,
Seal Coating, and Repairs
∂ 2 Free Estimates for

Asphalt or Concrete

∂ No Job Too Large
or Too Small

Mention This Ad and
Get $100 Off!

BBB A+ Member

615-941-2941 or
615-498-6008

MIKE’S
DRIVES

Parking Lots
Asphalt Paving
10% Off in Sept.

Seal Coating
FREE ESTIMATES

Aggregate &
Concrete

Repairs & Sealing

615-768-1154

ALL LANDSCAPING
SERVICES

Lawn Maintenance, Mulching,
Tree Trimming & Removal,
Gutter Cleaning & MORE!

Free Estimates.
Alejandro Lopez

615-482-4683
 allandscaping@hotmail.com

DANIEL’S TREE &
LANDSCAPING

15 Years Exp. All Tree Service
Needs & Any & All Landscap-

ing. Boned & Ins.
Call 615-943-0791, 615-881-6116

Dirt, Top Soil & Will
Spread, Stone. 30 Mile
Radius, Call Donnie

615-498-6008

∂ Tree Removal
∂ Trimming

∂ Stump Grinding
∂ Pruning ∂ Dead wooding
24 Hour Emergency Services

@ Licensed @ Insured
Residential & Commercial

615-394-3498

AtYourDoor Junk
Hauling & Moving Service

Hauling Starting at $60
Professional Moving:

Mon. - Wed. 2 HR/Truck
$180 Thurs. - Sat. 2HR/

Truck $210

Free Estimates!
û 615-398-9588 û

jobs.usatoday.com

FINDING WORK 
SHOULDN’T BE WORK.

Get started by visiting

jobs.usatoday.com

CLS COOK’S LAWNCARE
SERVICE & LANDSCAPING

615-415-5727
www.cookslawncaresvce.com

• Landscaping Designs
• Sod Installation
• Hedge Trimming
• Beds Mulched
• Aerating & Power Seeding
• Erosion Control

• Lawn Maintenance
• Retaining Walls
• Patios & Decks
• Tree Service
• Irrigation Systems
• Grading

Licensed • Bonded • Insured
TN license #00004796 • Residential & Commercial

service directory
To advertise call 615-881-7905 and press option 3 or email servicedirectory@gannett.com
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CLASSIFIEDS
The Messenger

Misc. For Sale • Services • Real Estate • Help Wanted

Looking for a new 
or used vehicle?

Find a dealer with ease with this local directory.

1 MURRAY, KY

2 SOUTH FULTON, TN

TOYOTA OF MURRAY
1307 S. 12th • Murray, KY

270-753-4961
www.toyotaofmurray.com

G & G AUTO SALES
1100 Chickasaw Dr. • South Fulton, TN

731-479-0533

Use this Handy Directory to Shop 
for your new or used vehicle!

3 UNION CITY, TN

JERRY WARD AUTOPLEX
524 E. Reelfoot Ave. • Union City, TN

731-599-1199
www.jerrywardautoplex.com

CAR MART
1507 E. Reelfoot Ave. • Union City, TN

731-886-0360
www.HermanJenkins.com

HERMAN JENKINS MOTORS
2030 W. Reelfoot Ave. • Union City, TN

731-885-2811
www.HermanJenkins.com

Union City, TN

South Fulton,TN 

3

11
Murray, KY

2

Southerlands Used Cars 
2630 Lake Drive • Union City, TN

731-885-2518

Appliances

FOR SALE:
Used GE dryer

Dark Gray

Works great!
 $100

731-514-9070

Satellites

DIRECTV SELECT PACK-
AGE! Over 150 Channels,
ONLY $35/month (for 12
mos.) Order Now! Get a
$100 AT&T Visa Rewards
Gift Card (some restric-
t ions app ly ) CALL
1-844-230-4803 (TnScan)

DISH TV $59.99 For 190
Channels $14.95 High
Speed Internet. Free In-
stallation, Smart HD DVR
Included, Free Voice Re-
mote. Some restrictions
apply.
Cal l 1-844-274-6074
(TnScan)

SPECTRUM TRIPLE
PLAY TV, Internet & Voice
for $29.99 ea. 60 MB per
second speed. No contract
or commitment. We buy
your existing contract up to
$500! 1-855-710-8320
(TnScan)

Travel

BUS TRIP TUNICA  $35
September 29th

INCLUDES:
LUNCH BUFFET

& $25
FREE SLOT PLAY

 731-446-9140

Misc. For Sale

FOR SALE:
Chest- type Deep Freeze
For more information call

731-223-1278

Misc. For Sale

EARTHLINK HIGH Speed
Internet. As Low As
$14.95/month (for the first
3 months.) Reliable High
Speed
Fiber Optic Technology.
Stream Videos, Music and
More! Call Earthlink Today
1-888-337-9611 (TnScan)

FOR SALE: Country Line
22 ton wood splitter,
901-848-2818

SAWMILLS FROM only
$4397.00-MAKE & SAVE
MONEY with your own
bandmill-Cut lumber any
dimension. In stock ready
to ship! FREE Info/DVD:
www.
NorwoodSawmills.com 800
567 -0404 Ex t . 300N
(TnScan)

Lawn-Garden 

FOR SALE: Cub Cadet
Zero Turn Mower, 50in,
2yrs old, $1,950.00,
731-819-3268

Health

ATTENTION VIAGRA us-
ers: Generic 100 mg blue
pills or Generic 20 mg yel-
low pills. Get 45 plus 5 free
$99 + S/H. Guaranteed, no
prescription necessary.
Ca l l 8 66 - 569 - 5390
(TnScan)

DENTAL INSURANCE.
Call Physicians Mutual In-
surance Company for de-
tails. NOT just a discount
plan, REAL coverage for
3 5 0 p r o c e d u r e s .
8 4 4 - 2 7 8 - 8 2 8 5 o r
http://www.dental50plus.co
m/tnpress Ad# 6118
(TnScan)

LUNG CANCER? And Age
60+? You And Your Family
May Be Entitled To Signifi-
can t Cash Award .
866-590-3496 for Informa-
tion. No Risk. No Money
Out Of Pocket. (TnScan)

OXYGEN - Anytime. Any-
where. No tanks to refill.
No deliveries. The All-New
Inogen One G4 is only 2.8
pounds! FAA approved!
F R E E i n f o k i t :
844-280-2602 (TnScan)

Health

SLEEP APNEA Patients -
If you have Medicare cov-
erage, call Verus Health-
care to qualify for CPAP
supplies for little or no cost
in minutes. Home Delivery,
Healthy Sleep Guide and
More - FREE! Our cus-
tomer care agents await
your call. 1-866-451-4648
(TnScan)

Want to Buy

WANT TO BUY:

Nice telescope wanted

E-mail
scritch@ucmessenger.com

Truck Van SUV

FOR SALE

2008 Chevrolet Tahoe
125 K Miles

2 WD
Brand New Tires

$12,500.00
Call Or Text,
270-978-8562

Notice

AFFORDABLE DIVORCE
with or without children pro
se $85.00. Includes child
support, property settle-
ment and name change
agreements. Credit cards,
bank debit cards accepted.
Ca l l 8 65 - 424 - 1414
(TnScan)

DONATE YOUR CAR TO
CHARITY! FAST FREE
PICKUP-24 HR RE-
SPONSE! Help Children in
Need, Support Breast Can-
cer Education/Prevention
or Veterans. Tax Deduc-
t i o n 866 - 559 - 9602
(TnScan)

Notice

NOTICE
The Messenger screens
all classified ads prior to
publishing in order to pro-
tect our readers from
scams.

Our customers are impor-
tant to us. If you see an
ad that you are unsure of
or if you respond to an ad
that is a scam, please
contact us. 

The Messenger
Classifieds Department

731-885-0744

Legal

IN THE CHANCERY
COURT OF  OBION

COUNTY, TENNESSEE
Dillion Forrest Hamil and
Samantha Elizabeth Hamil
Plaintiff
Vs.
Unknown Father of
Kensley Brooke Elkins
Defendant
Case No.33,667

ORDER OF
PUBLICATION

In the above styled cause it
appearing to the Clerk and
Master from the original bill
of complaint that the defen-
dant,Unknown Father, is a
non-resident of the State of
Tennessee, and is a resi-
dent of the State of Un-
known.
IT IS THEREFORE hereby
ordered that the above
named defendant serve
upon Beau Pemberton,
P.o.Box 789, Dresden,
TN., 38225, Attorney for
Plaintiff, an answer to this
complaint within 30 days
from the last date of publi-
cation and also file a copy
of said answer with the
Clerk and Master of the
Chancery Court of Union
City, Tennessee, and
make defense to said com-
plaint, or the same will be
taken as confessed by
plaintiff, and the cause set
for hearing ex parte as to
the defendant.
IT IS FURTHER OR-
DERED that publication of
this notice be made for four
consecutive weeks in the
Union City Daily Messen-
ger, a daily newspaper
published in Obion County,
Tennessee.
This 29th day of
August 2018
Beau Pemberton
Solicitor
Paula Rice,
Clerk & Master
9/11/2018, 9/18/2018,
9/25/2018, 10/2/2018

IN THE CHANCERY
COURT OF  OBION

COUNTY, TENNESSEE
Guadalupe Ramirez
Plaintiff
Vs.
Jose Refugio Tejeda
Defendant
Case No. 33,668

ORDER OF
PUBLICATION

In the above styled cause it
appearing to the Clerk and
Master from the original bill
of complaint that the defen-
dant, Jose Refugio Tejeda,
is a non-resident of the
State of Tennessee, and is
a resident of the State of
Unknown.
IT IS THEREFORE hereby
ordered that the above
named defendant serve
upon Jason Jackson, 107
Howell Rd., Martin, Tn.,
38237, Attorney for Plain-
tiff, an answer to this com-
plaint within 30 days from
the last date of publication
and also file a copy of said
answer with the Clerk and
Master of the Chancery
Court of Union City, Ten-
nessee, and make defense
to said complaint, or the
same will be taken as con-
fessed by plaintiff, and the
cause set for hearing ex
parte as to the defendant.
IT IS FURTHER OR-
DERED that publication of
this notice be made for four
consecutive weeks in the
Union City Daily Messen-
ger, a daily newspaper
published in Obion County,
Tennessee.
This 27th day of
August, 2018
Jason Jackson
Solicitor
Paula Rice,
Clerk & Master
9/11/2018, 9/18/2018,
9/25/2018, 10/2/2018

NOTICE OF PUBLIC
MEETING

The Union City Board of
Zoning Appeals does
hereby give public notice of
a regular meeting to be
held on Friday, October
5th, 2018, at 8:30 AM in
the courtroom of the Mu-
nicipal Building located at
408 S. Depot St. for the
purpose of hearing the fol-
lowing appeal: Variance re-
quest for John David Mof-
fatt on 3317 West Main
Street and a request for a
Residential Transient
Rental Unit for Katie
Keathley at 317 Sterling
Court.
A copy of the request may
be viewed in the office of
the Building Inspectors
during regular business
hours. All interested par-
ties are invited and encour-
aged to attend.
It is the policy of the City of
Union City, Tennessee not
to discriminate on the basis
of race, color, national ori-
gin, age, sex or disability in
its hiring and employment
practices, or in admission
to, access to, or operation
of its programs, services,
and activities. If special
accommodat ions are
needed in order to fully
participate in this meeting,
please contact City Hall at
least 48 hours in advance.
9/25/2018

NOTICE OF Change in
TennCare II

 Demonstration
Amendment 38

The Commissioner of the
Tennessee Department of
Finance and Administration
is providing official notifica-
tion, pursuant to 42 CFR §
431.408 and 59 Fed. Reg.
49249, of intent to file an
amendment to the Tenn-

Legal

Care II Demonstration.
The amendment, which will
be known as “Amendment
38,” is being filed with the
Centers for Medicare and
Medicaid Services (CMS),
a federal agency located in
Baltimore, Maryland, with a
Regional Office in Atlanta,
Georgia.
Amendment 38 is designed
to promote improved
health outcomes for Tenn-
Care members, and to
support member efforts to
achieve their education-
and employment-related
goals. To this end,
Amendment 38 will estab-
lish workforce participation
and community engage-
ment as an expectation for
some program enrollees.
The workforce participation
and community engage-
ment requirement will be
applicable to non-pregnant,
non-disabled, non-elderly
adults enrolled in Tenn-
Care in the parent/care-
taker relative eligibility
category described at 42
CFR § 435.110 without de-
pendent children under the
age of six.
Impacted adults will be re-
quired to engage in qualify-
ing work or community en-
gagement activities for an
average of 20 hours per
week. Qualifying activities
can include paid employ-
ment, certain educational
activities, job search or job
skills training activities, and
community service in ap-
proved settings. TennCare
will also seek to link indi-
viduals to resources and
supports whenever possi-
ble to help members
achieve their education-
and employment-related
goals. Impacted members
who fail to comply with the
requirement will be subject
to suspension of benefits
until compliance is demon-
strated.
This proposed demonstra-
tion amendment is consis-
tent with guidance re-
leased by CMS on promot-
ing work and community
engagement among Medi-
caid beneficiaries, and is
submitted in accordance
with Public Chapter No.
869, enacted by the Ten-
nessee General Assembly
in 2018. In accordance
with this legislation, the
State will seek federal ap-
proval to use funds from
Tennessee's Temporary
Assistance for Needy
Families (TANF) program
to fund any costs associ-
ated with the work and
community engagement
initiative.
The full public notice asso-
ciated with this amend-
ment, including a compre-
hensive description of the
amendment, is available
on the TennCare website
at https://www.tn.gov/con-
tent/dam/tn/tenncare/docu-
ments2/Amend-
ment38ComprehensiveNo-
tice.pdf.
Pursuant to 42 CFR § 431,
Subpart G, the State is
providing the following op-
portunities to the public to
comment on the proposed
amendment in person:
• A public hearing on Octo-
ber 8, 2018, at 11:00 a.m.
CT in the Large Meeting
Room of the Bordeaux
branch of the Nashville
Public Library, 4000
Clarksville Pike in Nash-
ville.
• A public hearing on Octo-
ber 9, 2018, at 1:00 p.m.
ET in the Community
Meeting Room of the Bur-
lington branch of the Knox
County Library, 4614
Asheville Highway in Knox-
ville.
• A public hearing on Octo-
ber 11, 2018, at 11:00 a.m.
CT in the Program Center
of the Jackson Madison
County Library, 433 East
Lafayette Street in Jack-
son.
Individuals with disabilities
or individuals with limited
English proficiency who
wish to participate in one of
the hearings and who may
require language or com-
munication assistance to
do so should contact Talley
Olson of TennCare's Office
of Civil Rights Compliance
by phone at (855)
857-1673 or by email at
HCFA.fairtreatment@tn.go
v prior to the date of the
hearing.
Members of the public who
prefer to submit written
comments may send them
by mail to Dr. Wendy Long,
Director, Division of Tenn-
Care, 310 Great Circle
Road, Nashville, Tennes-
see 37243, or by email to
public.notice.tenncare@tn.
gov. Persons wishing to
review copies of written
comments received may
submit their requests to the
same email and/or physical
address. The last day on
which comments will be
accepted is Friday, Octo-
ber 26, 2018.
Copies of this notice will be
available in each county of-
fice of the Tennessee De-
partment of Health.
We do not treat people in a
different way because of
their race, color, birth
place, language, age, dis-
ability, religion, or sex.
https://www.tn.gov/tenn-
care/members-
applicants/civil-rights-com-
pliance.html
9/25/2018

Real Estate

FOR SALE:
2BR, 1BA home

180 acres Farmland
125 tillable
City water

1544 Reese Alexander
Road, Union City

3 miles from Walmart
Great hunting spot

MAKE OFFER!
731-446-7188

NEED MORE ROOM?
Move Into The

CLASSIFIED ADS!
And meet your family s

needs. Find the home just
right for you by reading the
classified real estate and

for rent ads everyday.

Real Estate

FOR SALE

3BR 1BA
Brick home

KENTON

REDUCED!!!!!!!!

$69,900
BRAND NEW

CH/A

This house is vacant
and ready to take

 possession!!!

731-796-0090
Large kitchen & dining
combo, living room,
step-down den, carpet,
vinyl and hardwood,
new Ch/A, 1 car carport
and a detached work-
shop Covered patio and
is Convenient to school
and shopping

FOR SALE:
2013 Single wide

mobile home
 (13.ft.6inX66ft)
3BR, 2BA, Ch/A,

 Must move from
 property

 5mi east of Martin

 731-504-8783

FOR SALE:
3BR, 2BA Mobile Home

Owner Financing
$40,000

446-9130

It is the policy of The
Messenger that all adver-
tising for the sale, rental
or financing of residential
real estate advertising ap-
pearing herein comply
with the Federal Fair
Housing Act which pro-
hibits “any preference,
limitation, discrimination
because of race, color,
religion, sex, handicap,
familial status, or national
origin, or intention to
make any such prefer-
ence, limitation or dis-
crimination.” In addition,
the Human Rights Act
prohibits such discrimina-
tion. No advertising for
the sale, rental or financ-
ing of residential real es-
tate will be refused or re-
jected because of race,
color, religion, sex handi-
cap, familial status or ori-
gin.
It is also the policy of this
newspaper not to require
different charges or terms
for such advertising be-
cause of race, color, relig-
ion, sex, handicap, famil-
ial status or national ori-
gin.

SAVE YOUR HOME! Are
you behind paying your
MORTGAGE? Denied a
Loan Modification? Is the
bank threatening foreclo-
sure? CALL Homeowner's
Relief Line! FREE CON-
SULTATION!
877-643-1408 (TnScan)

For Sale or Rent

FOR SALE
OR RENT TO OWN: 

 South Fulton, 3BR, 2BA
brick house, living room,

family room, dining room,
two garages,

$79,900  Sale Price
$5,000 Down

$700mo Rent to Own

Serious inquiries only
 731-796-1781

Evenings

Want to Buy

FREON R12 WANTED:
CERTIFIED BUYER will
PAY CA$H for R12 cylin-
ders or cases of cans.
(312) 291-9169; www.re-
frigerantfinders.com
(TnScan)

For Rent

FOR RENT:

3BR, 1BA house
239 S. Sixt St. UC

NO PETS

 731-536-5267

FOR RENT: 116 Wade
Union City, Johnson Rental
Properties, 885-8325

RENT WEEKLY!!
LET US HELP YOU

DEPOSITS $120!

2BR and 3BR
Mobile Homes

Section 8 Accepted

Troy,  731-536-0200

FOR RENT:

1 Bedroom house,
Martin

All appliances

2BR house
UC area

731-335-1920

Auction

HELP WANTED:

Part time housekeeping
for local office

 Monday-Friday,
3pm-6pm

Must be self starter and
dependable and have

 references

Send Resumes to:
Housekeeping Position

PO Box 430
#279

Union City, TN 38281

Help Wanted

HELP WANTED:
Union City Business

seeking
Experienced Secretary

with computer skills

Send resumes to:
The Messenger

Box 325
PO Box 430

Union City, TN 38281

HELP WANTED: 

CAR DETAILER
Immediate opening

Must know how to run a
buffer, have valid driver s
license and dependable
transportation

731-588-5524

NOW HIRING:
Clerical/ Office Assistant

30-40 hours. Experience a
plus, but not required

Send resume to :
The Messenger

Box 327
PO Box 430

Union City, TN 38281

Truck Drivers

HELP WANTED:
CDL Drivers Needed

Phoenix Gin Company
731-253-8091

DRIVERS NEEDED
CDL-A, 3 months experi-
ence, Benefits Start Day 1,
OTR, Reg, Local, Flex
Home Time - Mileage +
per diem Ozark Motor
L ines 800-264-2033
(TnScan)

FAST TRACKS
SEEKING FULL TIME

AND PART TIME
OTR DRIVERS

Run dedicated areas
home every weekend

885-3115, 446-3660

NEED YOUR CDL? We do
CDL Training, testing, Job
placement. Company paid
training available.Training
at 119 EL Morgan Dr.
Jackson, TN or 6711
Reese Road, Memphis,
TN. Call 800-423-8820 Or
visit www.drive-train.org
(TnScan)

NEW STARTING BASE
PAY - .50 cpm w/ option to
make .60 cpm for Class A
CDL Flatbed Drivers, Ex-
cellent Benefits, Home
W e e k e n d s , C a l l
800-648-9915 or www.boy-
dandsons.com (TnScan)

TEAM TRUCK DRIVER
WANTED CDL CLASS A
W/DOUBLES ENDORSE-
MENT- 58 CENTS PER
MILE SPLIT -$2000
SIGN-ON BONUS - HOLI-
DAY, VACATION PAY,
SAFETY BONUS KRU-
GERLOGISTIC.COM
901-288-3908
510-932-9559 (TnScan)

(731) 479-1620 or (731) 335-3800 Bill • (731) 335-4511 Tyler
South Fulton TN • Firm #563

Family Helping Familes Since 1950!

BILL GRAY & SONBILL GRAY & SON

Look for us at Auctionzip.com

REAL ESTATE & AUCTION CO.

PLAN TO ATTEND •  BRING A CHAIR & A FRIEND • LUNCH AVAILABLE

Personal Property of JIM KINDRED
2006 MAGNOLIA DRIVE • FULTON, KY 42041

Watch for Signs.  Auction Held Rain or Shine.

SATURDAY • SEPTEMBER 29, 2018 • 10:00 A.M.
PUBLIC AUCTION

FINE FURNITURE - HOUSEHOLD - COLLECTIBLES
TOOLS - MISCELLANEOUS

Oak diningroom suite w/ table & 6 chairs  and beautiful oak hutch • 
Corningware • 2 Bar chairs • King size oak bedroom suit by Sumter Cabinet 
Co. • Fiberglass patio table & 4 chairs with matching glider • Electric Skillet
• Old preserve stand • Sanyo TV • Rocker Recliner • Full Size Bedroom Suit by 
Dixie • Noritake coff ee set • Dresser Lamps • Linen • Metal storage cabinet 
• 24” Pipe wrench • Dishes • Large sectional w/ 3 recliners & fold out bed • 
Brass items • Glass basket • Oval mirror • Books • Binoculars • The Bible on 
audio CD • Tupperware • Pampered Chef roaster • Pie plates • Egg plate • 
Bavarian tea set in 22 kt gold • Card table & chairs • Octagon coff ee table • 
Brass fi replace set • Ice crusher • Ficus tree • Tool box & socket sets • Stadium 
seats • C-Clamps • Small bench vise • Hand saws • Old oak desk • Sewing 
rocker • Wheel barrow • Bassett king size oak bedroom set • Shovels • Hoes   
Rakes • Garden hose & reel • Aluminum extension ladder & step ladder •  hop 
vac • Picnic basket • Nuts & bolts cabinet • 2 Ton fl oor jack • Craftsman weed 
eater • Jack stands • Wooden level • Coleman cooler • Craftsman circular saw 
• Hunting jacket • Electric stapler • Hedger • Gas can • Sprayers • Fertilizer 
seeder • Cordless drill/driver • Teapot • Pictures • Candle holders • Recliner 
• George Forman grill • Small work seat • MISCELLANEOUS OTHER ITEMS

Turn west off  Highland Drive at Jeff ’s Barber Shop onto West Seventh
Street. Go one block to sale site in Deepwood subdivision. 
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Jonathan Reeve

From: Susanna Barron <sbarron@abetterbalance.org>
Sent: Friday, October 26, 2018 4:04 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38
Attachments: ABB TennCare Comments--Final.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good afternoon,

Attached are comments on Waiver Amendment 38, submitted on behalf of A Better Balance 

Thank you! 

Best, 
Susanna Barron  
Legal Fellow 
A Better Balance 
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Dr. Wendy Long, Director  
Division of TennCare  
310 Great Circle Road  
Nashville, TN 37243 
 
via email to: public.notice.tenncare@tn.gov 
 

RE: TennCare Waiver Amendment 38 

 

Dear Dr. Long,  

 

A Better Balance writes in response to the public notice inviting public comments on proposed 

Waiver Amendment 38. A Better Balance (ABB) is a legal advocacy organization with an office 

in Nashville dedicated to promoting fairness in the workplace. Our mission is to promote 

equality and expand choices for men and women at all income levels so they may care for 

themselves and their families without sacrificing their economic security. We employ a range of 

legal strategies to promote flexible workplace policies, end discrimination against caregivers and 

value the work of caring for families. Our free and confidential legal helpline receives calls from 

low-wage workers across the state, who often rely on Medicaid for healthcare. 

 

Our organization is unequivocally opposed to this proposal, which would take health coverage 

away from people who do not work a set number of hours per month. Imposing work 

requirements on Medicaid recipients would jeopardize health coverage for thousands of 

Tennesseans and would cause immense harm to their health and economic security. ABB is 

particularly concerned about the impact that new work requirements would have on people with 

children or other caregiving responsibilities, as well as those with chronic health conditions, who  
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make up a significant portion of our client population, as the vast majority of TennCare 

recipients are children, parents or other caretaker relatives, seniors, and people with disabilities.1  

 

This waiver would require “all able-bodied working age adult enrollees without dependent 

children under the age of six” to fulfill “reasonable work and community engagement 

requirements.”2 The majority of Medicaid recipients in Tennessee are already working either 

full-time or part-time, and 77% are in a family with a working adult.3 Of Medicaid recipients in 

the state who do not work, 41% are ill or disabled, 27% are caring for a child or family member 

and 17% are going to school.4 This leaves less than 7% of the total population of Tennessee 

Medicaid recipients not working, which includes those who are unable to find work. While some 

of these non-working adults will be exempted under the new requirements, exactly which groups 

will be exempt remains unclear, and bill sponsors have been inconsistent on this topic.  

 

Furthermore, it is important to note that those with the most serious mental and physical health 

conditions, for whom access to medical care is a matter of life and death, are the most likely to 

have difficulty actually obtaining an exemption, because of the burdensome requirements and 

significant barriers. Exemptions simply are not sufficient to protect those who are unable to work 

from the substantial negative effects of these requirements. The unnecessary hurdles that these 

work requirements would place between Tennesseans and their healthcare will hurt the very 

people that Medicaid was explicitly designed to help. Individuals who are eligible for an 

exemption will still need to verify their status, and practical barriers are very likely to lead to 

“exempted” beneficiaries losing coverage, not because they are ineligible, but because they are 

unable to provide the necessary documentation. People with physical and mental health  

 

                                                
1 R. Garfield, R. Rudowitz, and A. Damico, Appendix, “Understanding the Intersection of Medicaid and Work,” 
Kaiser Family Foundation (Dec. 7, 2017), https://www.kff.org/report-section/understanding-the-intersection-of-
medicaid-and-work-appendix/ 
2 2018 Tennessee Laws Pub. Ch. 869 (H.B. 1551).  
3 Garfield, supra n. 1  
4 Id.  
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conditions that may interfere with their ability to work but who are not considered severe enough 

to qualify them for an exemption are also likely to face coverage loss. 

 

Although these work requirements would, in theory, only affect coverage for those who are not 

exempt and do not fulfill the 20-hour requirement, in practice, many Tennesseans who can and 

do work are also at risk of losing coverage. Low-wage workers are more likely to be 

underemployed and to face unpredictable work schedules over which they often have no 

control.5 Lack of fair and flexible scheduling is just one of the challenges that many of our 

clients and others like them already face in balancing work and their responsibilities in caring for 

children and other family members. Rather than doing anything to alleviate these problems and 

enable these people to work to their full potential, these work requirements will add an 

unnecessary burden to the lives of working families and are likely to leave many such families 

without essential health coverage.   

 

The implementation of Medicaid work requirements in Arkansas clearly demonstrates the pitfalls 

associated with such a policy. Since these requirements went into effect in September 2018, over 

nearly 8,500 Medicaid beneficiaries in the state have lost their coverage, and another 4,841 are at 

risk of losing coverage in the next month.6 Of the 73,266 people subject to the new policy, 23% 

were not exempt and failed to meet the 80-hour monthly work requirement in September, and the 

majority of those reported no hours at all.7 Only 2% of enrollees actually successfully reported 

meeting the 80-hour requirement.8 Analysis shows that many of the enrollees who failed to fulfill 

the requirements are slipping through the cracks because they are unaware that they are subject  

 

 

                                                
5 A Better Balance, Fact Sheet: The Need for Fair Schedules (December 14, 2016), 
https://www.abetterbalance.org/resources/fair-schedules-factsheet/ 
6 R. Rudowitz and M. Musumeci, “A Look at State Data for Medicaid Work Requirements in Arkansas” (Oct. 16, 
2018), https://www.kff.org/medicaid/issue-brief/a-look-at-state-data-for-medicaid-work-requirements-in-arkansas/ 
7 Id.  
8 Id.  
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to them. Low literacy and English proficiency, inaccurate contact information, and limited 

internet access make outreach and education difficult and costly, particularly in rural areas and  

among vulnerable populations. 9 Many of these structural barriers, particularly lack of internet 

access and computer literacy, combined with complex reporting procedures, present compliance  

problems for enrollees even when they are aware of the requirements.10 Lack of transportation 

and limited jobs for workers with low educational attainment also present significant barriers to 

enrollees seeking work or other means of fulfilling the requirements.11 Tennessee should learn  

from this example and avoid these unnecessary coverage losses by declining to pursue a similar 

waiver.   

 

The Centers for Medicaid and Medicare (CMS) have attempted to justify allowing these waivers 

by citing data indicating that people with jobs have better health outcomes than those without 

jobs. This is disingenuous, as it assumes that working makes people healthier, when in fact those 

who are healthy are more likely to be able to work. In fact, a study cited by CMS in its new 

guidance on work requirements stated that “interventions which simply force claimants off 

benefits are more likely to harm their health and well-being.”12 Many Medicaid recipients with 

chronic health conditions state that Medicaid coverage is essential in supporting their ability to 

work, and an analysis of Medicaid expansions in Ohio and Michigan found that most expansion 

enrollees who were unemployed but looking for work reported that Medicaid enrollment made it  

 

 

 

 

 

                                                
9 Id. 
10 Id.  
11 Id. 
12 G. Waddell and A.Burton, Is Work Good For Your Health and Well-Being?, at 30 (2006) (quoted in Statement of 
Review by LaDonna Pavetti, January 11, 2018), http://www.healthlaw.org/publications/browse-all-
publications/nhelp-letter-to-cms-regarding-workrequirements#.WlfE2TdG201) 
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easier to seek employment. 13 Additionally, most working Medicaid enrollees said it made it 

easier for them to work and be better at their jobs.14 

 

The coverage losses that would result from implementing work requirements will be extremely 

harmful to Tennesseans, particularly to those with chronic health conditions (who are likely to 

make up a large fraction of those affected), for whom gaps in access to treatment and 

medications can be catastrophic. These losses will also lead to people delaying or foregoing care, 

particularly essential preventive care, and relying on emergency rooms for care.15 This leads not 

only to worse health outcomes, but also to increased uncompensated care costs for providers.16 

 

This waiver is inherently and fundamentally flawed and should be rejected in its entirety. It is 

completely inconsistent with the goals and purposes of the Medicaid program, which is intended 

to serve as a vital safety net for vulnerable low-income citizens. Undermining this safety net 

would be contrary to the best interests of all Tennesseans. We therefore respectfully urge you not 

to move forward with this proposal.  

 

Sincerely,  

 

A Better Balance 

 

                                                
13 R. Garfield, R. Rudowitz, and A. Damico, “Understanding the Intersection of Medicaid and Work,” Kaiser Family 
Foundation (Dec. 7, 2017), https://www.kff.org/report-section/understanding-the-intersection-of-medicaid-and-
work-appendix/ 
14 H. Katch, J. Wagner and A. Aron-Dine, “Taking Medicaid Coverage Away From People Not Meeting Work 
Requirements Will Reduce Low-Income Families’ Access to Care and Worsen Health Outcomes,” Ctr. on Budget 
and Policy Priorities (Aug. 13, 2018), https://www.cbpp.org/research/health/taking-medicaid-coverage-away-from-
people-not-meeting-work-requirements-will-reduce 
15 Id. 
16 A. Inserro, “Medicaid Work Rules to Increase Uncompensated Care Costs for Hospitals, Report Says,” AJMC 
(May 23, 2018), https://www.ajmc.com/newsroom/medicaid-work-rules-to-increase-uncompensated-care-costs-for-
hospitals-report-says 
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Jonathan Reeve

From: Emily Ogden <emily.ogden@cancer.org>
Sent: Friday, October 19, 2018 2:37 PM
To: Public Notice. Tenncare
Cc: Brooks Daverman
Subject: ACS CAN comment letter re: Amendment 38
Attachments: ACS CAN Comment Letter re Amendment 38 to TennCare II Demonstration.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Dr. Long and Mr. Daverman,

Please see attached the official comment letter from the American Cancer Society Cancer Action Network regarding
Amendment 38 to the TennCare II Demonstration. An original copy of this letter was also place in the mail this
afternoon.

Thank you for this opportunity to provide feedback on the proposal.

Emily Ogden

Emily Ogden
Tennessee Government Relations Director
(615) 477.4150 | m: (615) 477.4150

American Cancer Society Cancer Action Network, Inc. 
2000 Charlotte Avenue
Nashville, TN 37203
fightcancer.org | 1.800.227.2345

This message (including any attachments) is intended exclusively for the individual to whom it is addressed and may contain proprietary, protected, or confidential 
information. If you are not the named addressee, you are not authorized to read, print, copy, or disseminate this message or any part of it. If you have received this 
message in error, please notify the sender immediately.
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Jonathan Reeve

From: Gary Dougherty <GDougherty@diabetes.org>
Sent: Wednesday, October 24, 2018 1:31 PM
To: Public Notice. Tenncare
Subject: Comments - TennCare II Amendment 38
Attachments: ADAComments-TennCareAmd38-102418.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long:

Please accept the attached letter from the American Diabetes Association with comments regarding the proposed
Medicaid Section 1115 Demonstration Waiver for TennCare II Amendment 38.

Thank you and please let me know if you have any questions at all.

Gary Dougherty
Director – State Government Affairs and Advocacy 

Phone: 1-800-676-4065 x 4832 (office) 
Mobile: 614-726-0801 
diabetes.org
1-800-DIABETES (800-342-2383) 
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October 24, 2018 
 
Dr. Wendy Long 
Director, Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: TennCare II Amendment 38 
 
Via email: public.notice.tenncare@tn.gov  
 
Dear Dr. Long: 
 
On behalf of the more than 30 million Americans living with diabetes and the 84 million 
more with prediabetes, the American Diabetes Association (ADA) provides the following 
comments based on the information available in the State of Tennessee’s Department of 
Health and Human Services’ (Department) Section 1115 Demonstration Waiver for the 
TennCare II Amendment 38. 

As the global authority on diabetes, the ADA funds research to better understand, 
prevent and manage diabetes and its complications; publishes the world’s two most 
respected scientific journals in the field, Diabetes and Diabetes Care; sets the standards 
for diabetes care; holds the world’s most respected diabetes scientific and educational 
conferences; advocates to increase research funding, improve health care, enact public 
policies to stop diabetes, and end discrimination against those denied their rights 
because of the disease; and supports individuals and communities by connecting them 
with the resources they need to prevent diabetes and better manage the disease and its 
devastating complications.  

According to the Centers for Disease Control and Prevention, over 11.4% of adults in 
Tennessee have diagnosed diabetes.1  Access to affordable, adequate health coverage is 
critically important for all people with, and at risk for, diabetes. Adults with diabetes are 
disproportionally covered by Medicaid.2  For low-income individuals, access to Medicaid coverage is 
essential to managing their health.  As a result of inconsistent access to Medicaid across the nation, 
these low-income populations experience great disparities in access to care and health status, which is 
reflected in geographic, race and ethnic differences in morbidity and mortality from preventable and 
treatable conditions.  

Expanding Medicaid Eligibility 
Medicaid expansion made available through the Affordable Care Act (ACA) offers promise of significantly 
reducing disparities in access to care and health status. Specifically, in Medicaid expansion states, more 
individuals are being screened for and diagnosed with diabetes than states that haven’t expanded.3  
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Additionally, a new study found expansion states have a higher rate of prescription fills for diabetes 
medications than non-expansion states.4 Regular medication use with no gap in health insurance 
coverage leads to fewer hospitalizations and less use of acute care facilities.5,6 Rather than 
implementing changes that impose significant barriers to obtaining and maintaining Medicaid 
coverage, the ADA recommends the state work to ensure all low-income individuals in Tennessee 
have access to adequate, affordable health care coverage.  
 
Lack of Information on Impact of Waiver 
Federal  rules require the state include within the proposal an estimate of increase or decrease in 
enrollment and expenditures.  The proposal presented by the Department does not provide any 
prediction of potential impact of the waiver on enrollment or cost over the next five years.  Based on the 
information provided by the Department, the public does not have adequate information to comment 
and assess the potential impact of Amendment 38.  In order to meet these transparency requirements, 
the Department must include updated projections of the impact on budget neutrality and the coverage.  
If the Department intends to move ahead with the proposal, it should at minimum provide the required 
information to the public and reopen the comment period for an additional 30 days.  

Work Requirements 
The ADA is deeply concerned by the Department’s proposal to limit or revoke certain Medicaid 
beneficiaries’ enrollment if they do not meet proposed work or community engagement standards.  This 
type of coverage limit is in direct conflict with the Medicaid program’s objective to offer health coverage 
to those without access to care. Most people with Medicaid who can work, do so.  Nearly 8 in 10 non-
disabled adults with Medicaid coverage live in working families, and nearly 60% are working themselves. 
Of those not working, more than one-third reported that illness or disability was the primary reason, 
28% reported they were taking care of home or family, and 18% were in school.7 For people who face 
major obstacles to employment, harsh Medicaid requirements will not help to overcome them. In 
addition, research shows work requirements are not likely to have a positive impact on long-term 
employment.8  Instead, instituting a work requirement would lead to higher uninsured rates and higher 
emergency room visits by uninsured individuals who would have been eligible for Medicaid coverage, 
and increase the administrative burden for the state and its Medicaid managed care plans.9,10  

A study by the National Bureau of Economic Research concluded Medicaid coverage increases utilization 
of primary and preventative services, lowers out-of-pocket medical spending and medical debt, and 
results in better self-reported physical and mental health.11  CDC data show prevention programs and 
early detection can prevent the onset of type 2 diabetes and reduce state spending.12  Tennessee’s 
proposal to limit access to Medicaid services through the implementation of work requirements will 
decrease access to care for low-income Tennessee residents with diabetes and increase state health 
care costs. 
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Administrative Burden 
Under this proposed waiver, individuals will need to either prove they meet certain exemptions or 
provide evidence of the number of hours they have worked which significantly increases the 
administrative burden of health care.  Even though the Department has not provided an estimate of the 
impact Amendment 38 will have on enrollment, it is highly likely that increasing the administrative 
requirements to maintain eligibility will result in fewer individuals with Medicaid coverage, even for 
those who meet the requirements or qualify for an exemption.  An analysis of expected Medicaid 
disenrollment rates after implementation of work requirements shows most disenrollment would be 
due to administrative burdens or red tape.13,14   Medicaid enrollees who are working may experience 
difficulty obtaining the required documentation from their employer on a timely basis.  

Diabetes is a complex, chronic illness that requires continuous medical care,15 so Medicaid enrollees 
with diabetes cannot afford a sudden gap in health insurance coverage. A recent study found that 
patients with type 1 diabetes who experience a gap or interruption in coverage, are five times more 
likely to use acute care services (i.e. urgent care facilities or emergency departments).16  Adding 
administrative barriers and burdens will impede access to health services that Tennessee residents with 
diabetes need.   

Conclusion 
Research shows work requirements are not likely to have a positive impact on long-term employment.17  
Instead, instituting a work requirement would lead to higher uninsured rates and higher emergency 
room visits by uninsured individuals who would have been eligible for Medicaid coverage, and increase 
the administrative burden for the state and its Medicaid managed care plans. We strongly urge the 
state to retract and modify the 1115 Demonstration Waiver for Amendment 38 as it creates barriers 
to accessible, affordable, and adequate healthcare for low-income Tennesseans with diabetes who 
rely on the program.   

The ADA appreciates the opportunity to comment on the Department’s Waiver.  Our comments include 
numerous citations to supporting research, including direct links to the research for the benefit of the 
Department in reviewing our comments.  We direct the Department to each of the studies cited – made 
available through active hyperlinks – and we request that the full text of each of the studies cited, along 
with the full text of our comments, be considered part of the administrative record in this matter for 
purposes of the Administrative Procedure Act.  If you have any questions, please contact Gary 
Dougherty, Director of State Government Affairs and Advocacy at GDougherty@diabetes.org or 800-
676-4065 x4832. 

Sincerely, 

 
Gary Dougherty 
Director, State Government Affairs and Advocacy 
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1 Center for Disease Control and Prevention, Diagnosed Diabetes. Available at: 
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html 
2 Kaiser Commission on Medicaid and the Uninsured, The Role of Medicaid for People with Diabetes, November 
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Address Gaps in Access to Diabetes Medications, August 2018. Available at: 
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6 Rogers M, Lee J, Tipirneni R, Banerjee T, and Kim C, Health Affairs, Interruptions in Private Health Insurance and 
Outcomes In Adults with Type 1 Diabetes: A Longitudinal Study. July 2018. Available at: 
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8 Kaiser Family Foundation, Are Uninsured Adults Who Could Gain Medicaid Coverage Working?, February 2015. 
Available at: https://www.kff.org/medicaid/fact-sheet/are-uninsured-adults-who-could-gain-medicaid-coverage-
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9 Rector R, Work Requirements in Medicaid Won’t Work. Here’s a Serious Alternative, Heritage Foundation, March 
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10 Katch H, Medicaid Work Requirements Would Limit Health Care Access Without Significantly Boosting 
Employment, Center on Budget and Policy Priorities, July 2016. Available at: 
https://www.cbpp.org/research/health/medicaid-work-requirement-would-limit-health-care-access-without-
significantly 
11 National Bureau of Economic Research, The Medicaid Program, July 2015, available at: 
http://www.nber.org/papers/w21425.pdf. 
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16 Rogers M, Lee J, Tipirneni R, Banerjee T, and Kim C, Health Affairs, Interruptions in Private Health Insurance And 
Outcomes In Adults with Type 1 Diabetes: A Longitudinal Study. July 2018. Available at: 
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Jonathan Reeve

From: Nathan Mick <Nathan.Mick@heart.org>
Sent: Friday, October 26, 2018 1:38 PM
To: Public Notice. Tenncare
Subject: TN 1115 comments from AHA
Attachments: TN 1115 State Waiver Comments to state.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please find attached public comments from the American Heart Association regarding the TN 1115 State Waiver.

Thank you.

Warm regards,

NM

Nathan Mick 
Vice President, Advocacy   
Greater Southeast Affiliate 
American Heart Association 
1818 Patterson Street   
Nashville | TN | 37203 
O  800.257.6941 | M  859.339.1414



October 26, 2018 

Dr. Wendy Long 
Director, Division of TennCare  
310 Great Circle Road  
Nashville, TN 37243 

Dear Dr. Long: 

On behalf of the American Heart Association and American Stroke 
Association (AHA), we would like to thank you for the opportunity to 
provide written comments on the proposed TennCare II Demonstration 
Waiver, Amendment 38. As the nation’s oldest and largest organization 
dedicated to fighting heart disease and stroke, we would like to express 
our significant concerns with the proposal to set work requirements as a 
condition of TennCare eligibility and participation.  

The AHA represents over 100 million patients with cardiovascular disease 
(CVD) including many who rely on Medicaid as their primary source of 
care.1 In fact, twenty-eight percent of adults with Medicaid coverage have 
a history of cardiovascular disease2 and the Medicaid program provides 
critical access to prevention, treatment, disease management and care 
coordination services for these individuals. Because low-income 
populations are disproportionately affected by CVD – with these adults 
reporting higher rates of heart disease, hypertension, and stroke – 
Medicaid provides the coverage backbone for the healthcare services 
these individuals need. 

The connection between health coverage and health outcomes is clear 
and well documented. Americans with CVD risk factors who lack health 
insurance or are underinsured, have higher mortality rates3 and poorer 
blood pressure control4 than their insured counterparts. Further, 
uninsured stroke patients suffer from greater neurological impairments,  

1 RTI. Projections of Cardiovascular Disease Prevalence and Costs: 2015–2035, Technical Report.  
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_491513.pdf
Accessed June 19, 2017. 
2 Kaiser Family Foundation. The Role Of Medicaid For People With Cardiovascular Diseases. 2012. 
Available at: https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8383_cd.pdf. Accessed August 15, 
2016. 
3 McWilliams JM, Zaslavsky AM, Meara E, Ayanian JZ. Health insurance coverage and mortality among the 
near-elderly. Health Affairs 2004; 23(4): 223-233.
4 Duru OK, Vargas RB, Kerman D, Pan D, Norris KC. Health Insurance status and hypertension monitoring 
and control in the United States. Am J Hypertens 2007;20:348-353. 



longer hospital stays,5 and a higher risk of death6 than similar patients covered by health 
insurance.  

The inclusion of a work requirement to qualify for Medicaid coverage is deeply troubling 
to the AHA. The intent of the 1115 Demonstration Wavier program is to increase access 
and test innovative approaches to delivering care.7 This provision does not appear to 
satisfy either requirement and could significantly harm patients, including those with 
CVD, by reducing their access to healthcare services both in the short and long term. To 
treat and prevent heart disease and stroke, it is critically important to ensure that 
everyone in Tennessee – regardless of employment status – has access to affordable, 
quality healthcare. The Medicaid statute currently defines the factors states can consider 
in determining eligibility for Medicaid, such as income, citizenship and immigration 
status, and state residence. The statute does not include an individual’s employment 
status or ability to work, whether they are seeking work, or their ability to engage in 
work-related activities as a permissible factor in determining Medicaid eligibility.8  

Most people on Medicaid who can work, do so. Nearly 8 in 10 non-disabled adults with 
Medicaid coverage are members of working families, and nearly 60 percent are working 
themselves. Of those not working, more than one-third reported that illness or a disability 
was the primary reason; 28 percent reported that they were taking care of home or 
family; and 18 percent were in school.9  

Additionally, individuals with CVD often experience lapses in employment due to their 
condition or may have been directed by a physician to take time away from work as 
part of their treatment and recovery. Therefore, participation in work or work searches 
as a condition of Medicaid eligibility could discriminate against these individuals and 
create inappropriate and unwarranted barriers to medical care.  The AHA is further 
troubled that this new requirement is being levied on parents and caretakers, 
endangering both their ability to maintain coverage as well as those they care for. 

Of additional and significant concern is the proposed benefit suspension if someone is 
unable to meet the requirement for 4 out of 6 months. It is unclear how this would be 
implemented, meaning that those who fail to navigate new administrative requirements 
to report hours worked, or those who work seasonal occupations, risk serious health 
consequences. People who are in the middle of treatment, rely on regular visits with 
health care providers or must take daily medications to manage their chronic conditions 
cannot afford a sudden gap in their care.  

The process of documenting eligibility and compliance is likely to create barriers to 
accessing or maintaining coverage for patients. Battling administrative red tape to keep 
coverage should not detract from a patient’s focus on maintaining their or their family’s 

5 Rice T,LaVarreda SA,Ponce NA, Brown ER. The impact of private and public health insurance on 
medication use for adults with chronic diseases.  Med Care Res Rev 2005; 62(1): 231-249. 
6 McWilliams JM, Meara E, Zaslavsky AM, Ayanian JZ. Health of previously uninsured adults after acquiring 
Medicare coverage. JAMA. 2007; 298:2886 –2894. 
7 https://www.medicaid.gov/medicaid/section-1115-demo/index.html 
8 Jane Perkins, “Medicaid Work Requirements: Legally Suspect,” National Health Law Program, (March 

2017). 
9Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and 

Work,” Kaiser Family Foundation, February 2017, http://kff.org/medicaid/issue-brief/understanding-the-
intersection-ofmedicaid-and-work/.



health. Implementing work requirements will also necessitate new administrative 
processes and programs, which will require considerable financial resources that would 
be far better used to provide care. Furthermore, programs similar to this proposal, when 
implemented, have not been proven to increase employment or access to care.10  
According to the Medicaid and CHIP Payment and Access Commission (MACPAC), any 
employment gains that followed TANF work requirements tended to be temporary and 
short-lived, with limited positive effect on income.11 We therefore oppose this measure 
and strongly recommend that the state refocus its Medicaid resources on improving the 
health of the patients it serves, rather than imposing additional and unjustified 
administrative burdens with little or no proven return on investment. 

The imposition of new requirements demands tedious reporting, which means more red 
tape for beneficiaries. Language barriers, disabilities, mental illness, insecure work 
opportunities, frequent moves and temporary or chronic homelessness are more 
prevalent among the Medicaid population and are significant barriers to fulfilling the 
requirements that Tennessee is proposing. Preventing these individuals from obtaining 
and maintaining coverage will exacerbate the many barriers to care they already face 
and which Medicaid is intended to help beneficiaries overcome. Hinging health care 
coverage on the ability to find and maintain work penalizes the Medicaid population for 
their poverty. Eliminating their access to healthcare coverage could perpetuate further 
the barriers that prevented them from holding work in the first place. 

Thank you for reviewing our comments. We appreciate the opportunity to provide 
feedback on this application. If you have any questions, please contact me at 859-339-
1414 or Nathan.Mick@Heart.org. 

Sincerely, 

Nathan Mick 
Vice President, Advocacy 
Greater Southeast Affiliate 
American Heart Association 

Garfield, R, Rudowitz, R, Damico, A. Kaiser Family Foundation Issue Brief: Understanding the 
Intersection of Medicaid and Work. Revised December 2017.  Accessed January 5, 2018 at: 
http://files.kff.org/attachment/Issue-Brief-Understanding-the-Intersection-of-Medicaid-and-Work
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Jonathan Reeve

From: Shannon Baker <Shannon.Baker@lung.org>
Sent: Friday, October 26, 2018 9:02 AM
To: Public Notice. Tenncare
Cc: Anne DiGiulio; Lance Boucher
Subject: 1115 Waiver Amendment 38 to the TennCare II Demonstration
Attachments: TN - 1115 Waiver Comments.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

The American Lung Association in Tennessee appreciates the opportunity to submit the attached comments.

Sincerely,

Shannon Baker 
Director, Advocacy KY, TN, AR 
American Lung Association 
10168 Linn Station Rd, Suite 100 | Louisville, KY  40223 
O:  502-242-1065 | C:  502-500-0482 
Lung HelpLine:  1-800-LUNGUSA 
Lung.org  | shannon.baker@lung.org
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of amyaber@gmail.com
Sent: Sunday, October 07, 2018 3:50 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Amy Harris-Aber 
3315 Yorkshire Court 
Murfreesboro, TN 37130  
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Jonathan Reeve

From: Ann <jlucas60@comcast.net>
Sent: Tuesday, October 09, 2018 2:59 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

Dear Dr. Long. 

I am writing in response to inviting public comments on the waiver mentioned above. 

Since 2013 I have worked with people either enrolling them in health care through the Affordable 
Care Act or answering calls on the 844 Hotline.

This proposal would cause harm to thousands of Tennesseans. Having spoken to many people over 
the past 5 years I have heard their problems. This waiver just escalates the difficulties the state 
already has with its computer system.We have seen how people have often lost TennCare eligibility 
because of failure to meet reporting requirement and other errors. Limited literacy or language and 
people with disabilities already lose access to healthcare. 

This proposal leaves many unanswered questions. Since Tennessee is already the ONLY state in the 
nation to use the federal marketplace to determine eligibility for TennCare this proposal would only 
add more obstacles to many people who desperately need healthcare. The new work requirement 
would negatively impact many of our poorest citizens as well as their communities. 

Having made my comments regarding the waiver proposal I respectfully urge you not go forward with 
its implementation. 

Sincerely,

Ann Lucas 

1736 Gull Rd. 

Mount Juliet, TN 37122. 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of strangersrus@gmail.com
Sent: Tuesday, October 09, 2018 12:02 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Ann Strange 
307 Lake Forest Drive 
Knoxville, TN 37920  
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Jonathan Reeve

From: Ann Watkins <awatkins@mccallie.org>
Sent: Friday, October 26, 2018 12:42 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

Dear Dr. Wendy Long, 

I am responding to your invitation for comment on the proposed Waver Amendment 38.  My name is Ann 
Watkins, my husband and I are both high school teachers for 25 years, and have raised 2 sons -- both now 
working in the health care field.  We have been active in outreach efforts for many y ears through out church, 
our school, and community groups.  Health care and edcucation for all are our missions.  We live and vote in 
Chattanooga.

We are unequivocally opposed to any proposal that will take health care coverage away from people because 
they do not work a set number of hours per week. Thousands of our fellow Tennesseans would be harmed by 
such a measure. Research and experience shows that states cannot safely and fairly administer those 
requirements, and many stand to lose their coverage due to bureaucratic mistakes or confusion.

How will the reporting process accommodate people with disabilities, limited literacy or language?   How can 
TennCare administer this complex eligibility determination without an eligibility determination computer 
system?  What criteria will be used to exempt "economicaly distressed" counties?  What about "economically 
distressed" communities within wealthy counties?  The red tape can be daunting for our most vulnerable 
Tennesseans, and for this and other reasons, people will lose coverage even when they remain eligible.  

The proposal is flawed and goes against the goals and purpose of the Medicaid program.  Let's call it what it is -
- a proposal to take health coverage away from people who are unemployed.  We respectfully urge you to not 
go forward with this harmful proposal. 

Ann Watkins 

Ann Watkins
McCallie Upper School Learning Center
Academic Counselor
Tutoring Coordinator
423-493-5891
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Jonathan Reeve

From: Anne Puckett <anne.puckett55@gmail.com>
Sent: Friday, October 26, 2018 11:54 AM
To: Public Notice. Tenncare
Subject: Wavier

I don't believe that those with any kind of disability should be forced to work. Most can't work. The people on 
tncare that should work legibant jobs are the prostitutes and drug dealers. Criminals can be trained to work.  
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Jonathan Reeve

From: jhscrs@bellsouth.net
Sent: Tuesday, October 09, 2018 3:11 PM
To: Public Notice. Tenncare
Subject: Public Chapter 869, Waiver Proposal

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

It is inhumane to deny people basic health care based on artificial criteria. Please approach this plan by looking in their
mirror.

Sent from Mail for Windows 10
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Jonathan Reeve

From: Benjamin Chandhok <bchandhok@arthritis.org>
Sent: Friday, October 26, 2018 8:59 AM
To: Public Notice. Tenncare
Subject: 1115 Waiver Amendment 38 to the TennCare II Demonstration
Attachments: AF Comment Letter - TN 1115 Waiver.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good morning,

Please consider the attached comments on behalf of the Arthritis Foundation.

Thank you!

Ben Chandhok
Arthritis Foundation
Senior Director of State Legislative Affairs 
29 Crafts Street, #100 
Newton, MA 02458 
Mobile (preferred): 513.484.7623  
Office: 617-795-3888
|bchandhok@arthritis.org

24/7 Helpline (1-844-571-4357) 



 

October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long:  
 
The Arthritis Foundation appreciates the opportunity to submit comments on Tennessee’s 1115 Waiver 
Amendment, “Amendment 38 to the TennCare II Demonstration.”  
 
The Arthritis Foundation is the Champion of Yes. Leading the fight for the arthritis community, the 
Foundation helps conquer everyday battles through life-changing information and resources, access to 
optimal care, advancements in science and community connections.  We work on behalf of the over 1.6 
million people in Tennessee who live with the chronic pain of arthritis every day.   
 
The Arthritis Foundation believes everyone, including TennCare enrollees, should have access to quality 
and affordable health coverage. Unfortunately, this waiver creates new administrative barriers that will 
jeopardize patients’ access to quality and affordable health coverage, and the Arthritis Foundation 
therefore has serious concerns about the proposed waiver.   
 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for most 
TennCare enrollees. This would increase the administrative burden on all TennCare patients. Individuals 
will need to either report that they meet certain exemptions or the number of hours they have worked. 
Increasing administrative requirements will likely decrease the number of individuals with TennCare 
coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their hours 
worked or their exemption. As of October 1, four months into implementation, the state has terminated 
coverage for 8,462 individuals and locked them out of coverage until January 2019.i An additional 12,589 
individuals had one or two months of noncompliance and are at risk for losing coverage in the coming 
months.ii In another case, after Washington state changed its renewal process from every twelve 
months to every six months and instituted new documentation requirements in 2003, approximately 
35,000 fewer children were enrolled in the program by the end of 2004.iii Battling administrative red 
tape in order to keep coverage should not take away from patients’ or caregivers’ focus on maintaining 
their or their family’s health. 
 
Failing to navigate these burdensome administrative requirements could have serious – even life or 
death – consequences for people with serious, acute and chronic diseases. If the state finds that 
individuals have failed to comply with the new requirements for two months out of a six-month period, 



 

they will be locked out of coverage until they demonstrate their compliance. People who are in the 
middle of treatment for a life-threatening disease, rely on regular visits with healthcare providers or 
must take daily medications to manage their chronic conditions cannot afford a sudden gap in their care. 
 
The Arthritis Foundation is also concerned that the current exemption criteria may not capture all 
individuals with, or at risk of, serious and chronic health conditions that prevent them from working. 
Additionally, Tennessee’s “good cause” exemption is still not sufficient to protect patients. In Arkansas, 
many individuals were unaware of the new requirements and therefore unaware that they needed to 
apply for such an exemption.iv No exemption criteria can circumvent this problem and the serious risk to 
the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems to track 
and verify exemptions and work activities will cost tens of millions of dollars.v Tennessee’s fiscal impact 
statement estimated the program would cost approximately the state and federal government $39.8 
million over the course of the waiver.vi These costs would divert resources from Medicaid’s core goal – 
providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid program or 
help low-income individuals improve their circumstances without needlessly compromising their access 
to care. Most people on Medicaid who can work already do so.vii A study published in JAMA Internal 
Medicine, looked at the employment status and characteristics of Michigan’s Medicaid enrollees.viii The 
study found only about a quarter were unemployed (27.6 percent). Of this 27.6 percent of enrollees, 
two thirds reported having a chronic physical condition and a quarter reported having a mental or 
physical condition that interfered with their ability to work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees reported that 
that being enrolled in Medicaid made it easier to work or look for work (83.5 percent and 60 percent, 
respectively).ix Terminating individuals’ TennCare coverage for non-compliance with these requirements 
will therefore hurt rather than help people search for and obtain employment. Tennessee has 
experience with this. In 2005, when the state changed the TennCare program’s eligibility and 170,000 
people lost Medicaid coverage, there was no increase in employment and self-reported health and 
access to medical care declined.x The Arthritis Foundation opposes the work and community 
engagement.   
 
The Arthritis Foundation also wishes to highlight that the federal rules at 431.408 pertaining to state 
public comment process require at (a)(1)(i)(C) that a state include an estimate of the expected increase 
or decrease in annual enrollment and expenditures if applicable. The intent of this section of the 
regulations is to allow the public to comment on a Section 1115 proposal with adequate information to 
assess its impact. However, on pages 5 of this proposal, the Department states that “Some number of 
individuals may transition off of TennCare and into other coverage options as their earnings increase; 
however, it is not possible to reliably project the magnitude of this decrease in enrollment at this time.” 
We urge the TennCare to update the waiver amendment with the estimated expenditure and estimate 
enrollment change and reopen the state comment period for an additional 30-days.  



 

 
The Arthritis Foundation believes healthcare should affordable, accessible, and adequate. Tennessee’s 
Amendment 38 does not meet that standard. Thank you for the opportunity to provide comments.  
 
 
Sincerely,  

  

Ben Chandhok 
Senior Director of State Legislative Affairs 
Arthritis Foundation  
 
  
 
 
 
 

i Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 
ii Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and Families, January 2009. 
iv Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” Health 
Affairs, Sept. 5, 2018. Accessed at: https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/.  
v Michigan House Fiscal Agency, Legislative Analysis of Healthy Michigan Plan Work Requirements and Premium 
Payment Requirements, June 6, 2018, http://www.legislature.mi.gov/documents/2017-
2018/billanalysis/House/pdf/2017-HLA-0897-5CEEF80A.pdf; House Committee on Appropriations, Fiscal Note for 
HB 2138, April 16, 2018, http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB2138P3328.pdf; Misty Williams, 
“Medicaid Changes Require Tens of Millions in Upfront Costs,” Roll Call, February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-kentucky.  
vi Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
vii Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and Work,” 
Kaiser Family Foundation, February 2017, http://kff.org/medicaid/issue-brief/understanding-the-intersection-of-
medicaid-and-work/  

                                                           



 

                                                                                                                                                                                           
viii Renuka Tipirneni, Susan D. Goold, John Z. Ayanian. Employment Status and Health Characteristics of Adults With 
Expanded Medicaid Coverage in Michigan. JAMA Intern Med. Published online December 11, 2017. 
doi:10.1001/jamainternmed.2017.7055 
ix Ohio Department of Medicaid, 2018 Ohio Medicaid Group VII Assessment: Follow-Up to the 2016 Ohio Medicaid 
Group VIII Assessment, August 2018. Accessed at: http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/ 
Group-VIII-Final-Report.pdf 
x DeLeire, Thomas. The National Bureau of Economic Research. NBER Working Paper No. 24899: The Effect of 
Disenrollment from Medicaid on Employment, Insurance Coverage, Health and Health Care Utilization. August 
2018. Accessed at: https://www.nber.org/papers/w24899   
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Jonathan Reeve

From: Anness, Nancy <nanness@ascension.org>
Sent: Friday, October 26, 2018 9:12 AM
To: Public Notice. Tenncare
Subject: Comment Letter from Ascension Saint Thomas regarding Work Requirements and 

TennCare
Attachments: Ascension Saint Thomas Work Requirements Comment Letter 10.25.18.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

On behalf of Ascension Saint Thomas, thank you for the opportunity to provide comments on the draft Amendment 38
to Section 115 TennCare II Demonstration (proposed waiver amendment). Please see the attached letter from Tim
Adams, President and CEO Ascension Saint Thomas. Please free to contact me for further information and as needed.

My Best Always,
Nancy

Nancy Anness
Chief Advocacy Officer
Ascension Saint Thomas
Ascension Tennessee
102 Woodmont Blvd. Suite 700
Nashville, TN 37205
(615) 284 6819
nanness@ascension.org

CONFIDENTIALITY NOTICE:  
This email message and any accompanying data or files are confidential and may contain privileged information 
intended only for the named recipient(s). If you are not the intended recipient(s), you are hereby notified that the 
dissemination, distribution, and or copying of this message is strictly prohibited. If you receive this message in 
error, or are not the named recipient(s), please notify the sender at the email address above, delete this email 
from your computer, and destroy any copies in any form immediately. Receipt by anyone other than the named 
recipient(s) is not a waiver of any attorney-client, work product, or other applicable privilege. 
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Jonathan Reeve

From: Katherine Flannigan <Katherine.Flannigan@asco.org>
Sent: Thursday, October 25, 2018 10:21 AM
To: Public Notice. Tenncare
Subject: ASCO and TOPS TennCare Comments on Amendment 38 Medicaid Waiver
Attachments: TN TennCare Amendment State Comment Final.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good morning,

Please find attached the American Society of Clinical Oncology (ASCO) and the Tennessee Oncology Practice Society
(TOPS) comments on the proposed amendment 38 to the TennCare section 1115 Medicaid Waiver.

Sincerely,
Kate

Katherine Flannigan
Administrator, State Advocacy
Policy & Advocacy
American Society of Clinical Oncology
2318 Mill Road, Suite 800
Alexandria, VA 22314
T: 571 483 1677
 

asco.org • cancer.net • conquercancerfoundation.org • cancerlinq.org

Making a world of difference in cancer care 

-------------------------------------------------------------- 
Privacy Notice: 
The contents of this electronic message, including any prior messages, files, or attachments transmitted with it, are CONFIDENTIAL
and are intended solely for the use of the individual(s) to whom the message is addressed. This message may contain legally protected
or privileged information. Do not read, copy, disclose or forward this message without authorization from the originator of this
message. If you have received this message in error, please notify the sender immediately and delete all copies from your system. 
--------------------------------------------------------------  



 
 
 
Via Electronic Submission 
 
25 October 2018 
 
Wendy Long, MD 
Director 
TennCare 
310 Great Circle Rd. 
Nashville, TN 37243
 
RE: TennCare II Demonstration Project No. 11-W-00151/4, Amendment 38 
 
Dear Doctor Long, 
 
Thank you for the opportunity to comment on behalf of the American Society of Clinical Oncology 
(ASCO) and the Tennessee Oncology Practice Society (TOPS) on the recently amended TennCare 
Demonstration Waiver. Together with oncologists in the state of Tennessee, we urge the Tennessee 
Medicaid Program to modify Amendment 38 requiring workforce participation and community 
engagement before submitting the final notice to the Centers for Medicare and Medicaid Services (CMS) 
as the waiver will have a potential negative impact on patients with cancer. 
 
ASCO is the national organization representing over 45,000 physicians and other healthcare 
professionals specializing in cancer treatment, diagnosis, and prevention. Our core mission is to ensure 
that cancer patients have meaningful access to high quality cancer care. TOPS is an organization for 
oncologists and other oncology professionals that promotes high quality care for cancer patients 
through educational programs and advocacy efforts.  
 
In August 2018, ASCO released a position statement entitled Addressing Medicaid Waivers and Their 
Impact on Cancer Care, which includes recommendations designed to assure that all patients with 
cancer have timely access to high-quality cancer care—regardless of payer.  As such, we are deeply 
concerned with the new restrictions on access to care that are being proposed by some state Medicaid 
programs. 
 
Specifically, ASCO and TOPS are concerned with language in the amendment requesting the authority to 
require beneficiaries to participate in work and community engagement of at least 20 hours a week as 
requirement to continued Medicaid eligibility. Although Amendment 38 exempts “Individuals who are 
determined to be medically frail,” it fails to list conditions that qualify as such.  It also does not specify 
whether enrollees may self-report their condition.  
 
Without a clear exemption for cancer patients, there is no guarantee that access to essential care for 
patients with cancer will not be hindered under a broad medical frailty definition.  As such, to avoid 



confusion and delayed access to essential care, we ask that the state of Tennessee revise Amendment 
38 in the following way: 
 

 Exempt cancer patients from proposed work requirements before submitting the final 
amendment to the CMS, 

 Apply such exemption to patients with cancer who are undergoing active treatment, and, 
 Allow such exemption to remain in place for one year after the last treatment. 

 
Additionally, ASCO and TOPS are concerned with the potential “lockouts” that may arise from language 
in this amendment. Currently, the amendment states that enrollees must meet the requirement for four 
months of every six-month period to maintain coverage. Any non-compliance will cause benefits to be 
suspended and coverage for those affected will remain suspended until they have complied with the 
requirement for one month.  More restrictive eligibility policies, resulting in later enrollment in Medicaid 
or other insurance programs, have been found to lead to later disease state at diagnosis and worse 
outcomes.   
 
Finally, ASCO and TOPS are concerned about the feasibility of this amendment in practice.  We urge the 
Tennessee Medicaid Program to more closely examine administrative requirements imposed by the 
Amendment’s provisions, including the physician’s responsibility to notify patients of their exempted 
category and specific requirements for re-certification of patients once they are designated “medically 
frail.”  Introduction of frequent or administratively burdensome processes for achieving and/or verifying 
continuing need for this status will worsen existing access barriers for vulnerable populations and add to 
the already unsustainable administrative burden facing clinicians today.  ASCO and TOPS urge the 
Tennessee state government to develop a reporting system and plan for implementation prior to 
applying for this amendment.  
 
Workforce participation and community engagement requirements as proposed in Amendment 38 of 
the TennCare plan may jeopardize access and quality of care for patients facing a life-threatening illness 
like cancer. As such, we urge you to reconsider the amendment as currently drafted.   
 
Thank you for the opportunity to provide comments on the proposed Amendment 38. If you have 
questions or would like assistance on any issue involving the care of individuals with cancer, please 
contact Katherine Flannigan at Katherine.Flannigan@asco.org.  
 
Sincerely, 
 

  

 
Monica M. Bertagnolli, MD, FACS, FASCO 
President, American Society of Clinical Oncology 
 

Jill Gilbert, MD 
President, Tennessee Oncology Practice Society 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of galee@king.edu
Sent: Monday, October 08, 2018 8:09 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing to the Division of TennCare's Amendment 38 aimed to implement a work reporting 
requirement for TennCare beneficiaries who mainly consist of children and their caregivers, pregnant 
women, and women with breast or cervical cancer. I am part of a network of organizations that work 
directly with TennCare beneficiaries and we are concerned implementing this waiver will put the health of 
the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
The purpose of the federal Medicaid law is to provide medical assistance for people who do not earn 
enough to meet their own healthcare needs. Imposing work requirements only act as a barrier for people 
who qualify and runs a high risk of kicking people off who are unable to meet the reporting requirement 
through no fault of their own. Amendment 38 does not provide adequate information about the supports 
to make this program successful. Page 4 states there will be "an emphasis on linking individuals to 
existing community resources." That will not be enough to make this program successful and there is no 
guaranteed that the U.S. Department of Health and Human services will use TANF funds to implement 
needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Aubrey Lee 
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Dr. 
3314 Berkshire Circle 
Johnson City, TN 37604  
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Jonathan Reeve

From: Barbara <1barbarac@gmail.com>
Sent: Friday, October 19, 2018 3:56 PM
To: Public Notice. Tenncare
Subject: Mental health work requirements

I am the mother of a now deceased mentally ill son. I am a member of NAMI and have been for nearly 30 years. 
Please listen to their views on this issue. They represent those of us who will be most affected by your 
decisions. We are mostly silent. They are our voice.  

Barbara Christian

Mobile: 615-504-3412 
Email: 1barbarac@gmail.com

Sent from my iPhone



1

Jonathan Reeve

From: Stephanie Whitt <stephanie@beacontn.org>
Sent: Wednesday, October 24, 2018 1:12 PM
To: Public Notice. Tenncare
Subject: Public Comment Regarding Work and Community Engagement Requirements- Beacon 

Center of Tennessee

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

The Beacon Center of Tennessee would officially like to enter the following public comments: 

1) If an individual has a condition validated by a medical professional, we should not also exempt those who 
have applied, but have not received approval of SSI or SSDI without validation. 

2) Caregiving should count as an approved activity that counts toward the amount of hours required each 
week/month, it should not be an exemption.  
*Individuals who are providing caregiver services for a household member (child or adult) with a disability or 
incapacitation 

3) The good cause exemption should be based on specific exemptions listed out in the amendment and not a 
blanket approval for whatever the division decides. 

4) We should not exempt individuals receiving unemployment benefits, but count any work activities towards 
the required amount of hours per week/month. 

5) Economically distressed should be specifically defined in the amendment and not left open ended. 
*In addition, TennCare reserves the right to temporarily modify or waive the community engagement 
requirement in counties that are determined to be economically distressed. 

--
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Jonathan Reeve

From: Bonnie Craig <craig.b@att.net>
Sent: Wednesday, October 24, 2018 2:41 PM
To: Public Notice. Tenncare
Subject: Work Requirements Proposal

 Oppose, oppose, oppose!  Too many expensive issues, i.e. how will people show they are exempt, how 
will this be implemented when Tennessee has a record of computer problems, failures, and contractor 
errors?  What kind of burden will this proposal place on businesses, the self-employed, and workers???? 

Bonnie Data Craig
Nolensville, TN 37135
Cell 815-325-8922
E-mail: craig.b@att.net    

Some people look for a beautiful place.  Others make a place beautiful.
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Jonathan Reeve

From: Brady Watson <brady.watson22@gmail.com>
Sent: Friday, October 26, 2018 1:20 PM
To: Public Notice. Tenncare
Subject: RE: TennCare Waiver Amendment 38

Dear Dr. Wendy Long,  
 
I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38. I am a political activist and organizer and have worked with impacted 
communities on a number of issues.  Work requirements would negatively affect the thousands of 
Tennesseans who rely on Tenncare every day, the majority of whom are either already working or can’t 
work because they are primary caregivers for a loved one who is disabled.  I am unequivocally opposed 
to this proposal that would take health coverage away from people who do not work a set number of 
hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of 
Tennesseans.  
 
Abuse of the system is so infinitesimally small that the cost of implementing this program will be higher 
than any money lost due to misuse.  Failure to meet reporting requirements and paperwork errors will 
result in suspension of coverage for thousands of Tennesseans. We already have hundreds of thousands 
of Tennesseans who do not have access to healthcare because the state has refused to expand Medicaid 
and this would exacerbate that.   Reasons include TennCare’s lack of computer system, the barriers to 
working like lack of reliable transportation and child care, and barriers to reporting. Any disruption of 
treatment or loss of access to health care is literally a matter of life and death for folks with cancer or 
other serious illnesses.  In addition, this proposal leaves many unanswered questions.  
 • How do people report compliance?  
• How can TennCare administer this complex eligibility determination without an eligibility determination 
computer system, which is not yet complete?  
• How will the reporting process accommodate people with disabilities, limited literacy or language?  
• What is “good cause” for waiving compliance by certain individuals? 
 • What criteria will be used to exempt “economically distressed” counties? 
This is unacceptable in any circumstance, but especially so given the importance of this particular service. 
 
This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the 
Medicaid program. I respectfully urge you to not go forward with this harmful proposal. 
 
sincerely,  
 
Brady Watson 
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Jonathan Reeve

From: Brent Peterson <brent-peterson@att.net>
Sent: Friday, October 26, 2018 4:38 PM
To: Public Notice. Tenncare
Subject: public comments on proposed Waiver Amendment 38

Dr. Wendy Long Division of TennCare  via email to: public.notice.tenncare@tn.gov   

RE: TennCare Waiver Amendment 38  

Dear Dr. Wendy Long,   

I am submitting the following comments in response to the public notice inviting public comments on proposed Waiver 
Amendment 38. I am writing as a concerned citizen of Tennessee.  

I am opposed to this proposal that would take health coverage away from people who do not work a set number of hours 
per month. This proposal would cause immense harm and jeopardize coverage for thousands of Tennesseans.   

In my opinion, this is a solution in search of problem, would create unnecessary bureaucracy and have little to no benefit 
to Tennesseans. 

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid program. I 
respectfully urge you to not go forward with this harmful proposal.  

Sincerely, 

Brent Peterson 
1416 Woodland St. 
Nashville, TN 37206 
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Jonathan Reeve

From: Shelby Berger <sberger@cancersupportcommunity.org>
Sent: Friday, October 26, 2018 2:28 PM
To: Public Notice. Tenncare
Subject: Cancer Support Community Comments on Amendment 38 to TennCare II 

Demonstration
Attachments: CSC Comments TN 1115 Waiver Request.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Hello,
Please find attached the comments from the Cancer Support Community on the proposed amendment to the
TennCare II Demonstration. We are happy to address any questions or concerns.

Thank you,
Shelby Berger

SHELBY BERGER | Manager, Policy & Advocacy
Cancer Support Community 
Uniting The Wellness Community & Gilda's Club Worldwide
734 15th Street NW | Suite 300 | Washington, D.C. | 20005
T: 202.650.5371 | F: 202.974.7999
www.CancerSupportCommunity.org



 
                            

 
CancerSupportCommunity.org    Uniting The Wellness Community and Gilda’s Club Worldwide 

Headquarters Office: 
734 15th Street, NW, Suite 300, Washington DC 20005 
202.659.9709 Phone   202.974.7999 Fax   888.793.9355 Toll Free 
 
New York City Office: 
165 West 46th Street, Suite 1002, New York, NY, 10036 
917.305.1200 Phone   212.967-8717 Fax   888.445.3248 Toll Free 
 
Research & Training Institute: 
4100 Chamounix Drive, Fairmount Park, Philadelphia, PA 19131 
267.295.3000 Phone   215.883.2580 Fax    

 

October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration 
 
Dear Dr. Long: 
 
On behalf of the Cancer Support Community (CSC), an international nonprofit organization that 
provides support, education, and hope to cancer patients, survivors, and their loved ones, we 
appreciate the opportunity to provide comments on the Section 1115 Demonstration Waiver 
amendment to the TennCare II Demonstration. Our comments address our concerns with the 
proposed work requirement that will ultimately limit access to care for low-income individuals in 
Tennessee living with cancer. For the reasons outlined in this letter, we have serious concerns 
with Tennessee’s 1115 waiver request and the department to reject it. 
 
As the largest direct provider of social and emotional support services for people impacted by 
cancer, and the largest nonprofit employer of psychosocial oncology professionals in the United 
States, CSC has a unique understanding of the cancer patient experience. Overall, we deliver 
more than $40 million in free, personalized services each year to individuals and families 
affected by cancer nationwide and internationally. Additionally, CSC is home to the Research 
and Training Institute— the only entity of its kind focused solely on the experiences of cancer 
patients and their loved ones. The Research and Training Institute has contributed to the 
evidence base regarding the cancer patient experience through its Cancer Experience Registry, 
various publications and peer-reviewed studies on distress screening, and the psychosocial 
impact of cancer and cancer survivorship. 
 
Cancer patients face a wide variety of barriers in access to quality and comprehensive care. 
Almost all patients report experiencing barriers in accessing care, regardless of their income-
level, location, and health plan. Low-income cancer patients however are particularly at risk as 
they face obstacles in qualifying for, accessing, and maintaining health care coverage for 
essential services. Of the patients surveyed in the Access to Care in Cancer 2016 study 
conducted by CSC, only 4.8% had gained access to coverage through Medicaid. Of the patients 
who reported being uninsured, 43% said they could not afford health insurance, and 31% said 
they were not eligible for Medicaid. Any additional barriers in access to care for cancer patients 
will set back progress and harm cancer patients and their families already facing significant 



 

difficulty in securing and maintaining coverage while undergoing difficult, life threatening, and 
time consuming treatment regimens.  
 

I. Work Requirements do not meet the requirements for a Section 1115 Waiver 
 
Federal law does not permit the implementation of work requirements in the Medicaid program, 
as the core mission of the Medicaid program is to provide comprehensive health coverage to 
people whose income and resources are “insufficient to meet the costs of necessary medical 
services.” Section 1115(a) of the Social Security Act was created to allow the Secretary of the 
Department of Health and Human Services to waive certain provisions of the Medicaid program 
as long as the initiative is “likely to assist in promoting the objectives of the program”. The 
Tennessee proposal does not fulfil the requirement as it will create significant access barriers for 
low-income Tennesseans. 
 
The state is seeking to implement work requirements to promote improved outcomes for 
TennCare members, and to support member efforts to achieve independence and potentially 
facilitate their transition off the TennCare program and into private insurance. However, 
according to a 2017 study by the Kaiser Family Foundation, 8 in 10 Medicaid recipients already 
live in working families and a majority are working themselves. The Medicaid program is 
designed to provide coverage for those that are unable for a variety of reasons, to find or 
maintain employment that can provide for their health care needs. Medicaid enrollees who are 
not working most often reported that the major impediments to their ability to work included 
illness, disability, or caregiving responsibilities. In a study done by The Ohio Department of 
Medicaid, it was reported that three-quarters of Medicaid beneficiaries who were looking for 
work said that Medicaid made it easier for them to do so. For those who were currently working, 
more than half said that Medicaid made it easier to keep their jobs.  
 

II. Vague exemption categories will harm individuals living with cancer and their 
caregivers 

 
The Tennessee waiver is likely to be disproportionately detrimental to cancer patients. The 
application outlines 10 categories of enrollees that would be exempt from the 20 hour per week 
(average) work requirements. These exceptions are ill-defined and vague, likely leaving many 
patients unsure of whether they will qualify as exempt. Though the proposal includes exemptions 
for those determined to be “medically frail,” or those who are “physically or mentally incapable 
of work, as certified by an appropriate medical professional,” there is no clear exemption for 
cancer patients, survivors, or caregivers, nor any detail as to how participants must document or 
qualify for these exemptions. Many individuals living with cancer are not classified as “severe” 
enough by the Medicaid program to qualify for a disability exemption, but are facing significant 
health problems that would make it extremely difficult or impossible to fulfil these requirements. 
Treatment for cancer may not always produce “severe physical or mental impairments” that will 
easily and explicitly qualify patients for disability or medical frailty, but can greatly impede their 
health and ability to maintain steady employment. Patients often face symptoms of their disease 
as well as difficult side effects of medications such as extreme nausea, fatigue, diarrhea or 
constipation, nerve damage, heart problems, pain, etc.  
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Tennessee’s proposal includes a “good cause” exemption that includes such circumstances as 
homelessness, domestic violence, or human trafficking, but this is not sufficient to protect cancer 
patients. Under a similar waiver demonstration recently implemented in Arkansas, many 
individuals were unaware of the new requirements and therefore unaware that they needed to 
apply for such an exemption. In August, the state granted just 45 good cause exemptions while 
terminating coverage for 4,353 individuals at the end of that month. No exemption criteria can 
circumvent this problem and the serious risk to the health of cancer patients and survivors.    
 

III. Conclusion 
 
Health care and the ability to maintain good health is itself critical to an individual’s ability to 
retain employment. A 2018 Kaiser Family Foundation study concluded that, “access to 
affordable health insurance has a positive effect on people’s ability to obtain and maintain 
employment, while lack of access to needed care, especially mental health care and substance 
abuse treatment, impedes employment.” It goes on to explain that low-income adult Medicaid 
enrollees have high rates of chronic conditions, and that these individuals are better able to hold 
a steady job if these conditions are treated or controlled, but work may become impossible if 
these conditions go untreated. Health setbacks often lead to job loss, which would lead to loss of 
access to health care and treatment, which would in turn make it more difficult for individuals to 
retain employment. The Tennessee proposal operates under the assumption that steady 
employment is vital to health, but in reality, low-income residents in Tennessee, particularly 
those impacted by cancer, absolutely need access to health care to maintain employment.  
 
We appreciate the opportunity to provide comments on Amendment 38 to the TennCare II 
Demonstration. For the reasons above, we urge the withdrawal of this proposal, to ensure that 
vulnerable populations retain access to necessary and affordable healthcare. A program that was 
designed provide for the health care needs of low-income individuals without other options, 
should never be provisional based on unattainable goals or detrimental to the health of its 
citizens. Please reach out to me at efranklin@cancersupportcommunity.org if you would like to 
discuss any of the above in more detail.  
 
Respectfully Submitted, 

 
Elizabeth Franklin, LGSW, ACSW 
Executive Director, Cancer Policy Institute 
Cancer Support Community  
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Jonathan Reeve

From: Carol Rabideau <rabideauca@gmail.com>
Sent: Friday, October 26, 2018 4:22 PM
To: Public Notice. Tenncare

Dr. Wendy Long
Division of TennCare

Dear Dr. Wendy Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed Waiver
Amendment 38. I am a medical social worker and reside in Nashville. I am writing as a constituent and not as a
representative of the medical center that employees me.

I am unequivocally opposed to this proposal that would take health coverage away from people who do not work a set
number of hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of
Tennesseans for the following reasons:

1. Failure to meet reporting requirements and paperwork errors will result in suspension of coverage for
thousands of Tennesseans.

2. People will lose coverage even though they remain eligible. Reasons include TennCare’s lack of computer
system, the barriers to working like lack of reliable transportation and child care, and barriers to reporting.

3. The disruption of treatment or loss of access to health care would affect a particular group (e.g., cancer patients,
people with addiction, people with diabetes, etc.) This would cause undue suffering, will contribute to greater
medical needs, and early deaths.

4. Less Medicaid coverage will contribute to even more hospital closings in Tennessee, especially in rural areas,
making medical treatment access harder for thousands. Instead of dropping people from coverage, Tennessee
should be expanding Medicaid.

People whom I serve and people whom I know would be negatively impacted by this proposal to take away coverage
from people who don’t meet the new work requirement. Tennessee should not make the mistake that Arkansas has
done.

In addition, this proposal leaves many unanswered questions.
1. How do people report compliance?
2. How can TennCare administer this complex eligibility determination without an eligibility determination

computer system, which is not yet complete?
3. How will the reporting process accommodate people with disabilities, limited literacy or language?
4. What is “good cause” for waiving compliance by certain individuals?
5. What criteria will be used to exempt “economically distressed” counties?

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid program.
I respectfully urge you to not go forward with this harmful proposal.

Sincerely,
Carol Rabideau, LCSW
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Jonathan Reeve

From: Carolyn Jones <jones8195@att.net>
Sent: Friday, October 26, 2018 1:50 PM
To: Public Notice. Tenncare
Subject: Medicaid expansion 

I support Medicaid expansion. Everyone needs health insurance and good health care. Rural areas and 
small towns need health care facilities. Imagine it would be like to drive 30-60 miles to a hospital and 
maybe not be able to drive. 
Carolyn Jones 
 
Sent from my iPhone 
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Jonathan Reeve

From: Cathy Puhr <ctpuhr@gmail.com>
Sent: Saturday, October 20, 2018 4:59 PM
To: Public Notice. Tenncare
Subject: HB 155

As the parent of a young woman with severe mental health issues, and a member of NAMI, I oppose the blanket 
work requirements for this population of the TennCare insurance.  Many clients with mental illness would love 
to work, but their illness limits their ability to make judgements, be present at their job every day, and cope with 
the normal stressors in the work place.  For those who are able to navigate these problems, they are probably 
already working, but for many more, it would be impossible, and they would then lose their health care 
altogether.  So, a blanket rule is cruel, inhumane and simply wrong.   Cathy Puhr 
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Jonathan Reeve

From: Lauren Mcgrath <Lauren.Mcgrath@centerstone.org>
Sent: Friday, October 12, 2018 12:24 PM
To: Public Notice. Tenncare
Cc: Bob Vero
Subject: Centerstone Comment Submission: Amendment 38 
Attachments: Centerstone Comments - Amendment 38 TennCare.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Dr. Long and TennCare staff members;

Attached, please find Centerstone’s response, to the request for public comments on Amendment 38. Please feel free
to reach out to us with any additional questions, or if we can be of further assistance.

Regards;
Lauren

Lauren Conaboy, MSSW
Vice President of National Policy, Centerstone
cell: 202.731.4373 /crisis: 502.589.4313
Lauren.McGrath@centerstone.org
Website / Facebook / LinkedIn

The information contained in this Email message is private and confidential. It may contain Protected Health Information 
deemed confidential by HIPAA regulations. It is intended only for the use of the individual(s) named above, and the 
privileges are not waived by virtue of this information having been sent by Email. Any use, dissemination, distribution or 
copying of this the information contained in this communication is strictly prohibited by anyone except the named 
individual or that person's agent. If you have received this Email in error, please notify the sender immediately and destroy
this Email. Thank You.



 
 
October 12th, 2018  
 
 
Dr. Wendy Long, Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
 
Public comments submitted via email to public.notice.tenncare@tn.gov on October 12th, 2018.     
  
 
RE:  Public Comments on Amendment 38  
 
Centerstone would like to thank the Division of TennCare for this opportunity to comment on Amendment 38 to establish 
workforce participation and community engagement requirements.  
 
Last year 1,776 Tennesseans lost their lives from drug overdoses - the highest fatality rate since reporting began in 
Tennessee.  Moreover, at least seventy five percent of those deaths were attributable to opioids1. Today, 3 Tennesseans die 
each day as a result of the preventable chronic disease of addiction - disrupting whole families and communities 
statewide.  As a provider of evidence-based behavioral health services to more than 65,000 Tennesseans annually, the 
majority of whom are low-income and Medicaid eligible, we know firsthand how access to TennCare has impacted the 
lives of the communities we serve.  
 
As one of the nation’s leading experts in mental health and addiction treatment, we know that early intervention, effective 
care coordination, and evidence-based treatments save money and increase patient outcomes.  Today, it is well 
documented that one of the most significant drivers of cost is fragmentation of care within a siloed health care system. To 
illustrate this point, the top 5% of Medicaid utilizers account for half of all Medicaid expenses2. Furthermore, this 
dynamic is not unique to Medicaid. HHS found that 5% of the overall population, including patients with commercial 
insurance, accounted for 50% of health care spending3.  The more fragmented care is, the less likely it is that a person will 
improve, and the more likely it is that they will continue to utilize excessive, costly services over and over again.  More 
succinctly stated, the most expensive form of care is care that does not work.  
 
Additionally, social determinants of health play a critical role in addressing health outcomes, as well as in bending the 
cost curve for health care expenditures.  A recent study conducted by WellCare and the University of South Florida 
revealed a 10% reduction in health care spending among their Medicaid and Medicare beneficiaries when those 
beneficiaries were connected to appropriate social services4.  Thus, when beneficiaries have access to preventative, 
comprehensive, evidence-based services, they are more likely to remain stable, employed, and at home in their 
communities.  
 

                                                           
1 https://www.tn.gov/health/news/2018/8/20/tennessee-deaths-from-drug-overdoses-increase-in-2017.html 
2 https://www.gao.gov/assets/680/670112.pdf 
3 https://meps.ahrq.gov/data_files/publications/st354/stat354.shtml 
4 https://www.liebertpub.com/doi/10.1089/pop.2017.0199 



 
As such, Centerstone supports Medicaid reform that ensures consistent access to care, rewards clinical outcomes, 
addresses gaps in social determinants of health, and incents effective treatment coordination.  Relatedly, 
Centerstone applauds the recent HHS and CMS announcements to focus on outcomes-based measures for clinical 
processes, as well as incent interoperability within health records; we hope this will occur not only on the medical side, 
but also on the behavioral health side.  Ensuring contiguous care, tracking meaningful measures that can be shared 
amongst electronic health systems, and addressing social determinants of health, will be the true drivers of cost 
containment in the context of offering more robust, outcomes-driven, and patient-centered care.   
 
Thus, while the proposed amendment to TennCare has specific elements geared to incentivize outcomes via increasing 
beneficiary involvement in the workforce, we are concerned that elements of the proposed changes will inadvertently shift 
administrative costs to providers and place undue burden on consumers. Below, we outline specific concerns and 
recommendations for consideration as state and federal leaders evaluate Amendment 38.   
 
The Work/Community Engagement Requirement 

Centerstone supports the Administration’s overarching goals of encouraging engagement and responsibility for one’s 
health care and of increasing patient outcomes. With regard to addressing barriers within the workforce, we are very 
supportive of deploying and evaluating innovative pilot programs to garner workforce development, such as those 
launched in Indiana for current and potential employees who have failed drug screens5.  Initiatives such as these 
demonstrate how public and private entities can work together to address both treatment needs and workforce challenges, 
simultaneously. 

Populations Excepted from Community Engagement Requirement 

Centerstone supports TennCare’s decision to include medically frail beneficiaries as well as individuals participating in 
inpatient or residential treatment for a substance use disorder as exceptions to the Community Engagement requirement. 
In addition to the exceptions listed in the draft amendment, we suggest adding another exception that would include 
patients actively participating in and adhering to outpatient substance use disorder (SUD) treatment. Recovery can be 
quite unpredictable for individuals in treatment. Therefore, the less burden and the more predictability we can ensure 
during the process, the better.   

Medically Frail Beneficiaries 

While we support multiple pathways towards identifying medically frail beneficiaries, we are weary of the new 
administrative burdens this will place on our staff.  Utilizing staff time and energy for this administrative task will place 
financial burdens on organizations aiming to invest their capital in other projects, namely in direct patient care. Moreover, 
due to historically low reimbursement rates, providers are already facing robust productivity requirements, leaving little to 
no room for additional clinical documentation.  Given that CMS has recently launched a “patients over paperwork” 
initiative, we suggest further streamlining any new processes and reporting requirements around medically frail 
designations so that providers can use their capital to invest in patient care. We predict that new administrative burdens, 
which translate into increased costs, will inevitably arise as a result of implementing this Amendment. As such, we 
strongly support increasing reimbursement rates, which, incidentally, are not yet aligned with the actuarial cost of 
delivering care.   

                                                           
5 https://money.cnn.com/2018/05/22/news/economy/employers-opioid-rehab-belden/index.html  

 



 
Conclusion 
With overdose rates rising and the number of children in need of foster care increasing, access to a full continuum of 
evidence-based care is paramount to avoiding an even costlier, deadlier, public health epidemic in Tennessee. To combat 
the effects of these trends, we recommend that state and federal leaders take prudent and proactive steps to ensure this 
waiver increases access to evidence-based care for those who need it, and ultimately, improves health care outcomes.  
Furthermore, special attention should be given to patients who do meet the medically frail designation to ensure they have 
the infrastructure supports they need to navigate the designation process, and are not inadvertently locked out of care. 
Additionally, we ask that you take steps to mitigating the costs of this waiver implementation, which will be heavily 
shouldered by already overburdened, underpaid provider networks. Overall, Centerstone supports the goal of developing a 
healthy workforce, promoting sound fiscal policies, and incentivizing health care policies that drive outcomes and value 
for patients.  However, new initiatives should be introduced with ample time to allow for provider and beneficiary 
planning, and should be designed to reduce or eliminate inadvertent lapses in coverage, as well as streamline reporting.  
Should CMS or TennCare wish to discuss elements of this waiver and/or its implementation, Centerstone stands ready to 
be of further assistance. 
 
Thank you again for this opportunity to submit additional comments regarding Amendment 38. 
 
Sincerely, 
 

Dr. Robert Vero, Regional CEO, Tennessee 
 
 
About Centerstone: 
Centerstone is a not-for-profit health care organization dedicated to delivering care that changes people’s lives. We are a 
nationally recognized leader, providing mental health and substance use treatment, related crisis care, education and 
support to people of all ages in communities in Florida, Illinois, Indiana, Kentucky and Tennessee. Nationally, we offer 
specialized care for service members, veterans and their loved ones, and develop employee assistance programs for 
businesses of all sizes. Our research institute improves behavioral health care through research, evaluation and 
technology, and our foundation secures philanthropic resources to support our work. For more about Centerstone, please 
call (888) 291-4357 or visit centerstone.org. 
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Jonathan Reeve

From: Chris Durand <durand_chattanooga@yahoo.com>
Sent: Wednesday, October 10, 2018 10:10 PM
To: Public Notice. Tenncare
Cc: kfranks@tnjustice.org
Subject: my opposition to proposed TennCare Waiver Amendment 38

165 Woodcliff Circle 
Signal Mountain, TN 37377-3142 
durand_chattanooga@yahoo.com 
 
October 10, 2018 
 
Dr. Wendy Long 
Division of TennCare 
via email to: public.notice.tenncare@tn.gov 
 
RE: TennCare Waiver Amendment 38 
 
Dear Dr. Long, 
 
I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38. 
 
I am opposed to this proposal that would take health coverage away from people who do not work a set 
number of hours per month.  This proposal would cause immense harm and jeopardize coverage for 
thousands of Tennesseans. 
• Failure to meet reporting requirements and paperwork errors will result in suspension of coverage for 
thousands of Tennesseans. 
• People will lose cover even though they remain eligible. Reasons include TennCare’s lack of a computer 
system, the barriers to working like lack of reliable transportation and child care, and barriers to 
reporting. 
• Disruption of treatment or loss of access to health care would affect cancer patients, people with 
addiction, people with diabetes, etc. 
 
In addition, this proposal leaves many unanswered questions. 
• How do people report compliance? 
• How can TennCare administer this complex eligibility determination without an eligibility determination 
computer system, which is not yet complete? 
• How will the reporting process accommodate people with disabilities, limited literacy or language? 
• What is “good cause” for waiving compliance by certain individuals? 
• What criteria will be used to exempt “economically distressed” counties? 
 
Thousands of Tennesseans would be negatively impacted by this proposal to take away coverage from 
those who don’t meet the new work requirement.  This waiver is fundamentally flawed and cannot be 



2

fixed, as it goes against the goals and purpose of the Medicaid program.  I respectfully urge you to not go 
forward with this harmful proposal. 
 
Sincerely, 
Chris Durand 
 
Copy to: 
Keila Franks, Field Director 
Tennessee Justice Center 
kfranks@tnjustice.org 
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Jonathan Reeve

From: Ryan, Lauren <lryan@cff.org>
Sent: Friday, October 26, 2018 3:26 PM
To: Public Notice. Tenncare
Subject: 1115 Waiver Amendment Comments - Cystic Fibrosis Foundation
Attachments: CFF Tennessee 1115 Waiver Amendment - State Comments.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long,

Thank you for the opportunity to comment on Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the TennCare
II Demonstration.” On behalf of people with cystic fibrosis (CF), we write to express our concern that work and
community engagement requirements are barriers to accessing the high quality care that people with CF need. Please
see attached for our full comments.

Best,

Lauren A. Ryan
Sr. Specialist, State Policy
Cystic Fibrosis Foundation
lryan@cff.org
301 841 2632

DISCLAIMER: This e-mail may contain confidential information, which may be protected by applicable 
privileges, and may constitute non-public information. It is intended to be conveyed only to the designated 
recipient(s) of the message. If you are not an intended recipient of this message, please notify the sender. 
Unauthorized use, dissemination, distribution or reproduction of this message is strictly prohibited and may be 
unlawful.
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October 26, 2018 

Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 

Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  

Dear Dr. Long:  

The Cystic Fibrosis Foundation appreciates the opportunity to submit comments on Tennessee’s 1115 Waiver 
Amendment, “Amendment 38 to the TennCare II Demonstration.” On behalf of people with cystic fibrosis (CF), 
we write to express our concern that work and community engagement requirements are barriers to accessing 
the high-quality care that people with CF need. As such, we ask the state to specifically and automatically 
exempt people with cystic fibrosis from these requirements. 

Cystic fibrosis (CF) is a life-threatening genetic disease that affects 340 adults in Tennessee, approximately 30 
percent of whom rely on Medicaid for all or some of their health care coverage. CF causes the body to produce 
thick, sticky mucus that clogs the lungs and digestive system, which can lead to life-threatening infections. For 
those with CF, health care coverage is a necessity and interruptions in coverage can lead to lapses in care, 
irreversible lung damage, and costly hospitalizations—compromising the health and well-being of those with the 
disease. Removing an individual from Medicaid coverage if they are unable to comply with work and community 
engagement requirements will leave these patients without coverage they depend upon to maintain their 
health. Explicitly exempting Cystic Fibrosis will minimize the number of individuals who are disenrolled from 
coverage due to these new requirements.  

Specifically, within the state’s 1115 Waiver Amendment, we are concerned with the following provisions: 
 

Work and Community Engagement Requirements 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for most 
TennCare enrollees. This would increase the administrative burden on all TennCare patients. Individuals will 
need to either report that they meet certain exemptions or the number of hours they have worked. Increasing 
administrative requirements will likely decrease the number of individuals with TennCare coverage. 

Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their hours worked or 
their exemption. As of October 2018, four months into implementation, the state has terminated coverage for 
8,462 individuals and locked them out of coverage until January 2019.i An additional 12,589 individuals had one 
or two months of noncompliance and are at risk for losing coverage in the coming months.ii In another case, 
after Washington state changed its renewal process from every twelve months to every six months and 
instituted new documentation requirements in 2003, approximately 35,000 fewer children were enrolled in the 
program by the end of 2004.iii Battling administrative red tape in order to keep coverage should not take away 
from patients’ or caregivers’ focus on maintaining their or their family’s health. 
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Failing to navigate these burdensome administrative requirements could have serious – even life or death – 
consequences for people with cystic fibrosis. If the state finds that individuals have failed to comply with the 
new requirements for two months out of a six-month period, they will be locked out of coverage until they 
demonstrate their compliance. People with cystic fibrosis rely on daily treatments, regular visits with healthcare 
providers, and multiple medications to manage their conditions; they cannot afford a sudden gap in care. 
 
Exemption Determination Process 
We appreciate the state’s decision to exempt from community engagement requirements those determined to 
be medically frail, which reflects the important reality that health status can significantly affect an individual’s 
ability to search for and sustain employment. While an individual with CF may fall into this exemption category, 
we are unsatisfied with the specificity of this language and potential bureaucratic hurdles involved in obtaining 
an exemption for someone with CF.  
 
We ask the state to specifically and automatically exempt people with CF from the work and community 
engagement requirements; to minimize the risk of inappropriate disenrollment and administrative burden on 
recipients, we also ask that you use your own data to identify people with CF for exemption. 
 
As experts in cystic fibrosis care and research, please consider us a resource during the rulemaking and 
implementation process to minimize unintended errors and ensure our population is exempt. In particular, we 
can provide clinical expertise on service utilization, co-morbidities, and other factors that may help the state 
ensure people with CF are accurately captured by the state’s algorithm. 
 
Estimate of Expected Change in Annual Enrollment  
The Cystic Fibrosis Foundation also wishes to highlight that the federal rules at 431.408 pertaining to state public 
comment process require at (a)(1)(i)(C) that a state include an estimate of the expected increase or decrease in 
annual enrollment and expenditures if applicable. The intent of this section of the regulations is to allow the 
public to comment on a Section 1115 proposal with adequate information to assess its impact. However, on 
pages 5 of this proposal, the Department states that “Some number of individuals may transition off of TennCare 
and into other coverage options as their earnings increase; however, it is not possible to reliably project the 
magnitude of this decrease in enrollment at this time.” We urge the TennCare to update the waiver amendment 
with the estimated expenditure and estimate enrollment change and reopen the state comment period for an 
additional 30-days.  
 
We believe healthcare should be affordable, accessible, and adequate. As proposed, Tennessee’s Amendment 
38 does not meet that standard for people with CF.  
 
The Cystic Fibrosis Foundation appreciates the opportunity to provide input on these important policy changes. 
As the health care landscape continues to evolve, we look forward to working with the state of Tennessee to 
ensure access to high-quality, specialized CF care and improve the lives of all people with cystic fibrosis. Please 
consider us a resource moving forward. 
 
Sincerely, 
 
Mary B. Dwight 
Senior VP of Policy & Patient Assistance Programs 
Cystic Fibrosis Foundation 
 

Lisa Feng, DrPH  
Senior Director of Access Policy & Innovation 
Cystic Fibrosis Foundation 
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i Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of Health 
and Human Services, Arkansas Works Program, September 2018.  Accessed at: https://m.arktimes.com/media/pdf/9.18_-
_aw_work_requirements_report.pdf. 
ii Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of Health 
and Human Services, Arkansas Works Program, September 2018.  Accessed at: https://m.arktimes.com/media/pdf/9.18_-
_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown University Health 
Policy Institute Center for Children and Families, January 2009. 
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Jonathan Reeve

From: David Reeves <dhreeves50@gmail.com>
Sent: Saturday, October 20, 2018 8:07 AM
To: Public Notice. Tenncare
Subject: Work requirements

This is an absurd proposal for those who are barely able to hang onto their sanity in this insane administration. 
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Jonathan Reeve

From: Jennifer McMullen <Jennifer.McMullen@davita.com>
Sent: Thursday, October 25, 2018 1:16 PM
To: Public Notice. Tenncare
Cc: Anna M. Richardson; Caroline Straight
Subject: Work Requirements comment letter
Attachments: DaVita Comment Letter on Tennessee Medicaid Waiver 10.25.18final.docx

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Thank you for allowing DaVita to submit this comment letter on behalf of all of the patients we serve in TN.

Thank you –
Jennifer

Jennifer McMullen
Director, State Government Affairs
Davita, Inc.

CONFIDENTIALITY NOTICE: THIS MESSAGE IS CONFIDENTIAL, INTENDED FOR THE NAMED 
RECIPIENT(S) AND MAY CONTAIN INFORMATION THAT IS (I) PROPRIETARY TO THE SENDER, 
AND/OR, (II) PRIVILEGED, CONFIDENTIAL, AND/OR OTHERWISE EXEMPT FROM DISCLOSURE 
UNDER APPLICABLE STATE AND FEDERAL LAW, INCLUDING, BUT NOT LIMITED TO, PRIVACY 
STANDARDS IMPOSED PURSUANT TO THE FEDERAL HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY ACT OF 1996 ("HIPAA"). IF YOU ARE NOT THE INTENDED RECIPIENT, OR THE 
EMPLOYEE OR AGENT RESPONSIBLE FOR DELIVERING THE MESSAGE TO THE INTENDED 
RECIPIENT, YOU ARE HEREBY NOTIFIED THAT ANY DISSEMINATION, DISTRIBUTION OR 
COPYING OF THIS COMMUNICATION IS STRICTLY PROHIBITED. IF YOU HAVE RECEIVED THIS 
TRANSMISSION IN ERROR, PLEASE (I) NOTIFY US IMMEDIATELY BY REPLY E-MAIL OR BY 
TELEPHONE AT (855.472.9822), (II) REMOVE IT FROM YOUR SYSTEM, AND (III) DESTROY THE 
ORIGINAL TRANSMISSION AND ITS ATTACHMENTS WITHOUT READING OR SAVING THEM. 
THANK YOU.  

-DaVita Inc- 



 

October 26, 2018

Dr. Wendy Long, Director
Division of TennCare
310 Great Circle Road
Nashville, TN 37243 

Re: Automatic Exemption under Tennessee’s 1115 Medicaid Waiver for ESRD Patients 

Dear Director Long:

We respectfully submit the following comments regarding the State of Tennessee’s Section 1115 
Demonstration Application, Amendment 38, dated September 24, 2018.  The DaVita patient 
population includes more than 194,600 patients who have been diagnosed with kidney failure or 
end-stage renal disease (ESRD), a group representing approximately one-third of all Americans 
receiving dialysis services. Spanning all 50 States and the District of Columbia, the DaVita 
Kidney Care network includes more than 2,445 locations. In Tennessee, 1,361 DaVita teammates 
(employees) have the privilege of serving 3,497 patients.  Our comprehensive, care team includes 
nephrologists, nephrology nurses, patient care technicians, pharmacists, clinical researchers, 
dieticians, social workers, and other highly-trained kidney care specialists. 

BACKGROUND

Kidney failure, or ESRD, is the last stage (stage five) of chronic kidney disease (CKD). This
stage is reached when an individual’s kidneys are functioning at 10%–15% of their normal
capacity or below and, therefore, cannot sustain life. Kidneys are vital organs that remove toxins
from the blood and perform other functions that support the body, such as balancing fluid and
electrolytes, and producing certain hormones. When kidneys fail, they cannot effectively perform
these functions, and renal replacement therapy, such as dialysis or a kidney transplant, is
necessary to sustain life.

Currently there are primarily three types of dialysis.  These are peritoneal, home hemodialysis and 
hemodialysis. The most common type of dialysis is hemodialysis, which is predominantly
performed in specialized outpatient facilities. Hemodialysis is a therapy that filters waste
products, removes extra fluid, and balances electrolytes (sodium, potassium, bicarbonate,
chloride, calcium, magnesium and phosphate), replacing the mechanical functions of the
kidney. Traditional in-center hemodialysis is generally performed a minimum of three times a
week for approximately four hours each session.

 
REQUEST FOR AUTOMATIC EXEMPTION FROM WORK REQUIREMENTS FOR 
INDIVIDUALS WITH KIDNEY FAILURE

 



 
As explained in the application, the objective of the Tennessee 1115 Medicaid Demonstration is to
support participants’ ability to obtain and maintain employment, promote improved health 
outcomes, and ultimately serve as a pathway to independence that supports program participants 
in their transition from public assistance to private health insurance. Specifically, Tennessee is 
proposing that under the demonstration, impacted adults would be required to engage in 
qualifying work or community activities for 20 hours per week (averaged monthly).  Individuals 
can fulfill this requirement through employment, on the job training, job search activities, 
attendance in high school, community service, and other activities.  However, this requirement
does include a number of exemptions, including for “individuals who are determined to be 
medically frail.”

Kidney Failure Patients Are Inherently “Medically Frail”

According to the Clinical Journal of the American Society of Nephrology, only 50% of patients 
who receive hemodialysis are of working age (18-64). For those who can work, the clinical 
benefits are significant. But overall, the typical dialysis patient is in treatment 3 times a week for 
4 hours, suffers from the common post dialysis side effects (dizziness, nausea, vomiting, and 
fatigue) and has multiple co-morbidities that require various specialist visits.  In addition, patients 
with kidney failure are often reliant on government or family members for transportation which 
means their visit to the dialysis center is prolonged.

It is the general consensus of the medical community that the above stresses of dialysis, combined 
with multiple co-morbidities classify a patient as medically frail.   The American Society of 
Anesthesiologists (ASA), categorizes kidney failure patients as having health scores of ASA 3 
(patient with severe systemic disease with definite functional limitation) or ASA 4 (patient with 
severe systemic disease that is a constant threat to life.1 ESRD patients are an extremely 
vulnerable patient population whose health is measured day by day and, as such, they are much 
more appropriately categorized as “automatically medically frail.” While we have no doubt that 
ESRD patients ultimately should qualify under the waiver’s exemption, we would be very 
concerned about the well-being of our ESRD patients in the interim, given the lack of a specific 
exemption for ESRD patients and a lack of specificity regarding how such patients would be 
determined to be medically frail.

Evidence that is currently being collected from the Arkansas Works Program gives us reason to be
concerned.  In its September 2018 report, Arkansas reported that in the month of September the 
Arkansas Work Program had 15,276 “cases closed,” where the patient was removed from the 
Medicaid program.2 While some of these closed cases are understandable (e.g. moved out of the 
state), several categories raise significant concerns, including:

Non-compliance (27% or 4,109 patients); 
Failed to return requested information (26% or approximately 3,872 patients); and
Other (18% or approximately 2,750 patients).

Due to a lack of an automatic exemption for ESRD patients, and notwithstanding the 8,020 
patients who were exempted as medically frail, we are very concerned about how many vulnerable 
ESRD patients could have been caught up as part of the more than 10,000 patients removed from 
the Arkansas Works Program in one month alone for various issues.  As noted, the reasons for 

1 G. Beathard, et al., The Risks of Sedation/Analgesia in Hemodialysis Patients Undergoing Interventional Procedures, February 22, 2011 
2 Arkansas Department of Human Services, Arkansas Works Program, September 2018 Report 
 

                                                           



 
such removal might not only relate to a lack of clarity with respect to non-compliance with work 
requirements, but also a failure to return requested information or for some “other” unspecified 
reasons.

Proposed Specific Model for Determining “Medically Frail”

We note that other states have put forth models that also might be considered by Tennessee as a 
user-friendly model (for both the patient and the state) in the exact determination of “medically 
frail.”  Specifically, under these models, individuals (1) may self-report medically frail status or 
(2) be identified through a retrospective review and assessment as follows:

Self-Reporting of Medically Frail Status
o Individuals could self-attest to their medically frail status through an application.  

Answering “yes” to either of the following questions would designate an individual 
as “medically frail”:

1) Does the applicant “have a physical, mental, or emotional health condition 
that causes limitations in activities (like bathing, dressing, daily chores, etc.) 
or live in a medical facility or nursing home?” (Paper Application)
2) Does the applicant: a) “have a physical disability or mental health 
condition that limits their ability to work, attend school, or take care of their 
daily needs?” or b) “need help with activities of daily living (like bathing, 
dressing, and using the bathroom), or live in a medical facility or nursing 
home?” (Online Application)

Retrospective Review and Assessment
o To support the above self-attestation process, health care claims data review of the

preceding 12 months could be conducted for the presence of select diagnosis codes 
to identify individuals considered medically frail. 

Among the list of diagnosis codes that would identify an individual as 
“medically frail” are N185 (Chronic Kidney Disease Stage 5) and N186 
(End-Stage Renal Disease).

We also would support an approach similar to the one highlighted above as Tennessee and 
CMS continue to consider the Tennessee Medicaid waiver. As part of this model, we would 
respectfully request Tennessee use its authority under the waiver to include ESRD patients 
as an automatically medically frail category under the waiver due to the fact that they have a 
“serious and complex medical condition” consistent with 42 CFR §440.315(f).

CONCLUSION

We appreciate Tennessee’s efforts to improve the Medicaid program while appropriately 
considering the needs of medically frail individuals.  Our comments reflect our sincere desire to 
make sure that the Tennessee Medicaid program is updated through the 1115 waiver in a way that 
best serves the disparate needs of its enrollees.  Once again, we thank you for providing the
opportunity to provide comments on the Tennessee Medicaid waiver and we look forward to
continuing to work with the Division to ensure high-quality Medicaid coverage. 

Sincerely, 

 



 
Jennifer Lancaster McMullen
Director, State Government Affairs
DaVita, Inc.
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Dbakernurse@msn.com
Sent: Friday, October 05, 2018 11:59 AM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Diana Baker 
THCC 
5179 Normandy Lane  
Memphis , TN 38117  
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Jonathan Reeve

From: Nathan Walsh <nathanw@disabilityrightstn.org>
Sent: Friday, October 26, 2018 11:39 AM
To: Public Notice. Tenncare
Subject: Amendment 38 Public Comment
Attachments: DRTAmendment38PublicComment.docx

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please find our comments attached.

Thank you,

Nathan Walsh | Staff Attorney  
nathanw@disabilityrightstn.org 
voice 615.298.1080 | fax 615.298.2046 
2 International Plaza, Suite 825  Nashville, TN 37217 
www.disabilityrightstn.org | 

This communication contains information from Disability Rights Tennessee which may be confidential and/or privileged.  The information is intended to 
be for the use of the individual(s) or entity(s) named as recipients above.  If you are not the intended recipient, please destroy this correspondence and 
be aware that any disclosure, copying, distribution or use of the contents of this information is prohibited.  If you received this communication in error, 
please immediately notify the sender.

This communication contains information from Disability Rights Tennessee which may be confidential and/or 
privileged. The information is intended to be for the use of the individual(s) or entity(s) named as recipients 
above. If you are not the intended recipient, please destroy this correspondence and be aware that any 
disclosure, copying, distribution or use of the contents of this information is prohibited. If you received this 
communication in error, please immediately notify the sender. 



October 26, 2018

Dr. Wendy Long, Director
Division of TennCare
310 Great Circle Road
Nashville, TN 37243

Dr. Long:

I am an attorney at Disability Rights Tennessee (DRT) who focuses on employment issues.  At 
DRT, we are all too familiar with the employment gap that plagues individuals with disabilities 
as a whole.  In 2018, only 40 percent of adults with disabilities in their prime working years have 
a job, compared to 79 percent of all prime-age adults.1 Time and time again, our agency hears
from clients with disabilities who are desperate for a job but encounter discrimination, lack of 
needed accommodations, or lack of transportation.  We would be enthusiastically supportive of a 
TennCare proposal that helped the individuals with disabilities we serve find competitive 
integrated employment.  Yet Amendment 38 is scant on details on how it would help any 
Tennessean find a job.  

Amendment 38 at least recognizes the difficulties faced by individuals with disabilities in 
Tennessee in that it exempts them from the work requirements.  But despite the considerable 
expense and high level of government oversight that keeping track of exemptions on a monthly 
basis would entail, there is no guarantee that this new oversight mechanism would be accurate.  
We fear that many individuals with disabilities, particularly those with invisible disabilities such 
as mental illness, would lose their healthcare even though they are not the intended targets of the 
requirements.  

Furthermore, since Amendment 38 states that exemptions only apply “in any month” in which an 
exempting condition is met, we fear that the burden monthly documentation requirements would 
place on individuals with disabilities and their providers would cause still more unintended 
targets of the requirements to lose their healthcare.  

Amendment 38 threatens substantial harm to the population we serve while promising little 
benefit.  So it is particularly distressful that Amendment 38 proposes to use Temporary 
Assistance for Needy Families (TANF) funds “to fund any costs associated” with the 
requirements.  These funds are intended to help families during times of need.  They could be 

1 Martha Ross and Nicole Bateman, Only Four out of Ten Working-age Adults with Disabilities are Employed,
Brookings (Jul. 25, 2018), https://www.brookings.edu/blog/the-avenue/2018/07/25/only-four-out-of-ten-working-
age-adults-with-disabilities-are-employed/

                   



used to help close the employment gap by providing supports to individuals with disabilities 
looking for competitive integrated employment.  They should not be allowed to be used take 
healthcare away from individuals with disabilities, thereby creating another barrier to 
employment.

Respectfully,

Nathan Walsh, Staff Attorney 
Disability Rights Tennessee
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Jonathan Reeve

From: Dave Buchanan <dbuch37@aol.com>
Sent: Tuesday, October 09, 2018 1:36 PM
To: Public Notice. Tenncare
Cc: kfranks@tnjustice.org
Subject: Proposed Waiver per Public Chapter 869

I am writing to express my opposition to the waiver TennCare proposes as provided under Public Chapter 869 recently
enacted by the Tennessee Legislature. This is the attempt to eliminate care under TennCare for the unemployed.

I am not an insider and it has been many years since I have expressed an opinion regarding government activity. The
legislature’s actions and your proposal to implement them however, exceed any test or reasonableness and cannot be
allowed to pass without at least a modicum of outrage.

Current governmental trends are to reduce regulations in an effort to save burdens and expense on those being
regulated. Most of these efforts relate to activities of large organizations, primarily for profit corporations, and the
result is to do two things: 1. increase the benefits in financial terms for corporate executives and stockholders (i.e., rich
people) : and 2. To expose the general public to an increased risk of whatever the “excessive” regulation was intended
to protect us (the general public) from. Whether any particular one of these efforts is, on balance, in the public interest
must be judged case by case buy many are naturally suspect.

In the current situation what we have is the opposite of the situation just described. First you are adding regulations,
not reducing them. And you are adding them on the poor, not the rich. Is the irony not obvious.
We run our governments by reducing regs to benefit the influential and we increase regulations to disadvantage the
poor.

Rich corporations have the resources to cope with most regulations. Do we think poor people can do the same?

The idea that you can write a set of regulations that can be simply and evenly applied to a set of individuals each with a
unique, usually complex, situation most of whom are struggling to cope with the problems of daily lives that neither you
nor I can even imagine, strikes me as totally over the top.

Instead of working to organize a health care system that can readily meet the needs of the all Tennessee citizens you
simply add another layer of complexity on the poor and those who would try to serve them.

Whenever I think about this my bottom line is always, “Those people ought to be ashamed.” And you should.

Thank you for receiving my comments.

E. David Buchanan
824 Stirrup Drive
Nashville, TN 37221
615 646 0211
dbuch37@aol.com
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Jonathan Reeve

From: Lisa Carroll <lcarroll@icx.net>
Sent: Friday, October 26, 2018 3:45 PM
To: Public Notice. Tenncare
Subject: Reasons for Objecting to a Medicaid Work Requirement

October 26, 2018 

Dr. Wendy Long, Director 
Bureau of TennCare
Tennessee Department of Finance and Administration  
310 Great Circle Road Nashville, TN 37243State of Tennessee

RE: TennCare Waiver Amendment 38  

Dear Dr. Long: 

I write to strongly oppose the work requirement for Tennessee’s Medicaid recipients, which feels to me like just 
another way to punish the poor. Let me tell you why I object: 

1. The poor people I know go through periods of irregular work, which will put them at risk of being 
removed from Medicaid. Early in the century, I tutored children in State custody for about five years and 
remain in contact with several of them and their friends and families, As teenagers, many of these 
children were already being treated for chronic physical and psychological diseases (asthma and bipolar 
disorder being common), problems which continue to afflict them in adulthood. From my contact with 
this group of Tennesseans, I know how difficult it is for people with marginal jobs, low incomes, heavy 
family demands, and other stressors to meet bureaucratic requirements. Almost every former student I 
know about has lost at least one job because of transportation. They ride the bus or drive junkers—a late 
bus or a car problem have cost them jobs. The poor people I know are among the large group of 
Americans for whom one flat tire can be a financial disaster. 

2. Many of those eligible for Medicaid face barriers to easy reporting. Few of my former students have 
regular access to the Internet. Others have low literacy or learning disabilities. Some, trying to avoid 
outright homelessness or while waiting for subsidized housing, go through periods of “couch surfing,” 
which means their addresses change frequently. And others, trying to find jobs that align with available 
child care or trying to earn more by switching to higher wage jobs are sometimes between jobs for a 
week or more at a time. All of these situations are likely to make it extremely difficult for them to 
provide the kind of data that will be required of them to report work hours regularly. As a consequence, 
I expect many to be unjustly removed from Medicaid—which can begin a downward spiral: without a 
dependable way to obtain medical care, their well-being and their work hours will decline. 

3. The administrative and downstream costs of implementing a work requirement can be large. Beyond my 
personal experience with people on Medicaid (or those who would be if Tennessee ever expands its 



2

program), I have taxpayer concerns about the real costs of a work requirement. First of all, what will the 
administration of such a program actually cost? And how will implementation be managed? The 
Arkansas program has apparently had great difficulty reaching people. The Kentucky program began 
this past January. By July 95,000 citizens had been removed from the Medicaid rolls in a manner the 
courts found “arbitrary and capricious.” Reinventing a badly planned and implemented program costs 
money.

The downstream costs could be significant. The people removed from Medicaid for noncompliance 
won’t stop getting sick. Lacking access to care through Medicaid, they will return to the emergency 
room—the costliest way possible to receive medical care. The Kaiser Family Foundation report on the 
Arkansas experience noted: “the potential that coverage losses will result in gaps in care and increased 
uncompensated care costs.” Moreover, there is research demonstrating an interaction between health and 
employment—employed people are healthier and healthier people are employed. Data from numerous 
studies suggest improved health outcomes and better economic outcomes for Medicaid recipients 
compared to their peers. (See, for example, B. Sommers et al., Changes in Mortality After 
Massachusetts Health Care Reform: A Quasi-Experimental Study, Ann Intern Med. 2014;160(9):585-
593.)

For these and other reasons I am alarmed by the idea that Tennessee will implement a Medicaid work 
requirement. 

Sincerely,

Elizabeth W. Carroll 
4315 Hiawatha Drive 
Knoxville, TN 37919 
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Jonathan Reeve

From: Ellen Finney <ellenfinney60@gmail.com>
Sent: Tuesday, October 02, 2018 1:51 PM
To: Public Notice. Tenncare
Subject: Proposed TennCare Work Requirement

I oppose a work requirement which would require enrollees to seek or maintain work in order to keep Medicaid 
benefits. For one, this requirement would require extensive record-keeping which the state is not now equipped to 
do properly and which would be expensive to institute. Two, this is a mean-spirited proposal even though it would 
apply to a relatively small proportion of the TennCare recipients. Three, is step backward from increasing the 
numbers of the insured in Tennessee. We need to be finding ways to insure more people, not fewer. Uninsured 
Tennesseans are more expensive to us, not less.

Ellen Finney
199 Broadwell Circle
Franklin, TN 37067
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Jonathan Reeve

From: Roudebush, Abbey <aroudebush@efa.org>
Sent: Friday, October 26, 2018 3:47 PM
To: Public Notice. Tenncare
Cc: Elisa Hertzan; Pam Hughes; Mickey McCamish
Subject: Epilepsy Foundation Medicaid 1115 Waiver Comment
Attachments: Epilepsy Foundation Letter - TN 1115 Waiver - October 2018.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good afternoon,

Attached please find a public comment from the Epilepsy Foundation, Epilepsy Foundation of East Tennessee, Epilepsy
Foundation of Southeast Tennessee, and Epilepsy Foundation Middle & West Tennessee regarding the recent Medicaid
1115 Waiver.

Thank you,

Abbey Roudebush
Government Relations Manager
Epilepsy Foundation
Phone: (301) 918 3784
Email: aroudebush@efa.org
www.epilepsy.com
advocacy.epilepsy.com



 

 

October 26, 2018 

Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 

Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  

Dear Dr. Long:  

The Epilepsy Foundation, and our local affiliates Epilepsy Foundation of East Tennessee, Epilepsy 
Foundation of Southeast Tennessee, and Epilepsy Foundation Middle & West Tennessee appreciate the 
opportunity to submit comments on Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the 
TennCare II Demonstration.”  

The Epilepsy Foundation is the leading national voluntary health organization that speaks on behalf of 
the at least 3.4 million Americans with epilepsy and seizures. The local affiliates, Epilepsy Foundation of 
East Tennessee, Epilepsy Foundation of Southeast Tennessee, and Epilepsy Foundation Middle & West 
Tennessee advocate and provide services for the almost 74,000 individuals living with epilepsy 
throughout the state. Collectively, we foster the wellbeing of children and adults affected by seizures 
through research programs, educational activities, advocacy, and direct services. Epilepsy is a medical 
condition that produces seizures affecting a variety of mental and physical functions. Approximately 1 in 
26 Americans will develop epilepsy at some point in their lifetime. According to the CDC figures there 
are 84,800 people living with epilepsy in Virginia. For people living with epilepsy, timely access to 
appropriate, physician-directed care, including epilepsy medications, is a critical concern. 

The Epilepsy Foundation, Epilepsy Foundation of East Tennessee, Epilepsy Foundation of Southeast 
Tennessee, and Epilepsy Foundation Middle & West Tennessee believe everyone, including TennCare 
enrollees, should have access to quality and affordable health coverage. Unfortunately, this waiver 
creates new administrative barriers that will jeopardize patients’ access to quality and affordable health 
coverage, and we therefore oppose the proposed waiver.   

The Tennessee Amendment 38 seeks to add a work and community engagement requirement for most 
TennCare enrollees. This would increase the administrative burden on all TennCare patients. Individuals 
will need to either report that they meet certain exemptions or the number of hours they have worked. 
Increasing administrative requirements will likely decrease the number of individuals with TennCare 
coverage, regardless of whether they are exempt or not.  

Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their hours 
worked or their exemption. As of October 1, four months into implementation, the state has terminated 
coverage for 8,462 individuals and locked them out of coverage until January 2019.i An additional 12,589 
individuals had one or two months of noncompliance and are at risk for losing coverage in the coming 
months.ii In another case, after Washington state changed its renewal process from every twelve 
months to every six months and instituted new documentation requirements in 2003, approximately 



 

 

35,000 fewer children were enrolled in the program by the end of 2004.iii Battling administrative red 
tape in order to keep coverage should not take away from patients’ or caregivers’ focus on maintaining 
their or their family’s health.

Failing to navigate these burdensome administrative requirements could have serious – even life or 
death – consequences for people with serious, acute and chronic diseases. If the state finds that 
individuals have failed to comply with the new requirements for two months out of a six-month period, 
they will be locked out of coverage until they demonstrate their compliance. People who are in the 
middle of treatment for a life-threatening disease, rely on regular visits with healthcare providers or 
must take daily medications to manage their chronic conditions cannot afford a sudden gap in their care. 

The Epilepsy Foundation, Epilepsy Foundation of East Tennessee, Epilepsy Foundation of Southeast 
Tennessee, and Epilepsy Foundation Middle & West Tennessee are also concerned that the current 
exemption criteria may not capture all individuals with, or at risk of, serious and chronic health 
conditions like epilepsy that may prevent them from working. Additionally, Tennessee’s “good cause” 
exemption is still not sufficient to protect patients. In Arkansas, many individuals were unaware of the 
new requirements and therefore unaware that they needed to apply for such an exemption.iv No 
exemption criteria can circumvent this problem and the serious risk to the health of the people we 
represent.   

Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems to track 
and verify exemptions and work activities will cost tens of millions of dollars.v Tennessee’s fiscal impact 
statement estimated the program would cost approximately the state and federal government $39.8 
million over the course of the waiver.vi These costs would divert resources from Medicaid’s core goal – 
providing health coverage to those without access to care. 

Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid program or 
help low-income individuals improve their circumstances without needlessly compromising their access 
to care. Most people on Medicaid who can work already do so.vii A study published in JAMA Internal 
Medicine, looked at the employment status and characteristics of Michigan’s Medicaid enrollees.viii The 
study found only about a quarter were unemployed (27.6 percent). Of this 27.6 percent of enrollees, 
two thirds reported having a chronic physical condition and a quarter reported having a mental or 
physical condition that interfered with their ability to work.  

In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees reported that 
that being enrolled in Medicaid made it easier to work or look for work (83.5 percent and 60 percent, 
respectively).ix Terminating individuals’ TennCare coverage for non-compliance with these requirements 
will therefore hurt rather than help people search for and obtain employment. Tennessee has 
experience with this. In 2005, when the state changed the TennCare program’s eligibility and 170,000 
people lost Medicaid coverage, there was no increase in employment and self-reported health and 
access to medical care declined.x The Epilepsy Foundation, Epilepsy Foundation of East Tennessee, 
Epilepsy Foundation of Southeast Tennessee, and Epilepsy Foundation Middle & West Tennessee 
oppose the work and community engagement.   

The Epilepsy Foundation, Epilepsy Foundation of East Tennessee, Epilepsy Foundation of Southeast 



 

 

Tennessee, and Epilepsy Foundation Middle & West Tennessee also wish to highlight that the federal 
rules at 431.408 pertaining to state public comment process require at (a)(1)(i)(C) that a state include an 
estimate of the expected increase or decrease in annual enrollment and expenditures if applicable. The 
intent of this section of the regulations is to allow the public to comment on a Section 1115 proposal 
with adequate information to assess its impact. However, on pages 5 of this proposal, the Department 
states that “Some number of individuals may transition off of TennCare and into other coverage options 
as their earnings increase; however, it is not possible to reliably project the magnitude of this decrease in 
enrollment at this time.” We urge the TennCare to update the waiver amendment with the estimated 
expenditure and estimate enrollment change and reopen the state comment period for an additional 
30-days.  

The Epilepsy Foundation, Epilepsy Foundation of East Tennessee, Epilepsy Foundation of Southeast 
Tennessee, and Epilepsy Foundation Middle & West Tennessee believe healthcare should affordable, 
accessible, and adequate. Tennessee’s Amendment 38 does not meet that standard. Thank you for the 
opportunity to provide comments.  

Sincerely,  

  
Pam Hughes      Mickey McCamish 
Executive Director     Executive Director 
Epilepsy Foundation of East Tennessee   Epilepsy Foundation of Southeast Tennessee 

   
Elisa Hertzan      Philip M. Gattone, M.Ed. 
Executive Director     President & CEO 
Epilepsy Foundation Middle & West Tennessee  Epilepsy Foundation 

i Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 

                    



 

 

                                                                                                                                                        
ii Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and Families, January 2009. 
iv Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” Health 
Affairs, Sept. 5, 2018. Accessed at: https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/.  
v Michigan House Fiscal Agency, Legislative Analysis of Healthy Michigan Plan Work Requirements and Premium 
Payment Requirements, June 6, 2018, http://www.legislature.mi.gov/documents/2017-
2018/billanalysis/House/pdf/2017-HLA-0897-5CEEF80A.pdf; House Committee on Appropriations, Fiscal Note for 
HB 2138, April 16, 2018, http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB2138P3328.pdf; Misty Williams, 
“Medicaid Changes Require Tens of Millions in Upfront Costs,” Roll Call, February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-kentucky.  
vi Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
vii Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and Work,” 
Kaiser Family Foundation, February 2017, http://kff.org/medicaid/issue-brief/understanding-the-intersection-of-
medicaid-and-work/  
viii Renuka Tipirneni, Susan D. Goold, John Z. Ayanian. Employment Status and Health Characteristics of Adults With 
Expanded Medicaid Coverage in Michigan. JAMA Intern Med. Published online December 11, 2017. 
doi:10.1001/jamainternmed.2017.7055 
ix Ohio Department of Medicaid, 2018 Ohio Medicaid Group VII Assessment: Follow-Up to the 2016 Ohio Medicaid 
Group VIII Assessment, August 2018. Accessed at: http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/ 
Group-VIII-Final-Report.pdf 
x DeLeire, Thomas. The National Bureau of Economic Research. NBER Working Paper No. 24899: The Effect of 
Disenrollment from Medicaid on Employment, Insurance Coverage, Health and Health Care Utilization. August 
2018. Accessed at: https://www.nber.org/papers/w24899   
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Erin Morgan 
<mailagent@thesoftedge.com>

Sent: Friday, October 26, 2018 1:12 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
As a Nurse Practitioner in the urgent care environment, I care for individuals who cannot access 
healthcare due to lack of health insurance due to a multitude of factors. These individuals are more sick 
and have worse outcomes than their peers who have insurance. Requiring a work requirement may only 
increase the number of individuals who fall into this group, leaving the cost of care to hospitals and the 
greater healthcare system. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
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Respectfully,  
 
Erin Morgan 
Nurse Practitioner 
640 Hickory Woods Rd 
Knoxville, TN, TN 37934  
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Jonathan Reeve

From: Corey Greenblatt <cgreenblatt@ghlf.org>
Sent: Thursday, October 25, 2018 11:53 AM
To: Public Notice. Tenncare
Subject: GHLF Patient Group Opposes 1115 Waiver
Attachments: GHLF_TN 1115 Waiver.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Hello,

The Global Healthy Living Foundation (GHLF) is a 501 (c)(3) patient group that works to improve the quality of
life for people with chronic disease. GHLF advocates for and supports chronically ill patients across the
country, many of whom live rely on prescription medications, and struggle to pay for them.

It is on their behalf that we are writing to express our opposition to the proposed 1115 waiver. Attached
please find a more detailed formal letter of opposition for your consideration. We would be happy to connect
you with advocates that would be negatively impacted by this waiver should you need to hear their
perspective on the issue.

Thank you for your time and consideration.

Sincerely,

Corey Greenblatt, MPH | Manager, Policy and Advocacy
Global Healthy Living Foundation
515 N. Midland Ave Upper Nyack, NY 10960
Cell: +1(917) 612 3247| Office: +1(845) 348 0400 Ext.213| Fax: +1(845) 348 0210
cgreenblatt@ghlf.org
GHLF.org|CreakyJoints.org|ArthritisPower.org|50statenetwork.org
Facebook.com/CreakyJoints|Twitter.com/CreakyJoints

Improving the lives of people with chronic disease through better access to care,
education, support, advocacy and patient centered research.



 

Global Healthy Living Foundation 
515 North Midland Avenue 
Upper Nyack, New York 10960 USA 
+1 845 348 0400 

+1 845 340 0210 fax 
www.ghlf.org 

October 25, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long:  
 
The Global Healthy Living Foundation (GHLF) appreciates the opportunity to submit comments 
on Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the TennCare II Demonstration.”  

GHLF is a 20-year-old 501(c)(3) non-profit patient centered organization representing people who 
have chronic disease and their caregivers across the U.S. We work to improve the quality of life for 
people living with these chronic diseases, including many of Tennessee’s residents, by making sure 
their voices are heard and advocating for improved access to care at the community level.  

GHLF believes everyone, including TennCare enrollees, should have access to quality and affordable 
health coverage. Unfortunately, this waiver creates new administrative barriers that will jeopardize 
patients’ access to quality and affordable health coverage, and GHLF therefore opposes the 
proposed waiver.   
 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for 
most TennCare enrollees. This would increase a personal administrative burden on all TennCare 
patients – many of whom are not familiar with performing these kinds of tasks. Individuals will need 
to either report that they meet certain exemptions or the number of hours they have worked. 
Common sense tells us that increasing these personal administrative hurdles will likely decrease the 
number of individuals with TennCare coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their 
hours worked or their exemption. As of October 1, four months into implementation, the state has 
terminated coverage for 8,462 individuals and locked them out of coverage until January 2019.i An 
additional 12,589 individuals had one or two months of noncompliance and are at risk for losing 
coverage in the coming months.ii In another case, after Washington state changed its renewal 
process from every twelve months to every six months and instituted new documentation 
requirements in 2003, approximately 35,000 fewer children were enrolled in the program by the end 
of 2004.iii Battling administrative red tape in order to keep coverage should not take away from 
patients’ or caregivers’ focus on maintaining their or their family’s health. Even the most casual 
interpretation of these numbers has to conclude that they are a ruthless instrument to refuse 
healthcare to otherwise qualified sick individuals. If these thousands of individuals were malingerers, 



then our healthcare providers, our hospitals, and our clinics are part of a massive fraud, and we 
know this is not the case. 
 
Failing to navigate these burdensome administrative requirements could have serious – even life or 
death – consequences for people with serious, acute and chronic diseases. If the state finds that 
individuals have failed to comply with the new requirements for two months out of a six-month 
period, they will be locked out of coverage until they demonstrate their compliance. People who are 
in the middle of treatment for a life-threatening disease, rely on regular visits with healthcare 
providers or must take daily medications to manage their chronic conditions cannot afford a sudden 
gap in their care. 
 
The Global Healthy Living Foundation is also concerned that the current exemption criteria may 
not capture all individuals with, or at risk of, serious and chronic health conditions that prevent 
them from working. Additionally, Tennessee’s “good cause” exemption is still not sufficient to 
protect patients. In Arkansas, many individuals were unaware of the new requirements and therefore 
unaware that they needed to apply for such an exemption.iv No exemption criteria can circumvent 
this problem and the serious risk to the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems to 
track and verify exemptions and work activities will cost tens of millions of dollars.v Tennessee’s 
fiscal impact statement estimated the program would cost the state and federal government 
approximately $39.8 million over the course of the waiver.vi These costs would divert resources from 
Medicaid’s core goal – providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid 
program or help low-income individuals improve their circumstances without needlessly 
compromising their access to care. Most people on Medicaid who can work already do so.vii A study 
published in JAMA Internal Medicine, looked at the employment status and characteristics of 
Michigan’s Medicaid enrollees.viii The study found only about a quarter were unemployed (27.6 
percent). Of this 27.6 percent of enrollees, two thirds reported having a chronic physical condition 
and a quarter reported having a mental or physical condition that interfered with their ability to 
work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees reported 
that that being enrolled in Medicaid made it easier to work or look for work (83.5 percent and 60 
percent, respectively).ix Terminating individuals’ TennCare coverage for non-compliance with these 
requirements will therefore hurt rather than help people search for and obtain employment. 
Tennessee has experience with this. In 2005, when the state changed the TennCare program’s 
eligibility and 170,000 people lost Medicaid coverage, there was no increase in employment and self-
reported health and access to medical care declined.x GHLF opposes the work and community 
engagement requirement.   
 
GHLF also wishes to highlight that the federal rules at 431.408 pertaining to state public comment 
process require at (a)(1)(i)(C) that a state include an estimate of the expected increase or decrease in 
annual enrollment and expenditures if applicable. The intent of this section of the regulations is to 
allow the public to comment on a Section 1115 proposal with adequate information to assess its 



impact. However, on pages 5 of this proposal, the Department states that “Some number of individuals 
may transition off of TennCare and into other coverage options as their earnings increase; however, it is not possible to 
reliably project the magnitude of this decrease in enrollment at this time.” We urge the TennCare to update the 
waiver amendment with the estimated expenditure and estimate enrollment change and reopen the 
state comment period for an additional 30-days.  
 
The Global Healthy Living Foundation believes healthcare should affordable, accessible, and 
adequate. Tennessee’s Amendment 38 does not meet that standard. Thank you for the opportunity 
to provide comments.  
 
Sincerely,  
 

 
Corey Greenblatt 
Manager, Policy and Advocacy 
Global Healthy Living Foundation 
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Jonathan Reeve

From: Harriger, Hannah <hharrige@vols.utk.edu>
Sent: Friday, October 26, 2018 11:51 AM
To: Public Notice. Tenncare
Subject: Ammendment 38

To Whom It May Concern,  

I am writing to formally voice opposition to the proposed Ammendment 38 Medicaid Work Requirement. I am 
a registered voter in Davidson County, a social work graduate student, former case manager, and Vanderbilt 
Kennedy Center employee. I have, through all these roles and arenas, learned about and witnessed firsthand 
how changes to Medicaid impact the day-to-day lives of Tennesseans dependent upon Medicaid for needed 
medical care. I am well aware that the proposed ammendment creates conditions for exemptions for those who 
are, in fact, not able-bodied or unable to work due to the care they provide for someone else, but I also know 
how difficult it is to actually gather required paperwork, submit documentation, and actually have TennCare 
receive and review said paperwork.

TennCare still does not have an electronic system which means all the additional work of verifying exemptions 
or proof of work will have to be done manually; this will undoubtedly be a time-consuming process and, as is 
often the case when TennCare does their annual recertifications, paperwork will be lost, overlooked, and human 
error made resulting in termation of coverage. This is expected and understandable given the high volume of 
paperwork and insufficient workers, but it does have the end result of eligible individuals losing their TennCare 
coverage due to these errors; this is unacceptable when loss of coverage will have serious negative health 
consequences. I have seen this happen far too many times with my clients to not be concerned that the same 
would happen with passage of this work requirement.  

Given that the majority of individuals enrolled in TennCare Medicaid are not among those targeted by this 
ammendment (the Kaiser Family Foundation estimates that 6% of enrollees are actually able-bodied and not 
working), the benefits here seem to be far outweighed by the associated costs and potential risks to eligible 
Medicaid enrollees. I hope you will consider voting against passage of Ammendment 38 in consideration of the 
legitimately eligible majority whose very lives depend on keeping TennCare Medicaid coverage. Thank you for 
your time.  

Respectfully,  
--
Hannah Harriger
University of Tennessee
MSSW Candidate
hharrige@vols.utk.edu
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Jonathan Reeve

From: Deema Tarazi <d.tarazi@hemophiliafed.org>
Sent: Friday, October 26, 2018 9:30 AM
To: Public Notice. Tenncare
Subject: Comment Letter for 1115 Waiver
Attachments: HFA TN 1115 Waiver Comment Letter.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

To Whomever It May Concern,

Attached is Hemophilia Federation of America’s comment letter regarding Tennessee’s 1115 Waiver. If you have any
further questions please email Miriam Goldstein at m.goldstein@hemophiliafed.org.

Thanks,
Deema

Deema Tarazi, JD | Senior Policy Analyst | Hemophilia Federation of America
999 North Capitol Street NE, Suite 201 | Washington DC | 20002
DC Office: 202.675.6984 | Mobile: 248.227.6148
www.hemophiliafed.org



 

 

 
October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long:  
 
Hemophilia Federation of America (HFA) appreciates the opportunity to submit comments on 
Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the TennCare II Demonstration.”  
 
HFA is a national non-profit organization that represent individuals with bleeding disorders 
across the United States. Our mission is to ensure that individuals affected by hemophilia and 
other inherited bleeding disorders have timely access to quality medical care, therapies, and 
services, regardless of financial circumstances or place of residence. 
 
HFA believes everyone, including TennCare enrollees, should have access to quality and 
affordable health coverage. Unfortunately, this waiver creates new administrative barriers that 
will jeopardize patients’ access to quality and affordable health coverage, and HFA therefore 
opposes the proposed waiver.   
 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for 
most TennCare enrollees. This would increase the administrative burden on all TennCare 
patients. Individuals will need to either report that they meet certain exemptions or the number of 
hours they have worked. Increasing administrative requirements will likely decrease the number 
of individuals with TennCare coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their 
hours worked or their exemption. As of October 1, four months into implementation, the state 
has terminated coverage for 8,462 individuals and locked them out of coverage until January 
2019.i An additional 12,589 individuals had one or two months of noncompliance and are at risk 
for losing coverage in the coming months.ii In another case, after Washington state changed its 
renewal process from every twelve months to every six months and instituted new 
documentation requirements in 2003, approximately 35,000 fewer children were enrolled in the 
program by the end of 2004.iii Battling administrative red tape in order to keep coverage should 
not take away from patients’ or caregivers’ focus on maintaining their or their family’s health. 
 
Failing to navigate these burdensome administrative requirements could have serious – even life 
or death – consequences for people with serious, acute and chronic diseases. If the state finds that 
individuals have failed to comply with the new requirements for two months out of a six-month 
period, they will be locked out of coverage until they demonstrate their compliance. People who 



 

 

are in the middle of treatment for a life-threatening disease, rely on regular visits with healthcare 
providers or must take daily medications to manage their chronic conditions cannot afford a 
sudden gap in their care. 
 
HFA is also concerned that the current exemption criteria may not capture all individuals with, or 
at risk of, serious and chronic health conditions that prevent them from working. Additionally, 
Tennessee’s “good cause” exemption is still not sufficient to protect patients. In Arkansas, many 
individuals were unaware of the new requirements and therefore unaware that they needed to 
apply for such an exemption.iv No exemption criteria can circumvent this problem and the 
serious risk to the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems 
to track and verify exemptions and work activities will cost tens of millions of dollars.v 
Tennessee’s fiscal impact statement estimated the program would cost approximately the state 
and federal government $39.8 million over the course of the waiver.vi These costs would divert 
resources from Medicaid’s core goal – providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid 
program or help low-income individuals improve their circumstances without needlessly 
compromising their access to care. Most people on Medicaid who can work already do so.vii A 
study published in JAMA Internal Medicine, looked at the employment status and characteristics 
of Michigan’s Medicaid enrollees.viii The study found only about a quarter were unemployed 
(27.6 percent). Of this 27.6 percent of enrollees, two thirds reported having a chronic physical 
condition and a quarter reported having a mental or physical condition that interfered with their 
ability to work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees 
reported that that being enrolled in Medicaid made it easier to work or look for work (83.5 
percent and 60 percent, respectively).ix Terminating individuals’ TennCare coverage for non-
compliance with these requirements will therefore hurt rather than help people search for and 
obtain employment. Tennessee has experience with this. In 2005, when the state changed the 
TennCare program’s eligibility and 170,000 people lost Medicaid coverage, there was no 
increase in employment and self-reported health and access to medical care declined.x HFA 
opposes the work and community engagement.   
 
HFA also wishes to highlight that the federal rules at 431.408 pertaining to state public comment 
process require at (a)(1)(i)(C) that a state include an estimate of the expected increase or 
decrease in annual enrollment and expenditures if applicable. The intent of this section of the 
regulations is to allow the public to comment on a Section 1115 proposal with adequate 
information to assess its impact. However, on pages 5 of this proposal, the Department states that 
“Some number of individuals may transition off of TennCare and into other coverage options as 
their earnings increase; however, it is not possible to reliably project the magnitude of this 
decrease in enrollment at this time.” We urge the TennCare to update the waiver amendment 
with the estimated expenditure and estimate enrollment change and reopen the state comment 
period for an additional 30-days.  



 

 

 
HFA believes healthcare should affordable, accessible, and adequate. Tennessee’s Amendment 
38 does not meet that standard. Thank you for the opportunity to provide comments.  
 
Sincerely,  
 

 
Associate Director, Policy 
Hemophilia Federation of America  
 
 
 
 

i Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 
ii Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and Families, January 2009. 
iv Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” Health 
Affairs, Sept. 5, 2018. Accessed at: https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/.  
v Michigan House Fiscal Agency, Legislative Analysis of Healthy Michigan Plan Work Requirements and Premium 
Payment Requirements, June 6, 2018, http://www.legislature.mi.gov/documents/2017-
2018/billanalysis/House/pdf/2017-HLA-0897-5CEEF80A.pdf; House Committee on Appropriations, Fiscal Note for 
HB 2138, April 16, 2018, http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB2138P3328.pdf; Misty Williams, 
“Medicaid Changes Require Tens of Millions in Upfront Costs,” Roll Call, February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-kentucky.  
vi Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
vii Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and Work,” 
Kaiser Family Foundation, February 2017, http://kff.org/medicaid/issue-brief/understanding-the-intersection-of-
medicaid-and-work/  
viii Renuka Tipirneni, Susan D. Goold, John Z. Ayanian. Employment Status and Health Characteristics of Adults With 
Expanded Medicaid Coverage in Michigan. JAMA Intern Med. Published online December 11, 2017. 
doi:10.1001/jamainternmed.2017.7055 
ix Ohio Department of Medicaid, 2018 Ohio Medicaid Group VII Assessment: Follow-Up to the 2016 Ohio Medicaid 
Group VIII Assessment, August 2018. Accessed at: http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/ 
Group-VIII-Final-Report.pdf 
x DeLeire, Thomas. The National Bureau of Economic Research. NBER Working Paper No. 24899: The Effect of 
Disenrollment from Medicaid on Employment, Insurance Coverage, Health and Health Care Utilization. August 
2018. Accessed at: https://www.nber.org/papers/w24899   
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Jonathan Reeve

From: jshrago@comcast.net
Sent: Friday, October 26, 2018 2:41 PM
To: Public Notice. Tenncare
Subject: Comments on TennCare Waiver Amendment 38
Attachments: TennCare WorkWavierProposal_10-7-2018.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Attached are my comments opposing the TennCare Amendment 38.

I am also inserting them below in this email.

Dr. Wendy Long
Division of TennCare
via email to: public.notice.tenncare@tn.gov

RE: TennCare Waiver Amendment 38

I am submitting the following comments in response to the public notice inviting public comments on
proposed Waiver Amendment 38

I am submitting the following comments to The TennCare Work Waiver Proposal. My experience with many
TennCare recipients indicates that the proposal is unworkable and unfair to thousands of Tennesseans who
actually qualify for TennCare and for very serious reasons are not working. I am opposed to this proposal in
all aspects as it would take healthcare away from adults who very much need it to support their families.

My Background and experience: I work consistently with about 1000 people per year enrolling new families
each year who are eligible for TennCare or the Affordable Care Act. While some return to me for assistance
each year, about 75% are new each year. TennCare does not provide any staff at the State who can help a
family complete the application. Instead, families must either depend entirely on a phone call to the Federal
Marketplace to complete an application designed for the Affordable Care Act or depend on a volunteer, such
as me, to assist them. While other states allow the Federal Marketplace as an option to apply, TN is the only
state that uses the Federal marketplace as its sole portal to apply for Medicaid. TN’s approach, relying on the
Federal Marketplace requires (a) some considerable computer skill, (b) regular use of an email and most
importantly (c) a minimum of 6 hours of training and an ability to project total annual income for the current
year. This income projection is often quite a challenge with employer defined variable hours by week, no
available printed pay stubs (as corporations rely most often on electronic portals). I know from experience
that such people require a 15 to 30 minute dialogue to accurately calculate and report their income. The
online Marketplace often just takes the hourly wage, and then assumes a 40 hour week and 52 weeks a year
for the annual income. This dramatically overstate ACTUAL income. Annual amounts with variations by week,
by season, variable overtime, and by changes in employers must be calculated with much more detail to get
an accurate picture. And those who are self employed, typically do the calculations annually at tax time.
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Problem with proposal: considerable difficulty, even when working to accurately report income, hours,
employer and prove monthly working requirement.

Rationale: These TennCare recipients are the same ones who meet with a great challenge to accurately
complete the TennCare Renewal or Redetermination package or apply through the Federal
Marketplace. Similar to developing an electronic system to allow people to apply directly for TennCare, It will
be a great challenge for the State of TN to create an electronic system to capture the data to prove work and
income every month that a parent is working. In addition, the State is requesting people who don’t usually
use the internet except some occasional use on their phones. Flip phones are impossible to use for such
applications. Smart phones require downloading applications, logging in and highly sophisticated software to
work easily for users whose math skills are often at a 6th grade level. Precisely BECAUSE TennCare recipients
are working and caring for children and making household ends meet on such limited income, their time to
accomplish these infrequent tasks can easily be forgotten, frustrating and inaccurate. The greater the
variability in work hours, the greater likelihood of mis stating hours, wages and accurately reporting. The likely
outcome is many people losing coverage, even though they are working and are actually ELIGIBLE. This
increases the likely use of the emergency room as the most expensive and the only option to get care for
children or the adult become sick. This does not benefit the health of the children and teaches people to
avoid the use of primary care to solve health issues.

Problem with proposal: too few jobs with enough income occur during school hours.

Rationale: A very high percentage of families on TennCare are single parent. These single parents are often
struggling with elementary, middle school and high school students who need attention when the children are
not in school. And yet, the jobs do not occur during school hours, and often extend into the evening or
night. How can such single parents be responsible for their children, above age 6 to 18 when TennCare is
expecting them to work after school hours? This does not benefit the health and appropriate development of
the children nor the health of the single parent providing for the family.

Problem with proposal: A second caretaker often has health problems. This is often the reason they have
child caretaker responsibility rather than working outside the home.

Rationale: The premise of this proposed waiver is that the caretakers of children over 6 years of age and 19
who not working are not healthy because they are not working. While there is certainly a relationship
between health and work, the reason for not working often begins with health problems, not the result of
health problems. Health problems are often the reason a second family member takes on a child caretaker
role in the family. It is my experience that families who seek health insurance through TennCare or through
the Affordable Care Act, definitely WANT TO EARN MORE INCOME FOR THEIR FAMILIES. If they can find work
they can successfully do while also caring for their families, they take the work. Often the physical labor that
they have done for years becomes impossible because of the health issues. The prior work typically causes
physical ailments making the work impossible. They can’t stand all day, they can’t do housekeeping kinds of
jobs all day. They have not been in school for 30 years so learning new skills, new jobs is an overwhelming
challenge. They do not have experience with computers, they do not type. They often can no longer do
warehouse work, restaurant work, basic health worker jobs, administrative jobs. But they can help a single
parent who is working by assuring that school age children are cared for after school hours. Removing these
people from TennCare services does not promote the health of the family, it often increases the challenges of
the working single parent and does not promote the healthy development of the children.
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Problem with proposal: medically frail or acute medical condition assumes the person had medical care
when this situation began but this is often not the case in TN with hundreds of thousands of people
ineligible for health insurance.

Rationale: the proposal excludes those who are medically frail or have an acute medical condition. However,
often these are people who were working before becoming medically frail. They had no employer based
insurance or regular health care because their job didn’t offer insurance. They did not meet the minimum
100% poverty level to obtain Affordable Care Act insurance ($12,100 for a single adult, $16,000 for a couple).
Or, they may have had employer based insurance, but now because they are unable to work they don’t have
income. How do they provide proof of a medical condition? Do they wait to go to the emergency room and
incur emergency TennCare costs? This is a catch 22, it certainly doesn’t promote the health of recipients and
likely increases TennCare costs using the emergency room. With hundreds of thousands of single adults
(whose children are often grown and now with children of their own) in the uninsured category in TN, we have
increased the likelihood of medically frail and acute medical conditions. These folks rely on families for help,
but they can often give help to their grown children with the care taker role of school age children.
It is for the reasons, stated above, that I believe this proposal is flawed and not workable for Tennessee.

Respectfully submitted by:
Jacqueline B. Shrago
jshrago@comcast.net
3604 Woodmont Blvd
Nashville, TN 37215



 
 
Dr. Wendy Long  
Division of TennCare  
via email to: public.notice.tenncare@tn.gov  
 

RE: TennCare Waiver Amendment 38 

I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38 

I am submitting the following comments to The TennCare Work Waiver Proposal.  My experience with many 
TennCare recipients indicates that the proposal is unworkable and unfair to thousands of Tennesseans who 
actually qualify for TennCare and for very serious reasons are not working. I am opposed to this proposal in 
all aspects as it would take healthcare away from adults who very much need it to support their families. 

My Background and experience: I work consistently with about 1000 people per year enrolling new families 
each year who are eligible for TennCare or the Affordable Care Act.  While some return to me for assistance 
each year, about 75% are new each year.  TennCare does not provide any staff at the State who can help a 
family complete the application.  Instead, families must either depend entirely on a phone call to the Federal 
Marketplace to complete an application designed for the Affordable Care Act or depend on a volunteer, such 
as me, to assist them.  While other states allow the Federal Marketplace as an option to apply, TN is the only 
state that uses the Federal marketplace as its sole portal to apply for Medicaid. TN’s approach, relying on the 
Federal Marketplace requires (a) some considerable computer skill, (b) regular use of an email and most 
importantly (c) a minimum of 6 hours of training and an ability to project total annual income for the current 
year.  This income projection is often quite a challenge with employer-defined variable hours by week, no 
available printed pay stubs (as corporations rely most often on electronic portals).  I know from experience 
that such people require a 15 to 30-minute dialogue to accurately calculate and report their income. The 
online Marketplace often just takes the hourly wage, and then assumes a 40 hour week and 52 weeks a year 
for the annual income.  This dramatically overstate ACTUAL income.  Annual amounts with variations by week, 
by season, variable overtime, and by changes in employers must be calculated with much more detail to get 
an accurate picture.  And those who are self-employed, typically do the calculations annually at tax time.   

Problem with proposal: considerable difficulty, even when working to accurately report income, hours, 
employer and prove monthly working requirement. 

Rationale: These TennCare recipients are the same ones who meet with a great challenge to accurately 
complete the TennCare Renewal or Redetermination package or apply through the Federal Marketplace.  
Similar to developing an electronic system to allow people to apply directly for TennCare, It will be a great 
challenge for the State of TN to create an electronic system to capture the data to prove work and income 
every month that a parent is working.  In addition, the State is requesting people who don’t usually use the 
internet except some occasional use on their phones.  Flip phones are impossible to use for such applications. 
Smart phones require downloading applications, logging in and highly sophisticated software to work easily 
for users whose math skills are often at a 6th grade level. Precisely BECAUSE TennCare recipients are working 
and caring for children and making household ends meet on such limited income, their time to accomplish 
these infrequent tasks can easily be forgotten, frustrating and inaccurate.  The greater the variability in work 
hours, the greater likelihood of mis-stating hours, wages and accurately reporting. The likely outcome is many 



people losing coverage, even though they are working and are actually ELIGIBLE.  This increases the likely use 
of the emergency room as the most expensive and the only option to get care for children or the adult 
become sick.  This does not benefit the health of the children and teaches people to avoid the use of primary 
care to solve health issues. 

Problem with proposal: too few jobs with enough income occur during school hours.  

Rationale: A very high percentage of families on TennCare are single parent. These single parents are often 
struggling with elementary, middle school and high school students who need attention when the children are 
not in school. And yet, the jobs do not occur during school hours, and often extend into the evening or night.  
How can such single parents be responsible for their children, above age 6 to 18 when TennCare is expecting 
them to work after-school hours?   This does not benefit the health and appropriate development of the 
children nor the health of the single parent providing for the family. 

Problem with proposal: A second caretaker often has health problems. This is often the reason they have 
child-caretaker responsibility rather than working outside the home. 

Rationale: The premise of this proposed waiver is that the caretakers of children over 6 years of age and 19 
who not working are not healthy because they are not working.  While there is certainly a relationship 
between health and work, the reason for not working often begins with health problems, not the result of 
health problems.  Health problems are often the reason a second family member takes on a child caretaker 
role in the family.  It is my experience that families who seek health insurance through TennCare or through 
the Affordable Care Act, definitely WANT TO EARN MORE INCOME FOR THEIR FAMILIES.  If they can find work 
they can successfully do while also caring for their families, they take the work.  Often the physical labor that 
they have done for years becomes impossible because of the health issues.  The prior work typically causes 
physical ailments making the work impossible.  They can’t stand all day, they can’t do housekeeping kinds of 
jobs all day.  They have not been in school for 30 years so learning new skills, new jobs is an overwhelming 
challenge.  They do not have experience with computers, they do not type. They often can no longer do 
warehouse work, restaurant work, basic health worker jobs, administrative jobs. But they can help a single 
parent who is working by assuring that school-age children are cared for after-school hours. Removing these 
people from TennCare services does not promote the health of the family, it often increases the challenges of 
the working single parent and does not promote the healthy development of the children. 

Problem with proposal:  medically frail or acute medical condition assumes the person had medical care 
when this situation began but this is often not the case in TN with hundreds of thousands of people 
ineligible for health insurance. 

Rationale: the proposal excludes those who are medically frail or have an acute medical condition.  However, 
often these are people who were working before becoming medically frail.  They had no employer-based 
insurance or regular health care because their job didn’t offer insurance. They did not meet the minimum 
100% poverty level to obtain Affordable Care Act insurance ($12,100 for a single adult, $16,000 for a couple). 
Or, they may have had employer-based insurance, but now because they are unable to work they don’t have 
income.  How do they provide proof of a medical condition? Do they wait to go to the emergency room and 
incur emergency TennCare costs?  This is a catch-22, it certainly doesn’t promote the health of recipients and 
likely increases TennCare costs using the emergency room.  With hundreds of thousands of single adults 
(whose children are often grown and now with children of their own) in the uninsured category in TN, we have 
increased the likelihood of medically frail and acute medical conditions.  These folks rely on families for help, 
but they can often give help to their grown children with the care-taker role of school-age children.     



It is for the reasons, stated above, that I believe this proposal is flawed and not workable for Tennessee. 

 

Respectfully submitted by: 

Jacqueline B. Shrago 
jshrago@comcast.net 
3604 Woodmont Blvd 
Nashville, TN 37215 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Jacy.warrell@gmail.com
Sent: Thursday, October 11, 2018 1:21 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. 
 
I am concerned that children who are aging out of the foster care system are not going to have health 
coverage. Teens in the foster care system have a number of physical, social, and emotional issues and 
have do not have the benefit of being covered the same as other teens and young adults.  
 
Transitioning out of foster care is a difficult thing to do. Through no fault of their own these youth have 
been placed in positions of having to learn to navigate the world on their own. The state has been 
responsible for their care and then to be abruptly cut off will be detrimental to their health. 
 
Please do not leave these kids without protections. 
 
Respectfully,  
 
Jacy Warrell 
3018 Argyle ave 
Murfreesboro, TN 37127-8330  
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Jonathan Reeve

From: Powers, James <james.powers@vumc.org>
Sent: Monday, October 01, 2018 5:17 PM
To: Public Notice. Tenncare
Subject: TennCare Work Requirement

To the TennCare Bureau:
I write as a physician expressing great concern over TennCare’s seeking to seek a waiver to impose work requirements
on TennCare recipients. The proposed waiver does not adequately define the criteria for or good cause for
exemption. It does not define how caregivers for infirm individuals will be treated and what criteria for disability will be
permitted for exemption.

While the goal of assisting low income families to become healthy and self sufficient is laudable, imposing arbitrary work
requirements on low income parents and caregivers may jeopardize their healthcare access. Punishing people who are
unable to find a steady living wage job or lose a seasonal job by taking away their access to medical care, mental health
care, and medications will only jeopardize their long term health and their ability to provide for their families.

TennCare estimates over 22,000 parents and caregivers could lose their TennCare coverage as result of imposing work
requirements. This creates a barrier to healthcare for these individuals. The number of illiterate and non computer
savvy individuals is large making the individual reporting process inequitable. The cost of monitoring TennCare
recipients regarding work requirements is enormous, and the Bureau does not have the electronic capability to
accurately process eligibility.

Sincerely,
James S Powers M.D.
714 Darrow Dr.
Pleasant View, TN 37146
615 746 8916
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Jonathan Reeve

From: Stan & Jennie <beantree2@charter.net>
Sent: Friday, October 26, 2018 4:19 PM
To: Public Notice. Tenncare
Subject: TennCare work requirements comment

Please register my opposition to work requirements for TennCare. There are already qualifications in place to
filter out unworthy recipients. I believe this effort to be just one more means to take away a very important
safety net program in our state, based on ideology not reality. Thank you for your consideration. Jennie Young,
1393 Broad Street, Elizabethton, TN 37643
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of jjecht@gmail.com
Sent: Friday, October 19, 2018 1:40 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Jim Echt 
NAMI member 
5480 N Angela Rd 
Memphis, TN 38120  
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of trainisloud@gmail.com
Sent: Monday, October 22, 2018 3:30 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
What I am most concerned about is most of the people that will lose TennCare will be eligible for 
TennCare. The people who get exemptions will likely lose coverage, much like the 100s (probably 1000s) 
of children that have lost coverage due to the your unnecessarily complicated and lengthy Recertification 
packets. I personally know families that have lost coverage because they were never sent a 
redetermination packet or didn't "fill it out" correctly. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
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Joel Alex 
Community Member 
4502 Old Hickory Blvd 
Nashville, TN 37218  
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Jonathan Reeve

From: Graves, John A <john.graves@Vanderbilt.Edu>
Sent: Friday, October 26, 2018 4:46 PM
To: Public Notice. Tenncare
Subject: Comment on TennCare Work Requirement Waiver

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

October 26, 2018

Dr. Wendy Long
Director Division of TennCare
310 Great Circle Road
Nashville, TN 37243

Dear Dr. Long,

Thank you for the opportunity to comment on TennCare’s proposed waiver amendment for work and community engagement
requirements (Amendment 38). While I recognize that TennCare’s approach to work requirements for its members are less
onerous than other states’ efforts and ultimately work to aid members in reaching improved health outcomes and
independence from public assistance, I believe there are points that can be made clear for TennCare to successfully
implement Amendment 38. I believe that addressing issues of pre communication and methods of reporting are of
importance in going forward.

Pre Communication
The published notice of change in TennCare II Demonstration lists methods of public notice for recipients to become aware of
the amendment (e.g. TennCare webpage, notices in widely circulate newspapers, TennCare’s social media accounts, etc.).
Additional actions should be taken to ensure that those who need to fulfill work requirements receive notice of their new
responsibility, since they may not see the updates on the TennCare webpage or social media due to lack of access to home
broadband connections. In January 2018, only 45% of US adults with less than $30,000 incomes were home broadband
users.[i] 31% of those that didn’t use broadband at home, but owned smartphones. Physical letters should also be sent to
registered addresses of TennCare recipients, while also taking into consideration that some recipients may not have fixed
addresses and may not be able to receive it.

Methods of Reporting
For Amendment 38 to be successful, affected enrollees must have a reliable, easy to access method to report their
participation. This was an important takeaway from initial results of Arkansas’ Medicaid work requirements, where as of
October 8th, an additional 4,109 Arkansans were removed from its Medicaid rolls.[ii] In a state where 21 31% of enrollees
reported having no access to internet in their household, limiting reporting to an online portal, while streamlining the
administrative process, did not fare well overall. Tennessee should take these results into consideration seeing as the state
had 70% of household with broadband internet subscription, just a few more points than Arkansas (64%) and below the US
national average.[iii]

I look forward to continued discussion with the Division of TennCare on this matter.
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Sincerely,
John A. Graves, Ph.D.
Associate Professor
Department of Health Policy
Vanderbilt University School of Medicine
john.graves@vanderbilt.edu

[i] Internet/Broadband Fact Sheet. Pew Research Center. Feb 5, 2018. Retrieved from http://www.pewinternet.org/fact
sheet/internet broadband/.
[ii] Goldberg D. Arkansas removes another 4,000 from Medicaid rolls. Politico Pro. Oct 15, 2018. Retrieved from
https://subscriber.politicopro.com/health care/whiteboard/2018/10/arkansas removes another 4 000 from medicaid rolls
2069183.
[iii] Ryan C, Lewis JM. Computer and Internet Use in the United States: 2015. American Community Survey Reports. Sept 2017.
Retrieved from https://www.census.gov/content/dam/Census/library/publications/2017/acs/acs 37.pdf.
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Jonathan Reeve

From: Jon Wolfe <jonwolfe123@yahoo.com>
Sent: Friday, October 26, 2018 5:41 PM
To: Public Notice. Tenncare
Subject: TNCare Work Requirement

Dear Sir/Ma'm  
The proposal to take away health coverage from people who don't work a set number of hours per 
month is not fair for those with debilitating illnesses. 

Imagine that you have cancer, undergoing chemo, feeling weak and sick as a dog and you have to 
sweep the courthouse steps to get your TNCare payment. 

This is not humane. Please stop this action. I have a friend who recently passed and she was 
suffering terribly and TNCare helped her get by and care for her children as best she could. 

To make her work while sick is not humane. 

Thank you for reading this. 
SIncerely,

Jon Wolfe
2721 Druid Dr. 
Nashville 37210
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Jonathan Reeve

From: Joseph Coco <josephcoco@protonmail.ch>
Sent: Sunday, October 07, 2018 10:51 PM
To: Public Notice. Tenncare
Subject: Amendment 38 concerns

How does TennCare plan to track work and how much would this cost in administrative fees to monitor work 
activity of the current Medicaid recipients? 

Is Tennessee currently lacking in community participation, and if so, how much value will having additional 
workers bring to Tennessee? 

Joseph Coco 
Vanderbilt University Medical Center 

225-892-5041
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Kathy Eckhardt 
<mailagent@thesoftedge.com>

Sent: Sunday, October 07, 2018 11:38 AM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Kathy Eckhardt 
220 Meadow Rd 
Friendsville, TN 37737  
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Jonathan Reeve

From: katy blasingame <katyb88@hotmail.com>
Sent: Thursday, October 25, 2018 10:20 PM
To: Public Notice. Tenncare; katy blasingame
Subject: I oppose TennCare Work Requirements

Dear Dr. Long,

I strongly oppose the implementation of TennCare work requirements because they would be particularly
harmful to some of Tennessee's most vulnerable citizens: those with behavioral health disorders.

Tennessean’s eligible for TennCare are disproportionately affected by mental health issues and this proposal
puts families at risk of losing mental health care.
 

When parents lose health care, children get hurt. TennCare improves access to needed care, improves
parents’ mental health outcomes, and strengthens families’ financial security; taking away would do the
reverse.
 

The loss of TennCare coverage will increase health care system costs and contribute to poor mental health,
including premature mortality and increased mental health morbidity.
 

The bottom line: There is no evidence that this requirement will improve health outcomes. This proposal is
penny wise pound foolish. It is fundamentally flawed and cannot be fixed. It goes against the goals and
purpose of the Medicaid program. I respectfully urge you to not go forward with this detrimental proposal.

Thank you for the work you have done to provide quality care to low income Tennesseans with behavioral
health conditions. Please don't stop that work now.

Sincerely,

Katy Blasingame
Nashville, TN 37211
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Jonathan Reeve

From: Kay Grossberg <ksayhey@comcast.net>
Sent: Tuesday, October 09, 2018 4:46 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38 

RE: TennCare Waiver Amendment 38

Dear Dr. Wendy Long:

As a Tennessean I am writing to oppose proposed Waiver Amendment 38. I am concerned this amendment will
complicate TennCare and hurt Tennesseans who are on TennCare. Here are some unanswered questions or unclear
parts of

the amendment:

What are the costs of all the added paperwork?

What happens if a person who has Tenncare and fails to get coverage because of the amendment needs treatment? Just
go without treatment? Go to the emergency room?

What are waivers and exceptions? This does not seem clear.

What are other states doing to protect their poor and working poor who need healthcare? There must be better
solutions.

I would like to see Tennessee simplify the healthcare system for Tenncare, not complicate it.

Sincerely,

Kay Grossberg

Robertson County
ksayhey@comcast.net
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Jonathan Reeve

From: Kay Norman <kay.norman@comcast.net>
Sent: Friday, October 26, 2018 2:54 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

 
*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from 
unknown senders or unexpected email. - STS-Security*** 
 
 
I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38. I am unequivocally opposed to this proposal because it will take health 
care away from people who do not work a set number of hours per week. Most people of TennCare 
already work if they are physically able, so this plan attempts to solve a non-existing problem. Instead it 
will create real problems by depriving people of health care, thereby making it harder for them to work. 
 
Seeking exemptions to a work requirement will impose red tape and administrative burdens on families, 
the state, and employers which will result in people who eligible for exemptions being unable to get 
them. 
Plus even among those who meet work requirements, this red tape will result in many losing coverage 
because of lack of proper reporting. 
 
This waiver is fundamentally flawed and cannot be fixed. It is an example of an unnecessary set of rules 
which make the situation far worse that it was and goes against the goals and purpose of the Medicaid 
program. I urge you to stop this harmful proposal. 
 
Kay Norman 
 
5958 Manchester Pike 
 
Murfreesboro, TN 37127 
 
 
--- 
This email has been checked for viruses by Avast antivirus software. 
https://www.avast.com/antivirus 
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Jonathan Reeve

From: Kelly McCurry <kdmccurry@gmail.com>
Sent: Friday, October 26, 2018 8:56 AM
To: Public Notice. Tenncare

Dear Dr. Wendy Long, 

My name is Kelly McCurry. I've lived in Mt. Juliet, TN, for over 16 years. I have a child in the public school 
system, attend a community-minded local church with my family, and have been involved with a local food 
pantry for over ten years. I am submitting the following comments in response to the public notice inviting 
public comments on proposed Waiver Amendment 38.

I am unequivocally opposed to this proposal that would take health coverage away from people who do not 
work a set number of hours per month. This proposal would cause immense harm and jeopardize coverage for 
thousands of Tennesseans. Failure to meet reporting requirements and paperwork errors will result in 
suspension of coverage for thousands of Tennesseans. People will lose coverage even though they remain 
eligible due to TennCare’s lack of computer system, because of the online portal's problems, and because many 
can't comply with the complex reporting requirements, among others. There are real life barriers to working 
such as lack of reliable transportation and child care, and the very real fact that many are caregivers to children 
with disabilities and/or elderly parents and can't afford the care it would require for them to have a job. There 
are also barriers to reporting, using Arkansas as an example.  

These coverage losses WILL cause harm. The disruption of treatment or loss of access to health care would 
affect Tennesseans experiencing a range of health crises and problems, including cancer patients, people with 
addiction, people suffering with diabetes, etc. 

There are too many unanswered questions to move forward with the work requirements at this time:  
• How do people report compliance?  
• How can TennCare administer this complex eligibility determination without an eligibility determination 
computer system, which is not yet complete?  
• How will the reporting process accommodate people with disabilities, limited literacy or language?  
• What is “good cause” for waiving compliance by certain individuals?  
• What criteria will be used to exempt “economically distressed” counties? 

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid 
program. We respectfully urge you to not go forward with this harmful proposal.  

Sincerely,

Kelly McCurry 
Concerned Tennessean 
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Jonathan Reeve

From: Kimberly Schofinski <schofinski@gmail.com>
Sent: Friday, October 05, 2018 10:03 AM
To: Public Notice. Tenncare
Subject: Work requirement public comment 

Hello, 
 
I am writing to share my comments about the looming work requirement for TennCare recipients. I 
understand that public comments must be technical in nature to affect the outcome of the plan, if at all.  
 
According to legislative estimates, compliance is expected to cost $38 million - far more money than this 
change would save the government. This would be a financially wasteful endeavor.  
 
Evidence from other state programs shows that work requirements do not work. The Center on Budget 
and Policy Priorities published in February 2018 a report that found work requirements instituted in 
Kansas did not positively impact a recipient’s situation in regards to poverty.  
 
Lastly, this policy is in conflict with American and Tennessee values. We should support one another, not 
punish those who are in poverty, many of which are children who cannot provide for themselves.  
 
Please take these comments into consideration.  
 
Thank you, 
Kim Schofinski 
Davidson Co. resident  
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Jonathan Reeve

From: D Moore <dmoore@komencentraltennessee.org>
Sent: Friday, October 26, 2018 11:27 AM
To: Public Notice. Tenncare
Subject: TennCare Amendment 38
Attachments: Comments ReTennCare Amendment 38.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good morning,

The Susan G. Komen Central Tennessee affiliate was recently informed of the intent to file an amendment to the
TennCare II Demonstration. A letter addressing our concerns is attached.

Thank you for your time!

Daveisha Moore, MPH
Mission/Education Director
Susan G. Komen Central Tennessee Affiliate
P: 615-383-0017 | F: 615-383-0067
4009 Hillsboro Pike, Suite 209 | Nashville, TN 37215
www.komencentraltennessee.org  
dmoore@komencentraltennessee.org  
Facebook / Twitter / Instagram 

Click here to register today for Race for the Cure® Greater Nashville (Brentwood), Chattanooga, or
Cookeville!
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Jonathan Reeve

From: Jessica Waddell <jwaddell@komeneasttn.org>
Sent: Thursday, October 25, 2018 10:41 AM
To: Public Notice. Tenncare
Subject: Comments on TennCare Amendment 38
Attachments: Comments ReTennCare Amendment 38.docx

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

Hello,

Please see attached for our comments on the proposed amendment.

Jessica M. Waddell

Director of Community Programs
jwaddell@komeneasttn.org

Knoxville Office:
P: 865-588-0902 | F: 865-588-0921
318 Nancy Lynn Lane #13 | Knoxville, TN  37919

Tri-Cities Office:
P: 423-765-9313 F: 423-765-9314
301 Louis St. #304 | Kingsport, TN 37660
www.komeneasttennessee.org | 1-877 GO KOMEN
Socialize w/us: Facebook | Twitter | Instagram
Our goal:  Reduce current number of breast cancer deaths
by 50% by 2026.

The linked image cannot be displayed.  The file may have been moved, renamed, or deleted. Verify that the link points to the correct file and location.



October 26, 2018

Wendy Long, MD
Director 
Division of TennCare
310 Great Circle Road
Nashville, TN  37243

Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration 

Dear Dr. Long:

Thank you for the opportunity to submit comments on Tennessee’s 1115 Waiver Amendment, 
“Amendment 38 to the TennCare II Demonstration.”

Susan G. Komen (Komen), is the world’s largest breast cancer organization, funding more breast 
cancer research than any other nonprofit outside of the federal government while providing real-
time help to those facing the disease. Since its founding in 1982, Komen has funded more than 
$988 million in research and provided more than $2.2 billion in funding to screening, education, 
treatment and psychosocial support programs serving millions of people in more than 30 
countries worldwide. Komen East Tennessee is working to better the lives of those facing breast 
cancer in the local community. Through events like the Knoxville Race for the Cure®, Komen 
East Tennessee has invested over $10.3 million in community breast health programs in 24 East 
Tennessee counties and has helped contribute to the more the $988 million invested globally in 
research. 

Komen believes everyone should have access to high-quality, affordable health care.  
Unfortunately, if approved, this waiver would adversely affect breast cancer patients’ access to 
adequate and affordable, high-quality health care by requiring certain individuals to either prove 
they work an average of 20 hours per week or meet exemptions.  This vulnerable population 
cannot afford additional barriers to care.    

According to the state’s own projections, approximately 3,700 individuals will lose coverage.
Additionally, if rural counties are designated as “economically disadvantaged”, and provided
exemptions, a disparate impact of the waiver will fall on the African-American beneficiaries in 
the urban counties. 

A major consequence of the waiver will be increased administrative burden for all beneficiaries.
This will be especially true for women going through breast cancer treatment, as they will likely
experience difficulty complying with the required 20 hours per week- ultimately creating 
additional barriers- eventually leading to increased costs for treating late-stage breast cancer. 

Failing to navigate these burdensome requirements will have grave consequences for women 
with breast cancer and people with serious, chronic illnesses.  Individuals will be required to 
comply with the new requirements for four months out of a six-month period.  If an individual 
fails to comply, they will be locked out of coverage until they are able to demonstrate 



compliance. Women in the middle of breast cancer treatment simply cannot afford a sudden gap 
in their treatment regimens or a delay in required visits with their health care providers. 

We believe the waiver will have a negative effect for individuals in Tennessee as many of the 
state’s most fragile citizens will become ineligible for coverage, face the very real reality of 
foregoing treatment or facing devastating medical debt.  

We urge the administration to keep in mind the needs of breast cancer patients and others with 
serious illnesses.  The breast cancer patients we represent rely on access to health care coverage 
to fight their disease, and the proposed waiver will undermine such access. We strongly urge the 
Administration to reject this waiver.

Thank you for the opportunity to comment.  We are happy to serve as a resource in any capacity.  
Please contact Jessica Waddell, Director of Community Programs at jwaddell@komeneasttn.org
with any questions. 

Sincerely,
Jessica Waddell
Director of Community Programs
Susan G. Komen East Tennessee 
Ph: 865-588-0902
jwaddell@komeneasttn.org
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Jonathan Reeve

From: Mischke, Lisa <lmischke@komenmemphisms.org>
Sent: Friday, October 26, 2018 9:27 AM
To: Public Notice. Tenncare
Subject: Amendment 38
Attachments: Amendment 38.docx

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please find our comments attached,

Thank you,

Elaine Hare, CEO and Lisa Mischke, LMSW, Grant Director
Susan G. Komen Memphis MidSouth Mississippi
6645 Poplar Ave., Suite 211
Germantown, TN 38138
Office/cell: (901) 233 7290

www.komenmemphisms.org



October 26, 2018

Wendy Long, MD
Director 
Division of TennCare
310 Great Circle Road
Nashville, TN  37243

Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration 

Dear Dr. Long:

Thank you for the opportunity to submit comments on Tennessee’s 1115 Waiver Amendment, 
“Amendment 38 to the TennCare II Demonstration.”

Susan G. Komen (Komen), is the world’s largest breast cancer organization, funding more breast cancer 
research than any other nonprofit outside of the federal government while providing real-time help to 
those facing the disease. Since its founding in 1982, Komen has funded more than $988 million in 
research and provided more than $2.2 billion in funding to screening, education, treatment and 
psychosocial support programs serving millions of people in more than 30 countries worldwide. 

Komen believes everyone should have access to high-quality, affordable health care.  Unfortunately, if 
approved, this waiver would adversely affect breast cancer patients’ access to adequate and affordable, 
high-quality health care by requiring certain individuals to either prove they work an average of 20 
hours per week or meet exemptions.  This vulnerable population cannot afford additional barriers to 
care.    

According to the state’s own projections, approximately 3,700 individuals will lose coverage.  
Additionally, if rural counties are designated as “economically disadvantaged”, and provided 
exemptions, a disparate impact of the waiver will fall on the African-American beneficiaries in the urban 
counties. 

A major consequence of the waiver will be increased administrative burden for all beneficiaries.  This 
will be especially true for women going through breast cancer treatment, as they will likely experience 
difficulty complying with the required 20 hours per week- ultimately creating additional barriers-
eventually leading to increased costs for treating late-stage breast cancer. 

Failing to navigate these burdensome requirements will have grave consequences for women with breast 
cancer and people with serious, chronic illnesses.  Individuals will be required to comply with the new 
requirements for four months out of a six-month period.  If an individual fails to comply, they will be 
locked out of coverage until they are able to demonstrate compliance.  Women in the middle of breast 
cancer treatment simply cannot afford a sudden gap in their treatment regimens or a delay in required 
visits with their health care providers. 

 
 

6645 Poplar Avenue, Suite 211, Germantown, TN  38138   Office: (901) 757-8686   Fax: (901) 757-8372    www.komenmemphisms.org 



We believe the waiver will have a negative effect for individuals in Tennessee as many of the state’s 
most fragile citizens will become ineligible for coverage, face the very real reality of foregoing 
treatment or facing devastating medical debt.  

We urge the administration to keep in mind the needs of breast cancer patients and others with serious 
illnesses.  The breast cancer patients we represent rely on access to health care coverage to fight their 
disease, and the proposed waiver will undermine such access.  We strongly urge the Administration to 
reject this waiver. 

Thank you for the opportunity to comment.  We are happy to serve as a resource in any capacity.  Please 
contact Rebecca Birch, Sr. Advisor, State Policy & Advocacy, 972-701-2037, 5005 LBJ Freeway, Suite 
526 |Washington, DC 20036 with any questions. 

Sincerely,

Elaine Hare, CEO

Lisa Mischke, Grant Director

Susan G. Komen Memphis-MidSouth Mississippi
P: 901.757.8686 | F: 901.757.8372 | C: 901-826-2530
6645 Poplar Ave., Ste. 211 | Germantown, TN 38138
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Jonathan Reeve

From: Kristen Dinger <kristen.dinger@gmail.com>
Sent: Tuesday, October 16, 2018 9:25 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

RE: TennCare Waiver Amendment 38

Dear Dr. Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed Waiver
Amendment 38. I work in the health field in collaboration with multiple nonprofit clinics and providers that serve
patients who qualify for TennCare.

I am opposed to this proposal that would take health coverage away from people who do not work a set number of
hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of Tennesseans.

Failure to meet reporting requirements and paperwork errors will result in suspension of coverage for
thousands of Tennesseans.
Our state does not have an online eligibility determination system and adding another layer of continuous
eligibility monitoring will ultimately result in many losing coverage who are eligible. We have already seen
coverage losses like this in Arkansas.

There are many unanswered questions in the proposal.  It is unclear in this proposal how people will report compliance; 
how TennCare will administer this complex eligibility determination without an eligibility determination computer
system; how will the reporting process accommodate people with disabilities, limited literacy or language; and what
criteria will be used to exempt “economically distressed” counties.

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid program.
We respectfully urge you to not go forward with this harmful proposal.

Sincerely,

Kristen Keely Dinger, LAPSW
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Jonathan Reeve

From: Kristen Stewart <kstewart@gmail.com>
Sent: Monday, October 08, 2018 2:06 PM
To: Public Notice. Tenncare
Subject: Amendment 38

Dear Dr. Long, 

As a taxpayer in Tennessee, I am very concerned about the proposed changes to TennCare. It seems likely that 
people who are trying to comply will have trouble reporting their work or other qualified activities due to lack 
of access to the internet or shifting work schedules. It is one more burden placed on individuals who already 
have their fair share of difficulties.  

Most Tennesseans want to work, or pursue education that makes them more attractive to the work force. I am 
not sure that taking TennCare away is the right motivator for the small minority who do not. If benefits are 
suspended, we, as taxpayers, will bear the burden of emergency medical care regardless. Without access to 
preventative care, this effort could end up costing taxpayers more than if we simply covered people in the first 
place. 

If this policy must be enforced, how can it be enforced in ways that show Tennesseans the greatest dignity and 
compassion?  

With respect, 

Kristen Stewart 
3909 Cambridge Avenue  
Nashville, TN 37205 
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Jonathan Reeve

From: marian.t.ott@gmail.com
Sent: Wednesday, October 24, 2018 12:06 PM
To: Public Notice. Tenncare
Subject: League of Women Voters comments on Amendment 38 Work Rule Requirements
Attachments: League of Women Voters' comments on Amendment 38 work rule requirements.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please find below and attached comments from the League of Women Voters of Tennessee on the proposed 
work rule requirements. 

Thank you for this opportunity to comment on TennCare Waiver Amendment 38, which is the Bureau of 
TennCare's effort to respond to legislation passed by the Tennessee General Assembly mandating the 
imposition of work requirements on the current, non-expansion Medicaid eligible population in 
Tennessee.  Achieving universal access to health care in our nation has been and continues to be a priority for 
the League of Women Voters nationally and the League of Women Voters Tennessee (LWV TN) for over three 
decades. 

Medicaid as enacted in 1965 and amended over the years was intended to promote the health and well-being of 
low-income persons with disabilities, parents with dependent children under 19, pregnant women, and seniors 
needing long-term care.  The Patient Protection and Affordable Care Act of 2010 enabled states to expand 
Medicaid Coverage to low-income, able-bodied adults without dependents under 19.  To date, 31 states have 
enacted expansion programs. Although Tennessee's Governor proposed an innovative program to enable 
coverage expansion, the General Assembly has consistently refused to fully debate and vote on it. However, the 
General Assembly moved quickly to require our state's Medicaid program, TennCare, to figure out a way to 
implement the work requirements enabled by the CMS Guidance SMD: 18-002 in January 2018 on 
Opportunities to Promote Work and Community Engagement Among Medicaid Beneficiaries.  We feel it is 
important at the outset to distinguish that, in contrast to other work requirement proposals that CMS has 
considered and approved, TennCare's waiver request applies solely to the traditional Medicaid eligible 
population, not to an expansion population.  The application of work requirements to traditional Medicaid-
eligible populations is currently being challenged legally, and the LWVTN feels strongly that TennCare should 
wait for the outcome of those challenges before submitting this waiver request. 

The LWVTN appreciates TennCare's efforts in Amendment 38 to extend options for exemptions to proposed 
work requirements beyond the language of the original state legislation which only excluded able-bodied 
working age adult enrollees with dependent children under the age of six.  TennCare has also more broadly 
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defined community engagement activities to include participation in general education, vocational education 
and training, job skills training and job search activities, and community service in approved settings.   In 
addition, TennCare has acknowledged the need for non-exempt recipients to have access to supportive services 
to enable them to maintain employment and health coverage although the amount needed to adequately sustain 
support services has neither been fully estimated nor secured. Funding of such supports is contingent on 
approval of excess but limited TANF funding for this purpose.

However, the LWVTN continues to have serious objections to the specifics of this waiver. The following 
comments specify and explain our major concerns:

            1. Work requirements as proposed in Amendment 38 still have the potential to undermine the 
ability of many current TennCare recipients to maintain health and access to needed care, violating the 
intent of the Medicaid program and CMS Guidance SMD 18-002 RE: Opportunities to Promote Work 
and Community Engagement Among Medicaid Beneficiaries issued on January 11, 2018.

The current version of Amendment 38 extends the following exemptions to work and community engagement 
requirements:  

a. one parent or caregiver per household with a child under age six 
b. one parent or caregiver of a household member (child or adult) that has a disability or incapacitation that 

requires caregiver services 
c. a person who is medically frail 
d. a person who is 65 or older or under 19 
e. a person who has a physical or mental condition that makes them incapable of work or would otherwise 

prevent them from complying 
f. a person who is participating in an inpatient or residential treatment program for a substance use 

disorder
g. a person who has been recently impacted by a catastrophic event such as a natural disaster 
h. a person receiving unemployment benefits 
i. a person who has a pending application for SSI or SSDI 
j. a woman who is pregnant 
k. a person who is fulfilling the work requirements under TANF or SNAP 

However, and significantly, there are additional vulnerable groups who need to be considered for exemption 
from these work requirements: 

Parents or caregivers of a child over six or incapacitated adult for whom there are no affordable 
or accessible day or night care options available during the hours of work or community 
engagement available to that parent or caregiver, or who have no reliable options for 
transportation to or from work and engagement activities.   CMS Guidance SMD 18-002 
specifically calls on states submitting waiver requests to align with other federally mandated 
programs:  "Based on states' experiences with their TANF or SNAP employment programs, they may 
wish to consider aligning Medicaid requirements with certain aspects of the TANF or SNAP programs, 
such as:  Exempted populations (e.g., pregnant women, primary caregivers of dependents, individuals 
with disabilities or health-related barriers to employment, individuals participating in tribal work 
programs, victims of domestic violence, other populations with extenuating circumstances, full time 
students)"(page 4)1.   The Guidance goes on to also list alignment with "The availability of work support 
programs (e.g. transportation or child care) for individuals subject to work and community engagement 
requirements" and also notes "lack of viable transportation" (page 7) as a structural barrier that should 
be addressed1 [emphasis in bold added]. 
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Tennessee's TANF program, Families First, specifically recognizes that primary caregivers of 
dependents of any age need special supports including "transportation and child care" to enable them to 
access and maintain employment and provide those supports as part of TANF care coordination 
services1, yet these supports are never specifically referenced in Amendment 38. The LWVTN believes 
that transportation and child or adult care supports need to be specifically incorporated in Amendment 
38, both to align with Families First and to mitigate these recognized barriers to sustainable 
employment. 

Victims of domestic violence and human trafficking, persons or families who are homeless. 
Amendment 38 mentions that TennCare "may grant a good cause exemption from the community 
engagement requirement based on a determination that there are acute or short-term individual 
circumstances that warrant special consideration" and lists as examples "persons experiencing 
homelessness, victims of domestic violence, victims of human trafficking, etc." so it is clear TennCare 
recognizes the difficulty that these persons would have in meeting the 20 hour per week work and 
community engagement requirement and monthly reporting requirements without stable housing, 
reliable transportation, and dependable access to a computer, smart phone, internet.  Recipients in these 
groups could also find it difficult to comply with an additional but as yet unspecified "good cause 
exemption" determination process.   The LWVTN feels persons falling into these groups should be 
automatically exempted from work requirements until they have reestablished stable homes and support 
networks.

Persons being treated for substance use disorders in non-residential treatment programs. Given
the magnitude of the crisis of opioid addiction in Tennessee and the acknowledged deficit of residential 
treatment facilities it seems counter-productive to limit exemptions to those able to access residential 
treatment.  Active treatment in many non-residential programs, particularly those offering medication-
assisted therapy, requires daily check-in for medications and regular group and individual counseling 
sessions that are not always able to be scheduled around a normal work day.  The LWVTN encourages 
TennCare to broaden the exemption related to substance use treatment for all recognized treatment 
modalities. 

Recently incarcerated persons re-entering their family and community.  TennCare has reached out 
to other branches of state government in an effort to coordinate education and support services for 
recipients who will be subject to these work requirements.  Recently incarcerated persons are another 
group that may need special supports as well, some of which can be provided by community-based re-
entry programs.  However, many employers are reluctant to hire persons with a criminal record, even 
after their debt to society is paid.  A high percentage of incarcerated populations have mental health 
needs and many had previous substance abuse problems, so being able to maintain health care and 
health coverage is especially important to their physical, mental and emotional well-being.  While 
previously incarcerated persons may not be a large proportion of TennCare members, the LWVTN 
encourages TennCare to address the needs of this population in Amendment 38. 

Persons with certain mental health conditions may require supported employment opportunities
such as those provided to persons with intellectual and developmental disabilities through the 
TennCare's innovative Employment and Community First (ECF) CHOICES program.  Additional 
supports that ECF programs provide include opportunities to try out different jobs, and ongoing job 
coaching once work has been identified.  The LWVTN feels the needs of persons in this group also 
should be addressed in Amendment 38 and factored into the budget of this proposal. 

2. There remain significant questions about the adequacy of funding needed to fully support this 
program at a level that would prevent substantial number of households from losing their TennCare 
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coverage.  The success of this program in achieving CMS' stated goals of  promoting "better mental, physical 
and emotional health" and helping "individuals and families rise out of poverty and attain independence" (page 
1)1 hinges in large part on the approval of and continued availability of sufficient TANF funding to enable the 
coordination of support services that TennCare recognizes are needed by non-exempt populations to sustain 
employment.  The LWVTN continues to be deeply troubled by the lack of specificity in how many parents and 
caregivers will be subject to work requirement, how much funding will be needed to support those families, and 
how much funding is actually available.  At this writing no other funds have been appropriated by the State of 
Tennessee to sustain this program.

A recent Policy Brief reviewing Tennessee's TANF program, Families First, by the non-partisan 
Sycamore Institute2 indicates that even with fully funded and coordinated supports in place, in 2016 only 34% 
of the approximately 12,600 adults required to participate in  Families First work program were able to fulfill 
the work requirements. Sixteen percent (16%) left the program because they failed to meet work requirements. 
Another 11% participated in work but were unable to achieve the total number of hours needed, which in 
TennCare's Amendment would result in suspension of health benefits.  While TANF requires more weekly 
work hours than TennCare is proposing (30 hrs for TANF vs. 20 hrs for TennCare), given this experience it 
seems reasonable to expect that at between 15% to 30% of TennCare recipients enrolled in work or community 
engagement programs would have similar problems to TANF recipients and could be in jeopardy of losing their 
TennCare at some point in the program, which LWV TN finds unacceptable. 

It also needs to be pointed out that Families First serves a total of 56,000 Tennesseans of which 12,600 
were subject to work requirements while TennCare serves over 1.4 million Tennesseans2.  In 2017, 
approximately 597,036 TennCare recipients are adults between the ages of 19-643.  While not all of these adults 
will be subject to work requirements, it is reasonable to expect that at least 10% (59,700) will be, which would 
mean that the remnants of the TANF budget which is the only approved source of funds to sustain work-related 
supports would have to be stretched over at least fourfold the number of participants in the Families First work 
program.  These reserve funds are not limitless nor is it clear they are recurring. Without specific projections of 
numbers and costs it seems inevitable that needed individual and family supports would be jeopardized without 
significant additional appropriations.  

TennCare's inability or reluctance to estimate the number of individuals who would be subject to 
Amendment 38 work requirement, or to project an adequate budget amount to sustain this program, or to 
estimate how many persons are at risk of losing their TennCare coverage, are serious flaws in this Amendment 
and do not meet the CMS Guidance tests of budget neutrality.   The LWV TN feels strongly that until specifics 
are available, and it can be demonstrated that residual TANF funds are adequate to support TennCare families 
in finding and maintaining rewarding work, this Amendment should not be presented to CMS for consideration.

3. Monitoring requirements proposed in Amendment 38 may pose undue burden for many 
TennCare beneficiaries.  TennCare members subject to work or other community engagement will be required 
to document that they have devoted 20 hours per week to approved activities every month.  It is not clear in the 
Amendment if this will be done through self-attestation or if additional proof of employment and community 
participation must be submitted. It is not clear if submission will be on-line, via app, via fax, via mail or through 
multiple modalities.  Non-exempt TennCare members must meet the requirement for four months out of every 
six-month period. Their continued eligibility for TennCare will need to be assessed every six months.  If 
members fail to meet the requirements their benefits will be suspended, they will receive a notice explaining 
what they need to do to reinstate their benefits, and can appeal their suspension through a fair hearing.

TennCare has just invested millions of dollars in a new computerized enrollment and program 
evaluation system that will now need to be reprogrammed at additional expense to accommodate work 
requirement monitoring and assessment. Staff will need to be diverted to conduct initial outreach to and 
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education of adult TennCare recipients who will be subject to this waiver.  Outreach will also be needed to other 
agencies who will be supporting recipients and most-importantly to potential employers and non-profits that 
might be sites for community service to explain the program.  In addition, existing staff will need to be diverted 
from current tasks to assess compliance twice a year.  Inevitably there will be suspensions of recipients and the 
rate of appeals will increase. New hearing officers may be required to enable timely appeals. None of these 
anticipated costs have been described in this Amendment. 

4. The proposed evaluation metrics are inadequate to fully assess the impact of these 
requirements. The CMS guidance2 is premised on the assertion that employment improves general mental, 
physical and emotional health and lowers mortality, rates of medical consultations, and rates of hospital 
admissions.  There is also the assertion that such programs may also "help individuals and families rise out of 
poverty and attain independence, also in furtherance of Medicaid program objectives" (page 1)1.

The guidance also clearly states that states seeking waivers to conduct demonstration projects are 
required to "evaluate health and other outcomes of individuals that have been enrolled in and subject to the 
provisions of the demonstration, and will be required to conduct robust, independent program evaluations" 
(page 9)1.

The only health outcomes that TennCare currently proposes to track in the Research Hypotheses and 
Evaluation section of this Amendment are decreased hospital stays and decreased emergency room visits which 
seems inadequate for evaluating the impact on physical, mental and emotional health 
improvements.   Appropriate preventive and primary health care and mental health care services utilization, 
improved health behaviors, and mental and emotional health status indicators could be assessed.

The only other metrics are process metrics of rates of participation in job search, employment activities, 
and educational activities which are inadequate for evaluating whether this is helping individuals and families 
rise out of poverty and attain independence.  Yet other outcome measures are available.  Household incomes as 
a percentage of poverty levels before and after engagement in the program, attainment of additional educational 
and skill certifications, changes in job titles, changes in housing status, utilization of other supports in the 
community, could and should also be tracked.  Also, the "robust, independent program evaluation" required by 
CMS guidance1 (page 9) has not been mentioned or budgeted. 

In summary, although the LWVTN appreciates the work that TennCare has done to introduce 
additional exemptions and a coordinated structure of supports around a very minimal and underfunded 
directive from the General Assembly, we can not lend support to, and doubt that CMS would be able to 
approve, Amendment 38 as currently proposed.  We urge TennCare delay submission not only to 
ascertain the outcome of legal challenges, but to improve program coordination and design, and to fully 
estimate the cost-effectiveness of this proposal in improving the health and well-being of Tennesseans 
eligible for the TennCare program. 

Submitted October 24, 2018 
Marian Ott 
President 
LWV of Tennessee 
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Thank you for this opportunity to comment on TennCare Waiver Amendment 38, which is the 
Bureau of TennCare's effort to respond to legislation passed by the Tennessee General Assembly 
mandating the imposition of work requirements on the current, non-expansion Medicaid eligible 
population in Tennessee.  Achieving universal access to health care in our nation has been and 
continues to be a priority for the League of Women Voters nationally and the League of Women 
Voters Tennessee (LWV TN) for over three decades. 

Medicaid as enacted in 1965 and amended over the years was intended to promote the health and 
well-being of low-income persons with disabilities, parents with dependent children under 19, 
pregnant women, and seniors needing long-term care.  The Patient Protection and Affordable 
Care Act of 2010 enabled states to expand Medicaid Coverage to low-income, able-bodied adults 
without dependents under 19.  To date, 31 states have enacted expansion programs. Although 
Tennessee's Governor proposed an innovative program to enable coverage expansion, the 
General Assembly has consistently refused to fully debate and vote on it. However, the General 
Assembly moved quickly to require our state's Medicaid program, TennCare, to figure out a way 
to implement the work requirements enabled by the CMS Guidance SMD: 18-002 in January 
2018 on Opportunities to Promote Work and Community Engagement Among Medicaid 
Beneficiaries.  We feel it is important at the outset to distinguish that, in contrast to other work 
requirement proposals that CMS has considered and approved, TennCare's waiver request 
applies solely to the traditional Medicaid eligible population, not to an expansion population.  
The application of work requirements to traditional Medicaid-eligible populations is currently 
being challenged legally, and the LWVTN feels strongly that TennCare should wait for the 
outcome of those challenges before submitting this waiver request. 
 
The LWVTN appreciates TennCare's efforts in Amendment 38 to extend options for exemptions 
to proposed work requirements beyond the language of the original state legislation which only 
excluded able-bodied working age adult enrollees with dependent children under the age of six.  
TennCare has also more broadly defined community engagement activities to include 
participation in general education, vocational education and training, job skills training and job 
search activities, and community service in approved settings.   In addition, TennCare has 
acknowledged the need for non-exempt recipients to have access to supportive services to enable 
them to maintain employment and health coverage although the amount needed to adequately 
sustain support services has neither been fully estimated nor secured. Funding of such supports is 
contingent on approval of excess but limited TANF funding for this purpose.   

However, the LWVTN continues to have serious objections to the specifics of this waiver. The 
following comments specify and explain our major concerns:  



 

 

 1. Work requirements as proposed in Amendment 38 still have the potential to 
undermine the ability of many current TennCare recipients to maintain health and access 
to needed care, violating the intent of the Medicaid program and CMS Guidance SMD 18-
002 RE: Opportunities to Promote Work and Community Engagement Among Medicaid 
Beneficiaries issued on January 11, 2018. 
 
The current version of Amendment 38 extends the following exemptions to work and community 
engagement requirements:  

a. one parent or caregiver per household with a child under age six 
b. one parent or caregiver of a household member (child or adult) that has a disability or 

incapacitation that requires caregiver services 
c. a person who is medically frail 
d. a person who is 65 or older or under 19 
e. a person who has a physical or mental condition that makes them incapable of work or 

would otherwise prevent them from complying 
f. a person who is participating in an inpatient or residential treatment program for a 

substance use disorder 
g. a person who has been recently impacted by a catastrophic event such as a natural 

disaster 
h. a person receiving unemployment benefits 
i. a person who has a pending application for SSI or SSDI 
j. a woman who is pregnant 
k. a person who is fulfilling the work requirements under TANF or SNAP 

 
However, and significantly, there are additional vulnerable groups who need to be considered for 
exemption from these work requirements: 
 

 Parents or caregivers of a child over six or incapacitated adult for whom there are 
no affordable or accessible day or night care options available during the hours of 
work or community engagement available to that parent or caregiver, or who have 
no reliable options for transportation to or from work and engagement activities.   
CMS Guidance SMD 18-002 specifically calls on states submitting waiver requests to 
align with other federally mandated programs:  "Based on states' experiences with their 
TANF or SNAP employment programs, they may wish to consider aligning Medicaid 
requirements with certain aspects of the TANF or SNAP programs, such as:  Exempted 
populations (e.g., pregnant women, primary caregivers of dependents, individuals with 
disabilities or health-related barriers to employment, individuals participating in tribal 
work programs, victims of domestic violence, other populations with extenuating 
circumstances, full time students)"(page 4)1.   The Guidance goes on to also list 
alignment with "The availability of work support programs (e.g. transportation or child 
care) for individuals subject to work and community engagement requirements" and also 
notes "lack of viable transportation" (page 7) as a structural barrier that should be 
addressed1 [emphasis in bold added]. 
 
 Tennessee's TANF program, Families First, specifically recognizes that primary 
caregivers of dependents of any age need special supports including "transportation and 



 

 

child care" to enable them to access and maintain employment and provide those 
supports as part of TANF care coordination services1, yet these supports are never 
specifically referenced in Amendment 38. The LWVTN believes that transportation and 
child or adult care supports need to be specifically incorporated in Amendment 38, both 
to align with Families First and to mitigate these recognized barriers to sustainable 
employment. 

 
 Victims of domestic violence and human trafficking, persons or families who are 

homeless. Amendment 38 mentions that TennCare "may grant a good cause exemption 
from the community engagement requirement based on a determination that there are 
acute or short-term individual circumstances that warrant special consideration" and 
lists as examples "persons experiencing homelessness, victims of domestic violence, 
victims of human trafficking, etc." so it is clear TennCare recognizes the difficulty that 
these persons would have in meeting the 20 hour per week work and community 
engagement requirement and monthly reporting requirements without stable housing, 
reliable transportation, and dependable access to a computer, smart phone, internet.  
Recipients in these groups could also find it difficult to comply with an additional but as 
yet unspecified "good cause exemption" determination process.   The LWVTN feels 
persons falling into these groups should be automatically exempted from work 
requirements until they have reestablished stable homes and support networks. 

 
 Persons being treated for substance use disorders in non-residential treatment 

programs.  Given the magnitude of the crisis of opioid addiction in Tennessee and the 
acknowledged deficit of residential treatment facilities it seems counter-productive to 
limit exemptions to those able to access residential treatment.  Active treatment in many 
non-residential programs, particularly those offering medication-assisted therapy, 
requires daily check-in for medications and regular group and individual counseling 
sessions that are not always able to be scheduled around a normal work day.  The 
LWVTN encourages TennCare to broaden the exemption related to substance use 
treatment for all recognized treatment modalities. 
 

 Recently incarcerated persons re-entering their family and community.  TennCare 
has reached out to other branches of state government in an effort to coordinate education 
and support services for recipients who will be subject to these work requirements.  
Recently incarcerated persons are another group that may need special supports as well, 
some of which can be provided by community-based re-entry programs.  However, many 
employers are reluctant to hire persons with a criminal record, even after their debt to 
society is paid.  A high percentage of incarcerated populations have mental health needs 
and many had previous substance abuse problems, so being able to maintain health care 
and health coverage is especially important to their physical, mental and emotional well-
being.  While previously incarcerated persons may not be a large proportion of TennCare 
members, the LWVTN encourages TennCare to address the needs of this population in 
Amendment 38. 
 

 Persons with certain mental health conditions may require supported employment 
opportunities such as those provided to persons with intellectual and developmental 



 

 

disabilities through the TennCare's innovative Employment and Community First (ECF) 
CHOICES program.  Additional supports that ECF programs provide include 
opportunities to try out different jobs, and ongoing job coaching once work has been 
identified.  The LWVTN feels the needs of persons in this group also should be addressed 
in Amendment 38 and factored into the budget of this proposal. 

 
 

2. There remain significant questions about the adequacy of funding needed to fully 
support this program at a level that would prevent substantial number of households from 
losing their TennCare coverage.  The success of this program in achieving CMS' stated goals 
of  promoting "better mental, physical and emotional health" and helping "individuals and 
families rise out of poverty and attain independence" (page 1)1 hinges in large part on the 
approval of and continued availability of sufficient TANF funding to enable the coordination of 
support services that TennCare recognizes are needed by non-exempt populations to sustain 
employment.  The LWVTN continues to be deeply troubled by the lack of specificity in how 
many parents and caregivers will be subject to work requirement, how much funding will be 
needed to support those families, and how much funding is actually available.  At this writing no 
other funds have been appropriated by the State of Tennessee to sustain this program. 

 
A recent Policy Brief reviewing Tennessee's TANF program, Families First, by the non-

partisan Sycamore Institute2 indicates that even with fully funded and coordinated supports in 
place, in 2016 only 34% of the approximately 12,600 adults required to participate in  Families 
First work program were able to fulfill the work requirements. Sixteen percent (16%) left the 
program because they failed to meet work requirements. Another 11% participated in work but 
were unable to achieve the total number of hours needed, which in TennCare's Amendment 
would result in suspension of health benefits.  While TANF requires more weekly work hours 
than TennCare is proposing (30 hrs for TANF vs. 20 hrs for TennCare), given this experience it 
seems reasonable to expect that at between 15% to 30% of TennCare recipients enrolled in work 
or community engagement programs would have similar problems to TANF recipients and could 
be in jeopardy of losing their TennCare at some point in the program, which LWV TN finds 
unacceptable. 

 
It also needs to be pointed out that Families First serves a total of 56,000 Tennesseans of 

which 12,600 were subject to work requirements while TennCare serves over 1.4 million 
Tennesseans2.  In 2017, approximately 597,036 TennCare recipients are adults between the ages 
of 19-643.  While not all of these adults will be subject to work requirements, it is reasonable to 
expect that at least 10% (59,700) will be, which would mean that the remnants of the TANF 
budget which is the only approved source of funds to sustain work-related supports would have 
to be stretched over at least fourfold the number of participants in the Families First work 
program.  These reserve funds are not limitless nor is it clear they are recurring. Without specific 
projections of numbers and costs it seems inevitable that needed individual and family supports 
would be jeopardized without significant additional appropriations.  

 
TennCare's inability or reluctance to estimate the number of individuals who would be 

subject to Amendment 38 work requirement, or to project an adequate budget amount to sustain 
this program, or to estimate how many persons are at risk of losing their TennCare coverage, are 



 

 

serious flaws in this Amendment and do not meet the CMS Guidance tests of budget neutrality.   
The LWV TN feels strongly that until specifics are available, and it can be demonstrated that 
residual TANF funds are adequate to support TennCare families in finding and maintaining 
rewarding work, this Amendment should not be presented to CMS for consideration. 

 
 
3. Monitoring requirements proposed in Amendment 38 may pose undue burden for 

many TennCare beneficiaries.  TennCare members subject to work or other community 
engagement will be required to document that they have devoted 20 hours per week to approved 
activities every month.  It is not clear in the Amendment if this will be done through self-
attestation or if additional proof of employment and community participation must be submitted. 
It is not clear if submission will be on-line, via app, via fax, via mail or through multiple 
modalities.  Non-exempt TennCare members must meet the requirement for four months out of 
every six-month period. Their continued eligibility for TennCare will need to be assessed every 
six months.  If members fail to meet the requirements their benefits will be suspended, they will 
receive a notice explaining what they need to do to reinstate their benefits, and can appeal their 
suspension through a fair hearing.   

 
TennCare has just invested millions of dollars in a new computerized enrollment and 

program evaluation system that will now need to be reprogrammed at additional expense to 
accommodate work requirement monitoring and assessment. Staff will need to be diverted to 
conduct initial outreach to and education of adult TennCare recipients who will be subject to this 
waiver.  Outreach will also be needed to other agencies who will be supporting recipients and 
most-importantly to potential employers and non-profits that might be sites for community 
service to explain the program.  In addition, existing staff will need to be diverted from current 
tasks to assess compliance twice a year.  Inevitably there will be suspensions of recipients and 
the rate of appeals will increase. New hearing officers may be required to enable timely appeals. 
None of these anticipated costs have been described in this Amendment. 

 
 
4. The proposed evaluation metrics are inadequate to fully assess the impact of these 

requirements.  The CMS guidance2 is premised on the assertion that employment improves 
general mental, physical and emotional health and lowers mortality, rates of medical 
consultations, and rates of hospital admissions.  There is also the assertion that such programs 
may also "help individuals and families rise out of poverty and attain independence, also in 
furtherance of Medicaid program objectives" (page 1)1. 

 
 The guidance also clearly states that states seeking waivers to conduct demonstration 

projects are required to "evaluate health and other outcomes of individuals that have been 
enrolled in and subject to the provisions of the demonstration, and will be required to conduct 
robust, independent program evaluations" (page 9)1.   

 
The only health outcomes that TennCare currently proposes to track in the Research 

Hypotheses and Evaluation section of this Amendment are decreased hospital stays and 
decreased emergency room visits which seems inadequate for evaluating the impact on physical, 
mental and emotional health improvements.   Appropriate preventive and primary health care 



 

 

and mental health care services utilization, improved health behaviors, and mental and emotional 
health status indicators could be assessed.  

 
The only other metrics are process metrics of rates of participation in job search, 

employment activities, and educational activities which are inadequate for evaluating whether 
this is helping individuals and families rise out of poverty and attain independence.  Yet other 
outcome measures are available.  Household incomes as a percentage of poverty levels before 
and after engagement in the program, attainment of additional educational and skill 
certifications, changes in job titles, changes in housing status, utilization of other supports in the 
community, could and should also be tracked.  Also, the "robust, independent program 
evaluation" required by CMS guidance1 (page 9) has not been mentioned or budgeted. 

 
 
In summary, although the LWVTN appreciates the work that TennCare has done to 

introduce additional exemptions and a coordinated structure of supports around a very 
minimal and underfunded directive from the General Assembly, we can not lend support 
to, and doubt that CMS would be able to approve, Amendment 38 as currently proposed.  
We urge TennCare delay submission not only to ascertain the outcome of legal challenges, 
but to improve program coordination and design, and to fully estimate the cost-
effectiveness of this proposal in improving the health and well-being of Tennesseans eligible 
for the TennCare program. 

 
Submitted October 24, 2018 
Marian Ott 
President 
LWV of Tennessee 
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October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long:  
 
The Leukemia & Lymphoma Society (LLS) appreciates the opportunity to submit comments on 
Amendment 38 to the TennCare II demonstration, as proposed by the Tennessee Division of TennCare 
(the Division). At LLS, our mission is to cure leukemia, lymphoma, Hodgkin's disease and myeloma, and 
improve the quality of life of patients and their families. LLS exists to find cures and ensure access to 
treatments for blood cancer patients. In light of that mission, and recognizing the serious impact this 
proposal will have on some of Tennessee’s most vulnerable patients, LLS urges the Division to withdraw 
the proposed amendment.  
 
Amendment 38 seeks to add a work and community engagement requirement for most TennCare 
enrollees. Individuals will need to report either the number of hours they have worked or that they meet 
certain exemptions – a requirement that will impose a serious administrative burden on TennCare 
patients. That burden is significant because, as detailed in our comments below, it will almost certainly 
result in many low-income Tennesseans losing their only source of reliable coverage, despite the state’s 
assertion that “Amendment 38 is not expected to have an impact on enrollment in the TennCare 
demonstration”1.  
 
LLS believes firmly that all patients and consumers should have access to high quality, stable coverage to 
ensure that they are able to receive appropriate and timely care. Medicaid serves a vital role in making 
sure that no one is left without access to such coverage. In contrast, Amendment 38 proposes sweeping 
changes in the way TennCare operates, to the detriment of patients and families. In short, the proposal 
is overly complex, burdensome to beneficiaries, and would be expensive to implement. Most troubling, 
as we mention above, its adoption will lead to a significant number of eligible adults losing TennCare 
coverage. 
 
MEDICAID: A VITAL SOURCE OF COVERAGE  
Medicaid guarantees access to life-saving care for low-income Americans 

                                                      
1 https://www.tn.gov/content/dam/tn/tenncare/documents2/Amendment38ComprehensiveNotice.pdf 



 
As the nation’s public health insurance program for low-income children, adults, seniors, and people 
with disabilities, Medicaid covers 1 in 5 Americans.2 Many of them have complex and costly health care 
needs, making Medicaid a critical access point for disease management and care for many of the 
poorest and sickest people in our nation.3  More than 1,334,000 Tennesseans were in enrolled in 
TennCare as of September 2018, according to data from the Tennessee Department of Finance and 
Administration.4 
 
Thanks to Medicaid coverage, enrollees have access to screening and preventive care, which translates 
into well-child care and earlier detection of health and developmental problems in children, earlier 
diagnosis of cancer, diabetes, and other chronic conditions in adults, and earlier detection of mental 
illness in people of all ages.5 Medicaid also ensures access to physician care, prescription drugs, 
emergency care, and other services that – like screening and prevention – are critical to the health and 
well-being of any American.  
 
Medicaid is a crucial source of coverage for specialty care too, including cancer care. Evidence suggests 
that public health insurance has had a positive impact on cancer detection: researchers have determined 
that states that expanded Medicaid experienced a 6.4 percent increase in early detection of cancer from 
pre-Affordable Care Act (ACA) levels.6  Evidence also shows better survival rates among individuals who 
were enrolled in Medicaid prior to being diagnosed with cancer, relative to those who enroll in Medicaid 
after their diagnosis.7  In Tennessee, an estimated 3,740 people will receive a new diagnosis of blood 
cancer in 2018.8 For many of them, TennCare will be their only source of affordable coverage.  
 
WORK REQUIREMENTS  
Making coverage contingent on work will disrupt access to care 

Medicaid’s core mission is to provide comprehensive coverage to low-income people so they can obtain 
the health care services they need.9 In service of that mission, the ACA streamlined Medicaid enrollment 
and renewal processes across all states.10 The intent was to reduce the number of uninsured and keep 
individuals covered over time by reducing the burden of paperwork. But in contrast, Tennessee’s 
proposed work requirement will initiate a return to increased bureaucracy and paperwork and, in turn, 
                                                      
2 Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and Work,” Kaiser Family Foundation, 
January 2018, https://www.kff.org/medicaid/issue-brief/understanding-the-intersection-of-medicaid-and-work/. 
3 Julia Paradise, “Data Note: Three Findings about Access to Care and Health Outcomes in Medicaid,” March 23, 2017, 
https://www.kff.org/medicaid/issue-brief/data-note-three-findings-about-access-to-care-and-health-outcomes-in-medicaid/. 
4 TennCare Enrollment Report for September 2018, accessed October 22, 2018 
https://www.tn.gov/content/dam/tn/tenncare/documents2/fte_201809.pdf. 
5Julia Paradise, “Data Note: Three Findings about Access to Care and Health Outcomes in Medicaid,” March 23, 2017, 
https://www.kff.org/medicaid/issue-brief/data-note-three-findings-about-access-to-care-and-health-outcomes-in-medicaid/. 
 
6 A Soni, K Simon, J Cawley, L Sabik, Effect of Medicaid expansions of 2014 on overall and early-state cancer diagnoses [published online 
December 21, 2017]. Am J Public Health, doi: 10.2105/AJPH.2017.304166. 
7 E Adams, LN Chien, CS Florence, et al. The Breast and Cervical Cancer Prevention and Treatment Act in Georgia: effects on time to Medicaid 
enrollment. Cancer. 2009; 115(6):1300-9. 
8 American Cancer Society, “Cancer Statistics Center,” 2018, https://cancerstatisticscenter.cancer.org.  
9 42 U.S.C. 1396. 
10 Kaiser Family Foundation, “Implication of Emerging Waivers on Streamlined Medicaid Enrollment and Renewal Processes,” February 2018, 
https://www.kff.org/medicaid/fact-sheet/implications-of-emerging-waivers-on-streamlined-medicaid-enrollment-and-renewal-processes/. 



 
coverage losses. It’s because of those losses that LLS firmly opposes making Medicaid coverage 
contingent on work requirements.  
 
In states without Medicaid expansion, such as Tennessee, Medicaid enrollees who comply with a work 
requirement may face what CMS administrator Seema Verma called a “subsidy cliff.” In this Catch-22 
situation, compliant enrollees earn too much to remain eligible for Medicaid coverage, but are unlikely 
to be able to afford private health insurance or find employer-based coverage.11 
 
Prior to extending its transitional coverage to 18 months in duration, Alabama (a state with income 
requirements of only 18 percent of the federal poverty level) was projected to yield a drop of 8,700 
beneficiaries in adult Medicaid enrollment in its first year alone. These beneficiaries will still lose their 
coverage, only a few months later; simply put, this approach is not a meaningful solution to the subsidy 
cliff. The impact will fall disproportionately on mothers, will hit rural communities harder, and will 
increase the odds that children in these families will face economic and health-related hardships.12 
 
Indeed, work requirements will result in some enrollees losing coverage not because they failed to 
maintain employment but because of difficulty navigating compliance processes or satisfying the burden 
of additional paperwork. When Washington State required increased reporting as part of its Medicaid 
renewal process, approximately 35,000 fewer children were enrolled in the program, despite the fact 
that many remained eligible. Families reported that they had simply lost track of the paperwork.13 It’s 
important to note that many in the Medicaid population face barriers associated with disability, mental 
illness, insecure work, frequent moves, and homelessness – all factors that pose significant challenges to 
successfully navigating any system.   
 
Early reports from Arkansas on their work requirement validate concerns over widespread confusion and 
significant coverage losses. In the first month of implementation of its Arkansas Works program, nearly 
75 percent of beneficiaries who were required to take action online to report their work hours or an 
exemption failed to do so.14 This is not surprising given that Arkansas ranks 46th in the nation with respect 
to internet access;15 in fact, 31 percent of Arkansas Medicaid beneficiaries who are likely to not be 
exempt from the work requirement and are not currently working have no access to the internet in their 
household.16 It is also highly likely that many people simply did not receive the notices stating that they 
would be subject to a work requirement, given that low income households move at twice the rate of 

                                                      
11 Colby Itkowitz, “The Health 202: There's a Medicaid 'subsidy cliff' health-care officials are worried about,” Washington Post, July 19, 2018, 
https://www.washingtonpost.com/news/powerpost/paloma/the-health-202/2018/07/19/the-health-202-there-s-a-medicaid-subsidy-cliff-
health-care-officials-are-worried-about/5b4f9a571b326b1e64695455/ 
12 Georgetown University Center for Children and Families, “The Impact of Alabama’s Proposed Medicaid Work Requirement on Low-Income 
Families with Children,” March 2018, https://ccf.georgetown.edu/wp-content/uploads/2018/03/AL-Work-Requirements-3-19.pdf 
13 Margot Sanger-Katz, “Hate Paperwork? Medicaid Recipients Will Be Drowning In It,” The New York Times, January 18, 2018. 
14 Joan Alker and Maggie Clark, “One Month into Medicaid Work Requirement in Arkansas, Warning Lights are Already Flashing.” July 20, 
2018, Georgetown University Health Policy Institute: Center for Children and Families, https://ccf.georgetown.edu/2018/07/20/one-month-
into-arkansas-medicaid-work-requirement-the-warning-lights-are-already-flashing/  
15 U.S. News & World Report, Internet Access Ratings, https://www.usnews.com/news/best-states/rankings/infrastructure/internet-access. 
16 Anuj Gangopadhyaya, Genevieve Kenney, Rachel Burton, and Jeremey Marks, “Medicaid Work Requirements in Arkansas: Who Could Be 
Affected, and What Do We Know About Them?” May 24, 2018, Urban Institute Research Report, 
https://www.urban.org/research/publication/medicaid-work-requirements-arkansas. 



 
higher income households.17 As of October 1, four months into implementation, the state has terminated 
coverage for 8,462 individuals and locked them out of coverage until January 2019.18 An additional 
12,589 individuals had one or two months of noncompliance and are at risk for losing coverage in the 
coming months.19    
 
This effect has been borne out in other contexts too: data shows that in Temporary Assistance for Needy 
Families (TANF), for example, many people who were working or should have qualified for exemptions 
from work requirements lost benefits because they did not complete required paperwork or were unable 
to document their eligibility for exemptions.20  
 
The fact is loss of coverage is a grave prospect for anyone, in particular a patient living with a serious 
disease or condition.  People in the midst of cancer treatment, for example, rely on regular visits with 
healthcare providers, and many of those patients must adhere to frequent, if not daily, medication 
protocols. Thus LLS is seriously concerned that individuals who are unable to satisfy work requirements 
may end up going without necessary care, perhaps for an extended period of time. LLS is equally 
concerned about Medicaid enrollees who do not currently live with a cancer diagnosis; if during a lock-
out period an individual develops blood cancer, it’s likely the disease won’t be diagnosed early enough 
to ensure the best possible health outcomes.  
 
It’s important to note that exempting some beneficiaries from having to comply with work requirements 
will not sufficiently mitigate the access barriers that will result from making coverage contingent on work. 
Under commercial health insurance, exemption and exceptions procedures have a long track record of 
limiting or delaying access to care for patients living with serious medical needs. At times this is due to 
the slow pace of the determination process. At other times, the challenge is simply understanding the 
exemption process itself or having the time and resources to pursue appeals. It’s highly likely that, where 
it concerns exemptions from work requirements, Medicaid enrollees will find it similarly complicated, 
time-consuming, and expensive to secure and maintain an exemption. 
 
Implementation will strain already-limited government resources 

Implementation of work requirements will obligate the state to devote significant resources to tracking 
work program participation and compliance or, alternatively, incur the cost of contracting out that 
function.21 A draft operational protocol prepared for the implementation of Kentucky’s proposed waiver 

                                                      
17 Brett Theodos, Sara McTarnaghan, and Claudia Coulton, “Family Residential Instability: What Can States and Localities Do?” May 2018, 
Urban Institute, 
https://www.urban.org/sites/default/files/publication/98286/family_residential_instability_what_can_states_and_localities_do_1.pdf. 
18 Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: https://ccf.georgetown.edu/wp-
content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of Health and Human Services, Arkansas Works Program, 
September 2018.  Accessed at: https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 
19 ibid 
20 Judith Solomon, “Kentucky Waiver Will Harm Medicaid Beneficiaries,” January 16, 2018, Center on Budget and Policy Priorities, 
https://www.cbpp.org/research/health/kentucky-waiver-will-harm-medicaid-beneficiaries. 
21 MaryBeth Musumeci and Julia Zur, “Medicaid Enrollees and Work Requirements: Lessons from the TANF Experience,” Kaiser Family 
Foundation, August 2017, https://www.kff.org/medicaid/issue-brief/medicaid-enrollees-and-work-requirements-lessons-from-the-tanf-
experience/. 



 
illustrates the costs involved: nearly $187 million in the first six months alone.22 Similarly, during the 
debate over SB 1728 – the legislation which directed the Department of Finance & Administration to add 
work requirements to TennCare – the legislature’s own estimates show that the implementation of a 
Medicaid work requirement would cost the state an estimated $19.4 million each year, in addition to the 
estimated $20+ million annual cost to federal taxpayers.23 
 
If the state is willing to increase its spending on Medicaid, those additional dollars ought to be prioritized 
for uses that are directly related to access to care, not the creation of a work requirements bureaucracy.  
 
DISCLOSURE OF ENROLLMENT & EXPENDITURES  
Federal rules at 431.408 pertaining to the state public comment process require at (a)(1)(i)(C) that a state 
publish an estimate of the expected increase or decrease in annual enrollment and expenditures 
associated with its Section 1115 waiver proposals. The intent of this section of the regulations is to allow 
the public to comment fully on a Section 1115 proposal, with the information in hand that is critical to 
understanding the full extent of a proposal’s impact.  
 
However, on page 5 of this proposal, the Department states that “Some number of individuals may 
transition off of TennCare and into other coverage options as their earnings increase; however, it is not 
possible to reliably project the magnitude of this decrease in enrollment at this time.” We urge the 
TennCare to update the waiver amendment with the estimated expenditure and estimate enrollment 
change and reopen the state comment period for an additional 30-days.  
 
Ultimately, the requirements outlined in Amendment 38 do not further the goals of the Medicaid 
program. Instead, they needlessly compromise access to care for a very vulnerable population. LLS urges 
you to focus instead on solutions that can promote adequate, affordable, and accessible Medicaid 
coverage for all Tennesseans. 
 
Thank you for your consideration of LLS’s comments on this important matter. If we can address any 
questions or provide further information, please don’t hesitate to contact me at sarah.balog@lls.org or 
678-852-6383.  
 
Regards,  
 
Sarah Balog 
Regional Director, Government Affairs 
The Leukemia & Lymphoma Society  
 

                                                      
22 Roll Call, “Medicaid Changes Require Tens of Millions in Upfront Costs,” Feb. 26, 2018, https://www.rollcall.com/news/politics/medicaid-
kentucky. 
23 Tennessee General Assembly, Fiscal Review Committee. Fiscal Memorandum SB 1728, March 6, 2018. 
http://mediad.publicbroadcasting.net/p/wpln/files/201803/FM2313.pdf?_ga=2.74759760.319117714.1539980113-555280874.1539794033 
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Jonathan Reeve

From: Miller, Nathan <NMiller@mauryregional.com>
Sent: Tuesday, October 23, 2018 10:59 AM
To: Public Notice. Tenncare
Subject: TN Care proposal
Attachments: Scan.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please see attached

Nathan Miller, PT, MMHC
Executive Director
Lewis Health Center
931 796 6201 Office

DISCLAIMER: The information transmitted is intended only for the person or entity to which it is addressed 
and may contain confidential and/or privileged material. Any review, retransmission, dissemination or other use 
of, or taking of any action in reliance upon, this information by persons or entities other than the intended 
recipient is prohibited. If you received this in error, please contact the sender and delete the material from any 
computer.  
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Jonathan Reeve

From: Linda Hockaday <linda.hockaday@gmail.com>
Sent: Friday, October 26, 2018 5:19 PM
To: Public Notice. Tenncare
Subject: Extend medicaid

We must be able to extend Medicaid in some way. Many people are unable to work the required amount 
of hours there must be something that can be done. We can’t just sit back and allow this to happen I am 
republican but I know for a fact there are a ton of human people that benefit from the service.  
 
Linda M. Hockaday M.Ed.  
Exceptional Educator 
Community House Coordinator 
615-545-4778 
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Jonathan Reeve

From: Linda Pearce <lindalpearce@gmail.com>
Sent: Friday, October 26, 2018 12:24 PM
To: Public Notice. Tenncare
Subject: Stop hospital closures

Requiring work for people unable to work is cruel and punishing to sick people.  We need expanded  medical. 

Linda L. Pearce 



1

Jonathan Reeve

From: Linda Sherman <lindasherman1910@gmail.com>
Sent: Saturday, October 27, 2018 6:59 AM
To: Public Notice. Tenncare
Subject: healthcare for ALL

It defies logic to make TN Care recipients to work on terms that they are very unlikely to be able to meet.  The 
idea of offering help to people who are struggling is to SUPPORT them, whether they are well or ill, for the 
reasons they know more about than most of us who are not on TN Care do.

Please understand that as a taxpayer, I wish my resources to be shared with those who are less able, in the hopes 
that they can be restored to a position of physical, mental, and economic health.  If that is impossible, I pray 
God not see me subjecting those who are most in need to even more pressures and less support.

Please do not enact draconian tortuous measures upon those who are already suffering.  I have a daughter who 
wants in the worst way to return to her former health status and is trying with all her might to do so.  She at least 
can work part time and has understanding bosses, while living with us, her parents.  Why would I ever suggest 
that because I am giving a small portion of my money to support those in need, that they owe me!  To whom 
much is given, much is required and that's not from those in need, but from those like you and me who have our 
health and good enough resources to support ourselves.

Cruelty comes in many forms. Let's not contribute to it. 

Linda Sherman 
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Jonathan Reeve

From: Liza Ramage <ramagel@comcast.net>
Sent: Friday, October 26, 2018 12:49 PM
To: Public Notice. Tenncare
Subject: No work requirement, please.

Hello friends, 
 
I am a retired school teacher and a Christian who believes in the admonition to help "the least of these".  
For that reason I have done some work to understand why so many neighbors in our state do not have 
health care, and what this means to our state. 
 
Certainly these hospital closures mean loss of jobs and loss of buying power in the communities where 
the jobs are lost, as well as the loss of health care in some of the regions where the need is greatest. 
 
MOST IMPORTANTLY, THE REQUIREMENT TO WORK TO HAVE HEALTHCARE IS EXACTLY BACKWARDS.  
THERE IS SOLID DATA TO CONFIRM THAT AFTER PEOPLE RECEIVE HEALTHCARE, THEY ARE ABLE AND 
WILLING TO GET JOBS.  PEOPLE WITH CRONIC DISEASES OR CONDITIONS CAN OFTEN GET HELP WITH 
THE PROBLEM THAT HAS BEEN PREVENTING THEN FROM WORKING, AND THEY DO GO OUT AND GET 
THE JOBS THEY CAN NOW PERFORM.   IT IS NOT THAT PEOPLE DON'T WANT TO WORK, IT IS THAT POOR 
PEOPLE WITH FEW RESOURCES NEED A LITTLE MEDICAL HELP TO BE ABLE TO GO TO WORK. 
 
This data comes from states that have expanded Medicaid and are finding more and more of their 
citizens able to join the workforce. 
 
Please do not place work requirements on healthcare 
 
Thank you,  
Liza Ramage 
1400 Rosa L Parks 
NASHVILLE 37208 
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Jonathan Reeve

From: Lori Tubbs-Douglas <ltdouglas.acc@gmail.com>
Sent: Friday, October 05, 2018 3:17 PM
To: Public Notice. Tenncare

-- I think the requirement to go to work or school is essential. It will provide an increase in self worth and 
motivation. This can only help our consumers.  

--
Thank you,
Lori Tubbs-Douglas, BS/LADAC2/NCAC2/QCS
Director
Alternative Choice Counseling Center, LLC
(o) 731-784-8814

Confidentiality Law CFR 42 Part 2 governs our agency
Confidentiality notice:
This email message, including any attachments, may contain legally privileged and or confidential 
information. If you are not the intended recipients, or the employee or agent responsible for delivery 
of this message to the intended recipients, you are hereby notified that any dissemination, 
distribution or copying of this email message is strictly prohibited. If you have received this message 
in error, please immediately notify the sender and delete this email from your computer.
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Jonathan Reeve

From: Lydia Burris <lydiabburris@gmail.com>
Sent: Wednesday, October 24, 2018 4:18 PM
To: Public Notice. Tenncare
Subject: Opposition for Tenn-Care Work Requirements

Dear Dr. Wendy Long, 

I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38. 

My name is Lydia Burris, and I am a social worker in Nashville. I provide educational adovcacy for 
parents of children with disabilities and mental health needs, who are at-risk or currently involved in 
the juvenile court system. My goal is to keep students out of juvenile court by keeping them in school 
and on track to graduate with a high school diploma.

Because of the work that I do, I unequivocally oppose the proposal to require so-called reasonable 
work requirements on non-disabled adults under 65 without children under age 6. I also believe it is
inhumane to takes health coverage away from people who are unemployed. 

This proposal would take health coverage away from people who do not work a set number of hours 
per month, which would cause immense harm and jeopardize coverage for thousands of 
Tennesseans.

The clients whom I serve would be negatively impacted by this proposal to take away coverage from 
people who don’t meet the new work requirement. The parents of the clients I work wiht do work 
when they are capable of doing so-- oftentimes more hours than I do in my 40-hour work week. As I 
stated the students I work all have behavioral challenges at school due to their mental health 
needs and disabilities, and therefore they are frequently suspended or sent home.

Their parents are then required to come pick their child up from school or keep them at home, 
which impedes the parent's ability to attend work. I often hear from parents that they lose their 
jobs due to having to pick up their child from school or from the many meetings that they 
need to attend to ensure the child's educational and mental health needs are being met. 

It is not appropriate to remove a family's insurance if the parent cannot keep consistent work 
due to their child's disability. We cannot say that we are meeting the child's physical and 
mental health needs if we are removing medical insurance and resources from caregivers that 
need MORE, not less, access to resources. 

In addition, this proposal leaves too many questions that have not been resolved.

How will compliance be reported? 
How can TennCare administer this complex eligibility determination without an eligibility 
determination computer system, which is not yet complete? 
How will the reporting process accommodate people with disabilities, limited literacy or 
language?
What is “good cause” for waiving compliance by certain individuals? 
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What criteria will be used to exempt “economically distressed” counties? 

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the 
Medicaid program. I respectfully urge you to not go forward with this harmful proposal.

Sincerely,

Lydia Burris
3124 Kinross Avenue
Nashville, TN 37211
(865)599-5657
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Jonathan Reeve

From: Lynn Fritz <lynnmfritz@gmail.com>
Sent: Thursday, October 25, 2018 9:43 AM
To: Public Notice. Tenncare
Subject: My comments on the proposed Waiver Amendment 38

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

October 25, 2018 

Dr. Wendy Long 
Division of TennCare 
via email to: public.notice.tenncare@tn.gov

Dear Dr. Wendy Long, 

Please consider my comments below on the proposed Waiver Amendment 38. I am the parent of an 
adult child who is living a very successful recovery with a serious mental illness. I also am a 
volunteer legislative advocate/lobbyist for NAMI Davidson County, the National Alliance on 
Mental Illness. Because of the experiences of my family navigating mental health crises, treatment, 
and recovery, I am passionate about the importance of accessible and affordable treatment for 
serious mental health conditions, as well as substance abuse treatment.  

I am completely opposed to this proposal that would result in the stripping of health coverage from 
vulnerable populations. Fundamentally, it makes no sense to me that the state would seek to 
circumvent the goal of the Medicaid program, which is to “provide health coverage to millions of 
Americans, including eligible low-income adults, children, pregnant women, elderly adults and 
people with disabilities” (Medicaid.gov). Medicaid is a health insurance program, not an 
employment program. I fail to see how removing health coverage promotes health. 

This is a negative approach to creating an incentive to work, which will work against the stated 
goal of Medicaid, versus a more desirable positive approach to supporting employment, that should 
be provided by an agency with the stated goal of decreasing unemployment and supporting 
employment. Individual Support Programs (ISP) to provide supportive employment to individuals 
with mental health issues are growing, but still are not available in many areas of our state. 
Expanding these programs would be a much more effective and positive way of increasing 
employment. 

In addition, depriving people of health care will make it more difficult for them to work and to 
maintain employment. It is especially imperative for those dealing with mental illness to have 
access to treatment in order to stay healthy and be able to work. 
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While the draft of Amendment 38 includes an exemption for “individuals who are physically or 
mentally incapable of work, as certified by an appropriate medical professional,” this is little 
comfort for the following reasons: 
         - When it is already a challenge to obtain treatment for mental illness, given the lack of 
mental health providers (which is especially pronounced in rural areas of our state), the individual 
will have the burden of obtaining the certification of an “appropriate medical professional.” 
         - A definition of “appropriate medical professional” is not provided, leaving the possibility 
that, even if a patient had access to a medical professional, that professional may not be deemed 
“appropriate” to grant an exemption.  
         - The burden will lie with the individual dealing with a mental illness to prove that they 
qualify for this exemption. Navigating the necessary paperwork and obtaining the necessary 
documentation from a medical professional is a barrier that will be too difficult for many dealing 
with mental illness to overcome. 
         - Mental illness can often result in intermittent periods of crisis in between periods of calm. 
This nature of mental illness can make ongoing employment challenging. This proposal sets up the 
potential of a person dealing with mental illness falling in and out of compliance with the work 
requirement, thereby seriously jeopardizing the continuing health care needed to keep those dealing 
with mental illness stable and healthy. 
         - It is short sighted and financially irresponsible to place a burden on people that endangers 
their necessary ongoing health care, and potentially creates, through losing access to health care, a 
crisis situation requiring intervention. Intervention at a crisis level of care is much more expensive 
than routine outpatient treatment. With the cost of managing and monitoring this program, and the 
potential for creating stress and anxiety that exacerbates mental health symptoms, any potential 
financial benefits become nil. Monies would be better spent in supportive case management 
programs that progressively step people down from a crisis episode and gradually build them into 
readiness for an ISP program. 

While an exemption is also included in the draft for “individuals participating in inpatient or 
residential treatment for a substance use disorder,” this does not help any individuals who have 
been unable to secure a bed in a residential treatment center because of lack of enough facilities or 
because of their location in an area with not enough beds. It also leaves vulnerable those struggling 
with a substance abuse disorder who are receiving intensive outpatient treatment or other modes of 
treatment that will not qualify. It is hard enough for those with substance use disorders and their 
families to get the treatment they need, without introducing additional barriers. 

The draft proposal also lists an exemption for “individuals who are providing caregiver services for 
a household member (child or adult) with a disability or incapacitation.” There is no detail given, 
however, to ensure that, for example, the caregiver of a family member whose mental illness causes 
a sudden health crisis, will qualify for this exemption. 

In short, regarding the exemptions noted above, an “exemption” is not a “protection,” and there is 
no assurance that those who qualify for the exemptions will be able to maintain their health 
coverage. 



3

I have many specific concerns about this proposal, in addition to my basic disagreement with its 
goal and premise and my concern about the implementation of the exemptions discussed above. 
These concerns include: 

- The studies cited in the proposal draft to justify a link between work and improved health outcomes 
are significantly outdated and not based on Tennessee’s Medicaid population. They range from 2005 to 
2008, and one of the studies is from outside the U.S.A. (from the UK). 
- The draft proposal says that Amendment 38 will “provide corresponding supports to help enrollees 
achieve their education or employment-related goals,” but no detail about these supports is provided.
- While the document states that “individuals subject to and complying with the work requirements of 
another public assistance program (i.e., SNAP or TANF) will be deemed to be in compliance,” the 
exemptions listed in this proposal are much narrower than those of the SNAP program. The minimum of 
65 years of age is older than the SNAP requirement and older than other state minimums.  
- No detail is provided about how “counties that are determined to be economically distressed” will be 
defined or identified. 
- No detail is provided about how individuals will be linked to existing community resources to 
achieve education- and employment-related goals, especially in rural areas. 
- No detail is provided about how individuals will document either their qualifying for an exemption or 
their compliance with the work requirements. This is especially concerning given that TennCare still 
does not have an operational computer system for eligibility determination. In addition to being 
fundamentally misguided, there seems to be a rush to implement this proposal when there is not a 
system in place to handle it.  
- No consideration is given to the problem of lack of the computer or internet access (and ability to use 
the technology) that will be necessary to document exemptions or compliance. This is a problem for 
those living in rural areas of our state without adequate internet service, those who cannot afford a 
computer, those who do not have ready access to public computers, or transportation to places with 
computers they can use, and those who do not have the computer literacy to use the systems, once they 
are created. 
- No consideration is given to the obstacle of lack of transportation, both in rural areas and among 
those who lack the financial resources to have a car or to pay for public transportation. This is a problem 
related both to the ability to hold a job, as well as the ability to document exemptions or compliance, for 
those who need to use public computers to do so. 
- Since Tennessee has not expanded Medicaid, this proposal sets up a Catch-22 for individuals who 
obtain employment to meet the work requirements, but then will lose their health coverage anyway, 
because their jobs will not provide private health insurance and will only pay enough to put the 
individual just above the poverty level. 
- Creating a system to handle this proposal will cost a great deal of money. In my opinion, the cost of 
the bureaucracy and systems to manage this program far outweighs any theoretical benefit. 
- How this proposal will be funded has not been assured. The draft amendment states that “Tennessee 
will seek the necessary approval from the U.S. Department of Health & Human Services to utilize funds 
from the state’s TANF program.” This funding proposal is not a “done deal,” and if it were, it is 
especially egregious that the proposal seeks to take funds away from TANF, which focuses on needy 
families “gaining self-sufficiency through employment” (www.tn.gov/humanservices/for-
families/families-first-tanf.html) to create a system to remove health insurance from those who are 
unemployed. 
- Since the proposal states that “it is estimated that a significant number are already working, or will be 
deemed to be in compliance with the requirement by virtue of their participation in the SNAP or TANF 
work program, or will qualify for an exception to the requirement,” AND further states that “it is not 
possible to reliably project the magnitude of the decrease of [TennCare] enrollment at this time,” this 
whole proposal seems to be a misguided way of spending a great deal of money, creating a great deal of 
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bureaucracy and red tape, and most importantly, putting an undue and unnecessary burden on our most 
vulnerable populations, without even an estimated benefit to our state.  

Why go to such lengths when the target population is so small, and the risk to the health and 
wellbeing of those who are unable to comply or to document their compliance is so great? In short, 
this proposal seems to be a misguided solution in search of a problem. According to the Kaiser 
Family Foundation, “Just six percent of non-SSI, non-elderly Medicaid adults are not already 
working, are not potentially medically frail, and do not report not working for a reason likely to 
meet an exemption.”   Further, the Kaiser Family Foundation states, “This target population is 
much smaller than the group of enrollees who are already working but would need to comply with 
new reporting requirements and those who could be exempt and would have to navigate the 
exemption process. States will need to set up complex systems to handle the reporting and 
exemption processes which could divert resources away from administrative dollars that could 
assist individuals in finding work in voluntary programs.”  

Because of all of the reasons stated above, I urge you to reconsider this proposal. 

Sincerely, 

Lynn Fritz 
Volunteer, NAMI Davidson County 
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Jonathan Reeve

From: Currin, Tamara <TCurrin@marchofdimes.org>
Sent: Friday, October 26, 2018 12:49 PM
To: Public Notice. Tenncare
Subject: Public Comments - 1115 Waiver Amendment, Amendment 38
Attachments: March of Dimes TN 1115 Waiver Comments.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

March of Dimes, Tennessee appreciates the opportunity to submit the attached comments on Tennessee’s 1115 Waiver
Amendment, Amendment 38 to the TennCare II Demonstration.

Sincerely,
TAMARA CURRIN, MS, MCHES 
Director of Maternal Child Health & Government Affairs 
Tennessee

OFFICE OF GOVERNMENT AFFAIRS
T (615) 800-7181
M (334) 425-2841
MARCHOFDIMES.ORG
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October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long,  
 
March of Dimes appreciates the opportunity to submit comments on Tennessee’s 1115 Waiver 
Amendment, “Amendment 38 to the TennCare II Demonstration.”  
 
For 80 years, the March of Dimes has led the fight for the health of all moms and babies.  Moms 
and babies in this country are facing an urgent health crisis. Premature birth and its 
complications are the largest contributor to infant mortality in the United States and globally. 
Mothers of color are up to 50 percent more likely to give birth prematurely and their children 
face a 130 percent higher infant death rate. In addition to the human toll, the societal cost of this 
issue exceeds $26 billion annually. 
 
March of Dimes believes everyone, including TennCare enrollees, should have access to quality 
and affordable health coverage. Unfortunately, this waiver creates new administrative barriers 
that will jeopardize patients’ access to quality and affordable health coverage, and March of 
Dimes therefore opposes the proposed waiver.   
 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for 
most TennCare enrollees. This would increase the administrative burden on all TennCare 
patients. Individuals will need to either report that they meet certain exemptions or the number 
of hours they have worked. Increasing administrative requirements will likely decrease the 
number of individuals with TennCare coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their 
hours worked or their exemption. As of October 1, four months into implementation, the state 
has terminated coverage for 8,462 individuals and locked them out of coverage until January 
2019.i An additional 12,589 individuals had one or two months of noncompliance and are at risk 
for losing coverage in the coming months.ii In another case, after Washington state changed its 
renewal process from every twelve months to every six months and instituted new 
documentation requirements in 2003, approximately 35,000 fewer children were enrolled in the 
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program by the end of 2004.iii Battling administrative red tape in order to keep coverage should 
not take away from patients’ or caregivers’ focus on maintaining their or their family’s health. 
 
Failing to navigate these burdensome administrative requirements could have serious – even life 
or death – consequences for people with serious, acute and chronic diseases. If the state finds 
that individuals have failed to comply with the new requirements for two months out of a six-
month period, they will be locked out of coverage until they demonstrate their compliance. 
People who are in the middle of treatment for a life-threatening disease, rely on regular visits 
with healthcare providers or must take daily medications to manage their chronic conditions 
cannot afford a sudden gap in their care. 
 
March of Dimes is also concerned that the current exemption criteria may not capture all 
individuals with, or at risk of, serious and chronic health conditions that prevent them from 
working. Additionally, Tennessee’s “good cause” exemption is still not sufficient to protect 
patients. In Arkansas, many individuals were unaware of the new requirements and therefore 
unaware that they needed to apply for such an exemption.iv No exemption criteria can 
circumvent this problem and the serious risk to the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems to 
track and verify exemptions and work activities will cost tens of millions of dollars.v Tennessee’s 
fiscal impact statement estimated the program would cost approximately the state and federal 
government $39.8 million over the course of the waiver.vi These costs would divert resources 
from Medicaid’s core goal – providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid 
program or help low-income individuals improve their circumstances without needlessly 
compromising their access to care. Most people on Medicaid who can work already do so.vii A 
study published in JAMA Internal Medicine, looked at the employment status and characteristics 
of Michigan’s Medicaid enrollees.viii The study found only about a quarter were unemployed 
(27.6 percent). Of this 27.6 percent of enrollees, two thirds reported having a chronic physical 
condition and a quarter reported having a mental or physical condition that interfered with their 
ability to work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees 
reported that that being enrolled in Medicaid made it easier to work or look for work (83.5 
percent and 60 percent, respectively).ix Terminating individuals’ TennCare coverage for non-
compliance with these requirements will therefore hurt rather than help people search for and 
obtain employment. Tennessee has experience with this. In 2005, when the state changed the 
TennCare program’s eligibility and 170,000 people lost Medicaid coverage, there was no increase 
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in employment and self-reported health and access to medical care declined.x March of Dimes 
opposes the work and community engagement.   
 
March of Dimes also wishes to highlight that the federal rules at 431.408 pertaining to state 
public comment process require at (a)(1)(i)(C) that a state include an estimate of the expected 
increase or decrease in annual enrollment and expenditures if applicable. The intent of this 
section of the regulations is to allow the public to comment on a Section 1115 proposal with 
adequate information to assess its impact. However, on pages 5 of this proposal, the Department 
states that “Some number of individuals may transition off of TennCare and into other coverage 
options as their earnings increase; however, it is not possible to reliably project the magnitude of 
this decrease in enrollment at this time.” We urge the TennCare to update the waiver 
amendment with the estimated expenditure and estimate enrollment change and reopen the 
state comment period for an additional 30-days.  
 
March of Dimes believes healthcare should affordable, accessible, and adequate. Tennessee’s 
Amendment 38 does not meet that standard. Thank you for the opportunity to provide 
comments.  
 
Sincerely,  

Tamara Currin  
Director of Maternal Child Health and Government Affairs 
March of Dimes, Tennessee 
  

i Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas 
Department of Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 
ii Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas 
Department of Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and Families, January 2009. 
iv Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” 
Health Affairs, Sept. 5, 2018. Accessed at: 
https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/.  
v Michigan House Fiscal Agency, Legislative Analysis of Healthy Michigan Plan Work Requirements and 
Premium Payment Requirements, June 6, 2018, http://www.legislature.mi.gov/documents/2017-
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2018/billanalysis/House/pdf/2017-HLA-0897-5CEEF80A.pdf; House Committee on Appropriations, Fiscal 
Note for HB 2138, April 16, 2018, http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB2138P3328.pdf; 
Misty Williams, “Medicaid Changes Require Tens of Millions in Upfront Costs,” Roll Call, February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-kentucky.  
vi Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
vii Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid and 
Work,” Kaiser Family Foundation, February 2017, http://kff.org/medicaid/issue-brief/understanding-the-
intersection-of-medicaid-and-work/  
viii Renuka Tipirneni, Susan D. Goold, John Z. Ayanian. Employment Status and Health Characteristics of 
Adults With Expanded Medicaid Coverage in Michigan. JAMA Intern Med. Published online December 11, 
2017. doi:10.1001/jamainternmed.2017.7055 
ix Ohio Department of Medicaid, 2018 Ohio Medicaid Group VII Assessment: Follow-Up to the 2016 Ohio 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of margaretaxelrod@gmail.com
Sent: Sunday, October 07, 2018 8:54 AM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
As a medical student, I am opposed to any new requirements which would limit access to care for 
vulnerable populations. I am concerned that work requirements would place an undue burden on 
vulnerable patients and cause many to unfairly lose access to crucial care. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Margaret Axelrod 
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395 Oman St 
Nashville, TN 37203  
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Jonathan Reeve

From: Marissa Cornelious <labreagal@gmail.com>
Sent: Wednesday, October 24, 2018 1:57 PM
To: Public Notice. Tenncare
Subject: Medicaid work requirements

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

I live in Montgomery Co TN.   
I have lived in both Montgomery and Davidson Counties while working for the Department of Human Services 
as an Eligibility Counselor. I worked in that department for five years, evaluating participants for eligibility and 
their compliance with policy.  
I was a member of the Families First Unit in both counties. 
I issued food stamps, cash, medical assistance and child care for five years. 
The program changed drastically while I was a member of the department and we got to see the before and after 
effects as those changes were implemented. 

I have had an extended family sit in my cubicle and apply for medical assistance and had to tell them that they 
had to apply for welfare for the adults to be covered. If they didn't, grandpa may be eligible because he had a 
work connection, but since grandma never worked after the kids were born and she isn't yet 65yrs old, she 
doesn't qualify for medical assistance.  
I've had to tell a 55yr old woman who stayed at home and raised her children and is now raising her 
grandchildren that in order to get medical coverage, she'll have to do a work activity. I remember her case 
especially because she needed surgery on her feet, had diabetes and couldn't afford her meds. I remember 
attempting to get her covered, give her the opportunity to recover before requiring that she show up at the 
salvation army to sort clothes as her "work activity" shortly after having surgery on her feet. It was torture for 
her.
I've had to tell a single mom who's working and going to college that she needed an additional job or work 
activity to keep the benefits helping them stay above water.  

These work requirements more often than not are the barriers thrown up, get in the way of those attempting to 
work their way out of poverty.  
They are unnecessary. 
They add no value to the lives of those required to do them or the community. 
They are penalties for needing help. 

American Citizens shouldn't have to grovel to their government for the basic need of healthcare.
We are the richest nation in the world.  
Our priorities are terribly mixed up if we feel the need to make the poor prove their worthiness to receive 
healthcare. 
They are worthy by dint of being Americans.
Their government should not impose harsh and arbitrary obstacles to the benefits they need just to survive.

--
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Jonathan Reeve

From: Mary H. Clarke <mhclarke@icloud.com>
Sent: Wednesday, October 17, 2018 5:47 PM
To: Public Notice. Tenncare
Subject: TennCare Work Requirements Proposal comment

Please reject this proposal. 
It will add more bureaucracy to the process of administering TennCare and it will cause people to lose 
their healthcare insurance. 
This will cost us more in the long run. 
 
Thank you for your consideration, 
Mary Clarke 
Nashville TN 
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Jonathan Reeve

From: Mary Frances Clark <mfclarkbar@comcast.net>
Sent: Friday, October 26, 2018 9:31 AM
To: Public Notice. Tenncare
Subject: Proposed Amendment 38

ATTN:  Dr. Wendy Long, Division of Tenncare 
 
Dear Dr. Long, 
 
I adamantly oppose the proposal (draft Amendment 38) to deny health care coverage to people who do 
not work a set number of hours a month. 
 
I am an attorney, and a resident of Tennessee.  I can speak to this issue personally:  Many years ago, my 
unemployed parents received Medicaid benefits that enabled them to live long enough to finish raising 
their children.  I and my seven siblings have seven college degrees and many advanced degrees among 
us.  All of us are affluent, tax-paying citizens of this country. 
 
The additional qualifying and reporting requirements would impose complex administrative burdens on 
people and their families who already are stressed.  Furthermore, taking health care coverage away from 
the unemployed, which is the intent of the proposed amendment, undermines the goals of the Medicaid 
program and also the aim of the proposal itself.  Unemployed people who are deprived of health care are 
less able to look for work and less able to work; if their health issues are left untreated, those people are 
less attractive to potential employers and thus more likely to remain unemployed. 
 
The administrative costs of implementing the proposed amendment are staggering.  Those amounts 
would be better used to pay health care-related expenses.  I object to my tax dollars being used to 
deprive otherwise-eligible people of health care. 
 
I strongly urge you not to proceed with a bad proposal. 
 
Very truly yours, 
 
 
Mary Frances Clark 
1690 Kindra Ct. 
Brentwood, TN  37027    
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Jonathan Reeve

From: Mary Hock <hockmary@gmail.com>
Sent: Friday, October 26, 2018 9:58 PM
To: Public Notice. Tenncare
Subject: Public Chapter 869

I oppose the proposed Public Chapter 869, which requiresTennCare to submit a waiver proposal for 
"reasonable" work requirements for non-disabled adults under 65 without children under 6 yrs old. 

I am a social worker in Tennessee, and I have seen how the bureaucracy, red-tape, and inability of the state's 
computer systems to adequately update the TennCare roles have negatively impacted thousands of needy 
TennCare-eligible citizens.  Additionally, "reasonable" is a very subjective and non-specific term which will 
most likely cause a lot of glitches, clogging up the system with appeal processes, etc.   

Our legislature is definitely non-supportive of needy families across Tennessee, particularly regarding their 
health needs.  Adequate health coverage, and convenient hospitals in rural areas will in the long run save the 
state many dollars.  Instead, hospitals are being closed and people are becoming sicker who WERE once able to 
work.

Please, DO NOT APPROVE Public Chapter 869! 

Sincerely,

Mary Hock, LCSW 
Nashville TN 37217 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of mary.hunt@fcsnashville.org
Sent: Tuesday, October 09, 2018 10:46 AM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Mary Moore 
1337 Cheyenne Blvd 
Madison, TN 37115  
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Jonathan Reeve

From: Meredith <meri2244@yahoo.com>
Sent: Friday, October 26, 2018 12:42 PM
To: Public Notice. Tenncare
Subject: New Work Requirement for TennCare

Please do not add a new work requirement to people depending on TennCare for the healthcare. 
Healthcare is a human right.  
 
Thank you,  
Meredith Robinson 
815 Shelby Ave 
Nashville, Tn. 37206 
 
Sent from my iPhone 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Plaugeness@sol.com
Sent: Thursday, October 25, 2018 9:58 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Merrilee  Laugeness 
Nami Tn 
215 Chelsea ct  
Clarksville , TN 37043  
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Jonathan Reeve

From: Michael Heinrich <heinrich@mcil.org>
Sent: Friday, October 26, 2018 1:20 PM
To: Public Notice. Tenncare
Subject: I unequivocally oppose the proposal  to take health coverage away from people who 

are unemployed

Dr. Wendy Long 
Division of TennCare 
via email to: public.notice.tenncare@tn.gov
RE: TennCare Waiver Amendment 38 
Dear Dr. Wendy Long,  
I am submitting the following comments in response to the public notice inviting public comments on 
proposed Waiver Amendment 38. 

I am unequivocally opposed to this proposal that would take health coverage away from people who 
do not work a set number of hours per month. This proposal would cause immense harm and 
jeopardize coverage for thousands of Tennesseans.
Failure to meet reporting requirements and paperwork errors will result in suspension of coverage for 
thousands of Tennesseans. 
The proposed waiver would lead to large coverage losses even though they remain eligible. Reasons 
include TennCare’s lack of computer system, the barriers to working like lack of reliable transportation 
and child care, and barriers to reporting.

These coverage losses will cause harm. Disruption of treatment or loss of access to health care 
would affect cancer patients, people with addiction, and people with diabetes among others.

In addition, this proposal leaves many unanswered questions.  
How do people report compliance?  
How can TennCare administer this complex eligibility determination without an eligibility determination 
computer system, which is not yet complete? 
How will the reporting process accommodate people with disabilities, limited literacy or language? 
What is “good cause” for waiving compliance by certain individuals? 
What criteria will be used to exempt “economically distressed” counties? 
I serve/people whom I know would be negatively impacted by this proposal to take away coverage 
from people who don’t meet the new work requirement.

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the 
Medicaid program.
I respectfully urge you to not go forward with this harmful proposal. 
Sincerely,

Michael J Heinrich 
3712 Carrington Rd 
Memphis, TN  38111 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of suziemcbroom@gmail.com
Sent: Friday, October 19, 2018 2:59 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Micki McBroom 
1965 
233 Carr Ave 
Cookeville, TN 38501  
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Jonathan Reeve

From: nancy cri <nightngale_37918@yahoo.ca>
Sent: Tuesday, October 09, 2018 10:55 AM
To: Public Notice. Tenncare

I am aware that this proposal would cause immense harm and jeopardize coverage  
RE: TennCare Waiver Amendment 38 

I am Nancy Crider-Cook. I have a Doctorate in Psychology and work as a Licensed 
Professional Counselor in East TN counties.  
I am responding to a recent email that came out in awareness to the Amendment 38. I 
am aware of the work requirement changes that thousands of Tennesseans will face in 
regards to their health and mental health coverage with this legal action. My response 
is approach this change with a conscience of positive change to empower people and 
fine tune the details toward the change for it to succeed. We have all sorts of 
advocates and workers that can work together if brought into the picture.  

I am told that the reporting system of the hours is to be complicated electronically and 
must be completed on an online method of communication. Lets face it, most of the 
Tenncare families do not have computers, they may have cell phones but its limited 
services and minutes, and a lot of them do not have vehicles. These families need 
case management services that can make sure that they can complete their 
documents, know how to read and write, and get it turned in time, as well as be helped 
in finding work, volunteer activities, or some method to meet their requirements. For 
people over in Hancock area for example, its 45 minutes over a switch back mountain 
to get to a Walmart. They do not have any means to find work, no transportation that 
can go over a mountain weekly, and do not have cell phone signal in most of that 
mountain region. I have difficulty even seeing clients as a provider over in those rural 
areas once a month due to these issues. We got to have a method in place otherwise, 
failure and sickness will occur.

Yes a lot of the people on Tenncare can work (I have seen that personally) or have 
ability to contribute physically/ mentally back to the state in some form but there are 
those cases with cancer, extreme physical impairment, extreme mental impairment, 
etc. that will not be able to do the hours most days then not. A safe way to monitor 
through case management once again should be in place to assess this process and 
identify that population. I know that if a person contacts their caseworker of their 
Tenncare Health insurance that they can set up medical appointments for them. Why 
are the same case managers not assessing and helping the population at same time to 
meet these requirements. I think the issue lies in that the case workers are focuesed 
on setting up a health service and do not know what else is expected of the person to 
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receive their free health insurance. The goal is about about receiving the benefit, 
getting back on a healthier track of living, maybe find productive work, maybe find 
private health insurance that is affordable and get off the Tenncare system. This takes 
me to another issue, food stamps, this free benefit is to help supplement food in a 
family, and hopefully give a person a chance to get back on their feet and self provide 
for their family if possible. This leads to the same issue of employment, transportation, 
and a means of doing it. If the jobs are not there and the transportation if lacking than 
the person cant succeed.

If the loss of a service causes a person further physical harm then as a state we need 
to step in and offer help to that individual if they are wanting it. That gets to my next 
issue, there are people that do not want help and sadly it is their choice. If they do not 
follow drug and alcohol treatment programs for example, and meet timely detox 
requirements, and clean drug testing, then why are we continuing to support the 
person. I am sure my fellow practitioners would look upon me stating this as harsh and 
uncaring but I feel like we are contributing to the drug epidemic by not making people 
accountable for a drug addiction. A person has to want to help themselves to get better 
or we are continuing to hinder and create dependence upon us as the caretaker and 
provider. It is an unethical practice to continue to offer services when a person is not 
agreement in the goals of the service of care.

Well I think that makes my points very clear and hopefully gives some food for thought as they 
say! Sincerely and eagerly excited for positive reforms and changes! Nancy Crider-Cook
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Jonathan Reeve

From: Naomi Goodin <intp.125@gmail.com>
Sent: Friday, October 05, 2018 8:13 PM
To: Public Notice. Tenncare
Subject: Opposed - TennCare work requirement

The proposed TennCare work requirement would unnecessarily cause many people to lose coverage.  I know 
this is the real purpose behind it, but by not expanding Medicaid (TennCare) in this state we already have 
280,000 people without any kind of health insurance, and this would just add more.  Most people who can work 
are working, and those are not have to take care of family members or have no transportation to jobs.  It would 
also create another level of bureaucracy that would be expensive on the state's part and hard to access on 
recipients' parts, because many don't have Internet access.  Stop this bill and let it die. 

Sincerely,

Naomi Goodin 
Nashville, TN  37205 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of natasha@deanefoundation.com
Sent: Sunday, October 07, 2018 1:55 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
Thank you for taking public comment on amendment 38 to our state managed care system known as 
TennCare. TennCare is one of the country's most innovative and low-cost state run indigent health care 
systems and periodic review of the program is both good and necessary. 
 
My understanding of the demographic for TennCare participants is that the majority of participants 
already meet the minimum threshold for work or education, and that the intent of the amendment is to 
increase the proportion who are actively working or seeking education to a minimum of 20 hours per 
week with the expected benefit of improved healthcare outcomes. 
 
As a retired medical professional and co-founder of the John and Natasha Deane Foundation, I oppose 
amendment 38 because many TennCare participants are low income single parents or caregivers of 
elders at high risk for chronic stress related disease. Imposing government mandated work requirements 
for this population has the very real potential to remove the strongest community members from vital 
non-paid community work such as caregiving and accountability partnering. This mandate will accelerate 
the downward spiral of families faced with difficult choices in at-risk, high-poverty environments and 
ultimately hurt communities throughout the state more than help. 
 
In addition, amendment 38 will cause a significant number of TennCare participants to loose coverage 
due to circumstances already contributing to their unemployment. These are non-exempt persons with 
low educational achievement, poor health, lacking access to home internet, or lacking reliable 
transportation. Thus, the most vulnerable people covered by TennCare are at highest risk for losing 
coverage under amendment 38. Without access to preventive managed care, these individuals can be 
expected to show up in expensive area emergency care facilities when their medical conditions progress, 
a cost that is ultimately transferred to taxpayers. 
 
If the purpose of TennCare is to protect our state's most vulnerable population at the lowest cost, then 
Amendment 38 weakens a program that is highly regarded in its current form.  
 
For this reason, I oppose adoption of amendment 38 and so should you. 
 
Respectfully,  
 
Natasha Deane 
Dr. 
1212 Laurel St. #1901 
Nashville, TN 37203  
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Jonathan Reeve

From: Jake Coffey <JCoffey@namitn.org>
Sent: Thursday, October 25, 2018 3:36 PM
To: Public Notice. Tenncare
Cc: Jeff Fladen
Subject: Re: TennCare Waiver Amendment 38
Attachments: 2018.10.26 NAMI Comments on TN 1115 Waiver.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long,

On behalf of NAMI Tennessee, the state chapter of the National Alliance on Mental Illness, I am submitting the attached
letter in response to the public notice inviting public comments on proposed Waiver Amendment 38 urging the Division
of TennCare to withdraw this proposal. Regards,

Jake

Jake Coffey, MPH, MA

|



  
 
1101 Kermit Drive Suite 605 
Nashville, TN 37217 
 
October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
 
 
Dear Dr. Long:  
 
NAMI Tennessee, the state chapter of the National Alliance on Mental Illness, appreciates the 
opportunity to submit comments on Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the 
TennCare II Demonstration.”  NAMI is the nation’s largest grassroots mental health organization 
dedicated to building better lives for the millions of Americans affected by mental illness. 

Access to coverage and care is essential for people with mental illness to successfully manage their 
condition and get on a path of recovery.  Medicaid is the lifeline for much of that care, as the nation’s 
largest payer of behavioral health services,i which provides health coverage to 27 percent of adults with 
a serious mental illnessii.  TennCare is the largest payer for mental health and substance use treatment 
services in the state. While Amendment 38 would apply new work requirements for TennCare 
beneficiaries who mainly consist of children and their caregivers, pregnant women, and women with 
breast or cervical cancer, NAMI remains concerned that the demonstration proposal would jeopardize 
access to care and would have broader, harmful implications for individuals living with mental health 
conditions in Tennessee.  Therefore, NAMI Tennessee urges the Division of TennCare to withdraw this 
proposal. 
 
Unnecessary Risks for People with Mental Health Conditions, Diagnosed and Undiagnosed  

NAMI appreciates Tennessee’s goal to “support member efforts to achieve their education- and 
employment-related goals.”  However, Tennesseans who receive coverage through TennCare often have 
significant obstacles to employment that are not erased by taking away their health care.  NAMI also 
recognizes that people with mental illness are disproportionately unemployed. Only 1 in 5 adults with 
mental health conditions who receive community mental health services are competitively employed—
and the numbers drop to only 6.7% for adults with a diagnosis of schizophrenia.iii Employment offers 
many benefits to people with mental illness, and most people who live with mental health conditions 
want to work. However, work requirements present unnecessary risks for people with mental health 
conditions.    

NAMI recognizes that Tennessee’s proposal includes exemptions for “individuals…mentally incapable of 
work,” “medically frail,” and “individuals with…an acute medical condition validated by a medical 
professional that would prevent them from complying.” While these exemption may capture some 
people with mental health conditions, NAMI remains concerned that the exemptions will not capture all 



people with mental health conditions who would otherwise be adversely impacted by work 
requirements.  Serious mental illnesses are, by their very nature, chronic and recurring conditions that 
fluctuate in severity over time. This means that an individual could be in a state of recovery at the time 
they are assessed and face few obstacles to working. However, the person’s condition could change 
rapidly, impacting their ability to alert TennCare of their decline.  Consequently, the beneficiary 
experiencing a crisis or decline in their condition could lose both their employment and health care 
coverage at the very time they need access to mental health care the most. Sadly, we know what 
happens when people with a mental illness don’t get treatment; they end up in hospital emergency 
rooms, in jail, or on the streets with worse long-term outcomes and at greater cost to the state and the 
federal government.   

Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their hours 
worked or their exemption. As of October 1, four months into implementation, the state has terminated 
coverage for 8,462 individuals and locked them out of coverage until January 2019.iv An additional 
12,589 individuals had one or two months of noncompliance and are at risk for losing coverage in the 
coming months.v In another case, after Washington state changed its renewal process from every twelve 
months to every six months and instituted new documentation requirements in 2003, approximately 
35,000 fewer children were enrolled in the program by the end of 2004.vi We have additional concerns 
about implementing work requirements before the Tennessee Eligibility Determination System (TEDS) is 
fully operational. Battling technical issues and administrative red tape in order to keep coverage should 
not take away from patients’ or caregivers’ focus on maintaining their or their family’s health. 
 

Unnecessary Administrative Costs 

NAMI is also concerned about the cost of implementing this demonstration proposal.  Studies show that 
work requirements do not lead to long-term, stable employment. Instead, they increase state 
administrative costs and complexity.vii  States such as Michigan, Pennsylvania, Kentucky, and Virginia 
have estimated that setting up the administrative systems to track and verify exemptions and work 
activities will cost tens of millions of dollars.viii  Tennessee’s fiscal impact statement estimated the 
program would cost approximately the state and federal government $39.8 million over the course of 
the waiver.ix These costs would divert resources from TennCare’s core goal – providing health coverage 
to those without access to care.  Rather than spending scarce public resources on the administration of 
new requirements, NAMI urges the state to instead implement evidence-based supported employment 
programs, which have proven effective in helping vulnerable populations, such as people with mental 
illness recover and return to work.x This meets the intent of the demonstration proposal without the 
adverse consequences presented by a mandatory work requirement.  

 
Incomplete Application 
 
NAMI Tennessee also notes that the federal rules at 431.408 pertaining to state public comment process 
require at (a)(1)(i)(C) that a state include an estimate of the expected increase or decrease in annual 
enrollment and expenditures if applicable. The intent of this section of the regulations is to allow the 
public to comment on a Section 1115 proposal with adequate information to assess its impact. However, 
on pages 5 of this proposal, the Department states that “Some number of individuals may transition off 
of TennCare and into other coverage options as their earnings increase; however, it is not possible to 
reliably project the magnitude of this decrease in enrollment at this time.” We urge TennCare to update 
the waiver amendment with the estimated expenditure and estimate enrollment change and reopen the 



state comment period for an additional 30-days.  
 
Ultimately, we believe that imposing work requirements will take Tennessee backwards without 
furthering the goals of the Medicaid program. NAMI urges Tennessee to withdraw this proposal as it will 
not promote patient care and will likely harm patients with mental health conditions.  We encourage the 
department to focus on solutions to implement evidence-based supported employment for TennCare 
recipients. Thank you for the opportunity to provide comments.   

 
 
Sincerely, 
 
 
 
 
Jake Coffey, MA, MPH 
Director of Advocacy 
 
On behalf of NAMI Tennessee 
 

i Medicaid and CHIP Payment and Access Commission, “Behavioral Health in the Medicaid Program―People, Use, 
and Expenditures,” June 2015, https://www.macpac.gov/publication/behavioral-health-in-the-medicaid-
program%E2%80%95people-use-and-expenditures/ 
ii Rebecca Ahrnsbrak, Jonaki Bose, Sarra Hedden, Rachel N. Lipari, and Eunice Park-Lee, “Key Substance Use and 
Mental Health Indicators in the United States: Results from the 2016 National Survey on Drug Use and Health,” 
Substance Abuse and Mental Health Services Administration, September 2017, 
https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2016/NSDUH-FFR1-2016.pdf 
iii Tim Knettler, Ted Lutterman et al, NRI, Latest Trends in State Mental Health Agencies. 
https://www.nasmhpd.org/sites/default/files/latest-trends-in-state-mental-health-agencies.pdf (August 8, 2016). 
iv Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf. 
v Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-content/uploads/2018/09/091218_AWReport_Final.pdf.; Arkansas Department of 
Health and Human Services, Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf.  
vi Tricia Brooks, “Data Reporting to Assess Enrollment and Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and Families, January 2009. 
vii Jane Perkins, Mara Youdelman & Ian McDonald, National Health Law Program, Work Requirements: Not a Healthy Choice, 
http://www.healthlaw.org/publications/browse-all-publications/medicaid-work-requirementsnot- 
viii Senate Fiscal Agency, Bill Analysis for SB 897, March 21, 2018, http://www.legislature.mi.gov/documents/2017-
2018/billanalysis/Senate/pdf/2017-SFA-0897-S.pdf; House Committee on Appropriations, Fiscal Note for HB 2138, 
April 16, 2018, http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB2138P3328.pdf; Misty Williams, “Medicaid 
Changes Require Tens of Millions in Upfront Costs,” Roll Call, February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-kentucky. 
ix Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
x Examples of successful evidence-based programs include IPS Supported Employment (which places people with mental illness 
in competitive jobs in the community) and the comprehensive service array in First Episode Psychosis programs (FEP) that 

                                                           



                                                                                                                                                                                             
includes supported employment. Both these interventions have been shown to improve the employment outcomes of people 
with mental illness at rates far higher than the national average. 
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From: Robin Nobling <rnobling@namidavidson.org>
Sent: Thursday, October 25, 2018 10:17 PM
To: Public Notice. Tenncare
Subject: NAMI Davidson Commentary Amendment 38
Attachments: Lynn Fritz NAMI Davidson Medcaid TennCare Work Requirements for Benefits 

Commentary.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please note the attached letter by mom and NAMI Davidson Policy and Advocacy Volunteer Lynn Fritz. Lynn has shared
some of her personal story. She has also explicitly laid out why she and NAMI Davidson County oppose the Amendment
as it stands. Lynn has been eloquent and well researched in her commentary. Please review and accept this as NAMI
Davidson County’s commentary on the Waiver.

Thank you,

Robin Nobling

“Be kind whenever possible. It is always possible.”
         His holiness The Dali Llahma



 
October 25, 2018 
 
RE: Comments on Medicaid TennCare Work for Benefits Requirements  
https://www.tn.gov/content/dam/tn/tenncare/documents2/Amendment38.pdf 
  
Dear Dr. Wendy Long, 
  
Please consider my comments below on the proposed Waiver Amendment 38. I am 
the parent of an adult child who is living a very successful recovery with a serious 
mental illness. I also am a volunteer legislative advocate/lobbyist for NAMI Davidson 
County, the National Alliance on Mental Illness. Because of the experiences of my 
family navigating mental health crises, treatment, and recovery, I am passionate about 
the importance of accessible and affordable treatment for serious mental health 
conditions, as well as substance abuse treatment.  
  
I am completely opposed to this proposal that would result in the stripping of health 
coverage from vulnerable populations. Fundamentally, it makes no sense to me that 
the state would seek to circumvent the goal of the Medicaid program, which is to 
“provide health coverage to millions of Americans, including eligible low-income 
adults, children, pregnant women, elderly adults and people with disabilities” 
(Medicaid.gov). Medicaid is a health insurance program, not an employment program. 
I fail to see how removing health coverage promotes health. 
  
This is a negative approach to creating an incentive to work, which will work against 
the stated goal of Medicaid, versus a more desirable positive approach to supporting 
employment, that should be provided by an agency with the stated goal of decreasing 
unemployment and supporting employment. Individual Support Programs (ISP) to 
provide supportive employment to individuals with mental health issues are growing, 
but still are not available in many areas of our state. Expanding these programs would 
be a much more effective and positive way of increasing employment. 
  
In addition, depriving people of health care will make it more difficult for them to 
work and to maintain employment. It is especially imperative for those dealing with 
mental illness to have access to treatment in order to stay healthy and be able to work. 
  
While the draft of Amendment 38 includes an exemption for “individuals who are 
physically or mentally incapable of work, as certified by an appropriate medical 
professional,” this is little comfort for the following reasons: 
         - When it is already a challenge to obtain treatment for mental illness, given the 
lack of mental health providers (which is especially pronounced in rural areas of our 



state), the individual will have the burden of obtaining the certification of an 
“appropriate medical professional.” 
         - A definition of “appropriate medical professional” is not provided, leaving the 
possibility that, even if a patient had access to a medical professional, that 
professional may not be deemed “appropriate” to grant an exemption.  
         - The burden will lie with the individual dealing with a mental illness to prove 
that they qualify for this exemption. Navigating the necessary paperwork and 
obtaining the necessary documentation from a medical professional is a barrier that 
will be too difficult for many dealing with mental illness to overcome. 
         - Mental illness can often result in intermittent periods of crisis in between 
periods of calm. This nature of mental illness can make ongoing employment 
challenging. This proposal sets up the potential of a person dealing with mental illness 
falling in and out of compliance with the work requirement, thereby seriously 
jeopardizing the continuing health care needed to keep those dealing with mental 
illness stable and healthy. 
         - It is short sighted and financially irresponsible to place a burden on people that 
endangers their necessary ongoing health care, and potentially creates, through losing 
access to health care, a crisis situation requiring intervention. Intervention at a crisis 
level of care is much more expensive than routine outpatient treatment. With the cost 
of managing and monitoring this program, and the potential for creating stress and 
anxiety that exacerbates mental health symptoms, any potential financial benefits 
become nil. Monies would be better spent in supportive case management programs 
that progressively step people down from a crisis episode and gradually build them 
into readiness for an ISP program. 
  
While an exemption is also included in the draft for “individuals participating in 
inpatient or residential treatment for a substance use disorder,” this does not help any 
individuals who have been unable to secure a bed in a residential treatment center 
because of lack of enough facilities or because of their location in an area with not 
enough beds. It also leaves vulnerable those struggling with a substance abuse 
disorder who are receiving intensive outpatient treatment or other modes of treatment 
that will not qualify. It is hard enough for those with substance use disorders and their 
families to get the treatment they need, without introducing additional barriers. 
  
The draft proposal also lists an exemption for “individuals who are providing 
caregiver services for a household member (child or adult) with a disability or 
incapacitation.” There is no detail given, however, to ensure that, for example, the 
caregiver of a family member whose mental illness causes a sudden health crisis, will 
qualify for this exemption. 
  



In short, regarding the exemptions noted above, an “exemption” is not a “protection,” 
and there is no assurance that those who qualify for the exemptions will be able to 
maintain their health coverage. 
  
I have many specific concerns about this proposal, in addition to my basic 
disagreement with its goal and premise and my concern about the implementation of 
the exemptions discussed above. These concerns include: 
  

-      The studies cited in the proposal draft to justify a link between work and improved 
health outcomes are significantly outdated and not based on Tennessee’s Medicaid 
population. They range from 2005 to 2008, and one of the studies is from outside the 
U.S.A. (from the UK). 
-      The draft proposal says that Amendment 38 will “provide corresponding supports to 
help enrollees achieve their education or employment-related goals,” but no detail about 
these supports is provided.  
-      While the document states that “individuals subject to and complying with the work 
requirements of another public assistance program (i.e., SNAP or TANF) will be deemed 
to be in compliance,” the exemptions listed in this proposal are much narrower than those 
of the SNAP program. The minimum of 65 years of age is older than the SNAP 
requirement and older than other state minimums.  
-      No detail is provided about how “counties that are determined to be economically 
distressed” will be defined or identified. 
-      No detail is provided about how individuals will be linked to existing community 
resources to achieve education- and employment-related goals, especially in rural areas. 
-      No detail is provided about how individuals will document either their qualifying for 
an exemption or their compliance with the work requirements. This is especially 
concerning given that TennCare still does not have an operational computer system for 
eligibility determination. In addition to being fundamentally misguided, there seems to be 
a rush to implement this proposal when there is not a system in place to handle it.  
-      No consideration is given to the problem of lack of the computer or internet access 
(and ability to use the technology) that will be necessary to document exemptions or 
compliance. This is a problem for those living in rural areas of our state without adequate 
internet service, those who cannot afford a computer, those who do not have ready access 
to public computers, or transportation to places with computers they can use, and those 
who do not have the computer literacy to use the systems, once they are created. 
-      No consideration is given to the obstacle of lack of transportation, both in rural areas 
and among those who lack the financial resources to have a car or to pay for public 
transportation. This is a problem related both to the ability to hold a job, as well as the 
ability to document exemptions or compliance, for those who need to use public 
computers to do so. 
-      Since Tennessee has not expanded Medicaid, this proposal sets up a Catch-22 for 
individuals who obtain employment to meet the work requirements, but then will lose 
their health coverage anyway, because their jobs will not provide private health insurance 
and will only pay enough to put the individual just above the poverty level. 



-      Creating a system to handle this proposal will cost a great deal of money. In my 
opinion, the cost of the bureaucracy and systems to manage this program far outweighs 
any theoretical benefit. 
-      How this proposal will be funded has not been assured. The draft amendment states 
that “Tennessee will seek the necessary approval from the U.S. Department of Health & 
Human Services to utilize funds from the state’s TANF program.” This funding proposal 
is not a “done deal,” and if it were, it is especially egregious that the proposal seeks to 
take funds away from TANF, which focuses on needy families “gaining self-sufficiency 
through employment” (www.tn.gov/humanservices/for-families/families-first-tanf.html) 
to create a system to remove health insurance from those who are unemployed. 
-      Since the proposal states that “it is estimated that a significant number are already 
working, or will be deemed to be in compliance with the requirement by virtue of their 
participation in the SNAP or TANF work program, or will qualify for an exception to the 
requirement,” AND further states that “it is not possible to reliably project the magnitude 
of the decrease of [TennCare] enrollment at this time,” this whole proposal seems to be a 
misguided way of spending a great deal of money, creating a great deal of bureaucracy 
and red tape, and most importantly, putting an undue and unnecessary burden on our 
most vulnerable populations, without even an estimated benefit to our state.  

  
Why go to such lengths when the target population is so small, and the risk to the 
health and wellbeing of those who are unable to comply or to document their 
compliance is so great? In short, this proposal seems to be a misguided solution in 
search of a problem. According to the Kaiser Family Foundation, “Just six percent of 
non-SSI, non-elderly Medicaid adults are not already working, are not potentially 
medically frail, and do not report not working for a reason likely to meet an 
exemption.”   Further, the Kaiser Family Foundation states, “This target population is 
much smaller than the group of enrollees who are already working but would need to 
comply with new reporting requirements and those who could be exempt and would 
have to navigate the exemption process. States will need to set up complex systems to 
handle the reporting and exemption processes which could divert resources away from 
administrative dollars that could assist individuals in finding work in voluntary 
programs.”  
  
Because of all of the reasons stated above, I urge you to reconsider this proposal. 
  
Sincerely, 
  
Lynn Fritz 
Volunteer, NAMI Davidson County 
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*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Please see the attached comments.

Karen L. Franklin, LAPSW
Executive Director
NASW, Tennessee Chapter
50 Vantage Way, Suite 250
Nashville, TN 37228 1554
Phone: (615) 321 5095
Toll free: (877) 810 8103
Kfranklin.naswtn@socialworkers.org

NASW membership dues support the work that we do.  
Join now by going to www.socialworkers.org.

 



 

 

October 26, 2018 
 
Dr. Wendy Long  
Director, Bureau of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Dear Dr. Long, 
 
I am writing on behalf of the Tennessee Chapter of the National Association of Social Workers (NASW-TN) to share 
comments on proposed Waiver Amendment 38.  We understand that the TennCare Bureau was mandated by the 
legislature to submit an amendment to the existing TennCare waiver to create reasonable work and community 
engagement requirements for able-bodied working age adult enrollees without dependent children.   
 
NASW-TN was pleased to support the input provided earlier this week by the Tennessee Coalition for Mental 
Health and Substance Abuse Services on the draft amendment.  We also commend the comments submitted by 
the League of Women Voters.  
 
NASW-TN opposes the implementation of Medicaid work requirements, and believes work requirements do not 
promote the objectives of the Medicaid statute. 1115 waivers must promote the objectives of the Title XIX (the 
Medicaid title) of the Social Security Act. The core objective of Title XIX is assisting low-income people to get 
medical services. The experience of other states illustrate that work requirements lead to low-income people 
losing their health coverage, an outcome totally at odds with the purposes of the Act.   
 
We know other groups have addressed specific concerns related to the waiver, and our brief comments will focus 
on the potential impact on families with children up to age 18.  We initially understood that the legislative intent 
of Public Chapter 869 exempted caregivers with children up to age 18, but the draft waiver does not reflect this. 
We urge you to take into consideration the attached analysis from the Sycamore Institute on Obstacles To Work 
Among TennCare Enrollees Potentially Affected by A Work Requirement.  This analysis specifically looks at non-
disabled parents or caretaker relatives of children age 6 and older.  
  
Professional social workers have also been involved in a variety of ways with the Families First program.  From 
that, and other experiences, we know the challenges caregivers face in moving into permanent employment.  To 
engage in work, caregivers need to have access to child care, dependable transportation and other supports many 
of us often take for granted.  Providing those supports to low income families is expensive, but necessary.  Case 
management is also crucial to developing a plan that helps those on TennCare make a successful transition to long 
term employment. Counseling may also be needed by some families.   
 
If we truly want to help low income families achieve self sufficiency we cannot simply implement TennCare Work 
Requirements, but we must commit to providing comprehensive education, employment and support services 
that help families achieve success.  If we have available TANF funds, we urge those funds be utilized in that 
manner and not simply for a Waiver Amendment for TennCare work requirements.  
 
Best regards, 

Karen L. Franklin, LAPSW 
Executive Director 
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OBSTACLES TO WORK AMONG TENNCARE ENROLLEES 
POTENTIALLY AFFECTED BY A WORK REQUIREMENT  

Challenges Could Include Education, Internet Access, Transportation & Health 

A new Tennessee law directs TennCare, the state’s Medicaid program, to seek federal approval to require certain 
enrollees to work or engage in activities like school, caregiving, or volunteering. Judging by programs approved in 4 
other states, TennCare will have flexibility to negotiate the details within the bounds of state law and federal guidance. 
Those details include: who is affected, what counts as work, what supports affected enrollees receive, and how to 
monitor compliance.  

This brief examines obstacles to employment for the TennCare enrollees most likely to be subject to a work 
requirement. Understanding this population may help TennCare avoid unintended consequences as it considers 
specific exemptions, support services, and compliance and monitoring. Research shows a TennCare work requirement 
may help encourage progress towards self-sufficiency, but potential unintended consequences include the loss of 
health coverage for some low-income Tennesseans. 

TENNCARE WORK REQUIREMENT MOST LIKELY TO AFFECT PARENTS & 
CARETAKERS OF KIDS 6+ 
Based on currently available information, most TennCare enrollees subject to a work requirement would likely 
be non-disabled parents or caretaker relatives of children age 6 and older. We based this conclusion on a 
combination of federal guidance, state law, legislative history, and our understanding of TennCare’s preliminary work 
on drafting a proposal. 

Federal guidance limits Medicaid work requirements to “non-elderly, non-pregnant adult beneficiaries who are 
eligible for Medicaid on a basis other than disability.” (1) Tennessee law further limits the scope to “able-bodied 
working age adult enrollees without dependent children under the age of 6.” (2) Using information provided by 
TennCare, the fiscal note for that law assumed the requirement would only apply to 1 TennCare eligibility category — 
adult parents and caretaker relatives of dependent children. (3) Childless adults without disabilities are largely 
ineligible for TennCare. 

Reminder: The scope of the final work requirement could be broader or narrower than we assume in this brief. 
While evidence from 4 other states suggests the constraints mentioned above will hold true in Tennessee, neither the 
federal guidance nor the fiscal note have the force of law. 

KEY TAKEAWAYS 

Most TennCare enrollees subject to the forthcoming work requirement would likely be among 53,000 parents
and caretakers of children age 6 and older. That figure (probably an overestimate) accounts for less than 4% of
all enrollees.

54% of the TennCare enrollees in this group reported having worked in the past year.

This group has lower-than-average educational attainment, which can be an obstacle to work and self-
sufficiency.

Many in this group are in poor health, lack home internet access, and/or do not have access to a personal
vehicle. These obstacles could also hinder their ability to get a job, keep it, and/or meet reporting requirements.
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Other interpretations of the federal guidance also exist. Some interpret the guidance to say that anyone enrolled in 
and exempt from work requirements for the Supplemental Nutrition Assistance Program (SNAP) must also be exempt 
from a TennCare work requirement. That would include every adult  TennCare  with a 
dependent child in the house, making very few individuals subject to TennCare’s work requirement. 

4 KEY FACTS ABOUT THESE PARENTS & CARETAKERS 
Our analysis of data and research on this subset of enrollees revealed 4 key facts relevant to the discussion about 
TennCare work requirements. To see the details of our analysis, see the Summary of Methods & Limitations below 
and the separate Appendix. 

1. his group 

Non-disabled parents and caretakers of children ages 6 and older accounted for an estimated 53,000 TennCare 
enrollees in 2016. That amounts to 3.7% of all TennCare enrollment that year. (Figure 1) (4) This number likely 
overestimates the total number of people who would be subject to the work requirement. Due to limitations in the 
data, we are unable to exclude some individuals who may already meet work requirements in other programs or who 
are eligible for TennCare through a different category (see Summary of Methods & Limitations for more details). 

FIGURE 1. TENNCARE ENROLLEES POTENTIALLY 
AFFECTED BY A WORK REQUIREMENT (2016) 

*Includes non-SSI, non-dual eligible adults 19-64 with dependent children under 18 whose incomes are under 98% of the federal
poverty level.
Source: The Sycamore Institute’s analysis of 2016 American Community Survey via University of Minnesota IPUMS-USA (4)

2. A little more than half of them reported having worked in the prior year.

About 29,000 of the enrollees in this group (54%) reported that they had worked in the prior year (Figure 1). Of 
those who reported working, about 9,100 (32%) worked 20 hours or more per week. Among those who reported not 
working, about 4,400 (18%) were looking for work. 
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FIGURE 2. HIGHEST LEVEL OF EDUCATION COMPLETED (2016) 

*Includes non-SSI, non-dual eligible adults 19-64 on TennCare with dependent children ages 6+ and whose incomes are under 98%
of the federal poverty level.
Source: The Sycamore Institute’s analysis of 2016 American Community Survey via University of Minnesota IPUMS-USA (4)

3. Lower levels of educational attainment within this group could be an obstacle to work and
self-sufficiency.

About 11,000 of these TennCare enrollees (20%) do not have a high school diploma, while about 7,000 (13%) 
have completed an associate’s degree or more — compared to 7% and 39%, respectively, among all working 
Tennesseans ages 19-64 (Figure 2). (4) Individuals with higher levels of education are more likely to have jobs, earn 
higher wages, and have better health outcomes. (5) In addition, a growing number of jobs require some level of 
postsecondary education. By 2020, an estimated 58% of jobs in Tennessee will require some postsecondary 
education. (6) 

4. Poor health status and lack of internet access or a personal vehicle may hinder the ability
of many to get and keep a job.

Over 6,000 people in this group (12%) report serious physical health limitations, and nearly 5,000 (9%) report 
serious cognitive limitations (Figure 3). (4) Mental and physical health problems can limit a person’s ability to work 
as well as the type of jobs available to them. (7) In many cases, these individuals’ ability to work varies over time. 

Physical limitations are even more common among the nearly 7,000 people in this group (13%) between the 
ages of 50-64 (Figure 3). Among the 4 current states with federal approval for a Medicaid work requirement, Indiana 
and Arkansas plan to exempt individuals over the age of 60 and 50, respectively. (8) (9) 
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FIGURE 3. LIMITATIONS OF TENNCARE ENROLLEES POTENTIALLY 
AFFECTED BY A WORK REQUIREMENT, BY AGE (2016) 

*Includes non-SSI, non-dual eligible adults 19-64 on TennCare with dependent children ages 6+ and whose incomes are under 98%
of the federal poverty level.
Source: The Sycamore Institute’s analysis of 2016 American Community Survey via University of Minnesota IPUMS-USA (4)

Nearly 13,000 enrollees in this group (24%) do not have any internet access at home (Figure 1). (4) Lack of 
internet access could affect enrollees’ ability to find and apply for jobs and send compliance information to TennCare. 
Research shows not having broadband internet access at home is associated with greater difficulty contacting 
potential employers, completing online job applications, and creating a resume. Individuals with broadband internet 
access also have shorter bouts of unemployment and higher overall employment rates. (10) For example, Arkansas’ 
approved work requirement will require enrollees to go online to confirm exemptions and requirements. (11)   

Over 5,000 people in this group (10%) do not have access to a personal vehicle (Figure 1). (4) Lack of 
transportation is a significant obstacle to work. An evaluation of Tennessee’s Families First work requirement found 
that participants with access to a car were more likely to be employed, find higher paying jobs, maintain employment, 
and leave the program. (12) 

PARTING WORDS 
Other states’ Medicaid work requirements vary in significant ways — including who must fulfill them, who is exempt, 
what counts as work, and how enrollees will confirm exemptions and/or compliance. TennCare has the flexibility to 
negotiate these details within the boundaries set by state law and federal guidance. 

Federal guidance also calls on states to outline their strategies for helping enrollees meet a Medicaid work 
requirement (e.g. linking individuals to support services, such as transportation, childcare, and job placement). 
Understanding who would most likely be subject to a TennCare work requirement and what obstacles to employment 
they face may help TennCare weigh the trade-offs of each decision and avoid unintended consequences. 
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SUMMARY OF METHODS & LIMITATIONS 
We analyzed publicly available data from 2016 to better understand the demographics, employment history, health 
limitations, and potential obstacles to employment and compliance for individuals most likely to be subject to a 
TennCare work requirement. We used survey data because TennCare enrollee data are not publicly available.  

Our methods reflect previous studies in this area. (13) (14) Our analysis consisted of the following steps (see Appendix 
Figure 1): 

1. Limited the study population to most closely reflect TennCare’s parent/caretaker relative eligibility category.
Based on information provided by TennCare during the legislative process, a work requirement is likely to be
targeted to this eligibility category. Among Tennesseans who reported receiving TennCare, our analysis:

Includes only adults ages 19-64 who are parents or caretakers of dependent children under the age of
18 and whose incomes are under 98% of poverty, and
Excluded individuals in this group who may qualify for TennCare because they have a disability —
including any individuals who reported receiving Supplemental Security Income (SSI) or who are dually
enrolled in Medicare and TennCare.

2. Divided the study population into 2 groups: potentially exempt parents/caretakers (with dependents under 6)
and potentially non-exempt parents/caretakers (with dependents over the age of 6). Our analysis primarily
focused on the potentially non-exempt parents/caretakers.

3. Examined available demographics, employment history, health limitations, and obstacles to
employment/compliance for each group.

The primary limitation of our approach is that our study population is likely overestimated. Due to limitations in the 
data, we are unable to exclude some individuals who may already be meeting work requirements in other programs 
(e.g. TANF or SNAP). We are also unable to exclude some individuals who are eligible for TennCare through a 
category other than the parent/caretaker relative category. For example, some individuals in the following eligibility 
categories may be included in our study population if they also fit the criteria outlined above: 

Pregnant women
Individuals in need of care traditionally provided in nursing homes
Uninsured women who have had breast or cervical cancer detected by the Tennessee Breast and Cervical
Cancer Screening Program
Individuals up to age 26 who age out of the foster care system

See the Appendix for more information about the data, methods, limitations, and findings of our analysis. 
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RELATED WORK BY THE SYCAMORE INSTITUTE
Medicaid Work Requirements in TN (1 of 3): What, Why, and Who? 
(September 14, 2017) Explains what Medicaid work requirements are, why there is interest, and who in Tennessee they 
could likely affect. 

Medicaid Work Requirements in TN (2 of 3): Lessons from TN’s Welfare-to-Work Experience  
(December 6, 2017) Explores insights in the work requirement for Families First — another state-run, federally-
sanctioned program. 

Medicaid Work Requirements in TN (3 of 3): Key Considerations for Policymakers 
(December 8, 2017) Lays out the key points to consider in the debate over whether to add a work requirement to 
TennCare — from goals and details to support services and potential unintended consequences. 

Digesting the Feds’ New Guidance & 1st Approval of Medicaid Work Requirements  
(January 22, 2018) Provides an overview and analysis of the federal government’s new guidance on Medicaid work 
requirements and the approval of Kentucky’s plan. 

6 Insights for the Debate over TennCare Work Requirements 
(February 19, 2018) Provides key points to Tennessee policymakers to consider as they work on legislation directing 
TennCare to submit a waiver to impose work requirements. 

Who is Exempt from Proposed TennCare Work Requirements? 
(March 28, 2018)  Summarizes exemptions to Medicaid work requirements in Tennessee and other states. 
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Attached please find the National Multiple Sclerosis Society’s Comments on the 1115 Waiver Amendment 38 to the
TennCare II Demonstration.
Thank you in advance for your consideration of our concerns.

Abby

Abby Carter Emanuelson
AVP, Advocacy and Activist Engagement 

National Multiple Sclerosis Society 
Tel  +  800.344.4867, 2, ext. 15975 
Dir  +  303-698-8775 
Cell + 919.389.3553  

JOIN THE MOVEMENT 
www.nationalMSsociety.org



 
 

 
October 24, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
 
Dear Dr. Long:  
 
The National Multiple Sclerosis Society (Society) appreciates the opportunity to submit comments outlining our 
concerns with Tennessee’s 1115 Waiver Amendment, “Amendment 38 to the TennCare II Demonstration.” The 
Society wants Tenncare to provide adequate, affordable and accessible health care coverage. If Amendment 38 
is implemented TennCare enrollees with serious, acute and chronic diseases such as multiple sclerosis (MS) 
could lose vital access to coverage.   
 
MS is an unpredictable disease of the central nervous system, with symptoms ranging from numbness and tingling 
to blindness and paralysis. For people with MS, access to needed health care services and early and consistent 
control of disease activity plays a key role in preventing accumulation of disability and allows people with MS to 
remain active in their communities. The Society believes everyone, including TennCare enrollees, should access 
to quality and affordable health coverage, free of administrative barriers.  
 
Amendment 38 seeks to add a work and community engagement requirement for most TennCare enrollees. This 
would increase the administrative burden on all enrollees. Enrollees will need to either report that they meet 
certain exemptions or the number of hours they have worked. Increasing administrative requirements will likely 
decrease the number of individuals with TennCare coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their hours worked or 
their exemption. As of October 1, four months into implementation, the state has terminated coverage for 8,462 
individuals and locked them out of coverage until January 2019.i An additional 12,589 individuals had one or two 
months of noncompliance and are at risk for losing coverage in the coming months.ii In another case, after 
Washington state changed its renewal process from every twelve months to every six months and instituted 
new documentation requirements in 2003, approximately 35,000 fewer children were enrolled in the program 
by the end of 2004.iii Battling administrative red tape in order to keep coverage should not take away from 
patients’ or caregivers’ focus on maintaining their or their family’s health. 
 
Failing to navigate these burdensome administrative requirements could have serious consequences for people 
with serious, acute and chronic diseases. If the state finds that individuals have failed to comply with the new 
requirements for two months out of a six-month period, they will be locked out of coverage until they 



 
demonstrate their compliance. People who are in the middle of treatment for a life-threatening disease, rely on 
regular visits with healthcare providers, or must take daily medications to manage their chronic conditions 
cannot afford a sudden gap in their care. 
 
The Society is also concerned that the current exemption criteria may not capture all individuals with, or at risk 
of, serious and chronic health conditions that prevent them from working. Tennessee’s “good cause” exemption 
is still not sufficient to protect patients. The Society has learned from Arkansas that many individuals were 
unaware of the new requirements and therefore unaware that they needed to apply for such an exemption.iv No 
exemption criteria can circumvent this problem and the serious risk to the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, Pennsylvania, 
Kentucky and Virginia have estimated that setting up the administrative systems to track and verify exemptions 
and work activities will cost tens of millions of dollars.v Tennessee’s fiscal impact statement estimated the 
program would cost approximately $39.8 million over the course of the waiver.vi These costs would divert 
resources from Tenncare’s core goal: providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in Amendment 38 do not further the goals of the Tenncare or help low-
income individuals improve their circumstances without needlessly compromising their access to care. Most 
people on Medicaid who can work already do so.vii A study published in JAMA Internal Medicine, looked at the 
employment status and characteristics of Michigan’s Medicaid enrollees.viii The study found only about a quarter 
were unemployed (27.6 percent). Of this 27.6 percent of enrollees, two thirds reported having a chronic physical 
condition and a quarter reported having a mental or physical condition that interfered with their ability to work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees reported that that 
being enrolled in Medicaid made it easier to work or look for work (83.5 percent and 60 percent, respectively).ix 
Terminating individuals’ TennCare coverage for non-compliance with these requirements will therefore hurt 
rather than help people as they search for and obtain employment. Tennessee has experience with this. In 2005, 
when the state changed the TennCare program’s eligibility and 170,000 people lost Medicaid coverage, there 
was no increase in employment and self-reported health and access to medical care declined.x  
 
The Society also wishes to highlight that the federal rules at 431.408 pertaining to state public comment process 
require at (a)(1)(i)(C) that a state include an estimate of the expected increase or decrease in annual enrollment 
and expenditures if applicable. The intent of this section of the regulations is to allow the public to comment on 
a Section 1115 proposal with adequate information to assess its impact. However, on page 5 of this proposal, 
the Department states that “Some number of individuals may transition off of TennCare and into other coverage 
options as their earnings increase; however, it is not possible to reliably project the magnitude of this decrease in 
enrollment at this time.” We urge the state to update the waiver amendment with the estimated expenditure 
and estimate enrollment change and reopen the state comment period for an additional 30 days.  
 
The National Multiple Sclerosis Society believes healthcare should affordable, accessible, and adequate. 
Tennessee’s Amendment 38 does not meet that standard. Thank you for the opportunity to provide comments.  
 
 
 



 
Sincerely,  

 
Abby Carter Emanuelson 
Associate Vice President, Advocacy and Activist Engagement 
National MS Society
 

i Arkansas Department of Health and Human Services, 
Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-
content/uploads/2018/09/091218_AWReport_Final.pdf.; 
Arkansas Department of Health and Human Services, 
Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-
_aw_work_requirements_report.pdf. 
ii Arkansas Department of Health and Human Services, 
Arkansas Works Program, August 2018. Accessed at: 
https://ccf.georgetown.edu/wp-
content/uploads/2018/09/091218_AWReport_Final.pdf.; 
Arkansas Department of Health and Human Services, 
Arkansas Works Program, September 2018.  Accessed at: 
https://m.arktimes.com/media/pdf/9.18_-
_aw_work_requirements_report.pdf.  
iii Tricia Brooks, “Data Reporting to Assess Enrollment and 
Retention in Medicaid and SCHIP,” Georgetown 
University Health Policy Institute Center for Children and 
Families, January 2009. 
iv Jessica Greene, “Medicaid Recipients’ Early Experience 
With the Arkansas Medicaid Work Requirement,” Health 
Affairs, Sept. 5, 2018. Accessed at: 
https://www.healthaffairs.org/do/10.1377/hblog201809
04.979085/full/.  
v Michigan House Fiscal Agency, Legislative Analysis of 
Healthy Michigan Plan Work Requirements and Premium 
Payment Requirements, June 6, 2018, 
http://www.legislature.mi.gov/documents/2017-
2018/billanalysis/House/pdf/2017-HLA-0897-
5CEEF80A.pdf; House Committee on Appropriations, 

Fiscal Note for HB 2138, April 16, 2018, 
http://www.legis.state.pa.us/WU01/LI/BI/FN/2017/0/HB
2138P3328.pdf; Misty Williams, “Medicaid Changes 
Require Tens of Millions in Upfront Costs,” Roll Call, 
February 26, 2018, 
https://www.rollcall.com/news/politics/medicaid-
kentucky.  
vi Tennessee General Assembly Fiscal Review Committee. 
Fiscal Note HB 1551- SB 1728. February 12, 2018. 
Accessed at:  
http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
vii Rachel Garfield, Robin Rudowitz, and Anthony Damico, 
“Understanding the Intersection of Medicaid and Work,” 
Kaiser Family Foundation, February 2017, 
http://kff.org/medicaid/issue-brief/understanding-the-
intersection-of-medicaid-and-work/  
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From: Melanie Buzzelli <mbuzzelli@rarediseases.org>
Sent: Friday, October 26, 2018 8:59 AM
To: Public Notice. Tenncare
Cc: Tim Boyd; terryjo.bichell@rareaction.org
Subject: Comments on Amendment 38 to the TennCare II Demonstration
Attachments: NORD Comments on TN 1115 Demonstration.docx.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good Morning, 

Please see the attached comments for submission. 

Thank you. 

Best,
Melanie

Melanie Buzzelli (Swick) 
Policy Associate   
National Organization for Rare Disorders 
p: (202) 545-3826  f: (202) 588-5701 
a: 1779 Massachusetts Ave., NW, Suite 500, Washington, D.C. 20036
w: rarediseases.org e: orphan@rarediseases.org

Confidentiality Note: This e mail and any attachments may contain confidential and privileged material for the sole use of the intended recipient. Any review, use,
distribution or disclosure by others is strictly prohibited. If you are not the intended recipient (or authorized to receive for the recipient), please delete the e mail,
along with any attachments, without copying or disclosing it and notify the sender by reply e mail immediately.



 
 
 

  
1779 Massachusetts Ave.  NW, Suite 500 • Washington, DC 20036 

T 202.588.5700 • F 202.588.5701 
   rarediseases.org  •  orphan@rarediseases.org 

October 26, 2018 

Wendy Long, M.D. 
Director 
Division of TennCare 
310 Great Circle Road   
Nashville, TN 37243 
 
Transmitted via email to public.notice.tenncare@tn.gov 
 
Re: Amendment 38 to the TennCare II Demonstration  

Dear Director Long: 

On behalf of the 30 million Americans with one of the approximately 7,000 known rare diseases, 
the National Organization for Rare Disorders (NORD) thanks TennCare for the opportunity to 
submit comments on Amendment 38 to the TennCare II Demonstration.  

NORD is a unique federation of voluntary health organizations dedicated to helping people with 
rare "orphan" diseases and assisting the organizations that serve them. Since 1983, we have been 
committed to the identification, treatment, and cure of rare disorders through programs of 
education, advocacy, research, and patient services.  

NORD appreciates Tennessee’s stated goal of “improv[ing] health outcomes for individuals 
enrolled in TennCare.”1 However, after reviewing the proposal, we are concerned that 
Amendment 38 will threaten access to care for many within Tennessee’s rare disease 
community.  

Tennessee’s Proposal to Implement Work Requirements: 

We oppose the implementation of work requirements within TennCare for several reasons, the 
most basic of which being that work requirements do not further the goals of the Medicaid 
program or help low-income individuals improve their circumstances without needlessly 
compromising their access to care.  

Further, this would increase the administrative burden on all Medicaid patients. Individuals will 
need to either attest to the number of hours they have worked or that they meet certain 
exemptions. Increasing administrative requirements will likely decrease the number of 
individuals with Medicaid coverage, regardless of whether they are exempt. Arkansas is 

                                                           
1 Amendment 38 to the TennCare II Demonstration Pg. 1 



currently implementing a similar policy requiring Medicaid enrollees to report their hours 
worked or their exemption. As of October 1, four months into implementation, the state has 
terminated coverage for 8,462 individuals and locked them out of coverage until January 2019.2 
An additional 12,589 individuals had one or two months of noncompliance and are at risk for 
losing coverage in the coming months.3 Battling administrative red tape in order to keep 
coverage should not take away from patients’ or caregivers’ focus on maintaining their or their 
family’s health. 

Failing to navigate these burdensome administrative requirements could have serious – even life 
or death – consequences for people with rare diseases. If the state finds that individuals have 
failed to comply with the new requirements for more than two months out of a six-month period, 
they will be locked out of coverage until they demonstrate their compliance.4 People who are in 
the middle of treatment for a life-threatening disease, rely on regular visits with healthcare 
providers, or must take daily medications to manage their chronic conditions cannot afford a 
sudden gap in their care. 

We are also concerned that the exemptions to these requirements will not be nuanced or precise 
enough to avoid harming the health and wellbeing of Tennessee rare disease patients and their 
families. While the list of exemptions appears comprehensive, we can still easily envision many 
scenarios in which individuals with rare diseases or their caregivers will be unduly subjected to 
onerous and inappropriate work requirements. With a scarcity of physicians familiar with rare 
diseases and the prevalence of undiagnosed conditions, it is often difficult, even impossible, for 
rare disease patients to convey the extent of their symptoms on a standard form.   

For example, it remains unclear from the given information within the proposal what would 
happen to caregivers of those with a rare disease. The Amendment notes that a beneficiary who 
is “providing caregiver services for a household member (child or adult) with a disability or 
incapacitation” would be exempt.5 The Amendment does not say, however, how that would be 
adjudicated. It is not clear in this context what it means to be disabled. Consequently, it is not 
difficult to imagine a scenario in which this exemptions process would leave out a deserving 
caregiver. 

Similarly, the Amendment proposes to exempt beneficiaries who, “are physically or mentally 
incapable of work, as certified by an appropriate medical professional…[or have] a short-term or 
long-term disability or an acute medical condition validated by a medical professional that would 
prevent them from complying.”6 Yet, once again, the Amendment does not articulate how such a 

                                                           
2 Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018 and September 2018. Accessed 
at: https://humanservices.arkansas.gov/newsroom/toolkits. 
3 Ibid.  
4 Amendment 38 to the TennCare II Demonstration Pg. 4 
5 Amendment 38 to the TennCare II Demonstration Pg. 3 
6 Ibid. 



determination would be made. It is not obvious from the Amendment what it will involve to have 
something “certified” or “validated” by an “appropriate medical professional.”7 

Finally, TennCare’s “good cause” exemption is not sufficient to protect rare disease patients. In 
Arkansas, many individuals were unaware of the new requirements and, therefore, unaware that 
they needed to apply for such an exemption.8 In August, the state granted just 45 good cause 
exemptions while terminating coverage for 4,353 individuals at the end of the month.9 No 
exemption criteria can circumvent this problem and the serious risk posed to the health of the 
rare disease community.   

These are just a handful of ways in which rare disease patients and their loved ones could slip 
through the cracks and lose access to their healthcare. In order to avoid the kind of delay or 
termination of care that could gravely impact the lives of Tennessee’s rare disease patients and 
their families, we urge TennCare to reconsider this provision. 

NORD strongly believes healthcare should affordable, accessible, and adequate. Amendment 38 
does not meet that standard, and we urge TennCare to withdraw this proposal. Thank you again 
for the opportunity to provide comments.  

 
Sincerely,  

 
Tim Boyd 
Director of State Policy  
tboyd@rarediseases.org  
 

 
 
Terry Jo Bichell  
NORD Volunteer State Ambassador for Tennessee  
terryjo.bichell@rareaction.org 
www.RareTN.org 
 
 

                                                           
7 Ibid. 
8 Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” Health Affairs, 
Sept. 5, 2018. Accessed at: https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/. 
9 Arkansas Department of Health and Human Services, Arkansas Works Program, August 2018. Accessed at: 
https://humanservices.arkansas.gov/images/uploads/newsroom/091218_AWReport_Final.pdf. 
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From: Angie Thies <athies@psoriasis.org>
Sent: Friday, October 26, 2018 3:21 PM
To: Public Notice. Tenncare
Cc: Amy Prentice
Subject: TennCare II Demonstration, Amendment 38 Comments - National Psoriasis Foundation
Attachments: TNAmendment38_NPFcomments_2018.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good afternoon –

Thank you for the opportunity to provide comment on the proposed amendment to TennCare II Demonstration –
amendment 38. Please find attached comments from the National Psoriasis Foundation. If we may be of assistance
with further information, don’t hesitate to email or call.

Thank you!

Angie Thies
State Government Relations Manager Central Region
National Psoriasis Foundation
6600 SW 92nd Ave., Suite 300
Portland, OR 97223
O: (503) 546 5560
C: (614) 208 3794
athies@psoriasis.org | www.psoriasis.org



 
 

 
 
October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment to the TennCare II Demonstration, Amendment 38  
 

 

Dear Dr. Long: 
 
On behalf of the more than 8 million Americans living with psoriasis and psoriatic arthritis, the National 
Psoriasis Foundation (NPF) appreciates the opportunity to comment on the proposed amendment to the 
TENNCare II Demonstration, Amendment 38.  
 
We applaud the state’s efforts to innovate and improve the TennCare program with the intention being 
to promote improved health outcomes. However, the NPF has concerns that some of the proposed 
changes could lead to reduced access and diminished quality of care for the more than 235,000 
individuals experiencing psoriatic disease in the state. We offer the following comments on the 
amendment request.   
 
Background on Psoriasis  
The National Psoriasis Foundation exists to find a cure for psoriasis and psoriatic arthritis and to 
eliminate the devastating effects of psoriatic disease by supporting research, advocacy and education. 
Psoriasis is the most prevalent autoimmune disease in the United States, affecting approximately 3 
percent of the adult U.S. population.i Up to 30 percent of individuals with psoriasis may also develop 
psoriatic arthritis, an inflammatory form of arthritis that can lead to irreversible joint damage if left 
untreated.ii Beyond the physical pain and discomfort of these diseases, individuals living with psoriatic 
disease also face higher incidence of comorbid health conditions including cardiovascular disease,iii 
diabetesiv, hypertensionv, and strokevi. A higher prevalence of atherosclerosisvii, Crohn’s diseaseviii, 



cancerix, metabolic syndromex, obesityxi and liver diseasexii are also found in people with psoriasis, as 
compared to the general population. 
 
Due to the heterogeneous characteristics of this chronic autoimmune disease, psoriatic disease requires 
sophisticated medical care. Treatments that work for one person may not work for others, and many 
patients cycle through numerous accepted treatment options.xiii Without the tools to control their 
symptoms, people with psoriatic disease cycle through periods of intense pain; fatigue; unbearable itch; 
whole-body inflammation; flaking and bleeding of large swaths of the skin; and joint degradation. 
Recent research also suggests that the risk for comorbidities such as cardiovascular disease may 
increase with the severity of psoriatic disease, thereby magnifying the critical need for patient access to 
effective treatment options.xiv   
 
 
TennCare II Demonstration, Amendment 38 Comments: 
 
While the NPF is supportive of programs that aim to promote health, wellness, and greater financial 
stability and self-sufficiency, we are concerned that placing conditions of work and community 
engagement in order to receive access to medical coverage and care through Medicaid or other 
programs, could significantly hinder the ability of patients with psoriatic disease to appropriately access 
and maintain critical health services needed to properly manage their conditions.  Studies of Medicaid 
work requirements identify why these standards are burdensome to the patient population and can lead 
to negative health outcomes.xv 
 
Patients living with psoriasis or psoriatic arthritis dedicate a significant amount of time and effort to 
maintaining their disease, and comorbid conditions, while managing work and family life.  Similarly, 
most Medicaid enrollees facing work requirements are employed but have trouble with reporting 
requirements. While exceptions to work requirements may apply, as many psoriatic disease patients 
know, exceptions processes can also be overly burdensome. Data shows one in three Medicaid adults 
never use a computer or the internet and four in ten do not use email.xvi  Therefore, we would 
appreciate more details on how this exception process would work and the turnaround time for 
approval.  
 
In addition, compelled employment and community engagement may not be enough to overcome 
poverty while worsening a patients condition.xvii  Most employed Medicaid enrollees are working full-
time for the full year, but their annual incomes are still low enough to qualify for Medicaid. In addition, 
studies have shown there is a strong correlation between jobs with high level stressors, likely 
encountered in compelled employment or community engagement, that can lead to worsened health.xviii 
When significant effort does not achieve commensurate rewards, emotional stress rises and illness 
increases. Such workplace imbalances are associated with increased rates of cardiovascular disease and 
smoking, which already pose a significant risk to psoriatic disease patients.  
 
These challenges, among others, are likely to contribute to a significant loss of Medicaid coverage and 
negative health impacts for the Medicaid patient population. Arkansas is seeing similar results, where 
implementation of work requirements have currently led to over 8,000 individuals losing Medicaid 
benefits due to noncompliance. 
  



Again, we appreciate the opportunity to comment on the proposed amendment to the TennCare II 
Demonstration, amendment 38.  We thank you for your attention to this important matter and hope 
that our feedback will help inform your final consideration of amendment language and ensure changes 
to the TennCare program maintain critical accessibility and affordability for those living with psoriatic 
disease. If you have any questions about these comments, please contact Angie Thies, State 
Government Relations Manager, (athies@psoriasis.org, 503-546-5560).   
   
Thank you in advance for your consideration.  
  
  
Sincerely,   
  
  
Patrick Stone   
Vice President, Government Relations and Advocacy 
 

i Helmick CG, Lee-Han H, Hirsch SC, Baird TL, Bartlett CL. Prevalence of Psoriasis Among Adults in the U.S: 2003–2006 and 
2009–2010 National Health and Nutrition Examination Surveys. American journal of preventive medicine. 2014;47(1):37-
45. doi:10.1016/j.amepre.2014.02.012. 
ii Gladman DD, Antoni C, Mease P, et al. Psoriatic arthritis: epidemiology, clinical features, course, and outcome. Ann 
Rheum Dis. 2005;64(suppl 2):ii14–ii17. - See more at: http://www.rheumatologynetwork.com/psoriatic-
arthritis/classification-criteria-psoriatic-arthritis-caspar#sthash.Or6zBLgM.dpuf 
iii Neimann AL, Shin DB, Wang X, Margolis DJ, Troxel AB, Gelfand JM. Prevalence of cardiovascular risk factors in patients 
with psoriasis. Journal of the American Academy of Dermatology. 2006; 55(5):829-35. And: Prodanovich S, Kirsner RS, 
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Jonathan Reeve

From: Brian Haile <bhaile@neighborhoodhealthtn.org>
Sent: Friday, October 26, 2018 3:12 PM
Cc: pfoster@tcsw.org; Barbara.Quinn@parkcenternashville.org; Renata Soto; Jacy Warrell; 

Sharon Hurt (shurt@street-works.org); Joe Interrante; McGinley, Janie; Jenny Dittes; 
Marsha Edwards; Ingrid McIntyre; Michael.McSurdy@fcsnashville.org; Terri Sabella; 
libby.thurman@tnpca.org; Mary Bufwack; Mary  Linden; Wendy Long; Public Notice. 
Tenncare; aaron.butler@tn.gov

Subject: Comments re: Amendment 38
Attachments: Cmts on TC Amend 38 Work Req (final).pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long,

I am pleased to submit the attached comments in response to TennCare’s draft proposal for new work and community
engagement requirements in the draft Amendment 38 of the TennCare II Demonstration. I submit these comments on
behalf of my organization and:

Paula Foster
Executive Director, Tennessee Conference on Social Welfare (TCSW)

Barbara Quinn
Chief Executive Officer, Park Center

Renata Soto
Co Founder & Executive Director, Conexión Américas

Jacy Warrell
Executive Director, Tennessee Health Care Campaign (THCC)

Sharon Hurt
Executive Director, Street Works

Joe Interrante
Chief Executive Officer, Nashville CARES

Janie McGinley
Chief Executive Officer, Lifespan Health

Jenny Dittes
Chief Executive Officer, HOPE Family Health

Marsha Edwards
President & Chief Executive Officer, Martha O’Bryan Center

Ingrid McIntyre
Executive Director & Co Founder, Open Table Nashville
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Michael McSurdy
President & Chief Executive Officer, Family and Children’s Service

We thank you for the opportunity to comment and for your consideration of our input. Please let us know how we can
remain actively engaged in this process.

Sincerely,
Brian

bhaile@neighborhoodhealthtn.org
(615) 944 4404 (cell)
(615) 227 3000 (to schedule clinic appointments)
Neighborhood Health Business Office
2711 Foster Ave. Nashville, TN 37210
www.neighborhoodhealthtn.org

Celebrating Over 40 years of Success
Expanding Access to Quality Healthcare for All

This e-mail, including attachments, may include confidential and/or proprietary information, and may be used only by the person or 
entity to which it is addressed. If the reader of this e-mail is not the intended recipient or his or her authorized agent, the reader is 
hereby notified that any dissemination, distribution or copying of this e-mail is prohibited. If you have received this e-mail in error, 
please notify the sender by replying to this message and delete this e-mail immediately.



2711 Foster Avenue
Nashville, TN 37210
October 26, 2018

Wendy Long, M.D., M.P.H.
Director, Division of TennCare
310 Great Circle Road
Nashville, TN 37243.

Transmitted by email to public.notice.tenncare@tn.gov

Dear Dr. Long:

We write in response to TennCare’s draft proposal for new work and community engagement 
requirements in the draft Amendment 38 of the TennCare II Demonstration.  If implemented,
Amendment 38 would apply new work requirements to certain individuals enrolled in 
TennCare’s parent/caretaker relative eligibility group.

We appreciate the chance to offer comment on the draft Amendment 38.  The text of the 
Amendment is quite vague, which makes it difficult to offer substantive feedback.  Nonetheless, 
we worked to draft a detailed response that may help inform the policy-making process.  Again, 
we are grateful for the opportunity to offer this input.1

Value of Work and Community Engagement

We believe two key things, which inform our comments below. First, evidence suggests work 
(either in employment or through volunteer service) can be beneficial for both physical and 
mental health.2 As we would expect, survey data reveals the majority of such parent/caretaker 
relatives already work. Based on our direct experience and statewide data, most of those who 
do not currently have a job very much want to be employed.3 If we can work together to 
address their remaining barriers to employment, we can help the few remaining out-of-work 
individuals to find and keep a job – and help them improve both their health outcomes and 
quality of life. This is central to our work and our missions.

Second, an incorrectly-designed policy or poorly-implemented program can do much 
harm. Such policies or programs can remove the source of care on which many of the most 
vulnerable rely in order to have any hope of future employment.4 In addition, any reduction in 
enrollment in TennCare would further erode the stability of the safety net,5 which provides other 
critical services not funded by TennCare but which are essential for the successful integration of 
these individuals into the workforce. For these reasons, we have taken the time to provide 
detailed comments below. Our hope is to enhance state policy makers’ “line of sight” into the 
challenges that lower-income parents and caretakers relatives face – and illustrate some of the 
supports individuals may need to surmount these issues and truly succeed.

Conceptual Concerns

We note several conceptual issues from the outset:
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1. Qualitative Differences: TennCare rightfully chose to exempt TANF and SNAP 
enrollees from duplicative work and community engagement requirements, but it may 
also need to acknowledge that the parents and caretakers who do not receive these 
benefits are qualitatively different from the parents and caretaker who do. All individuals 
in the parent/caretaker relative eligibility almost certainly meet the income requirements 
for SNAP, but those who are not currently enrolled in SNAP may have already “failed 
out” because they could not adhere to the work requirements in those programs – or 
they could not comply with the reporting or other administrative requirements. Thus, the 
population not in receipt of TANF or SNAP may be much more challenging (and 
expansive) on average to serve than those in receipt of material benefits.

2. Alternative to Benefits Suspension: There is a middle ground between all-or-nothing 
if TennCare believes that an enrollee is both subject to work requirements and does not 
comply.  Instead of suspending benefits, TennCare could move the individual to a less 
generous benefit plan (either one with fewer covered benefits and/or high cost-sharing).  
We strongly recommend this course – and reserving suspension or disenrollment for 
cases of more chronic or consistent noncompliance. (See Recommendation #1 on p. 4 
below.)

3. Informal Employment: Many lower-income individual are engaged in employment-
related activities that may be “off the books” both with respect to taxation and regulatory 
compliance. For example, many may play as “gig” musicians or be engaged in sales 
activities (e.g., at flea markets or Amway).  Others may perform activities that under 
some instances may require licensure these individuals may not possess (e.g., to do 
nails, hair, babysitting/childcare, etc.).6 In order for individuals to feel as if they can 
avoid self-incrimination, TennCare may need to rely on a simple “yes/no” self-attestation 
as to whether the individual complied with a work activity requirement. (See 
Recommendations #3-4 on p. 4 below.)

4. Eligibility Cliff: The SNAP and TANF programs generally have generous disregards for 
earned income so as to promote employment. However, TennCare uses a gross
income test – meaning that all earned income counts in the eligibility determination.
Thus, parents and caretaker relatives may face the reality that working results in the loss 
of TennCare – as will remaining unemployed. To address this and prevent such 
disincentives, TennCare may need to seek federal approval to disregard at least some 
earned income when re-determining eligibility. (See Recommendation #5 on pp. 4-5
below.) 

5. Cart Before the Horse: We strongly urge TennCare not to implement any such work 
requirements until its Tennessee Eligibility Determination System (TEDS) is fully 
operational and all individuals can apply or recertify by all of the methods required by 42 
CFR § 435.907.

The design of the work and community engagement requirements must address each of these 
issues if TennCare is to successfully implement such a program. We stand ready to help 
TennCare formulate a policy response, but we do not believe Amendment 38 should proceed 
until all these issues are addressed and the policy details are codified.
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Barriers to Employment/Community Engagement

During the stakeholder meeting on August 20, 2018, representatives of organizations who serve 
lower-income Tennessee repeatedly raised concerns about the lack of reliable public 
transportation (even in urban areas) and affordable child care. We strongly agree with these 
clearly valid concerns. We also note several related barriers to employment and community 
engagement:

1. Lack of Drivers Licenses: Many individuals do not have drivers licenses because the 
State had revoked licenses due to outstanding court costs, etc. While a federal judge 
has blocked such revocations, many individuals may not have had their licenses 
reinstated – and may need considerable assistance in doing so. Also, getting a new 
license may require the individual to provide a birth certificate or passport (or other proof 
of citizenship or legal alienage), proof of identification, and two forms of Tennessee 
residency. Many lower-income individuals may not have ready access to this 
documentation.

2. Arrests: Some individuals will have arrest records (with or without disposition of 
charges), and employers and even volunteer service agencies have noted their internal 
policies may exclude many of these individuals from employment or volunteer 
work. While some individuals may be eligible for expungement of their records, the 
process is time-intensive and varies substantially by county – and the fees may be up to 
$450. If the individual is not eligible for expungement, then he or she may experience
substantial limitations as to the ability to comply with work or community engagement 
requirements. Note, too, that multiple arrests for certain charges may be indicative of 
undiagnosed and/or untreated substance use or mental health concerns – and
TennCare may need to scrutinize individuals with such histories with law enforcement to 
determine whether they may meet exemption criteria from any new work or community 
engagement requirements.

3. Lack of Access to Vision and Eyeglasses: Our direct experience is that vision 
limitations and lack of corrective lenses substantially hampers the ability of many lower-
income individuals to secure employment. Since TennCare does not cover vison 
services and eyeglasses for this population, it is unclear how such individuals would 
overcome these barriers. We are exploring potential partnerships with the Lion’s Clubs 
and other entities that promote access to vision services, but the resources here appear 
to be insufficient to meet even the current demand.

4. Lack of Access to Dental Services: Several recent summaries of the evidence 
suggest that appearance and oral health are critical for employment success.7 This 
concern is particularly pronounced in the service sector, which is the likely source of 
employment for many individuals. Since TennCare does not cover adult dental or 
dentures for this population, it is unclear how individuals with oral health concerns may 
surmount these barriers. This is particularly concerning given that the State’s funding for 
the “Smile 180” dental program for adults may not even meet the current demand.

5. Outstanding Judgements: Many lower-income individuals may have outstanding 
judgments and wage garnishments from creditors that may decrease their take-home 
income. Many of these may be default judgments for failing to appear, which may relate 
to a failure to receive service of process. These individuals may need substantial 
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assistance (and potentially bankruptcy counsel) to remove these judgments – and 
ensure they have a material incentive to work.

Again, we stand ready to help TennCare formulate a policy response, but we do not believe 
Amendment 38 should proceed until these issues are addressed and the policy details are fully 
fleshed out.

Recommended Approach

We request TennCare:

1. Establish Payment Exception for FQHCs: Under federal law, federally-qualified 
health centers (FQHCs) are legally required to provide comprehensive primary care 
services to individuals, even if their TennCare coverage has been suspended.  Unlike 
other providers, we cannot and would not turn a patient away for lack of coverage or 
ability to pay.  Further, we cannot limit the services we provide as hospitals can and do 
under EMTALA.  Given this unique set of circumstances particular to FQHCs, TennCare 
should continue to reimburse FQHCs for encounters of individuals whose coverage is in 
suspended status (for noncompliance with the work requirements).8

2. Establish Reciprocity: We appreciate TennCare’s pledge to exempt current enrollees 
in the TANF and SNAP programs who are complying with the work requirements in 
those programs.  We also ask that TennCare establish reciprocal relationships with 
those programs such that TennCare enrollees who comply with its program 
requirements are likewise exempt from the work requirements in TANF and SNAP if they 
enroll in those programs.

3. Rely on Data: TennCare should rely on data from interfaces with the Social Security 
Administration, the Internal Revenue Service (via the federal datahub), Tennessee 
Department of Labor and Workforce Development (for unemployment benefits), etc. 
wherever possible to validate an individual’s self-attestation (of compliance or 
exemption) if the individual is part of a sample subject to verification. In this fashion, 
TennCare should approach compliance monitoring activities in the same was it does the 
ex parte process for eligibility redeterminations.

4. Accept Self-Attestation: TennCare should allow parent/caretaker relatives to self-
attest to compliance with or exemption from the work and community engagement 
requirements at the time these individuals complete their annual 
redeterminations. TennCare should accept said self-attestation for a period not less 
than 12 months.  TennCare could validate compliance or exemption using a variety of 
data sources (e.g., recently-reported wages on the New Hire database, etc.), and then 
select a sample for audit and verification of compliance. This would be consistent with 
the manner in which the IRS implemented several components of the Affordable Care 
Act related to both individual tax payers and employers – and it would involve the least 
amount of bureaucracy and administrative costs. Also, we strongly believe TennCare 
should require such attestations only when TennCare has exhausted the use of all data 
sources referenced above.

5. Adopt Earned Income Disregards: To avoid the eligibility cliff described above, 
TennCare should secure federal authority to disregard 50-100% of earned income 
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reported by enrollees for at least their first redetermination event.  This is consistent with 
the approach in many state TANF programs and was the standard for Medicaid prior to 
the implementation of the Affordable Care Act. Adopting such earned income disregards
would allow individuals who secure employment to continue their TennCare coverage for 
a transitional period (as existed prior the enactment of the Affordable Care Act).  After 
this 12-month “grace” period, such individuals could transition to employer-based 
insurance or marketplace coverage if their earnings remained unchanged.

6. Start with a Pilot Program: TennCare focus on a rollout of the requirements in a pilot 
with individuals who are perhaps best able to comply and least likely to claim 
exemptions – and then refine/improve the program and upgrade infrastructure before 
extending the requirements to the harder-to-serve populations. For example, TennCare 
may wish to focus on individuals who inter alia (i) have high school diploma or GED, (ii) 
have no arrest record or criminal history, (iii) have no claims themselves for serious 
medical or behavioral health conditions or other evidence indicative of an exemption, (iv) 
have children age 12+ who have no claims for serious medical or behavioral health 
conditions or have other evidence indicative of an exemption, and (v) live in a particular 
geographic area with more reliable, accessible public transit – and who face no or very 
short waiting lists for subsidized child care.

7. Provide Advance Notice to Enrollees: We recommend that TennCare not apply work 
requirements in first 90 days from the date of a new enrollee’s eligibility determination –
or from the date on which the work requirements may arguably begin to apply.  Rather, 
TennCare should provide each existing and new enrollee at least 90-day advance 
written notice that (a) the enrollee would be subject to the work requirements; and (b) the 
enrollee may request an exemption or file an appeal.  For example, a SNAP or TANF 
enrollee should be afforded 90-day advance written notice that they are now subject to 
TennCare’s work requirements if the individuals are no longer compliant with or exempt 
from the standards in those programs.  Likewise, new enrollees in TennCare should be 
allowed the opportunity to understand the new program requirements – and figure out 
whether their current or future participation in the SNAP or TANF programs may affect 
their status.  This would also allow for the inevitable lag in data reporting between TANF,
SNAP, and TennCare.

8. Formalize Obvious Exceptions: TennCare should not apply work requirements during 
any period of retroactive eligibility (i.e., between the individual’s date of application and 
date of determination).  While this latter point should be self-evident, it still merits formal 
clarification. 

Recommended Operational Details

We also recommend TennCare expressly:

1. Reduce the bureaucratic monthly reporting component and rely instead on quarterly 
reporting periods collected on a six- or 12-month basis.

2. Allow for reporting lag with SNAP or TANF noncompliance – and provide 90-day 
advance written notice that the enrollee will be subject to the work requirements and 
allow an appeal for that determination
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3. Allow individuals who have suspended benefits to change their managed care 
organization (MCO) if the individual was in a suspension status during the Annual 
Change Period.

4. Allow enrollee to claim an exemption at any time and enable them to do so on any 
application, recertification, or work requirement reporting mechanism.

Recommended Exemptions  

In addition to the draft exemptions TennCare shared, we urge TennCare to exempt the following 
individuals from any new requirements:

1. Recent Evidence of Homelessness: Parents and caretaker relatives should be 
exempt from the new requirements if they have any recent indications of homelessness.  
While TennCare states it may grant a “good case” exemption to such individuals, it 
should formally and categorically exempt them from the work requirements.

Past Diagnosis of Opioid Use Disorder: Parents and caretaker relatives who have a 
diagnosis of opioid use disorder and/or documented overdose on or before September 
30, 2018 should be and remain exempt from the requirements.  This exemption should 
remain in effect at least 12 months after TennCare’s opioid use disorder treatment 
network is fully established and these individuals have the opportunity to get care and 
treatment.  Otherwise, TennCare would create a Catch-22 by penalizing individuals with 
opioid use disorder for not having received the drug treatment they could not access. 9

2. Parents and Caretaker Relatives Age 50+: While TennCare proposes to exempt 
individuals age 65+, we strongly recommend TennCare lower the age threshold to 50.  
This would be more consistent with the manner in which the SNAP program is 
administered.  

3. Parents and Caretaker Relatives of Children age 7+ with IEP: Parents and caretaker 
relatives with children age 7+ should be exempt from the requirements if they self-report 
having children with serious emotional disturbances or classroom behavioral concerns 
that require frequent school visits or more intensive school engagement by the parents
and caretaker relatives. Otherwise, parents and caretaker relatives will inevitably have 
repeated disruptions to their work or volunteer schedule – limiting their ability to maintain 
employment, etc. We therefore recommend any parent and caretaker relative whose 
child has an individualized education plan (IEP) be exempt from the new requirements.

4. Overlapping Eligibility Groups: We seek formal clarification that former foster youth, 
victims of human trafficking, and refugees/asylees will not be subject to these 
requirements, even if these individuals are currently included in the parent/caretaker 
relative eligibility group. We strongly recommend they be exempt.

5. Recent Family Trauma/Transitions: Parents and caretaker relatives should be exempt 
from the new requirements, at least for a specified period if they or their spouses self-
report they:

a) Have recently filed an order of protection against another individual
b) Have been the victims of domestic violence



7
 

c) Recently were discharged or separated from the military
d) Recently were deployed in active duty military, National Guard, or Reserves
e) Currently serve in the military, National Guard, or Reserves
f) Recently experienced the death of a spouse or child
g) Recently experienced a divorce or abandonment
h) Recently experienced a stillbirth, miscarriage, or loss of pregnancy
i) Currently serve as a foster parent
j) Recently married
k) Recently adopted a child
l) Qualify for FMLA (or would qualify if they were working for an employer subject to 

the federal law)
m) Recently experienced an eviction or displacement from housing
n) Currently receive unemployment benefits (from any state, not just Tennessee) 
o) Currently receive for worker compensation benefits
p) Currently receive short-term disability benefits
q) Currently are or recently were incarcerated
r) Currently are or recently were admitted at a psychiatric hospital or institution for 

mental disease

While TennCare states it may grant a “good case” exemption to some of these 
individuals, it should formally and categorically exempt all of them from the work 
requirements for not less than 12 months upon receipt of the self-attestation.

6. Recent Evidence of Employment: Parents and caretaker relatives should be exempt 
from the new requirements if they have recent indications of employment:

a) Have recently-reported wages in the New Hires database
b) Have other indicia of employment with credit reporting services such as 

Experience, TransUnion, etc.
c) Received the Earned Income Credit (EIC) on their federal return for the most 

recent tax year, for which earned income through employment is required
d) Report earnings on their federal return for the most recent tax year

Again, TennCare should exhaust all administrative datasets referenced above (including
but not limited to IRS tax records, Unemployment Compensation System, and New Hires 
Database) before requesting further information from any enrollee.

7. Residents of Economically Distressed Cities: While the proposal explains TennCare 
may grant exemptions form communities that are economically distressed, TennCare 
should not limit this exemption to counties with an unemployment rate above a specific 
threshold.  Also, if TennCare were to adopt an unemployment threshold, it should apply 
it to both counties and municipalities for which the U.S. Bureau of Labor Statistics 
reports such rate (e.g., any city with 25,000 + residents). Otherwise, residents of 
Memphis (as an example) may be grouped with residents of the larger (and generally 
more prosperous) Shelby County.

Positive Notes

We believe TennCare made the correction choice by bypassing the option to impose premiums.  
TennCare’s history with collecting premiums from enrollees suggests that such an enterprise 
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would be administratively infeasible.  This is largely because the population in question is both 
very low income and has unpredictable fluctuations in income.  Their lack of liquidity and cash 
flow challenges does not mean they cannot pay premiums at times; rather, it means they cannot 
do so with consistency.  Evidence from a variety of states suggests that even low premium 
amounts leads to frequent and substantial disruptions in continuity of coverage and, thus, to 
interruptions in care and treatment.  For these reasons, we applaud TennCare’s decision to 
avoid imposition of premiums as being far-sighted and mindful of efficiency.

We also applaud TennCare’s decision to exempt disabled individuals as well as individuals who 
have applied for SSI or SSDI.  In so doing, TennCare appropriately acknowledges the median 
time to SSI approval in Tennessee exceeds 23 months – and individuals typically need to 
complete the initial application, file a reconsideration, and seek a hearing before an 
administrative law judge in order to get their SSI entitlement. Interestingly, about 80% of 
applicants who have a hearing before an ALJ are ultimately approved for SSI – so the key 
barrier to recognition of their disability is with the very broken, back-logged Social Security 
Administration’s process. Thus, SSI applicants must be treated as exempt for purposes of any 
new requirements provided they have an open SSI application or pending case. We appreciate 
TennCare’s sensitivity to this issue.

Working collaboratively with its community partners, TennCare must develop a plan and secure 
funding to address these barriers and related issues. We stand ready to work with TennCare on 
a comprehensive solution, but we believe strongly any such solution must substantively address 
each of these challenges before finalizing and implementing Amendment 38.

Please let us know how we can help to advance such a solution.

Sincerely,

Brian Haile
Chief Executive Officer, Neighborhood Health

Paula Foster
Executive Director, Tennessee Conference on Social Welfare (TCSW) 

Barbara Quinn
Chief Executive Officer, Park Center

Renata Soto
Co-Founder & Executive Director, Conexión Américas

Jacy Warrell
Executive Director, Tennessee Health Care Campaign (THCC)

Sharon Hurt
Executive Director, Street Works

Joe Interrante
Chief Executive Officer, Nashville CARES
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Janie McGinley
Chief Executive Officer, Lifespan Health

Jenny Dittes
Chief Executive Officer, HOPE Family Health

Marsha Edwards
President & Chief Executive Officer, Martha O’Bryan Center

Ingrid McIntyre
Executive Director & Co-Founder, Open Table Nashville

Michael McSurdy
President & Chief Executive Officer, Family and Children’s Service
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Endnotes

1 We commend the comments submitted separately by Terri Sabella of the Tennessee Primary Care (TPCA) 
Association and Mary Linden Salter of the Tennessee Association of Alcohol, Drug, and other Addiction Services 
(TAADAS).  We urge you to consider seriously their input and recommendations as well.

2 As other commenters note, this general statement may currently lack empirical validation for the specific population 
subject to the proposed Amendment 38.  Further, the issue posed by Amendment 38 is not whether work is 
beneficial, but whether denying health care to people based on work status is beneficial.  To be perfectly clear, we 
believe health coverage and access to health care is foundational to promoting an individual’s ability to work.

3 See generally Melton, Courtney. “Obstacles to Work among TennCare Enrollees Potentially Affected by a Work 
Requirement.”  The Sycamore Institute, August 24, 2018.  Available at
https://www.sycamoreinstitutetn.org/2018/08/24/obstacles-to-work-among-tenncare-enrollees/.

4 See generally “Medicaid Work Requirements in Tennessee.”  The Sycamore Institute, 2017.  Available at
https://www.sycamoreinstitutetn.org/medicaid-work-requirements-in-tennessee/.

5 TennCare’s contribution to safety net funding has already declined precipitously in the past two years.  For example, 
TennCare enrollment declined from a statewide total of above 1.55 million in June 2016 to below 1.42 million in June 
2018 – and TennCare aggregate payments to providers has fallen in a commensurate fashion. For this reason, we 
are especially concerned about the effect of Amendment 38 for those we serve – and the sustainability of the broader 
safety net on which all Tennesseans rely.  The sources for these data are TennCare’s enrollment statistics available 
at https://www.tn.gov/tenncare/information-statistics.html.

6 See, e.g., Venkatesh, Sudhir.  Off the Books: The Underground Economy of the Urban Poor. Harvard University 
Press, 2009.  See also Keefe, Patrick Radden. “Ghetto Capitalism: Sudhir Venkatesh's new book unravels the 
mystery of the underground economy.” Slate, December 6, 2008.

7 See, e.g., Otto, Mary. Teeth: The Story of Beauty, Inequality, and the Struggle for Oral Health in America.  New 
Press, 2018.   See also Jaffe, Sarah.  “The Tooth Divide: Beauty, Class and the Story of Dentistry.” The New York 
Times, March 23, 2017, p. 21 of the Sunday Book Review.

8 There are at least two options available to TennCare to implement such an FQHC exception. TennCare currently 
moves individuals who have been incarcerated for 90+ days into a “suspended” status, and the managed care 
organizations (MCOs) deny claims until the suspension is lifted (when the individual is released). Similarly, TennCare 
could suspend coverage for persons subject the work requirements but who appear not be in compliance.  However, 
TennCare could direct the MCOs to pay claims for this subset of individuals – and/or limit such payments to providers 
such as FQHCs. Second (and alternatively), TennCare could move such individuals into a new but highly restricted 
“benefit plan” within the eligibility system such that the only claims that the MCOs would pay are those submitted by 
FQHCs. Either way, the individual effectively loses broad coverage but still has access to at least primary care, and 
the FQHCs receive appropriate compensation for providing such care.

9 We also call your attention to the broader comments made by the TPCA and TAADAS about special considerations 
for all persons in recovery from addiction.  We do not restate those excellent comments here but instead refer you to 
their submissions.  See n. 1 above.
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Jonathan Reeve

From: Nicole Pratt <nicole.roberts.pratt@gmail.com>
Sent: Friday, October 26, 2018 2:52 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38 Comment

Dear Dr. Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed 
Waiver Amendment 38. I am a wife, mother, and educator. I see the families that will be effected by this 
TennCare amendment and worry about the impact on children and families.  

I am opposed to this proposal that would take health coverage away from people who do not work a set number 
of hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of 
Tennesseans. There are many barriers to working including lack of reliable transportation and child care, 
especially in Nashville affordable and quality childcare options are limited.  

Coverage losses will cause harm. The disruption of treatment or loss of access to health care would affect many 
people including women and their families. In addition, this proposal leaves many unanswered questions.   

How do people report compliance?  
How will the reporting process accommodate people with disabilities, limited literacy or language?  
What is “good cause” for waiving compliance by certain individuals? 
What criteria will be used to exempt “economically distressed” counties? 
Would disadvantaged subgroups (e.g. those experiencing generational poverty, limited English 
proficiency, immigrants) be exempted in the same or similar way to "economically distressed counties? 

People whom I know would be negatively impacted by this proposal to take away coverage from people who 
don’t meet the new work requirement. Some single mothers in the preschool my daughter attends have 
difficulty finding jobs that pay enough to fund the cost of childcare. 

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid 
program. We respectfully urge you to not go forward with this harmful proposal.  

Sincerely,
Nicole Pratt 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of p_weston@bellsouth.net
Sent: Monday, October 08, 2018 11:14 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Pammela Weston 
Progressive Rural Overhill Women for Democracy p o box 545 sweetwater, TN 37874  
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Jonathan Reeve

From: Pan Awsumb <pawsumb42@me.com>
Sent: Friday, October 26, 2018 10:50 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

Dr. Wendy Long
Division of TennCare

RE: TennCare Waiver Amendment 38

Dear Dr. Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed
Waiver Amendment 38.

I am unequivocally opposed to this proposal that would take health coverage away from people who do not
work a set number of hours per month. This proposal would cause immense harm and jeopardize coverage for
thousands of Tennesseans.

I am concerned because people I have worked with would be seriously adversely impacted. I live in Memphis,
TN, where there is a great deal of poverty. There are also jobs, but our transportation system is
so dysfunctional that people taking some of these jobs would have to travel more than two hours each way,
and change busses at odd hours of the night in dangerous areas. One person I helped was excited about a job
with Nike, and willing to do all the traveling. But on his third week on the job he was mugged as he waited for a
bus at night, and had to be hospitalized. Other people I know have small children and day care is so expensive
that it negates the pay they receive.

Failure to meet reporting requirements and paperwork errors might result in suspension of coverage, and 
this could effect thousands of Tennesseans.  I am also concerned 

that disruption of treatment of loss of access to health care would be particularly dangerous for cancer 
patients, people struggling with addiction, and people with diabetes. 

For these reasons, I strongly urge you not to enact this policy.  The people I know are not trying shirk 
work or beat the system.   

Thank you for your consideration.

Pan Awsumb 

Citizen of Memphis, TN 
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Jonathan Reeve

From: Ashley Comer <patsy.benge@icloud.com>
Sent: Wednesday, October 17, 2018 1:16 PM
To: Public Notice. Tenncare
Subject: Tenn care  amendment 38

I oppose this amendment because it will devastate our community.A poor community that already s has 
so many hardships . Family members such as myself that are in poor health an still trying to take care of 
disabled family members at home .I do without health care everyday . Medical issues I have that go 
unchecked due to lack of health care .Please expand Tenn care Medicaid .An do not implement the work 
for Medicaid change. There are so many elderly & poor & disabled  in our community that this would put 
so much burden &hardship on . There is also not enough employment opportunities in these small rural 
communities & lack of transportation &lack of opportunity for disabled Americans . This law I believe 
would lead to worse hardships . And I believe it would not be implemented right & would not be fair . 
Stand in the shoes of the poor and hurting with no opportunity & that are doing without & realize that 
they are hurting enough already . Please stand for those people . Help those people . Do away with that 
amendment 38 & expand Medicaid to people like me An the people that are hurting . Thank you Mrs. 
Benge  
 
Sent from my iPhone 



1

Jonathan Reeve

From: phardimo@aol.com
Sent: Wednesday, October 24, 2018 3:35 AM
To: Public Notice. Tenncare
Subject: TennCare's Work Requirements Proposal 

IMPORTANT WARNINGS from Experts 1. Exemptions are not Protections! Research and experience show that work
requirements impose complex administrative burdens on families, employers and the state. States cannot safely and
fairly administer those requirements, and many people are at risk of losing their coverage due to confusion or
bureaucratic mistakes. For that reason, even people who are supposed to be exempt may not be able to claim
exemption. That’s because of daunting red tape (a particular risk for people with disabilities) or because of bureaucratic
errors on the part of the state or its contractors. 2. Many people who meet the work requirements will still lose
coverage! That’s because of: • Barriers to reporting their work hours, or resistance by employers. • State contractors or
systems errors will result in wrongful terminations. • They make too much money to qualify for TennCare any longer,
but their low wage jobs don’t provide health insurance. They are left with nothing.

Rev. Pattie Hardimon
Pastor
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Jonathan Reeve

From: Coffield, Ashley <acoffield@pptnm.org>
Sent: Friday, October 26, 2018 11:22 AM
To: Public Notice. Tenncare
Subject: TennCare II Section 1115 Demonstration Waiver, Amendment 38
Attachments: TN 1115 Waiver Work Requirements_State Comments_October 2018.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Dr. Long, 
Please see comments on Amendment 38 attached to this email. 

Thank you, 

Ashley Coffield
President and CEO
Pronouns: she/her

Planned Parenthood of Tennessee and North Mississippi
D: 901-725-3003
P: 866-711-1717
plannedparenthood.org/tennessee
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October 26, 2018 
 
VIA ELECTRONIC SUBMISSION - public.notice.tenncare@tn.gov 
     
Dr. Wendy Long 
Director, Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
RE: TennCare II Section 1115 Demonstration Waiver, Amendment 38 
 
Dear Director Long: 
 
As a trusted and high-quality reproductive health care provider and advocate, Planned 
Parenthood of Tennessee and North Mississippi (“Planned Parenthood”) submits the following 
comments on the proposed TennCare II Section 1115 Demonstration Waiver Amendment 38 
(“Waiver Amendment”) that proposes to require work as a condition of Medicaid coverage for 
TennCare parent and caretaker relatives.  
 
For more than 75 years, Planned Parenthood has been a trusted provider of quality, 
compassionate, and affordable health care in Tennessee. Planned Parenthood is a vital part of 
Tennessee’s health care system and a major provider of reproductive health care in the state. In 
2016, through our three health centers in Tennessee—in Knoxville, Memphis, and Nashville1—
Planned Parenthood provided more than 15,000 patients with comprehensive family planning 
services, including contraceptive services, lifesaving cancer screenings, and testing and 
treatment for sexually transmitted infections (“STIs”). We also provide a range of critical 
preventive and primary care services and referrals to other expert providers for patients that 
require additional health care. Women comprise 92 percent of our patients, and many of our 
patients have incomes below 150 percent of the federal poverty level. Individuals across the 
state trust us to provide them with quality, expert care in a confidential and non-judgmental 
setting. We believe it is important that each individual be able to access the medical care they 
need from the providers they trust regardless of their insurance source, their income, or their 
residence.  
 
Medicaid is a vital part of our nation’s health care system and plays a major role in ensuring 
access to family planning and other primary health care services for women and men. As 
Tennessee knows, 58 percent of Medicaid enrollees in our state are women and rely on 
Medicaid coverage for essential primary and preventive care, including lifesaving cancer 

                                                
1 Three of four Planned Parenthood health centers in Tennessee are located in areas with formally-
recognized provider shortages. See, Health Resources and Services Administration, Data Warehouse. 
https://datawarehouse.hrsa.gov/tools/analyzers/geo/ShortageArea.aspx.  
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screenings and birth control.2 As of 2016 (the most recent year for which data is available), 
Medicaid funds over half of all births in the state of Tennessee.3 Due to racism and other 
systemic barriers that have contributed to income inequality, women of color disproportionately 
comprise the Medicaid population; 30 percent of African-American women and 24 percent of 
Hispanic women are enrolled in Medicaid, compared to only 14 percent of white women.4 
Medicaid, as designed by Congress, is critical to improving the health and well-being of women 
and families with low-incomes across Tennessee and the rest of the nation.  
 
We are concerned that Tennessee’s latest proposal to condition Medicaid coverage on 
mandatory participation in work or work-like activities will undermine health care access for 
individuals with low incomes in our state, including many of the patients that we serve. While the 
State claims that the goal of this Section 1115 demonstration waiver is to improve health 
outcomes, we fear the result will be less access to care and people’s health will suffer. In fact, 
states themselves have projected significant coverage losses as a result of work requirements. 
Our neighbors in Kentucky estimate that 15 percent of all Medicaid enrollees — at least 97,000 
— will lose coverage due to work requirements and other provisions of its Section 1115 Waiver.5 
Indeed, data from the first few months of the implementation of Arkansas’ work requirement 
waiver found that nearly 8,500 people have been disenrolled from Medicaid coverage to date for 
failure to meet the strict requirements.6 Unfortunately, women of color will be harmed the most 
by efforts to roll back Medicaid coverage since, due to the intersections of race, poverty, and 
gender in our country, women of color are most likely to be low-income and have Medicaid 
coverage.  

We urge Tennessee to rescind its proposal to impose punitive work requirements as a condition 
of Medicaid coverage, as such proposal is inconsistent with and contrary to the requirements of 
Section 1115 waivers and would harm the health and well-being of women and families across 
our state.  

1. The State of Tennessee Should Rescind its Proposal that Requires Employment or 
Other Work-Like Activities as a Condition to Medicaid Coverage. 

  
Planned Parenthood is aware that CMS has already issued guidance supporting Medicaid 
enrollment restrictions, including conditioning Medicaid coverage on compliance with work 
                                                
2 Kaiser Family Foundation, Fiscal Year 2013, “Medicaid Enrollment by Gender.” 
https://www.kff.org/medicaid/state-indicator/medicaid-enrollment-by-
gender/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22
%7D.  
3 Kids Count Data Center, TennCare or Medicaid Moms, 
https://datacenter.kidscount.org/data/tables/9074-tenncare-or-medicaid-
moms#detailed/2/any/false/870,573,869/any/18288,18058.  
4 Hannah Katch, Jessica Schubel, and Matt Broaddus, Medicaid Works for Women — But Proposed Cuts 
Would Have Harsh, Disproportionate Impact, Center on Budget and Policy Priorities (May 11, 2017). 
https://www.cbpp.org/research/health/medicaid-works-for-women-but-proposed-cuts-would-have-harsh-
disproportionate-impact.  
5 Hannah Katch, Jennifer Wagner, and Aviva Aron-Dine, Taking Medicaid Coverage Away From People 
Not Meeting Work Requirements Will Reduce Low-Income Families’ Access to Care and Worsen Health 
Outcomes, Center on Budget and Policy Priorities (Aug. 13, 2018). 
https://www.cbpp.org/research/health/taking-medicaid-coverage-away-from-people-not-meeting-work-
requirements-will-reduce.  
6 Robin Rudowitz and MaryBeth Musumeci, A Look at State Data for Medicaid Work Requirements in 
Arkansas, Kaiser Family Foundation (Oct. 16, 2018). https://www.kff.org/medicaid/issue-brief/a-look-at-
state-data-for-medicaid-work-requirements-in-arkansas/.  
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activities.7 However, Tennessee seeking to move such proposal is not only misguided and 
dangerous, but will threaten access to critical health coverage for many women and families 
with low incomes. For over 50 years, Medicaid has provided benefits for all eligible individuals—
with eligibility being determined by income and/or special characteristic (e.g., pregnancy, being 
a child under 19, or having a disability). Under Tennessee’s proposed waiver amendment, the 
state would be allowed to narrow eligibility and limit enrollment for adults in the TennCare 
parent/caretaker relative eligibility category who are under the age of 64 based on a person’s 
participation in state-approved work activities, with limited exceptions. This proposal clearly 
contravenes the objectives of Medicaid and does not serve a legitimate experimental purpose. 
  
First, in order to be approved pursuant to Section 1115 of the Social Security Act, Tennessee’s 
application must: 

● propose an “experiment[], pilot or demonstration”; 
● waive compliance only with requirements in 42 U.S.C. § 1396a; 
● be likely to promote the objectives of the Medicaid Act; and 
● be approved only “to the extent and for the period necessary” to carry out the 

experiment.8 
  
The purpose of Medicaid is to enable states to furnish medical assistance to individuals with low 
incomes who are unable to meet the costs of medical care and to furnish such assistance and 
services to help these individuals attain or retain the capacity for independence and self-care.9 

 Conditioning Medicaid eligibility on participation in work activities would block access to care 
and services that help individuals attain and retain independence or self-care and, as a result, 
be able to work.10 Research confirms that Medicaid coverage helps individuals to obtain and 
maintain employment. In a recent study of Ohio’s Medicaid program, 74.8 percent of 
unemployed Medicaid expansion enrollees reported Medicaid made it easier to secure and 
maintain employment.11 As an example, Medicaid coverage helped an Ohio woman who was 
suffering from a severe hernia and was previously unable to get out of bed to receive the 
surgery she needed to improve her health and go back to work.12 Medicaid enrollees also report 
less financial stress and depression, and greater financial security than individuals who are 
uninsured.13 

  
Second, imposing Medicaid work requirements is a policy proposal to address a non-existent 
problem, as the vast majority of people with Medicaid coverage work or have a reason for not 
                                                
7 SMD 18-002, “Opportunities to Promote Work and Community Engagement Among Medicaid 
Beneficiaries,” (Jan. 11, 2018). https://www.medicaid.gov/federal-policy-
guidance/downloads/smd18002.pdf. 
8 42 U.S.C. § 1315(a). 
9 42 U.S.C. § 1396a-1. 
10 By contrast, as far back as the 1970s, states obtained Section 1115 waivers to test work requirements 
in the AFDC program (which, unlike Medicaid, does have work promotion as a purpose of the program). 
These waivers required states to conduct “rigorous evaluations of the impact,” typically requiring the 
random assignment of one group to a program operating under traditional rules and another to a program 
using the more restrictive waiver rules. United States Dep’t of Health & Human Servs., State Welfare 
Waivers: An Overview, http://aspe.hhs.gov.hsp/isp/waiver2/waivers.htm.  
11 The Ohio Department of Medicaid. Ohio Medicaid Group VIII Assessment. 
http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/Group-VIII-Assessment.pdf. 
12 The Ohio Department of Medicaid. Ohio Medicaid Group VIII Assessment. 
http://medicaid.ohio.gov/Portals/0/Resources/Reports/Annual/Group-VIII-Assessment.pdf. 
13 The Commonwealth Fund. Does Medicaid Make a Difference? 
http://www.commonwealthfund.org/publications/issue-briefs/2015/jun/does-medicaid-make-a-difference. 
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working. According to the Kaiser Family Foundation, 60 percent of Medicaid enrollees are 
already working.14 Of those not working, 36 percent reported that illness or a disability was the 
primary reason, 30 percent reported that they were taking care of home or family, and 15 
percent were in school.15 Further, almost two-thirds (62 percent) of those who could lose 
Medicaid coverage due to work requirements are women.16 Women will be disproportionately 
harmed by the state’s proposal, as they are more likely to provide informal and undervalued 
caregiving to family members—including spouses and parents—work that typically would not 
fulfill the work requirement.17 Creating burdensome red tape and administrative hurdles to 
getting Medicaid coverage will inevitably result in eligible people losing needed coverage, 
causing the health of Tennesseans across the state to suffer. 
 
Finally, experience has shown that imposing work requirements as a condition of receipt of 
public benefits is particularly harmful for women and families and does nothing to help people 
secure employment. For example, work requirements were a key feature of the 1996 Temporary 
Assistance for Needy Families (“TANF”) legislation. Rigorous review of data over the last 
several decades found that TANF employment mandates did not boost the job prospects of low-
income women;18 rather, they led to women losing TANF benefits and more children living in 
poverty.19 Further, mandatory work requirements could also have harmful spillover effects for 
children whose parents or caretakers lose coverage. Research shows that expanding coverage 
to parents and caretakers is associated with increased receipt of recommended pediatric 
preventive care for their children.20 That study noted an “independent relationship between 
parental Medicaid enrollment and children’s primary care use in low-income families” and 
cautions that “our results reveal the potential for reductions in adult Medicaid coverage to have 
unintended spillover effects on children’s health care use.”21 

  
Rather than imposing these harmful requirements on Medicaid enrollees, the state of 
Tennessee should instead focus on voluntary, evidence-based anti-poverty efforts that will 
provide legitimate and equitable opportunities for women and families, such as family planning 
access, educational assistance, job training, and affordable child care.22 The State should also 

                                                
14 Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid 
and Work,” Kaiser Family Foundation, January 5, 2018, https://www.kff.org/medicaid/issue-
brief/understanding-the-intersection-of-medicaid-and-work/. 
15 Id. 
16 Rachel Garfield, Robin Rudowitz, and Anthony Damico, “Understanding the Intersection of Medicaid 
and Work,” Kaiser Family Foundation, January 5, 2018, https://www.kff.org/medicaid/issue-
brief/understanding-the-intersection-of-medicaid-and-work/. 
17 Id.  
18 Elizabeth Lower-Basch. Adding Stumbling Blocks in the Path to Health Care, CLASP (March 2017). 
http://www.clasp.org/resources-and-publications/publication-1/Adding-Stumbling-Blocks-in-the-Path-to-
Health-Care.pdf. 
19 Ladonna Pavetti, Work Requirements Don’t Cut Poverty, Evidence Shows, Center on Budget and 
Policy Priorities (June 2016), https://www.cbpp.org/research/poverty-and-inequality/work-requirements-
dont-cut-poverty-evidence-shows.  
20 Maya Venkataramani, Craig Evan Pollack, Eric T. Roberts, Spillover Effects of Adult Medicaid 
Expansions on Children’s Use of Preventive Services, 140 Pediatrics 1 (Dec. 2017), 
http://pediatrics.aappublications.org/content/140/6/e20170953. 
21 Id. 
22 Studies show that voluntary employment programs increase employment and income among 
individuals with low incomes. Howard Bloom et al., MDRC, Promoting Work in Public Housing: The 
Effectiveness of Jobs-Plus (2005), https://www.doleta.gov/research/pdf/jobs_plus_3.pdf; James A. Riccio, 
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consider expanding Medicaid to provide needed coverage for more people with low incomes. 
We urge the state of Tennessee to rescind its proposal to impose work requirements as it will 
have the impact of making people lose health coverage, thus threatening their health and 
economic circumstances. 

***

Thank you for the opportunity to submit these comments on the proposed TennCare II Waiver 
Amendment 36. If you have any questions, please do not hesitate to contact me at: 
901.725.3003 or acoffield@pptnm.org. 

Sincerely, 

Ashley Coffield 
President and CEO 
Planned Parenthood of Tennessee and North Mississippi 
2430 Poplar Avenue, Ste. 100 
Memphis, TN 38112 

                                                                                                                                                      
MDRC, Sustained Earnings Gains for Residents in a Public Housing Jobs Program: Seven-Year Findings 
from the Jobs-Plus Demonstration (2010), http://files.eric.ed.gov/fulltext/ED514703.pdf. 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of doneganre@gmail.com
Sent: Sunday, October 07, 2018 3:47 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Additionally, the amount of money it would take to verify said work requirements would cost more 
money than this initiative would theoretically save. It simply doesn't make sense from a financial 
perspective either. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Rachel Donegan 
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1050 Stanley Drive 
MOUNT JULIET, TN 37122-4110  
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Jonathan Reeve

From: Rebecca Terrell <terrellrebecca@gmail.com>
Sent: Tuesday, October 09, 2018 9:52 AM
To: Public Notice. Tenncare; Terrell Rebecca; Rebecca Terrell
Subject: Opposed to Work Requirement for TennCare

Dr. Wendy Long  
Division of TennCare v 
ia email to: public.notice.tenncare@tn.gov

RE: TennCare Waiver Amendment 38  

Dear Dr.  Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed 
Waiver Amendment 38. I am the director of a small nonprofit community health clinic in Memphis and we see 
many low income patients who depend on TennCare for their medical care. I am unequivocally opposed to 
this proposal that would take health coverage away from people who do not work a set number of hours 
per month. This proposal would cause immense harm and jeopardize coverage for thousands of Tennesseans.   

Research and experience show that work requirements impose complex administrative burdens on families, 
employers and the state. States cannot safely and fairly administer those requirements, and many people are at 
risk of losing their coverage due to confusion or bureaucratic mistakes. For that reason, even people who are 
supposed to be exempt may not be able to claim exemption. That’s because of daunting red tape (a particular 
risk for people with disabilities) or because of bureaucratic errors on the part of the state or its contractors.   

 I respectfully urge you to not go forward with this harmful proposal.  

Sincerely,
--
Rebecca Terrell 
901-517-6914
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Jonathan Reeve

From: oldgrezmonke@aol.com
Sent: Friday, October 26, 2018 1:27 PM
To: Public Notice. Tenncare
Subject: Tenncare work requirement

Re: Public Chapter 869 , Draft Amendment 38 - please don't do this . You want people to be working to get health care 
but a person can't work if sick or caring for a loved one or simply can't find employment or look for it because they are sick 
. It's a nice little viscous cycle which I have personally experienced in another state that trotted out this hurtful idea . 
Please don't do this .   
Respectfully , Richard E. Zook , Jr.  
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of rhenighan@igc.org
Sent: Tuesday, October 09, 2018 8:10 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
Richard Henighan 
 
I am presenting this comment on TennCare Waiver Amendment 38  as a personal comment. I am retired 
from The Tennessee Department of Health where I was a Family Nurse Practitioner. I worked for over 30 
years in various publicly funded Primary Care locations in East Tennessee offering care to the uninsured. 
I still volunteer one day per week at a local "Safety Net" clinic for the uninsured. I am also a Board 
member of the Tennessee Health Care Campaign.This organization has already submitted a comment . 
These are my personal concerns. 
 
The Waiver document ( Pg 1-2) cites several studies that show the harm that unemployment causes 
health. A good lesson to remember. Unfortunately, that is not the same as documenting that any 
employment or community engagement benefits the average person not working or engaged. There is 
no documentation that the whole concept that is laid out here will benefit anyone, an essential for a 
Waiver of this sort.  In fact, at the end of the Waiver text (Pg 6-7) the benefits that should be a given up 
front are laid out like hypotheses to be proven, as if this were some large scale  social science 
experiment. But an unethical one, since the subjects have not given their permission to be a part of it. 
 
Let's imagine that such an experiment might be a good idea on a small scale and with detailed 
mechanisms to insure that the social, financial, transportation and health care supports needed were in 
place. Sadly the Waiver does just the opposite, claiming supports will be there but offering no credible 
details or evidence that they are real. Will the TANF funds be available?  In the Waiver, It's all just TBD, to 
be determined.(Pg. 4) 
 
I learned very quickly in my professional work that broad health care coverage, while not sufficient in 
itself, is essential for real access to the up-to-date, effective, and value-based services that can really 
make a difference, on both the individual and community levels, to the large health disparities that we 
know exist in our State. I learned over and over again, when people lost their coverage their journey to 
reach stability or cure was most often derailed. Access to essential medicines to treat  chronic illness & to 
prevent complications is lost. Access to follow-up care, often very expensive, is lost. Financial stability or 
the path to it is lost.  And, yes, lives are lost.  
 
The harm of lost coverage hangs over not just the roughly 86,000 individuals (that the Fiscal Note of HB 
1551  that became Public Chapter #869)  estimated to be potential  targets for this Waiver, but other 
parts of the entire 1.5 Million TennCare enrollee population are at risk because the Waiver does not make 
clear in sufficient detail how the proposal will be implemented. Will it only be the Caregiver Category as is 
claimed? (Pg. 2) Will there not be pressure to gather the same information about other categories such as 
the Breast & Cervical Cancer Program or the former foster child category, or from all new enrollees? How 
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do enrollees document compliance? How will the reporting process accommodate clients with 
disabilities, limited literacy, or language barriers?  What about exemptions? (Pg. 3) Those listed in the 
Waiver are narrower than many other States I am familiar with, but wide or narrow, exemptions are not 
protections. Many can be eligible for exemption but due to inability to report or document their 
situations will not be able to claim them. How will the Waiver program ensure this does not happen? 
 
In this context, TennCare continues to be the only State Medicaid program without an on-line eligibility 
system, a problem that has remained unresolved for over five years, despite repeated assurances that it 
will be solved in a few months more. The most recent redetermination process that has been ongoing 
has revealed large communication difficulties with clients. Don't these issues have to be proven resolved 
before an experiment like this is started? 
 
I want to end by noting that  the purpose in law of Medicaid waivers  is to "promote the objectives" of 
Medicaid,  of which the provision of coverage for individuals eligible for the program is foremost. A 
Waiver such as this that can only guarantees to take coverage away is not appropriate. 
 
Richard Henighan, APRN, FNP,BC 
619 Mt. View Dr., Seymour, TN, 37865 
rhenighan@igc.org 
 
Respectfully,  
 
Richard Henighan 
THCC 
619 Mt. View Dr. 
Seymour, TN 37865 
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Jonathan Reeve

From: Ron Flippen <ronflippen@yahoo.com>
Sent: Tuesday, October 09, 2018 10:43 AM
To: Public Notice. Tenncare
Subject: health care benefits

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email. - STS-Security*** 

ok look some people are no able to do any work related activities due to illness so I'm against any mandatory 
work requirements for health care benefits when we offer free health care benefits for anyone else that is not 
even a taxpayer or a citizen of the U.S.A.   

Sent from Yahoo Mail on Android
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Jonathan Reeve

From: Rebecca Jolley <rebecca@rhat.org>
Sent: Thursday, October 25, 2018 1:06 PM
To: Public Notice. Tenncare
Subject: TennCare II Demonstration Amendment 38 (Project No 11-W-00151/4) Comment 

Letter
Attachments: TennCare Amendment 38 Comment Letter RHA of TN.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long,

Thank you for the opportunity to provide comments on proposed Amendment 38 (Project No. 11 W 00151/4). Please
find the attached comment letter submitted on behalf of the Rural Health Association of TN’s members. If you have any
questions or need clarification on any of the information contained within, please feel free to contact me directly via the
information listed below.

Sincerely,

Rebecca Jolley, MBA
Executive Director
Rural Health Association of Tennessee
PO Box 656
Decaturville, TN 38329
615 624 0082 office
Rebecca@RHAT.org

SAVE THE DATE 
RHA of TN 24th Annual Conference 
Nov 14-16, 2018 
Music Roads Resort 
Pigeon Forge, TN 



 
 

Rebecca Jolley, MBA | Executive Director 

PO Box 656 | Decaturville | TN 38329 | office: 615-907-9707 

October 24, 2018    
                
Wendy Long, M.D.  
Director  
Division of TennCare  
310 Great Circle Rd  
Nashville, TN 37243 
 
RE: Division of TennCare – TennCare II Demonstration Amendment 38 (Project No. 11-W-
00151/4) 
  
Dear Dr. Long:  
 
The Rural Health Association of Tennessee (RHA of TN), on behalf of our more than 600-
member healthcare facilities and providers, appreciates the opportunity to comment on the 
draft TennCare II Demonstration, Amendment 38 (Project No. 11-W-00151/4). The RHA of TN is 
a non-profit, membership driven organization focused on effecting a positive change in the 
health and well-being of all rural Tennesseans. Our membership is comprised of individuals that 
are passionate about access to high quality healthcare delivery in rural areas of Tennessee.  We 
represent hospitals, clinics, health departments, school health, emergency medical services, 
medical students and healthcare professionals that serve the rural residents of Tennessee.   
 
In reviewing the proposed amendment, our members have several areas of concern for how 
the Medicaid work requirements will be implemented and impact those beneficiaries that live 
in the rural and remote parts of our state.  Our primary concerns include the impact this change 
will have on providers and the impact it will have on rural beneficiaries that often lack access to 
public transportation, childcare, broadband connectivity and employment opportunities.   
 
Impact to providers 
It is a well-known fact that the rural hospitals in Tennessee are struggling to survive in the 
current healthcare climate.  With 8 hospital closures, TN leads the nation in per capita loss of 
access to healthcare in rural counties.  Our rural healthcare providers are in the midst of 
addressing the opioid crisis, obesity epidemic, mental health crisis and significant health 
disparities to name just a few.  This modification to the Medicaid program will add an 
administrative burden to our rural healthcare providers that will detract from the focus on 
improving the health of their patient population.  With this change, the process for caring for 
Medicaid beneficiaries that could transition in and out of coverage will be exacerbated.  While 
we appreciate TennCare will only be analyzing compliance on a 6-month process initially, it is 



unclear how this process will continue once a person is initially removed from Medicaid 
coverage for non-compliance.  Additional clarification on this process is needed to determine 
the exact impact to providers, however, the current information provides detail to recognize 
this will add significantly to the overhead operating costs of our rural providers not to mention 
the uncompensated care costs for individuals that lose coverage and seek care in rural 
emergency departments.  Due to TennCare’s current inability to project the impact of this draft 
amendment, the RHA of TN recommends that TennCare consider refraining from 
implementation of any unenrollment from Medicaid coverage until after the first full year of 
implementation.   
 
Impact to Rural Medicaid Beneficiaries 
Rural areas of Tennessee have unique challenges in relation to the implementation of Medicaid 
work requirements that need to be taken into consideration when rolling out a program change 
of this type.  These include access to employment, internet connectivity, transportation and 
childcare.   
 
While Tennessee celebrates a statewide average of 3.6% unemployment, this is not the reality 
of our rural communities.  A chart released in January 2018 by the TN Dept. of Labor & 
Workforce Development shows the top 10 counties with the highest unemployment rate are at 
or higher than double the state average.  Another notable fact, is all of the counties with the 
highest rates of unemployment are rural.   

 
The information presented in January of 2018 is important in that it highlights the portion of 
the year where seasonal employment opportunities are at their lowest.  This is important to 
note as seasonal employment makes up a large portion of the work opportunities in our rural 
areas.  It also highlights the volatility in access to stable employment in rural Tennessee.  The 
RHA of TN recommends the TennCare Bureau take this information into account for the 



implementation in rural areas and provide for exclusions in counties where the 
unemployment rate is higher than the statewide average.   
 
Another issue in our rural areas is access to Community Service (volunteering) in approved 
settings. The draft amendment stops short of providing any information on what would be 
included in the definition of “approved settings”. Tennessee’s rural areas do not have an 
abundance of volunteer organizations where a person could seek to supplement an absence of 
worked hours with volunteer work.  The RHA of TN encourages the TennCare Bureau to clarify 
the definition of approved volunteer settings and how the approval process will be rolled out 
before submission of a final draft to CMS. It is also recommended that a survey be completed 
of our rural counties on the availability of volunteer sites that would allow an individual to 
comply with the requirements of the proposed draft.   
 
In a report released to Gov. Haslam by the TN Dept of Economic and Community Development 
on July 19, 2016, as part of the TNECD Broadband Initiative, one of the key findings of the study 
found, “The vast majority of the areas in Tennessee without access are located in rural regions 
of the state. For example, only 2 percent of urban citizens do not have access to 25/3 
broadband connectivity in Tennessee compared to 34 percent of rural citizens.” This 
information is key in evaluating the ability of rural residents to comply with the monthly self-
reporting requirements outlined in the proposed amendment.  Although the draft is largely 
silent on how the self-reporting will be deployed, it is highly probable that is will be 
disproportionally burdensome on rural Medicaid enrollees to comply with this provision on a 
monthly basis.  The RHA of TN recommends the TennCare Bureau should take the limited 
access to reliable cellular coverage and lack of access to basic internet services that is a reality 
in our rural communities into account when implementing the self-reporting requirements.  
Penalties should be waived for rural areas that are unable to comply with monthly 
compliance deadlines. 
 
Rural areas of our state completely lack any type of public transportation infrastructure.  A 
review of the Tennessee Poverty Rate by County reflects that 42 counties in Tennessee have at 
least 20% poverty rate if not higher.  Lake County has the highest poverty rate of 31.7%.  The 
RHA of TN appreciates that the implementation of work requirements is aimed at getting 
people out of poverty, however the hard fact is that does not happen by simply requiring it to 
happen.  Without the proper social supports, like access to transportation, individuals will not 
rise out of poverty, they will simply lose their healthcare coverage for non-compliance with this 
proposed work requirement, thus sinking them deeper into poverty.    
 
A second barrier to satisfying these requirements is access to affordable childcare.  While 
Tennessee does not have a legal age for children to stay at home alone, the Tennessee Juvenile 
and Family Court website’s FAQs includes guidance that states, “Younger children have a 
greater need for supervision and care than older children. Obviously, young children under age 
10 should not be left without supervision at any time. In most cases, older teenage children 
may be left alone for short periods of time.”  The TN Work Requirement Act and this draft 



amendment would put caregivers of small children in a position of choosing to care for their 
children or satisfy these requirements to continue to have insurance coverage.   
 
The RHA of TN would encourage the TennCare Bureau to review the HELP-Link program 
implemented in Montana for as an example of a Medicaid Work Program that is a successful 
model.  This program is quoted by the Center on Budget and Policy Priorities as a promising 
program that offers services to help Medicaid enrollees succeed in the workforce, “Montana’s 
Health and Economic Livelihood Partnership Link (HELP-Link) program targets outreach and 
services to the minority of Medicaid enrollees who do not have disabilities or similarly severe 
barriers to work but who are not working, often due to challenges such as limited skills and lack 
of access to transportation, child care, and other needed work supports.  Montana’s approach 
targets Medicaid enrollees who are looking for work or better jobs, linking them with services 
such as career counseling, on-the-job training programs, and subsidized employment.  In its 
first two years, the program has shown promise and has generated strong participation among 
enrollees, likely because the state has engaged in intensive outreach, offered meaningful 
services, and provided trainings to service providers and partners in how to meet the needs of 
low-income Medicaid enrollees.” 
 
In summary, the RHA of TN is committed to working with the TennCare Bureau to provide 
additional information on the impact these draft requirements will have on our rural residents 
and healthcare providers.  Due to the fact that TennCare cannot forecast the expected impact 
on enrollment these changes will have, we encourage the Bureau to proceed slowly without 
penalties until a greater understanding of the potential impact can be assessed.  We strongly 
encourage a period of in-depth education of Medicaid beneficiaries and a grace period where 
penalties will not be implemented for at least the first-year post rolling out these proposed 
requirements.  If you have any questions or if we can be of any further assistance, please don’t 
hesistate to contact me at Rebecca@RHAT.org or 615-624-0082. 
 
Sincerely, 

 

Rebecca Jolley, MBA 
Executive Director 
Rural Health Association of Tennessee 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of scott.springcreekfoods@gmail.com
Sent: Saturday, October 13, 2018 12:36 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Scott Turner 
340 Rocky Hill Way 
Bolivar, TN 38008  
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Jonathan Reeve

From: S K <shaakir55@gmail.com>
Sent: Tuesday, October 09, 2018 10:18 PM
To: Public Notice. Tenncare
Subject: TennCare Waiver Amendment 38

Dr. Wendy Long 
Division of TennCare 
public.notice.tenncare@tn.gov
RE: TennCare Waiver Amendment 38 
Dear Dr. Wendy Long,
I am submitting the following comments in response to the public notice inviting public comments on proposed 
Waiver Amendment 38.  
I am unequivocally opposed to this proposal that would take health coverage away from people who do not 
work a set number of hours per month. This proposal would cause immense harm and jeopardize coverage for 
thousands of Tennesseans. 

Failure to meet reporting requirements and paperwork errors will result in suspension of coverage for thousands 
of Tennesseans. The waiver would lead to large coverage losses. People will lose coverage even though they 
remain eligible.TennCare’s lack of computer system, the barriers associated with obtaining reliable 
transportation and child care, and barriers to reporting are all examples of why I do not support TennCare
Waiver Amendment 38. Like Arkansas, TennCare's Waiver Amendment 38 will cause massive coverage 
losses. Ex. The disruption of treatment or loss of access to  
health care would affect a particular group (e.g., cancer patients, people with addiction, people with
diabetes, etc.). In addition, this proposal leaves many unanswered questions. The man 
• How do people report compliance?  
• How can TennCare administer this complex eligibility determination without an eligibility
determination computer system, which is not yet complete? 
• How will the reporting process accommodate people with disabilities, limited literacy or language? 
• What is “good cause” for waiving compliance by certain individuals? 
• What criteria will be used to exempt “economically distressed” counties? 
The people whom I know would be negatively impacted by this proposal to take away
coverage from people who don’t meet the new work requirement. (Include stories of people who would be  
negatively impacted by this proposal and the harm that this proposal would cause.
This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid 
program. I respectfully urge you to not go forward with this harmful proposal. 

Sincerely,
Shakura D. Kharif, Ed.S, Ed. D 
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Jonathan Reeve

From: Sharon Cox <esharoncox@aol.com>
Sent: Friday, October 26, 2018 9:45 PM
To: Public Notice. Tenncare
Subject: Work requirements

I am opposed to the work requirements proposal and hope this will be denied by CMS or dealt with in the 
courts. 
This is shameful public policy. 
Sharon Cox 
 
Sent from my iPad 
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Jonathan Reeve

From: Rakhit, Shayan <shayan.rakhit@vanderbilt.edu>
Sent: Monday, October 01, 2018 7:43 PM
To: Public Notice. Tenncare
Subject: Feedback on Amendment 38

Dear Tenncare,  

Does the State of Tennessee and Tenncare have a plan to compensate safety net hospitals for the increase in 
uninsured Tennesseans seeking care at safety net hospital emergency departments, which is required by the 
Emergency Medical Treatment and Active Labor Act, the federal law signed by Ronald Reagan in 1986?  

Safety net hospitals, such as Vanderbilt University Medical Center, operate on razor thin margins and thus are 
dependent on as many funded patients as possible, of which ensuring as many insured low-income Tennesseans 
as possible. Amendment 38 will reduce the number of insured low-income Tennesseans, resulting in a financial 
loss to safety net hospitals, such as Vanderbilt University Medical Center, for which all Tennesseans, rich or 
poor, rely upon, including members of the Tennessee Legislature and employees of the State of Tennessee.

Will the State of Tennessee make safety net hospitals, such as Vanderbilt University Medical Center, financially 
whole for the effective reductions in revenue that it is proposing with Amendment 38? 

While the question of how these low-income Tennesseans will continue to access healthcare is also on the mind 
of myself, a registered Tennessee voter, I believe that many other concerned members of the public are asking 
this question, and thus I will not go into more detail regarding this second question. 

Thank you for your time and consideration. 

Sincerely,
Shayan Rakhit 
------------------------------------------------------ 
Shayan Rakhit 
Vanderbilt University School of Medicine 
M.D. Candidate, Class of 2019 
shayan.rakhit@vanderbilt.edu
770-298-0959 
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Jonathan Reeve

From: sherrie raymond <sgraymond@outlook.com>
Sent: Tuesday, October 09, 2018 5:42 PM
To: Public Notice. Tenncare
Subject: TN Care Amendment 38

With all the exceptions that will be granted, will there be more than a few dozen people who will actually be
affected by this? In order to be eligible for TN Care in the first place, I was under the impression that
individuals had to fall into one or more of those categories already.
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Jonathan Reeve

From: Sue Bolling <sbol123@gmail.com>
Sent: Friday, October 26, 2018 1:48 PM
To: Public Notice. Tenncare
Subject: TennCare Proposal Comments - Oppose

  Research and experience show that work requirements impose complex administrative burdens on families, 
employers and the state. States cannot safely and fairly administer those requirements, and many people are at 
risk of losing their coverage due to confusion or bureaucratic mistakes. For that reason, even people who are 
supposed to be exempt may not be able to claim exemption. That’s because of daunting red tape (a particular 
risk for people with disabilities) or because of bureaucratic errors on the part of the state or its contractors. 
Many people who meet the work requirements will still lose coverage. That’s because of: • Barriers to reporting 
their work hours, or resistance by employers. • State contractors or systems errors will result in wrongful 
terminations. • Some folks make too much money to qualify for TennCare any longer, but their low wage jobs 
don’t provide health insurance. We are left with nothing.  

 This proposal isn’t about putting people to work. It’s about depriving people of health care, which actually 
makes it harder for them to work.    
--
Thanks for your consideration of my comments 
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Jonathan Reeve

From: Mary  Linden <Marylinden@taadas.org>
Sent: Wednesday, October 24, 2018 3:30 PM
To: Wendy Long; Public Notice. Tenncare
Cc: Brooks Daverman; aaron.butler@tn.gov
Subject: TAADAS Comments on Amendment 38
Attachments: Amendment 38 waiver proposal TAADAS comments 10-24-18 FINAL.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long,

Please accept the attached letter as TAADAS’ comments on the proposed amendment 38 to the TennCare program.

Thank you for your time and attention to our concerns.

Mary-Linden Salter, LCSW
Executive Director
Tennessee Association of Alcohol, Drug & other Addiction Services
Airport Executive Plaza
1321 Murfreesboro Pike Suite 155
Nashville, TN 37217
Office: 615 780 5901, ex 118
Note new phone extension
Cell: 615 579 8808
https://smile.amazon.com/
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Jonathan Reeve

From: ewilbur@tamho.org
Sent: Friday, October 26, 2018 1:49 PM
To: Public Notice. Tenncare; Wendy Long
Subject: Comments on Amendment 38
Attachments: Comments on Amendment 38 Work Requirements.doc

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Attached are TAMHO’s comments on Amendment 38. We appreciate the opportunity to provide feedback on this
Amendment.

Ellyn Wilbur 
Executive Director 

Follow us on Facebook!

Tennessee Association of Mental Health Organizations 
42 Rutledge Street 
Nashville, TN  37210-2043
ewilbur@tamho.org
www.tamho.org
(615) 244-2220, ext.12 
(800) 568-2642 toll free in TN 
(615) 254-8331 facsimile 

We are vitally concerned with your privacy on the internet.  If you wish to be omitted from future distributions, please 
 contact us at optout@tamho.org or by phone at 615-244-2220 or toll free in Tennessee at 800-568-2642. Your email 
 address will be purged permanently from this database.  We take part in responsible email marketing and respect 

 your right to refuse any other email distributions.



42 Rutledge Street 
Nashville, TN 37210-2043 

 
www.tamho.org 

 
(615) 244-2220 

(800) 568-2642 toll free in TN 
Fax: (615) 254-8331 

 
 

October 26, 2018 
 
Dr. Wendy Long 
Director, TennCare 
310 Great Circle Rd 
Nashville, TN 
 
Submitted via email and to public.notice.tenncare@tn.gov 
  
Dear Dr. Long, 
 
We are writing today to provide comments regarding Amendment 38 of the TennCare ll Demonstration which will 
impose work requirements on certain individuals enrolled in the TennCare program. 
 
TAMHO represents the community behavioral health providers who are the cornerstone of the public behavioral 
health system and the TennCare behavioral health network. The majority of individuals served by our members are 
TennCare eligible. Our experience with this population suggests that many individuals want to work and would work if 
inherent barriers could be removed. Those barriers include availability of jobs close to where people live, availability of 
public transportation to and from the job site, the introduction of or re-familiarization of work skills that are consistent 
with available employment opportunities, the reluctance of employers to hire individuals with felonies or other 
criminal charges in their past, and lack of child care for individuals with children over the age of 6 but still too young to 
stay at home alone. Removing these barriers would lead to more individuals getting and keeping jobs and we believe 
that resources should be devoted to address them. 
 
We would like to see the exemptions expanded to include 1) individuals who are the sole caretaker for another person 
2) individuals who have been in opioid treatment anytime in the past 12 months and 3) individuals who are in 
substance abuse treatment after a hospitalization or residential treatment stay. Based on best practices for substance 
abuse treatment and the commitment that is required to remain in recovery, we believe a 12-month period following 
an IP or RTC stay should be the time period covered by the exemption.  
 
We also recommend: 

that a pilot project be implemented to identify any unanticipated issues  
full implementation be postponed until the TennCare Eligibility Determination System is fully functional in 
order to assure that information can be properly collected and verified.  
that the Administration implement a self- attestation process to reduce the significant administrative and  
financial requirements that will be borne by members, providers and the TennCare system overall  

 
Thank you for letting us provide comment on this Amendment.  
 
Sincerely, 

Ellyn Wilbur 
Executive Director  
  



1

Jonathan Reeve

From: Carrie Hobbs Guiden <cguiden@thearctn.org>
Sent: Wednesday, October 24, 2018 4:54 PM
To: Public Notice. Tenncare
Subject: The Arc TN feedback on Amendment 38
Attachments: feedback on amendment 38 (1).docx

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Greetings-  

Attached is the public comment for Amendment 38 from The Arc TN.  Thank you. 

Carrie Hobbs Guiden
Executive Director 
The Arc Tennessee 
545 Mainstream Drive, Suite 100 
Nashville, TN 37228 
1-800-835-7077 or 615-248-5878 ext. 14
cguiden@thearctn.org

The Arc Tennessee does not discriminate based on race, color, national origin or Limited English Proficiency.  If you feel you have been discriminated 
against please contact Peggy Cooper, Title VI coordinator, The Arc TN, 800-835-7077 ext. 15, pcooper@thearctn.org. 

This e-mail may contain PRIVILEGED and CONFIDENTIAL information and is intended only for the use of the specific individual(s) to which it is addressed.  If you 
are not an intended recipient of this e-mail, you are hereby notified that any unauthorized use, dissemination or copying of this e-mail or the information contained 
in it or attached to it is strictly prohibited.  If you have received this e-mail in error, please delete it and immediately notify the person named above by reply mail. 
Thank you.



October 23, 2018

Dr. Wendy Long, Director
Division of TennCare
310 Great Circle Road
Nashville, TN 37243

Dear Dr. Long:

Thank you for the opportunity to comment on Amendment 38- the proposed changes to 
TennCare based upon the guidance released by CMS on promoting work and community 
engagement among Medicaid beneficiaries and drafted in accordance with Public Chapter No. 
869, enacted by the Tennessee General Assembly in 2018. The Arc Tennessee staff and board of 
directors appreciate the ongoing dialogue with stakeholders and your consideration of our 
comments.  Below is a summary of our feedback:

Amendment 38

1. Although The Arc Tennessee board and staff realize that TennCare has drafted this waiver 
amendment in accordance with Public Chapter 869 enacted by the Tennessee General 
Assembly in 2018, we state for the record that we believe these work requirements to be 
unnecessary for the TennCare program.  TennCare already substantially limits enrollment, 
and to create such an administratively burdensome process that will impact such as small 
number of TennCare recipients (an estimated 48,000) is a waste of time and resources.  

2. We are concerned that unused TANF funds would be used to fund the administration of these 
work requirements.  Why would there be unused TANF funds and even if there was, it seems 
that there would be more effective ways to use them. Furthermore, what if the TANF funds 
are not sufficient to ensure this program is adequately implemented? Where would the 
money come from at that point?

3. We are concerned about the administrative burden these work requirements place on 
TennCare and, in turn, on the recipients of TennCare.  TennCare does not have a strong track
record for roll out and implementation of efficient and accurate database tracking systems.  
An overly burdensome system may discourage recipients from participating in TennCare 
altogether, which would result in the exact opposite outcome stated at the beginning of this 
document – which is to improve health outcomes. 

151 Athens Way, Suite 100, Nashville, TN  37228
Phone 615-248-5878 - Toll free 800-835-7077 – Fax 615-248-5879
http://www.thearctn.org



4. We are concerned that individuals will not have the support they need to access services that 
will help them become employed.  Though TennCare states that they will partner with the 
Tennessee Department of Labor and Workforce Development and other entities (page 4),
simply giving someone a list of resources will not be enough. The reality is that most people 
do want to work.  Economic self-sufficiency brings many benefits.  If someone is chronically 
unemployed, there are likely other factors at work – including health factors.  TennCare will 
need to develop robust partnerships with community-based organizations to help provide the 
support this population needs to become gainfully employed and remain gainfully employed. 
We strongly recommend creation of a well-staffed and well-funded toll-free referral and 
information hot line. Individuals in all parts of the state, including the rural counties, should 
have equal access to resources and supports. We cannot rely strictly on computer-based 
technology in a state that still faces challenges with internet access and cell phone 
connectivity. 

5. We recommend that TennCare track the number of people that become disenrolled from the 
program once the work requirements are implemented (hypotheses and evaluation, page 6).  
For many people, the additional administrative burden may lead them to disenroll.  This 
means that for these individuals their access to health care will be limited to emergency 
rooms and free clinics – not exactly the way to improve health outcomes.  It is important to 
track the potential negative impacts of implementing the work requirements as well as the 
positive ones.

6. The Arc Tennessee is grateful that TennCare has recognized and included exceptions to the 
work requirements for individuals who are providing caregiver services for a household 
member with a disability or incapacitation (page 3).  We know so many families where an 
individual is prevented from working because they have to be home to care for their adult 
child with IDD.  Thank you for recognizing this challenge for families.

7. We are also grateful that TennCare has recognized and included exceptions for people with 
IDD that may be unable to meet the full work requirements.  We are aware that as advocates, 
this is a challenging position for us.  We advocate for and believe that the majority of people 
with IDD are capable of working and want to work.  We stand by that belief.  However, there 
are some people with IDD that simply cannot meet a 20 hour per week requirement.  We 
want people with IDD to work to the extent that they are able – and to be able to maintain the 
health coverage they so critically need.

Once again, The Arc Tennessee staff and board thank you for the opportunity to comment on 
Amendment 38.  Should you have any questions about the comments or wish to discuss them 
further, please do not hesitate to contact me at cguiden@thearctn.org or 615-248-5878 x14.

Sincerely,

Carrie Hobbs Guiden
Executive Director

2
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Jonathan Reeve

From: Theresa Moore <sunflower1964tmoore@gmail.com>
Sent: Tuesday, October 23, 2018 10:54 AM
To: Public Notice. Tenncare
Subject: Health insurances/ Healthcare /Older / Mental Health

Tennessee is Very Disappointing when it comes to Health care Especially Mental Health Care ! Emphasis 
on income is just overwhelming to a person trying to get ahead to better themselves and their families !!! 
 
Sent from my iPhone 
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Jonathan Reeve

From: Anthony Fox <afox@tmhca-tn.org>
Sent: Thursday, October 25, 2018 4:30 PM
To: Public Notice. Tenncare
Subject: Tennessee Mental Health Consumers’ Association's opposition to TennCare 

Amendment 38 

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

October 25, 2018

Dr. Wendy Long
Bureau of TennCare
310 Great Circle Road
Nashville, TN

Dear Dr. Long;

On behalf of the Tennessee Mental Health Consumers’ Association I am writing to share our opposition to TennCare’s
Amendment 38 that will create a Medicaid Work Requirement in TennCare. The waiver places a harmful requirement
on people receiving TennCare that are living with a mental health condition considered SMI or SPMI. As you well know
people with mental health conditions on TennCare are using the service for a reason. Using a “catch all” method without
carefully exempting certain populations clearly shows that the amendment is not an option for people that we care
about and serve.

I say this because it is unclear in the amendment if people with severe and persistent mental illness will be exempted.
Are they determined as “medically frail or are they good cause exemptions?” And if so what is the definition of
“medically frail” and if someone meets the definition who determines “medically frail?” And what are good cause
exemptions and who determines good cause exemptions?

Other concerns that are not defined are:

Who is an appropriate medical professional?
What are explicit examples of “community engagement activities” which will qualify as exemptions?
How will Tennessee define “homeless” persons?”
Who qualifies for SNAP / TANF?
What are approved settings for community service engagement? This is not defined, nor is it specific to who
determines a setting is appropriate, or where these locations are at throughout the state.

Also missing from Amendment 38 are plans for resources for evidence based supported employment programs for SMI
and SPMI populations; and there are no specific resources for vocational training or job search training.

And finally, there is no clear path or understanding on how reporting community engagement will occur. Most people
using TennCare are indigent or the working poor. Many have co occurring mental health and intellectual disabilities.
Very few have access to a computer and the internet or a smart phone. Mailing documents to and from TennCare is
unreliable as well. A person could lose their insured status because of the inability to communicate with the Bureau.
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Adding extra cost to the state to monitor this process and for the reasons stated above I ask that you withdraw the
amendment and carefully consider clarifying the vague or undetermined areas prior to moving forward with this process
in Tennessee.

Respectfully,

Anthony Fox, CEO

Anthony Fox
Tennessee Mental Health Consumers' Association
Chief Executive Officer
3931 Gallatin Pike
Nashville, Tennessee 37216
(615) 835 2223 main
(615) 810 9451 fax
Email: afox@tmhca tn.org
www.tmhca tn.org

This E mail contains PRIVILEGED AND CONFIDENTIAL INFORMATION. It is intended only for the use of the Individual(s)
named above. If you have received this information in error, you are hereby notified that any distribution or copying of
this E mail is strictly prohibited. If you have received this E mail in error, please immediately notify us at (615)250 1176
or notify us by E mail at info@tmhca tn.org.
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Jonathan Reeve

From: Mary Kiger - TCCN <mary@tccnetwork.org>
Sent: Monday, October 08, 2018 3:49 PM
To: Public Notice. Tenncare
Subject: Attention: Dr. Wendy Long,  Division of Tenncare

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Dr. Long,

I am writing to submit comments on the proposed Waiver Amendment 38. The Tennessee Charitable Care Network is
opposed to the this proposal because it will invariably harm an already disadvantaged population. Our members (50
free and charitable clinics across Tennessee) provide services to uninsured, under insured and/or underserved
Tennesseans either free of charge or on a sliding scale basis. Our clinics (with a very few exceptions) do not accept any
form of insurance but are deeply committed to securing health care coverage for all Tennesseans.

As a state that has not expanded Medicaid, we are already talking about a relatively small group of individuals who
would be subject to the proposed work requirements. Based on fiscal estimates to date on the implementation costs, it
would cost a staggering amount to withhold benefits from this group based on the proposed work requirements. The
means to submit documentation may well elude many of these individuals (lack of access to internet, transportation,
etc.) and many people who meet the requirements are likely to be disenrolled mistakenly though not necessarily be able
to skillfully the engage the governmental levers needed to be re enrolled. Discontinuity of health care services can have
devastating and long term impacts on the very people that Medicaid was designed and funded to help.

On behalf of the 50 member clinics of the Tennessee Charitable Care Network, I respectfully ask that you not proceed
with this harmful proposal.

Best regards,

Mary

Mary Kiger, Executive Director
Tennessee Charitable Care Network
(615) 414 8345 mary@tccnetwork.org
1515B Hayden Dr., Nashville, TN 37206
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Jonathan Reeve

Subject: RE: Amendment 38

From: Ben Harrington [mailto:ben@mhaet.com]
Sent: Wednesday, October 24, 2018 9:33 AM 
To: Wendy Long 
Subject: Amendment 38 
Importance: High

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dr. Long – Thanks again for including us at the public hearing. Attached are our concerns moving forward.

Best – Ben Harrington



THE TENNESSEE COALITION FOR 
MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES
Ensuring mental health and alcohol and drug treatment and support services are accessible to all individuals, 
regardless of age, and maintained at a funding level that assures quality care to those in need.   

mailing address:  P.O. Box 32731, Knoxville, TN  37930 
phone:  865.584.9125  |  fax:  865.824.0040  |  email: tncoalition@tamho.org 

MEMBER ORGANIZATIONS  

AIM Center 

Alliance Healthcare Services 

Association of Infant Mental Health in Tennessee 

Centerstone  

Disability Rights Tennessee 

Frontier Health 

Insight Counseling Centers 

Lowenstein House 

Mental Health America of Middle Tennessee 

Mental Health Association of East Tennessee 

Mental Health Cooperative, Inc.  

Memphis & Shelby County Mental Health Summit 

National Alliance on Mental Illness – Davidson Co. 

National Alliance on Mental Illness–Tennessee 

National Association of Social Workers Tennessee 
Chapter 

Park Center 

Prevention Alliance of Tennessee 

Quinco Mental Health Center  

Ridgeview 

Tennessee Association of Alcohol, Drug and Other 
Addiction Services, Inc 

Tennessee Association of Drug Court Professionals 

Tennessee Association of Mental Health 
Organizations 

Tennessee Commission on Aging and Disability 

Tennessee Commission on Children and Youth 

Tennessee Conference on Social Welfare 

Tennessee Hospital Association 

Tennessee Licensed Professional Counselors 
Association

Tennessee Mental Health Consumers’ Association 

Tennessee Psychiatric Association 

Tennessee Suicide Prevention Network 

Tennessee Voices for Children, Federation of 
Families 

Volunteer Behavioral Health Care System 

October 23, 2018 

Dr. Wendy Long 
Tenncare
310 Great Circle Rd 
Nashville, TN 37243 

Dear Dr. Long: 

Thank you for the opportunity to provide feedback on this waiver. As we recalled the legislative hearing, we 
understood the sponsors to say the bill would be consistent with SNAP / TANF guidelines. We are concerned 
that the waiver as currently written is not consistent with the stated intent.

We are also concerned that there is no mention how individuals will be supported if they have specific 
challenges such as low literacy, are returning to work after being incarcerated, experience homelessness, are 
victims of violence, or are leaving the foster care system. We believe additional supports are necessary for these 
and possibly other high-risk groups.

In addition, we recommend that additional detail be provided, particularly in defining key terms:  
Appropriate medical professional: what type of professional is included? 
Medically Frail: what is the definition and who can make the decision? 
Community engagement activities: what activities are included? 
Homeless persons: what is the definition? 
Community service engagement: what are approved settings? 
What are good cause exemptions? 

We recommend the following be added to the list of exclusions: 
Individuals attending mental health or substance abuse IOP programs  
Individuals residing in sober living facilities 
Individuals engaged in substance abuse treatment support groups 



THE TENNESSEE COALITION FOR MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES
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We recommend that additional resources be made available to assist individuals develop their work 
readiness skills including expanded supported employment and expanded availability of IPS. 

And finally, we ask for more clarity in these statements: 
TN will consider SNAP/TANF Guidelines: how and when will this decision be made?  
Economically Distressed Counties Exemptions – how and when will this decision be made? 
TennCare “reserves the right to temporarily modify or waive community engagement requirements” – how and 
when will these decisions be made? 
Community engagement – how and when these decisions will be made? 

Thank you for letting us provide comment on this important waiver to the TennCare program. We look forward 
to continued dialogue about how we can support the legislative intent. 

Sincerely,

Ben Harrington 
Chairman 



1

Jonathan Reeve

Subject: RE: TDMHSAS Comments on Amendment 38

From: Marie Williams
Sent: Friday, October 26, 2018 7:23 PM
To: Brooks Daverman <Brooks.Daverman@tn.gov>
Cc: Matt Yancey <Matt.Yancey@tn.gov>
Subject: TDMHSAS Comments on Amendment 38

 

Marie Williams, LCSW| Commissioner 
  Andrew Jackson Building, 6th Floor 
500 Deaderick Street, Nashville, TN 37243 
p. 615-532-6500 
Marie.Williams@tn.gov
tn.gov/behavioral-health
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Jonathan Reeve

From: Carol Westlake <carol_w@tndisability.org>
Sent: Friday, October 26, 2018 1:25 PM
To: Public Notice. Tenncare
Subject: Comments on Amendment 38
Attachments: TN Disability comments Amendment 38.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Thank you for this opportunity.

Carol Westlake | Executive Director
Tennessee Disability Coalition
955 Woodland St
Nashville, TN 37206
615.383.9442
www.tndisability.org

Follow and like us on Facebook and Twitter! 
Facebook: https://www.facebook.com/tndisability/?ref=aymt_homepage_panel
Twitter: https://twitter.com/tndisability

In accordance with federal, state, and local laws, the Tennessee Disability Coalition does not discriminate in any programs or 
activities or in employment policies and provides equal opportunities in its programs and activities. Additional information concerning

the Coalition’s nondiscrimination obligations and the complaint procedure can be obtained calling (615) 383-9442.

Note:  This e-mail may contain PRIVILEGED and CONFIDENTIAL information and is intended only for the use of the specific 
individual(s) to which it is addressed.  If you are not an intended recipient of this e-mail, you are hereby notified that any 

unauthorized use, dissemination or copying of this e-mail or the information contained in it or attached to it is strictly prohibited.  If
you have received this e-mail in error, please delete it and immediately notify the person named above by reply mail.
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of Hawkins02@live.com
Sent: Monday, October 08, 2018 5:53 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
 
Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Andrew Hawkins 
TENNESSEE HEALTH CARE CAMPAIGN 
396 Deerfield Circle 
Manchester, TN 37355  
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Jonathan Reeve

From: jacy@thcc2.org
Sent: Tuesday, October 09, 2018 8:16 AM
To: Public Notice. Tenncare
Cc: Jacy Warrell
Subject: Amendment 38 Waiver
Attachments: 181009 Comments on Amendment 38 - THCC.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

October 9, 2018 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 

RE: Amendment 38 – Work and community engagement requirements 

Dr. Long, 
I am writing in response to the Division of TennCare’s Amendment 38 aimed to implement a work 

reporting requirement for TennCare beneficiaries who consist of children and their caregivers, pregnant women, 
and women with breast or cervical cancer. As a nonprofit who works directly with TennCare beneficiaries, 
Tennessee Health Care Campaign is concerned implementing this action will put the health of the parents of 
Medicaid eligible children at risk. 

As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment. We believe legislators blindly followed the lead of other states that expanded Medicaid and did not 
fully understand Tennessee’s Medicaid population. 

Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours 
of work per week or not. There is not sufficient evidence that this requirement will improve health outcomes, 
there will be barriers in reporting compliance, and there is no mention of supports to make the program 
successful. 

In the “Objective and Overview” section of the Amendment 38, it states there is a growing body of 
evidence that points to a link between productive work or community engagement and improved health 
outcomes. The references provided however, are either outdated and/or apply to a very different population than 
the one in Tennessee. Specifically: 

“Is work good for your health and well-being?” by Waddell and Burton of the Centre for Health and Social 
Care Research, University of Huddersfield is from the United Kingdom (citation 3). This publication is 
dated 12 years ago and is based on the UK’s welfare system which is very different than Tennessee. The UK 
offers income supports, job seeker allowance, and tax credits. Additionally, this study notes that beneficial 
health effects of working depend on the nature and quality of work and that social context matters.
“The Psychological and Physical Well-Being During Unemployment: A Meta-Analytic Study” by McKee-
Ryan, et al (citation 4) is an outdated study (2005) that looked at even older studies. It acknowledges there 
are significant gaps in the research and that “within unemployed samples, work-role centrality, coping 
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resources (personal, social, financial, and time structure), cognitive appraisals, and coping strategies 
displayed stronger relationships with mental health than did human capital or demographic variables.” The 
research does not apply specifically to the Medicaid population or Tennessee. 
“Work matters for health” published by Robert Wood Johnson Foundation (RWJF) (citation 5) does not 
apply to the Medicaid population. When describing the health outcomes associated with being employed 
and then losing a lob, RWJF reports negative health outcomes such as reductions living standards, increased 
stress, and behavioral risks like increased alcohol consumption, smoking, and drug use. It does not address 
people with the same social economic barriers as TennCare beneficiaries. Furthermore, this report is more 
about the health variations associated with the types of employment. It indicates people who work evening 
shifts and hold multiple jobs can be detrimental to health. Long commutes, as will likely be experienced by 
TennCare beneficiaries in rural communities, are associated with greater levels of stress, increase likelihood 
of obesity, etc. Health is improved only in jobs that offer insurance, have wellness programs, and are in safe 
environments.

Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be “an emphasis on linking individuals to existing community resources.” 
There is no evidence that “existing community resources” need assistance in connecting with their local 
population and we object to using state dollars for implementing another referral assistance program.  There are 
no supports to TennCare enrollees mentioned and no guaranteed that the U.S. Department of Health and Human 
services will use TANF funds to implement supports.  

Lastly, we are concerned about the Amendment 38 statement that “it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time.” Through our statewide hotline for low-income 
Tennesseans looking for health care, we know the current system is already burdensome to TennCare 
beneficiaries. THCC receives between 200-400 calls each month from people who need in-person assistance 
with the current application. In the Amendment 38 draft there is no mention how people will be protected or 
supported if they have certain disabilities, experience low literacy, are returning to work after being 
incarcerated, experience homelessness, are victims of violence, or are leaving the foster care system and for the 
first time ever must navigate the workforce without the guidance of a caring adult. We encourage you to 
connect directly with TennCare enrollees to better understand the impact of this waiver. 

Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh any 
hypothetical benefits. We appreciate the opportunity to share our concerns and look forward to discussing other 
ways to potentially improve the health and well-being of Tennesseans. Please contact me if you would like to 
discuss these points further. 

Respectfully, 

Jacy Warrell, MPA 
Executive Director  
Tennessee Health Care Campaign 
1321 Murfreesboro Pike, Ste. 311 
Nashville, TN 37217 



 

August 30, 2018 

Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
RE: Amendment 38 – Work and community engagement requirements 

Dr. Long, 

I am writing in response to the Division of TennCare’s Amendment 38 aimed to 
implement a work reporting requirement for TennCare beneficiaries who consist of children and 
their caregivers, pregnant women, and women with breast or cervical cancer. As a nonprofit who 
works directly with TennCare beneficiaries, Tennessee Health Care Campaign is concerned 
implementing this action will put the health of the parents of Medicaid eligible children at risk. 

As you know through advocacy efforts before this waiver amendment was released, 
public health and nonprofit stakeholders who work directly with the TennCare population are not 
in support of this waiver amendment. We believe legislators blindly followed the lead of other 
states that expanded Medicaid and did not fully understand Tennessee’s Medicaid population. 

Our primary concern is that people who need health insurance will lose it, whether they 
meet 20 hours of work per week or not. There is not sufficient evidence that this requirement will 
improve health outcomes, there will be barriers in reporting compliance, and there is no mention 
of supports to make the program successful. 

In the “Objective and Overview” section of the Amendment 38, it states there is a 
growing body of evidence that points to a link between productive work or community 
engagement and improved health outcomes. The references provided however, are either 
outdated and/or apply to a very different population than the one in Tennessee. Specifically: 

 “Is work good for your health and well-being?” by Waddell and Burton of the Centre for 
Health and Social Care Research, University of Huddersfield is from the United Kingdom 
(citation 3). This publication is dated 12 years ago and is based on the UK’s welfare system 
which is very different than Tennessee. The UK offers income supports, job seeker 
allowance, and tax credits. Additionally, this study notes that beneficial health effects of 
working depend on the nature and quality of work and that social context matters. 
 

 “The Psychological and Physical Well-Being During Unemployment: A Meta-Analytic 
Study” by McKee-Ryan, et al (citation 4) is an outdated study (2005) that looked at even 
older studies. It acknowledges there are significant gaps in the research and that “within 
unemployed samples, work-role centrality, coping resources (personal, social, financial, and 
time structure), cognitive appraisals, and coping strategies displayed stronger relationships 
with mental health than did human capital or demographic variables.” The research does not 
apply specifically to the Medicaid population or Tennessee.  



 
 

Tennessee Health Care Campaign (THCC) •1321 Murfreesboro Pike, Suite 311, Nashville, TN  37217 
(615) 227-7500 • Fax: (615) 866-5656 • Toll-free: 1-877-431-7083 • www.thcc2.org  

“Work matters for health” published by Robert Wood Johnson Foundation (RWJF) (citation 
5) does not apply to the Medicaid population. When describing the health outcomes 
associated with being employed and then losing a lob, RWJF reports negative health 
outcomes such as reductions living standards, increased stress, and behavioral risks like 
increased alcohol consumption, smoking, and drug use. It does not address people with the 
same social economic barriers as TennCare beneficiaries. Furthermore, this report is more 
about the health variations associated with the types of employment. It indicates people who 
work evening shifts and hold multiple jobs can be detrimental to health. Long commutes, as 
will likely be experienced by TennCare beneficiaries in rural communities, are associated 
with greater levels of stress, increase likelihood of obesity, etc. Health is improved only in 
jobs that offer insurance, have wellness programs, and are in safe environments.

Amendment 38 does not provide adequate information about the supports to make this 
program successful. Page 4 states there will be “an emphasis on linking individuals to existing 
community resources.” There is no evidence that “existing community resources” need 
assistance in connecting with their local population and we object to using state dollars for 
implementing another referral assistance program. There are no supports to TennCare enrollees 
mentioned and no guaranteed that the U.S. Department of Health and Human services will use 
TANF funds to implement supports.

Lastly, we are concerned about the Amendment 38 statement that “it is not possible to 
reliably project the magnitude of this decrease in enrollment at this time.” Through our statewide 
hotline for low-income Tennesseans looking for health care, we know the current system is 
already burdensome to TennCare beneficiaries. THCC receives between 200-400 calls each 
month from people who need in-person assistance with the current application. In the 
Amendment 38 draft there is no mention how people will be protected or supported if they have 
certain disabilities, experience low literacy, are returning to work after being incarcerated, 
experience homelessness, are victims of violence, or are leaving the foster care system and for 
the first time ever must navigate the workforce without the guidance of a caring adult. We 
encourage you to connect directly with TennCare enrollees to better understand the impact of 
this waiver.

Simply put, the risks to families are not adequately addressed in this draft amendment and far 
outweigh any hypothetical benefits. We appreciate the opportunity to share our concerns and 
look forward to discussing other ways to potentially improve the health and well-being of 
Tennesseans. Please contact me if you would like to discuss these points further.

Respectfully,

Jacy Warrell, MPA
Executive Director 
Tennessee Health Care Campaign

p y,

Jacy Warrell, MPA
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Jonathan Reeve

From: Deema Tarazi <d.tarazi@hemophiliafed.org>
Sent: Friday, October 26, 2018 12:47 PM
To: Public Notice. Tenncare
Subject: THBDF Comment Letter for 1115 Waiver
Attachments: THBDF TN 1115 Waiver Comment Letter.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

To Whomever It May Concern,

Attached is Tennessee Hemophilia Foundation & Bleeding Disorders Foundation’s comment letter regarding Tennessee’s
1115 Waiver. If you have any further questions please email Samuel Doughty at sam.doughty@thbdf.org.

Thanks,
Deema

Deema Tarazi, JD | Senior Policy Analyst | Hemophilia Federation of America
999 North Capitol Street NE, Suite 201 | Washington DC | 20002
DC Office: 202.675.6984 | Mobile: 248.227.6148
www.hemophiliafed.org



 

 
October 26, 2018 
 
Wendy Long, MD  
Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: 1115 Waiver Amendment 38 to the TennCare II Demonstration  
 
Dear Dr. Long:  
 
Tennessee Hemophilia Foundation & Bleeding Disorders Foundation (THBDF) appreciates the 
opportunity to submit comments on Tennessee’s 1115 Waiver Amendment, “Amendment 38 to 
the TennCare II Demonstration.”  
 
THBDF is a non-profit organization that enhances the lives of those affected by bleeding 
disorders and supports the bleeding disorders community in Tennessee.  
 
THBDF believes everyone, including TennCare enrollees, should have access to quality and 
affordable health coverage. Unfortunately, this waiver creates new administrative barriers that 
will jeopardize patients’ access to quality and affordable health coverage, and THBDF therefore 
opposes the proposed waiver.   
 
The Tennessee Amendment 38 seeks to add a work and community engagement requirement for 
most TennCare enrollees. This would increase the administrative burden on all TennCare 
patients. Individuals will need to either report that they meet certain exemptions or the number of 
hours they have worked. Increasing administrative requirements will likely decrease the number 
of individuals with TennCare coverage, regardless of whether they are exempt or not.  
 
Arkansas is currently implementing a similar policy requiring Medicaid enrollees to report their 
hours worked or their exemption. As of October 1, four months into implementation, the state 
has terminated coverage for 8,462 individuals and locked them out of coverage until January 
2019.i An additional 12,589 individuals had one or two months of noncompliance and are at risk 
for losing coverage in the coming months.ii In another case, after Washington state changed its 
renewal process from every twelve months to every six months and instituted new 
documentation requirements in 2003, approximately 35,000 fewer children were enrolled in the 
program by the end of 2004.iii Battling administrative red tape in order to keep coverage should 
not take away from patients’ or caregivers’ focus on maintaining their or their family’s health. 
 
Failing to navigate these burdensome administrative requirements could have serious – even life 
or death – consequences for people with serious, acute and chronic diseases. If the state finds that 
individuals have failed to comply with the new requirements for two months out of a six-month 
period, they will be locked out of coverage until they demonstrate their compliance. People who 
are in the middle of treatment for a life-threatening disease, rely on regular visits with healthcare 



 

providers or must take daily medications to manage their chronic conditions cannot afford a 
sudden gap in their care. 
 
THBDF is also concerned that the current exemption criteria may not capture all individuals 
with, or at risk of, serious and chronic health conditions that prevent them from working. 
Additionally, Tennessee’s “good cause” exemption is still not sufficient to protect patients. In 
Arkansas, many individuals were unaware of the new requirements and therefore unaware that 
they needed to apply for such an exemption.iv No exemption criteria can circumvent this problem 
and the serious risk to the health of the people we represent.   
 
Administering these requirements will be expensive for Tennessee. States such as Michigan, 
Pennsylvania, Kentucky and Virginia have estimated that setting up the administrative systems 
to track and verify exemptions and work activities will cost tens of millions of dollars.v 
Tennessee’s fiscal impact statement estimated the program would cost approximately the state 
and federal government $39.8 million over the course of the waiver.vi These costs would divert 
resources from Medicaid’s core goal – providing health coverage to those without access to care. 
 
Ultimately, the requirements outlined in this waiver do not further the goals of the Medicaid 
program or help low-income individuals improve their circumstances without needlessly 
compromising their access to care. Most people on Medicaid who can work already do so.vii A 
study published in JAMA Internal Medicine, looked at the employment status and characteristics 
of Michigan’s Medicaid enrollees.viii The study found only about a quarter were unemployed 
(27.6 percent). Of this 27.6 percent of enrollees, two thirds reported having a chronic physical 
condition and a quarter reported having a mental or physical condition that interfered with their 
ability to work.  
 
In a report looking at the impact of Medicaid expansion in Ohio, the majority of enrollees 
reported that that being enrolled in Medicaid made it easier to work or look for work (83.5 
percent and 60 percent, respectively).ix Terminating individuals’ TennCare coverage for non-
compliance with these requirements will therefore hurt rather than help people search for and 
obtain employment. Tennessee has experience with this. In 2005, when the state changed the 
TennCare program’s eligibility and 170,000 people lost Medicaid coverage, there was no 
increase in employment and self-reported health and access to medical care declined.x THBDF 
opposes the work and community engagement.   
 
THBDF also wishes to highlight that the federal rules at 431.408 pertaining to state public 
comment process require at (a)(1)(i)(C) that a state include an estimate of the expected increase 
or decrease in annual enrollment and expenditures if applicable. The intent of this section of the 
regulations is to allow the public to comment on a Section 1115 proposal with adequate 
information to assess its impact. However, on pages 5 of this proposal, the Department states that 
“Some number of individuals may transition off of TennCare and into other coverage options as 
their earnings increase; however, it is not possible to reliably project the magnitude of this 
decrease in enrollment at this time.” We urge the TennCare to update the waiver amendment 
with the estimated expenditure and estimate enrollment change and reopen the state comment 
period for an additional 30-days.  
 



 

THBDF believes healthcare should affordable, accessible, and adequate. Tennessee’s 
Amendment 38 does not meet that standard. Thank you for the opportunity to provide comments.  
 
Sincerely,  
 

 
 
Samuel Doughty 
Board President 
Tennessee Hemophilia and Bleeding Disorders Foundation   
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Good morning, 

Please find attached THA’s comment letter on TennCare’s waiver amendment 38 regarding work requirements 
for program enrollees. 

If you have questions, please don’t hesitate to contact me. 

Thanks, 
JB

Joe Burchfield 
Senior Vice President | Government Affairs and Communications 
Tennessee Hospital Association 
O: (615) 401-7472 | M: (615) 306-8333 



52 01  V i rg i n i a  W ay | B ren tw oo d ,  T en n esse e  37 02 7 |   61 5 . 25 6 . 82 40   |   w ww . t ha .co m

Oct. 26, 2018               

Wendy Long, M.D.
Director
Division of TennCare
310 Great Circle Road
Nashville, TN 37243

Dear Dr. Long:

The Tennessee Hospital Association (THA), on behalf of its more than 140 member hospitals 
and health systems, appreciates the opportunity to comment on the draft of Amendment 38 to 
the TennCare II Demonstration.

THA has identified five areas of primary concern based on the information included in the waiver 
amendment. These areas include the applicability of a work requirements program to the 
existing TennCare population, the ability to achieve the stated goals of the proposed program,
TennCare members’ ability to comply with such a program, consistency in such requirements 
across multiple social service programs administered by the state and the ability to evaluate the 
full impact of the work requirements on all covered enrollees. Following are specific comments 
related to each of these topics.

Applicability to Existing TennCare Population
While the Centers for Medicare & Medicaid Services (CMS) has approved work requirements in 
four states, all of which expanded Medicaid, the applicability of such requirements in the current 
TennCare environment remains a significant concern for THA. Given Tennessee’s lack of 
Medicaid expansion, there is a limited population within the current TennCare membership who
would be subject to work requirements.

Other states that already have implemented work requirements have done so within the context 
of expanded Medicaid populations where non-disabled adults qualify for Medicaid coverage as 
a result of economic status rather than meeting categorical eligibility criteria for a traditional 
Medicaid program. Tennessee’s status as a non-expansion state with limited adult Medicaid 
enrollment makes work requirements an odd fit for the program. 

State estimates have indicated as few as 30,000 TennCare enrollees – or 5.6 percent of the 
program’s non-elderly adult members – would be subject to the requirements outlined in the 
waiver amendment. This tracks below the most recent national data available from the 2017 
U.S. Census Bureau’s Current Population Survey, which suggest 60 percent of non-elderly 
Medicaid adults already are working. According to the data, only 7 percent would be subject to 
work requirements based on commonly accepted exemptions like those included in the 
TennCare waiver amendment.

Under the current program, the state is likely to incur a sizable expense. The recurring expense 
would be matched at the basic administrative federal match rate of 50 percent to administer and 
enforce a work requirement for non-disabled adult members. In February 2018, the General 
Assembly’s Fiscal Review Committee estimated the state’s recurring annual net cost of 
administering and enforcing a work and community engagement requirement at $22.3 million for 
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a population of just more than 37,100. These costs were estimated to primarily cover case 
management of the work requirements. The state cost was offset by an estimated savings that 
would be generated if 10 percent of the covered enrollees are disenrolled for at least a six-
month period to derive the final state annual impact of $18.7 million.

CMS also requires states to develop strategies to assist enrollees in meeting work requirements 
and link them to additional resources for training, child care assistance, transportation and other 
supports, but Medicaid funding cannot be used to fund these services which will create an
additional expense for the state budget. 

The state would pay an administrative cost for the work requirements on top of the current cost 
of providing healthcare coverage to individuals who already are categorically eligible to receive 
the benefit. Persons in the group subject to the work requirements are eligible for TennCare 
because they actively are caring for a child or disabled adult who is eligible for Medicaid. While 
THA understands the benefits of trying to encourage Medicaid enrollees to work, it is hard to 
see the benefit of incurring the additional cost of participation in these efforts when so few 
members ultimately would be subject to the requirements.

Ability to Achieve Stated Goals
The rationale for the new requirement to promote improved health outcomes for members 
includes language that TennCare will support member efforts to achieve independence and 
potentially facilitate a transition from the TennCare program into private insurance. THA is 
concerned individuals who become employed will earn enough to be ineligible for TennCare but 
not have access to employer sponsored insurance or earn enough to qualify for financial 
assistance on the insurance exchange. Losing coverage negatively will impact an enrollee’s 
ability to access appropriate healthcare services. 

The ability to access care that will enable a person to gain and maintain physical and mental 
health is of critical importance when trying to enter and stay in the workforce. TennCare 
coverage makes work possible. Requirements that place affordability and access to care at risk 
would run counter to the goal of helping individuals and their families gain financial 
independence through employment opportunities.

One of the stated objectives is to improve health outcomes for individuals enrolled in TennCare.  
The draft amendment states “a growing body of evidence” points to a link between productive 
work or community engagement and improved health outcomes. The studies referenced are for 
general populations, not a low-income Medicaid population. 

There also are studies on work and health that found the quality and stability of work are key 
factors in the work-health relationship. This research indicates low-quality, unstable or poorly-
paid jobs lead to or are associated with adverse effects on health. August 2018 information from 
the Tennessee Department Human services indicates the average monthly wage for employed 
participants in Families First  is $918.28, or roughly $11,000 per year, which is 91 percent of the 
federal poverty level for an individual. Similar low-paying employment potentially could reduce 
the health status of TennCare enrollees.

THA believes there will be multiple supports needed for those attempting to comply with work 
requirements. The mention of supports in the amendment does not include any specificity about 
the kinds of supports the Bureau will provide. There are certain types of support that will be
essential, including transportation for the member to get to and from work or community 
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engagement opportunities and childcare for children over 6 years old in the household. Without 
supports from the TennCare program, both transportation and childcare present financial 
obligations that may be unattainable for a member who is actively working or seeking education, 
training or employment. The waiver request should either identify a way to address those needs 
or allow the members to include lack of transportation or childcare as a new exception.  

The exceptions to the requirement listed in the amendment provide for a number of 
circumstances where a parent or caretaker relative may be too ill to hold a position that would 
satisfy the work requirement or is trying to address a substance abuse issue that would impair 
the member’s ability to find or keep a job. The exceptions also exclude members who are 
mentally incapable of meeting the requirement or providing care for a household member who is 
disabled or incapacitated. THA agrees it is essential to acknowledge the many realities of life 
that could serve as a barrier to compliance with the work requirements as well as include the
flexibility for the Bureau to work with individuals to grant additional exemptions.

Consistency in Work Requirements Across Programs
The waiver amendment references work requirements already in place for recipients of 
Supplemental Nutrition Assistance Program (SNAP) and Temporary Assistance for Needy 
Families (TANF) benefits, programs with individual requirements that differ from those proposed 
for TennCare members. One major difference is caretakers under SNAP and TANF are 
exempted if they have a dependent child under the age of 18 in the household, not under age 6,
as proposed for TennCare. Another significant variation is the proposed TennCare requirement 
of 20 hours per week, while SNAP and TANF require 30 hours.   

The waiver states members dually-enrolled in two or more of these programs who satisfy either 
the SNAP or TANF requirements would not be subject to those under TennCare. It is not clear if 
a TennCare enrollee subject to the SNAP or TANF work requirements who is not meeting those 
requirements would be disenrolled under TennCare or would be allowed to meet the lower 20-
hour-a-week threshold and remain on TennCare. There also is a federal requirement specified 
at 42 CFR 435.112 that requires the state to continue Medicaid coverage for TANF enrollees for 
four months if the family loses TANF benefits because of increased income from employment or 
increased work hours. The waiver amendment fails to address how such a circumstance would 
be handled. However, THA would recommend the bureau consider  a similar “soft landing” for 
TennCare  enrollees who lose coverage because of increased income or not complying with the 
work requirements. 

While the proposed waiver amendment indicates distressed counties may be excluded at the 
Bureau’s discretion, SNAP requirements exclude any persons living in distressed counties 
because those counties have very limited opportunities for employment. This exclusion should 
be consistently applied to TennCare requirements as well. 

While using compliance with SNAP and TANF work requirements for TennCare should reduce 
the administrative expense of the program, this creates different categories and expectations for 
compliance that will lead to greater confusion and inconsistency for TennCare enrollees. THA 
believes any work requirements placed on TennCare members should be evenly and uniformly 
applied. 

TennCare Member Education and Compliance
The waiver amendment is largely silent on how TennCare members will be educated about a 
work requirement, the process by which they will participate in such a program and the methods 
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for demonstrating compliance with requirements. Given recent experience in other states with 
fully-implemented work requirements where significant numbers of enrollees have fallen off the 
rolls due to lack of reporting – not necessarily lack of compliance – THA believes it is essential 
to establish an information process that educates and provides adequate support and 
administrative access to ensure members can fully participate in the program.

In Arkansas, use of an online portal to inform enrollees about the program and reporting 
compliance has been a problem because not all Medicaid enrollees have access to the Internet 
and the use of the portal was complicated. Of the 26,000 initially enrolled in work requirements 
in Arkansas in June 2018, more than 4,000 – or 17 percent – lost coverage for failing to comply 
with the requirements. While the mechanisms for educating enrollees and reporting compliance 
is not specified in the proposed amendment, THA recommends enrollees have multiple options 
for reporting so lack of access to the Internet or the inability to navigate a portal does not result 
in disenrollment from TennCare.

Research Hypotheses and Evaluation
The stated core objectives of the proposed amendment are to promote improved health 
outcomes for TennCare members and support member efforts to achieve independence. While 
there only is a preliminary plan for evaluating the impact, the full evaluation plan should be 
developed prior to implementation of any work requirements.

In the preliminary plan, however, the data are all from current member encounter data or 
member reported data. It will be as important to track the health impact on those who lose 
coverage as a result of the work requirement to determine if losing coverage reduces access to 
care and negatively impacts health status. Similarly, if a member no longer is eligible because 
they do work and their income is too high to qualify for TennCare, there will be no encounter 
data or self-reported activity data for those members. Therefore, the evaluation will be limited to 
those who meet the work requirement but stay enrolled in the program, which will not 
adequately reflect the impact on the population subjected to work requirements. 

Although it is reasonable to expect a healthy population will not experience the same rate of 
inpatient hospitalization or emergency department (ED) utilization as a less healthy population,
there are a number of legitimate reasons that a healthy enrollee may access hospital inpatient 
or ED services. These include accidents or circumstances where a primary care physician is 
unavailable and sends the patient to the ED. These situations do not relate to overall health 
status of the enrollee and, as such, THA believes other measures that better reflect overall 
health status should be developed and tracked. 

Conclusion
THA recognizes TennCare is meeting its legislatively required responsibility to develop a work 
requirement and community engagement program for the current TennCare population by 
submitting this waiver amendment. THA appreciates the attention given by TennCare staff to 
many of the challenges that members who would be subject to the requirement face on a daily 
basis. This consideration largely is reflected in the design of the program, and we believe those 
considerations are critical to ensure the new requirements do not create a new population of 
low-income uninsured adults who will lack access to appropriate healthcare services. 

THA does not believe the benefits, of the program as currently proposed, will outweigh the cost 
of administering the program, and believe it is necessary to carefully weigh the financial 
considerations of the program against its impact on the ability of current TennCare members to 
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access care. Implementing the work requirement and community engagement program 
described in this amendment is premature and should not be considered until the program has 
added coverage for adults without dependent children or family members, a group for which the 
work and community engagement requirements may be more applicable.

Finally, remembering the impact of past lawsuits on the TennCare budget and enrollees, THA is 
concerned that, like Arkansas and Kentucky, this requirement will subject the program to 
lawsuits that will impact the state’s ability to operate TennCare and control expenditures. The 
same objections raised in lawsuits in other states – that work requirements become new 
eligibility criteria that only can be implemented by Congress and the program is contrary to the 
central goal of Medicaid to provide medical assistance to citizens –likely will apply to the 
proposed TennCare program.  

Again, thank you for the opportunity to share our thoughts and comments on the proposed 
amendment.

If you have any questions concerning THA’s comments, please contact me at 615-256-8240,
cbecker@tha.com.

Sincerely, 

Craig A. Becker 
President and CEO
Tennessee Hospital Association
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Please find comments attached. Thank you for your consideration.

Sincerely yours,

Gordon Bonnyman
Tennessee Justice Center
211 Seventh Avenue, North, Ste. 100
Nashville, TN 37219
Phone: 615 255 0331
Direct: 615 846 4708
FAX: 615 255 0354
gbonnyman@tnjustice.org
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October 25, 2018 
 
Wendy Long, M.D., Director via email: public.notice.tenncare@tn.gov  
Division of TennCare 
310 Great Circle Rd. 
Nashville, TN 37228 
 

RE: Proposed TennCare Waiver Amendment 38 
 

Dear Dr. Long: 
 

I write in response to the September 24, 2018 notice by the Commissioner of the 
Tennessee Department of Finance & Administration inviting public comments on proposed 
TennCare Waiver Amendment 38, which would permit the Division of TennCare to deny 
TennCare coverage based on an individual’s employment status. The amendment purports to 
implement Tennessee Public Chapter 869, enacted by the Tennessee General Assembly during 
its 2018 session. As explained below, the proposal is fundamentally flawed as a matter of health 
policy, and it conflicts with both state and federal law. For those reasons, the amendment should 
not be submitted to the Centers for Medicare and Medicaid Services (CMS), or further steps 
taken toward its implementation.  

 
 By its own terms, Public Chapter 869’s implementation is conditioned on two 

requirements: (1) The state must receive a necessary waiver from CMS; and (2) the state must be 
able to use federal Temporary Assistance for Needy Families (TANF) or other federal funds to 
cover the costs of implementation. Federal law does not authorize CMS to grant such a waiver, 
and the state cannot be assured that the use of TANF funds will be approved by federal auditors. 
Implementation is therefore not legally possible. 

 
CMS cannot lawfully grant a waiver permitting the denial of Medicaid based on 
employment status. 

 
As you know, employment status is not among the federally approved criteria for 

Medicaid eligibility.  States cannot deny Medicaid coverage to individuals who are eligible under 
federal law or impose state eligibility criteria more restrictive than those authorized by the 
Medicaid Act. CMS’s waiver authority does not extend to permitting states to deny Medicaid to 
federally eligible individuals based on their employment status. Specifically, Section 1115 of the 
Social Security Act does not authorize CMS to waive Section 1902(a)(8) [42 U.S.C. § 
1396a(a)(8)] or Section 1902(a)(10) [42 U.S.C. § 1396a(1)(10)] of the Act, as you propose to 
request. Denial of coverage to the unemployed would accord employment status primacy over 
health needs, essentially transforming Medicaid from a health program into an employment 

Advocates for Families in Need 
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program. Neither CMS nor states can alter the Medicaid program in that way. Only Congress 
may do so.  

 
The conflict between the design and purpose of the Medicaid Act and the effects of a 

mandatory employment requirement is especially stark in states, like Tennessee, that have not 
expanded coverage to adults made eligible by the Affordable Care Act. As the Supreme Court 
observed in NFIB v. Sibelius, “The original program [still administered in non-expansion states] 
was designed to cover medical services for four particular categories of the needy: the disabled, 
the blind, the elderly, and needy families with dependent children.” Tennessee’s Medicaid 
program still meets that description and thus is comprised of individuals who generally are 
excluded from the workforce by age, disability or family care responsibilities.  

 
The draft amendment would apply to non-pregnant, non-disabled, non-elderly adults 

enrolled in TennCare in the parent/caretaker relative eligibility category. In order for such 
individuals to be eligible, they must have household incomes below the poverty level. Given the 
limited economic prospects of individuals living in poverty, jobs would often increase their 
incomes above Medicaid’s income eligibility caps, but without affording them access to private 
coverage.   As you know, workers in low-wage jobs or in the “gig economy” typically do not 
receive employer sponsored insurance. Marketplace subsidies are not set at a level sufficient to 
make individual coverage affordable to such low-income workers, because the Affordable Care 
Act anticipated that such workers would be covered through the expansion of Medicaid to 
families with incomes up to 138% of the poverty level. The proposed waiver would therefore 
create situations where individuals who take jobs in response to the new requirements would no 
longer be financially eligible for TennCare but would not have access to private coverage either.  

 
CMS has implicitly acknowledged that work requirements have no place in non-

expansion states. CMS guidance directs states seeking a waiver to consider excluding the very 
people who comprise the Medicaid populations of non-expansion states like Tennessee. In its 
State Medicaid Director letter of January 11, 2018 (SMD 18-002), CMS expressed its support for 
aligning Medicaid work requirements with exemptions and exclusions applied in the 
Supplemental Nutrition Assistance Program (SNAP or “food stamps”) and TANF program. 
Under SNAP rules, parent/caretaker relatives are exempt from work requirements. Please see 7 
C.F.R. § 273.24(c)(3),(4). If CMS were to grant a waiver that denied exemption to 
parent/caretaker relatives, it would be violating its own longstanding interpretations of the 
Medicaid Act and of its own waiver authority. 
 
Tennessee cannot be assured that use of TANF funds will be allowed by federal auditors. 
 
  The General Assembly also stipulated in Chapter 869 that, “Implementation of the 
waiver shall be contingent upon the available use of TANF funds or other federal appropriations 
to meet the requirements of the waiver.” To that end, the statute directs the state to “seek the 
necessary approval from the United States department of health and human services [HHS] to 
utilize [TANF] funds” for that purpose.  
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 The draft proposal acknowledges at page 4 that Tennessee has not obtained HHS 
approval to use TANF funds, and that, indeed, a request is yet to be submitted [“…Tennessee 
will seek the necessary approval of the U.S. Department of Health & Human Services to utilize 
funds from the state’s TANF program to implement the TennCare workforce participation and 
community engagement activities…”]. Neither does the proposal identify any “other federal 
appropriations to meet the requirements of the waiver.” 
 
 Even if HHS were to approve the use of TANF funds to implement Chapter 869, there 
would be no assurance that the state can satisfy the statute’s provision making implementation 
contingent upon TANF or other federal funding. That is because the state could get permission to 
use TANF funds to implement the bill, and after the bill is implemented, federal audit and cost 
allocation rules could still require that some or all of the actual costs be allocated to Medicaid. 
 

That risk is substantial. In the 1990’s, HHS issued guidance to states about how they 
were required to allocate TANF costs in similar situations where more than one federal funding 
program was being used to support a state activity or program. In accordance with OMB Circular 
No. A-87, (which has since been incorporated into 2 CFR, Part 225) States were required to 
allocate costs to each “benefiting program”: “A cost is allocable to a particular cost objective if 
the goods or services involved are chargeable or assignable to such cost objective in accordance 
with the relative benefits received.” Thus, costs that benefit multiple programs may not be 
allocated to a single program.  

 
To determine whether multiple programs benefit from costs is to ask, for example: In the 

absence of the TANF program, would another program still have to undertake the function? If 
the answer is yes, there is a benefit to each program and the costs should be allocated using the 
“benefiting programs” cost allocation method. HHS says, “it would be inconsistent with and 
contrary to these appropriation principles to allow TANF funds to be used to pay for costs 
allocable to other programs.” 
 

Tennessee was one of several states, including Arizona, that filed a lawsuit challenging 
those restrictions, claiming that the restrictions should have been promulgated as an agency rule 
under the federal Administrative Procedures Act. Then, as now, Tennessee wanted to use 
unexpended TANF funds to cover some Medicaid-related costs. After the states prevailed and 
the restrictions were invalidated in Arizona v. Thompson, 281. F.3d. 248. (D.C. Cir. 2002), HHS 
ultimately promulgated the allocation requirements as an agency rule, so that it is now binding. 
The rule is 45 CFR § 263.14 which applies allocation principles in 45 CFR § 75.405. Consistent 
with the OMB regulations in 2 CFR, Part 225, the benefiting program principle is now enshrined 
in the following language: 

45 CFR 75.405   Allocable costs. 
…  
 
(c) Any cost allocable to a particular Federal award under the principles provided for in 
this part may not be charged to other Federal awards to overcome fund deficiencies, to 
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avoid restrictions imposed by Federal statutes, regulations, or terms and conditions of the 
Federal awards, or for other reasons. … 

(d) Direct cost allocation principles. If a cost benefits two or more projects or activities in 
proportions that can be determined without undue effort or cost, the cost must be 
allocated to the projects based on the proportional benefit. … 

None of the TennCare enrollees who would be subject to work requirements are TANF 
beneficiaries, because CMS requires that anyone who meets TANF’s work requirements be 
exempt from separate Medicaid work requirements. Therefore, the benefits of the work 
requirements accrue exclusively to people who are enrolled in TennCare but not in TANF.  
 

The General Assembly was evidently concerned about the legality of using TANF funds 
to implement Chapter 869, because implementation costs are not to be incurred unless the state 
obtains HHS’s permission. The HHS Office of Family Assistance may be able, as an abstract 
matter, to tell the Tennessee Department of Human Services that it is permissible to use TANF 
funds to cover TennCare work requirement costs. That begs the question of how much of those 
costs can be allocated to TANF. It will not be HHS Office of Family Assistance personnel, but 
OMB’s binding audit and cost allocation rules that will determine, based on the “benefitting 
program” principle, how much of the costs can be allocated to TANF and, therefore, how much 
of the costs TANF will actually be allowed to cover. 

 
Because of these binding cost allocation rules, the state could be required after the fact to 

fund all or a substantial part of the implementation costs with Medicaid funds, which are of 
course subject to a state matching requirement. In addition, there is the possibility that 
misallocation of TANF funds could result in the assessment of significant financial penalties 
against the state. See 45 CFR § 263.10.    
 
Chapter 869 requires that implementation be consistent with CMS guidance. 
 
 Chapter 869 directs that the waiver to be developed for submission to CMS “shall be 
consistent with the most recent guidance to state Medicaid directors provided by CMS.” When 
the legislature adopted Chapter 869, that guidance was contained in the State Medicaid Director 
letter of January 11, 2018 (SMD 18-002), discussed above. As noted, the guidance supports 
alignment of Medicaid work requirements with SNAP and TANF work requirements. Our state 
legislators made clear that such alignment is part and parcel of Chapter 869.  
 

Specifically, the sponsors repeatedly, adamantly, insisted that the definition of “able-
bodied” TennCare enrollees subject to work requirements would be the same as the term is 
defined by SNAP, and the same exemptions would apply. See, e.g., Sen. Kerry Roberts 
statements on the Senate floor at the time of passage on April 19, 2018, or Rep. Ryan Williams’ 
statements in the House Health Committee on February 20, 2018. As discussed above, the SNAP 
definition of “able-bodied” excludes parent/caretaker relatives. 
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Even if proposed Waiver Amendment 38 were not legally objectionable for the reasons 
just stated, there would be additional legal obstacles to its implementation. The great majority of 
TennCare enrollees would be exempt from work requirements due to age, disability or other 
factors outlined in the proposal. Implementation would require the state to have the capacity to 
reliably identify and protect the coverage of those exempt enrollees. For non-exempt individuals, 
TennCare would also have to be able to reliably track their compliance with the work and 
community engagement requirements. At a minimum, the Bureau will need: 

 A fully functional TennCare Eligibility Determination System programmed to 
support those complex new rules; 

 All application portals and processes, including in-person application portals for both 
initial applications and eligibility redeterminations, required by 42 U.S.C. § 18083 
and 42 C.F.R. §§ 435.907, 911 and 916; 

 The ability to provide individualized assistance and supports as required by 42 C.F.R. 
§ 435.908 and the Americans with Disabilities Act, 42 U.S.C. §§ 12131-12134; 28 
C.F.R. § 35.130. 

The state currently lacks all of these resources, which would be essential for Waiver Amendment 
38’s implementation.  
 

For all of these reasons, implementation of Waiver Amendment 38 would be harmful to 
Tennesseans and is unlawful. The proposal should not go forward.   
 

Respectfully submitted,  

 
Gordon Bonnyman 
Attorney 
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Jonathan Reeve

From: Libby Thurman <libby.thurman@tnpca.org>
Sent: Thursday, October 25, 2018 11:31 AM
To: Public Notice. Tenncare
Subject: Comments on Amendment 38
Attachments: TPCA Comments Amendment 38_10-24-18.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

TPCA’s comments on Amendment 38 are attached.

Libby Thurman, Health Policy Director
710 Spence Lane, Nashville, TN 37217
Direct Phone: (615) 425 5848 | Direct Fax: (615) 425 5878
libby.thurman@tnpca.org
www.tnpca.org

The Tennessee Primary Care Association improves access to
health care through leadership, advocacy, and support as the
voice of Community Health Centers.
The contents and attachments contained in this e-mail are intended to be 
privileged and confidential information solely for use by the individual(s) 
named above. If you have received this e-mail in error, immediately 
notify the sender by reply e-mail and delete the message and its 
attachments from your system. You should not reproduce, disseminate, 
distribute, or copy the e-mail message or attached documents.
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Jonathan Reeve

From: Tom Wilemon <tomwilemon@gmail.com>
Sent: Friday, October 26, 2018 3:35 PM
To: Public Notice. Tenncare
Subject: Amendment 38

Every dollar Tenncare has is precious. Please don't waste any more money on a computer system, especially for 
one that is not needed. The $38 million estimate to implement a monitoring system for the work requirement is 
too expensive, won't pay for itself in savings and will probably cost more based on past history with computer 
system overruns. Let's be fiscally conservative. Let's not do this. 

Thanks,
Tommy Wilemon  
118 East Due West  
Madison TN 37115 
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Jonathan Reeve

From: Tonia Andaluz <tmahotiere@hotmail.com>
Sent: Friday, October 05, 2018 9:59 PM
To: Public Notice. Tenncare
Subject: Public feedback Amendment 38

There should not be added barriers for those who are already struggling to get health care in this state. 
This added provision will cause more to be uninsured but will still need to use health care facilities when 
they get sick. Many of hose on the plan can’t work, and this provision it to help big business get bigger by 
allowing to stay on welfare. If these people are working they should be getting an honorable wage so that 
they can afford the healthcare in TN. Why should the American public pay for the welfare of these 
corporations. They suggest in order to get government subsidized health care they have to work at a for 
profit company, the majority of the time. Why not make an amendment that states companies have to 
pay their employees a living wage with health care.  
As a Tennessee resident and a health care worker I am opposed to this amendment. It comes from the 
same place that refused to expand Medicaid which ultimately resulted in the closure of almost 10 
hospitals in rural TN over the last decade. This amendment will only create a wider healthcare disparity 
between the haves and have nots. 
 
A concerned TN citizen, 
 
Tonia Andaluz 
 
Sent from my iPhone 
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Jonathan Reeve

From: mailagent@thesoftedge.com on behalf of traceystansberry@icloud.com
Sent: Thursday, October 25, 2018 9:10 PM
To: Public Notice. Tenncare
Subject: Amendment 38: Work Requirement Waiver

Dear Dr. Long: 
 
I am writing in response to the Division of TennCare's Amendment 38 aimed to implement a work 
reporting requirement for TennCare beneficiaries who mainly consist of children and their caregivers, 
pregnant women, and women with breast or cervical cancer. I am part of a network of organizations that 
work directly with TennCare beneficiaries and we are concerned implementing this waiver will put the 
health of the parents of Medicaid eligible children at risk. 
 
As you know through advocacy efforts before this waiver amendment was released, public health and 
nonprofit stakeholders who work directly with the TennCare population are not in support of this waiver 
amendment.  
 
Our primary concern is that people who need health insurance will lose it, whether they meet 20 hours of 
work per week or not. There is no evidence that this requirement will improve health outcomes. 
 
I am a nurse practitioner in rural Scott County on the Cumberland Plateau. While our unemployment 
situation has recently improved, it was not too long ago that our county topped this list of the state's 
highest unemployment rates. Our community has experienced our hospital closing on two occasions in 
the past six years. Currently the doors are open, but the financial strain that will likely result from a 
reduction in the state's Medicaid program (via Amendment 38) could easily result in a permanent closure 
of the hospital, leaving many of our citizens more than one hour away from the nearest hospital. This 
would not only put our community's physical health at risk (once more), it would likely result in another 
downward economic spiral, as it is very difficult to attract industry and tourism to a community without 
hospital and emergency services. 
 
Amendment 38 does not provide adequate information about the supports to make this program 
successful. Page 4 states there will be "an emphasis on linking individuals to existing community 
resources." That will not be enough to make this program successful and there is no guaranteed that the 
U.S. Department of Health and Human services will use TANF funds to implement needed supports.  
 
Lastly, we are concerned about the Amendment 38 statement that "it is not possible to reliably project 
the magnitude of this decrease in enrollment at this time." In the Amendment 38 draft there is no 
mention how people will be protected or supported if they have certain disabilities, experience low 
literacy, are returning to work after being incarcerated, experience homelessness, are victims of violence, 
or are leaving the foster care system and for the first time ever must navigate the workforce without the 
guidance of a caring adult. 
 
Simply put, the risks to families are not adequately addressed in this draft amendment and far outweigh 
any hypothetical benefits.  
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Thank you for work you do to provide care to low-income Tennesseans. 
 
Respectfully,  
 
Tracey Stansberry 
258 Woodland Place 
Huntsville, TN 37756  
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Jonathan Reeve

From: Trudy Stringer <trudy.stringer@gmail.com>
Sent: Tuesday, October 09, 2018 2:11 PM
To: Public Notice. Tenncare
Subject: Proposed Waiver Amendment 38

Dr. Wendy Long
Division of TennCare
via email to: public.notice.tenncare@tn.gov

RE: TennCare Waiver Amendment 38

Dear Dr. Wendy Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed Waiver
Amendment 38. I am a minister in the Christian tradition and former hospital chaplain. The mandate in my tradition is
to love neighbor, the Holy and, the self. Simply put, this proposal, for me, desecrates the ethical mandate to love our
neighbors as ourselves. Loving neighbor is not confined to those who live proximate to us nor to those who look, speak
and dress like us.

This proposal read like a solution in search of a problem. It reads like a document drafted to further harm neighbors
who have the least resources, the least power, and receive the least respect in our current culture that
worships the god of wealth. The proposal is based on the false and harmful trope that people who live in poverty are
lazy and do not want to work. Further, it is not clear that there is a substantive abuse of the current system
and there is no substantive information on the cost of implementing this system. One is left with the question of cost
and efficiency: Will this system cost more and cover fewer of our neighbors?

I am unequivocally opposed to this proposal that would take health coverage away from people who do not work a set
number of hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of
Tennesseans. People are not interchangeable cogs. Each situation is unique. The proposal lacks any sense of nuance in
dealing with the lives of real human beings.

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid program.
I respectfully urge you to not go forward with this harmful proposal.

Sincerely,
Trudy Hawkins Stringer
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Jonathan Reeve

From: Mary Graham <mary.graham@uwtn.org>
Sent: Monday, October 22, 2018 12:36 PM
To: Public Notice. Tenncare
Subject: comments on the waiver

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Thank you for this opportunity to submit comments on the proposed waiver. United Way supports work as a core
American value, and the main way to provide for our families and bring dignity to our daily lives. Instead of taking
away a person’s healthcare because they don’t work enough hours in a month, we need to focus on policies that
improve our economy, provide more jobs at a sustainable wage and help train people for those jobs. Medicaid
makes it possible for millions of low income children and adults to get and stay healthy, making sure they can work
and take care of their families. It allows them to see a doctor whey they are sick, get check ups, buy medications
and go to the hospital without fear of choosing between their health and groceries or paying rent. Medicaid makes
the difference for millions of hard working Americans who don’t’ earn enough to pay for health insurance or aren’t
offered health insurance through their jobs. It fills the gap when people fall on hard times and ensures they have
access to healthcare as they recover from an illness or care for a sick child. If people are going to get back on their
feet, find a job with a sustainable wage or recover from a debilitating injury, they need access to healthcare so they
can get healthy and move forward.

#1
Medicaid supports hard working low wage Americans
who don’t earn enough to pay for health insurance
or aren’t offered it through their employer.

Many low wage jobs have inconsistent work hours, high rates of involuntary part time work, and inflexibility
that results in job loss or gaps between jobs when people experience illness, family emergencies, childcare or
transportation disruptions.
Many low wage workers could be harmed because of circumstances beyond their control. If they do not have
sick leave, they may unable to work and not meet the monthly work requirements, or lose their job if they get
sick or need to care for a sick child.
If people are going to get back on their feet, find a job with a livable wage or recover from a debilitating injury or
illness, they need access to healthcare to get healthy & move forward.

#2
Work requirements on adults will harm children too

Work requirements make it hard for parents in low wage jobs who must balance work with childcare
responsibilities, and can’t always work enough hours each month.
When parents lose coverage, children are harmed. Medicaid coverage improves access to needed care,
improves a parent’s mental health outcomes, and strengthens families’ financial security. Taking away
healthcare does the opposite.
When parents have health insurance, children are more likely to be insured and more likely to get important
developmental and preventative care.

#3
People with disabilities & serious chronic illnesses
can be harmed

While states provide exemptions for people who are ‘medically frail’, many people with chronic conditions
either won’t qualify for these exemptions or will struggle to provide physician testimony, medical records, or
other documents to prove they do.
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In other federal programs, studies have found that people with disabilities, mental illness and substance use
disorders were disproportionately likely to be penalized and lose benefits.

#4
Taking away coverage is the wrong approach
to helping people find and keep jobs

Work is a core American value, and the main way to provide for our families and bring dignity to our daily lives.
We need to look at policies that improve our economy, provide more jobs at a livable wage and help train
people for those jobs.
Politicians are out of touch. Many Americans are struggling to make ends meet with multiple part time or
seasonal jobs. At the same time, healthcare, childcare, transportation and housing costs are going through the
roof.
We need to focus on policies that address the high cost of childcare and housing to better support working
families, not take away their healthcare for not working enough hours in a month.
Medicaid is a health insurance program that protects the lowest income Americans when the unexpected
happens and drains their budget.

#5
The proposed changes will create more red tape and government bureaucracy

These proposed changes to Medicaid will create more red tape and government bureaucracy and force state
and local governments to spend millions of taxpayer dollars just to implement them.
While most Medicaid enrollees will be exempt from these requirements, everyone will have to regularly fill out
burdensome paperwork to prove it. People will be at risk of losing coverage due to their inability to navigate the
system or some other breakdown in the administration process beyond their control.
In the end, there will be millions spent with little to show for it except more uninsured people.

Mary Graham
President and CEO, United Ways of Tennessee
Lead Staff, Tennessee Afterschool Network
209 Gothic Court, Suite #107
Franklin, TN 37067
615 495 9970
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Jonathan Reeve

Subject: RE: TennCare II Amendment 38_UHC Community Plan Comments_FINAL 10-25-18.pdf

From: Payet, Keith C [mailto:keith_c_payet@uhc.com]
Sent: Thursday, October 25, 2018 11:47 AM 
To: Wendy Long 
Subject: TennCare II Amendment 38_UHC Community Plan Comments_FINAL 10-25-18.pdf 

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Good morning Dr. Long,

I wanted to take this opportunity to follow up with you based on the discussions we had pertaining to Work
Requirements. Leveraging our national footprint, I worked with our experts to outline how MCO’s/UnitedHealthcare can
best support the execution of the Work Requirements program. Please find attached an overview of opportunities
where our expertise and infrastructure can help shape a successful program.

Again, thank you for your continued partnership. Please do not hesitate to reach out to me with any further thoughts or
questions.

Have a wonderful day,

Keith Payet
President and CEO
UnitedHealthcare Community Plan of Tennessee
Keith_C_Payet@uhc.com
O 615 493 9614
C 615 418 2756

OUR UNITED CULTURE  The way forward 
Integrity | Compassion | Relationships | Innovation | Performance 
 
CONFIDENTIALITY NOTICE: 
This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and privileged information or otherwise protected by law. 
Any unauthorized review, use, disclosure or distribution is prohibited. If you are not the intended recipient, please contact the sender by reply e-mail and destroy all copies of the 
original message. 

This e-mail, including attachments, may include confidential and/or 
proprietary information, and may be used only by the person or entity 
to which it is addressed. If the reader of this e-mail is not the intended 
recipient or his or her authorized agent, the reader is hereby notified 
that any dissemination, distribution or copying of this e-mail is 
prohibited. If you have received this e-mail in error, please notify the 
sender by replying to this message and delete this e-mail immediately. 
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October 26, 2018 
 
Dr. Wendy Long, Director 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 

 

RE: TennCare II Demonstration: Amendment 38 
 

Dear Dr. Long: 

UnitedHealthcare Community Plan appreciates the opportunity to provide feedback to 
the Division of TennCare on the draft TennCare II Demonstration: Amendment 38 
application as well as offer recommendations on how the managed care organizations 
(MCOs) can partner with the state to support administration of the proposed program.  

It is apparent that TennCare has put considerable effort into the development of this 
program design and the process for inclusion of public comment. We appreciate your 
commitment to engaging stakeholders, and thank you for the opportunity to offer our 
perspective.  

The comments and recommendations offered in the following pages are built on the 
principles of easing implementation burden for stakeholders and striving for simplicity to 
encourage compliance.  

We appreciate the opportunity to provide feedback to TennCare and look forward to 
speaking with you about our recommendations. Should you have any questions or seek 
further information, please do not hesitate to contact me by phone at 615-493-9614 or 
by email at keith_c_payet@uhc.com. 

Sincerely, 
 

 
Keith Payet 

President & Chief Executive Officer 

UnitedHealthcare Community Plan of Tennessee 
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BACKGROUND 

UnitedHealthcare currently serves over 400,000 members in the TennCare program. 
We support the state’s goal to develop a well-designed process to connect individuals to 
employment in a way that promotes positive health outcomes that will serve to advance 
the goals of the TennCare demonstration.  

Several states are exploring community engagement requirements and the Trump 
Administration has approved Section 1115 Demonstration waivers with these 
requirements, but court challenges have slowed implementation of these programs in 
certain states.  

Our experience with community engagement initiatives involves supporting individuals 
with disabilities navigate vocational rehabilitation services and access Medicaid waiver 
services for supported employment (including Iowa and Kansas). Additionally, we 
participate in job fairs and provide referrals to community resources.  We are exploring 
opportunities to support needed education and training. Rooted in this experience, we 
offer the following recommendations for your consideration. 

 

UNITEDHEALTHCARE RECOMMENDATIONS 
TennCare should consider the level of complexity for implementation and administration 
of the program design to deliver the greatest value for the state’s Medicaid dollars. Early 
adopters of personal responsibility programs, such as Indiana, have learned from their 
experience that simpler is better. Streamlined program designs will help increase 
transparency into the program levers for impacted consumers and drive value for 
TennCare’s investment.  

We appreciate the Commonwealth’s efforts to align requirements for other public 
benefits accessed by similar populations such as TANF or SNAP, and leverage the 
capacity of the state’s existing employment support programs to provide linkages to 
resources and training to afford impacted TennCare enrollees opportunities to secure 
employment. 

 
Eligibility & Exemptions 
We recommend that the state (or a designated third-party contractor) should make 
eligibility determinations and communicate eligibility decisions to all stakeholders.  

Taking such an approach would allow the state to maintain eligibility determination 
decisions and provide a streamlined user experience as well as eliminate potential 
discrepancies between MCOs.  

A single point of contact for eligibility also eliminates the financial risk and administrative 
burden of reconciling information with MCOs for members who enroll and are later 
determined not to meet eligibility requirements. Information collected via the eligibility 
process, including information about requirements and/or exemptions should be shared 
with the MCO with which an individual enrolls to inform care management strategies. 
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How MCO Partners Can Support TennCare 
Supporting Exemption Efforts 

Tennessee can work with its MCOs to identify individuals who may meet criteria for 
clinical exemptions.  

MCOs can provide recommendations, based on claims data, to the state on individuals 
who may qualify for an exemption from community engagement requirements based on 
clinical status. MCOs could provide an ‘exemption consideration’ file to the state on a 
monthly basis (or another period as determined by the state).  

The purpose of the file would be to flag potential individuals subject to community 
engagement requirements who may meet the necessary criteria for a clinical exemption. 
The state (or third party contractor) would make the ultimate determination as to 
whether an individual meets the criteria for an exemption.   

The ‘exemption consideration’ file could include information on certain members with 
claims that indicate a potential exemption to the community engagement requirement 
(e.g. pregnancy, serious mental illness (SMI), substance use disorder treatment, as 
determined by the state).  The state should already know an individual’s plan type (e.g. 
SMI) based on their eligibility determination, but the MCO can update the state on 
specific conditions based on identification in clinical systems or from claims. 

This process could mirror one UnitedHealthcare Community & State has adopted as a 
part of long term services and supports (LTSS) programs for certain state partners. In 
those states, we provide recommendations to the state on individuals whose 
assessments indicate a higher level of care.  This information is then reviewed by the 
state, which makes and communicates the final eligibility determination.    

Supporting Assessment Efforts 

If TennCare is considering implementing some type of work readiness evaluation that 
includes a functional assessment of members, MCO partners can support in the 
administration of such an assessment as a part of our member engagement strategies. 
We recommend that if TennCare were to adopt this tactic, that the following 
recommendations be considered: 

 Assessors should include individuals with vocational training experience.  This 
will require additional staff and/or contracting with organizations with this 
expertise.   

o If included as a part of the MCO scope, the state should consider the 
administrative costs associated with adding this new assessment into 
actuarially-sound capitation rates. 

 Tennessee should weigh implications of “work ready” classifications to 
individuals who may be exempt but still desire the opportunity to work.  The state 
would not want to deter employers from hiring individuals who are not impacted 
by work requirements. 
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Supporting Member Outreach and Communication  

By nature of their role, MCOs are well-suited to serve as a critical information conduit 
between TennCare and consumers subject to community engagement requirements.  
The MCOs can leverage their tools and touch points, such as text and email alerts, 
mailers, and interactions with care coordinators to communicate information regarding 
the design of the program, expectations of the consumer, and qualifications for 
exemptions. MCOs can also conduct proactive outreach to remind impacted consumers 
about their requirements and deadlines to report to the state.  

To support these types of coordination and outreach efforts to our membership about 
community engagement requirements, we request that the state’s 834 enrollment file 
clearly indicate the following information to MCOs: 

 Individuals who are required to meet a community engagement requirement to 
maintain Medicaid eligibility;   

 Individuals are exempt from the community engagement requirement and the 
rationale for the exemption; 

 Individuals who have failed to meet a community engagement requirement  but 
are seeking to “reactivate”  through training or education could support continuity 
in care; 

 Individuals who fail to meet their community engagement requirements and 
information on when they are eligible to reapply for Medicaid benefits; 

 Individuals who no longer meet the financial eligibility requirements; and 

 Cell phone numbers and email addresses of all members. MCOs could use this 
information to provide reminders to report hours. 

 
SUMMARY 
TennCare has envisioned a number of strategies that collectively can promote 
workforce participation and community engagement activities. We support the state’s 
mission to use this new program to further improve health outcomes and enhance 
individuals’ economic stability and look forward to discussing further as the state moves 
through the waiver process with CMS.  
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Jonathan Reeve

From: Kyle Kamrath <Kyle_Kamrath@vrtx.com>
Sent: Thursday, October 25, 2018 2:44 PM
To: Public Notice. Tenncare
Cc: Brooks Daverman
Subject: TennCare Draft Amendment 38 Comments
Attachments: TennCare Draft Waiver Amendment 38 - Vertex Pharmaceuticals Comments.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Director Daverman,

On behalf of Vertex Pharmaceuticals, I am pleased to share our comments to TennCare’s Draft Waiver Amendment
38. As mentioned in our attached letter, we greatly appreciate the opportunities TennCare has provided stakeholders to
provide input on the proposed waiver amendment.

Please do not hesitate to let me know if we can be a resource to you and your staff, or if we can provide additional
information related to our comments.

Respectfully,
Kyle Kamrath

Kyle Kamrath
Director, State Governmental Affairs
Vertex Pharmaceuticals
50 Northern Avenue
Boston, MA 02210
C: 832.741.6188
kyle_kamrath@vrtx.com
www.vrtx.com

This email message and any attachments are confidential and intended for use by the addressee(s) only. If you 
are not the intended recipient, please notify me immediately by replying to this message, and destroy all copies 
of this message and any attachments. Thank you.  



Vertex Pharmaceuticals Incorporated 
50 Northern Ave 

Boston, MA 02210 
www.vrtx.com 

 
October 25, 2018 

Brooks Daverman 
Director, Strategic Planning & Innovation 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
BY ELECTRONIC FILING (public.notice.tenncare@tn.gov) 
 

Re: Exempting Medically Complex Patients from Proposed Section 1115 
Demonstration 

Dear Director Daverman: 
 
Vertex Pharmaceuticals, Inc. (Vertex) appreciates the opportunity to submit comments regarding 
Draft Amendment 38 to Tennessee’s Section 1115 Demonstration waiver. Furthermore, we are 
grateful for the opportunity to have participated in the recent Work and Community Engagement 
Requirements stakeholder meeting. We certainly support implementing the most cost-effective 
approaches to improving quality, accessibility and health outcomes in Medicaid. Carrying out this 
demonstration amendment in appropriate populations will help ensure its success and 
sustainability over time. 

Vertex discovered and developed the first and only medicines to treat the underlying cause of 
cystic fibrosis (CF), a rare and medically complex disease. Today, Vertex has three FDA-approved 
products for the treatment of CF in certain patients: SYMDEKO® (tezacaftor/ivacaftor and 
ivacaftor), KALYDECO® (ivacaftor), and ORKAMBI® (lumacaftor/ivacaftor). CF is one of many 
medically complex diseases that require individualized treatment plans supervised by specialists 
and a team of health care professionals trained in addressing the disease. Management of CF 
may require a combination of several therapy options (for example, airway clearance techniques, 
inhaled medicines to open the airways, pancreatic enzyme supplement capsules to improve 
absorption of vital nutrients, and potentially one of Vertex’s therapies if indicated for the 
patient).  

For medically complex patients with severe, chronic diseases like CF, avoiding disruptions in the 
treatment regimen is critically important to preserving and promoting patients’ health and well-
being. Coverage interruptions resulting from an inability to comply with certain demonstration 
requirements designed for individuals without the same need for specialized care may lead to 
increased emergency room visits, hospitalizations, and overall health care costs.  



 
 
 
 

 
We appreciate TennCare’s recognition that “there are circumstances that may limit or prevent a 
member’s ability to comply with the community engagement requirement.” Amendment 38 
references the January 2018 State Medicaid Director Letter (SMDL) announcing support for 
waiver demonstrations that include work and community engagement requirements “among 
non-elderly, pregnant adult Medicaid Beneficiaries who are eligible for Medicaid on a basis other 
than disability.”1 The SMDL further directed states to exempt individuals “determined by the 
state to be medically frail” and “any individuals with acute medical conditions validated by a 
medical professional that would prevent them from complying with the requirements.”2 While 
federal Medicaid regulations do define “medically frail” to include “individuals with serious and 
complex medical conditions,”3 how individuals are determined to be “medically complex” is not 
well-defined. We fully support the exemption for “medically frail” individuals, but would also ask 
TennCare to consider a specific exemption in the waiver amendment for individuals living with a 
“medically complex” disease/condition. We would suggest the following definition for “medically 
complex,” which is based, in part, on the Advancing Care for Exceptional (ACE) Kids Act of 20174 
as well as Utah House Bill 100:5    

“Medically complex” patients are defined as having a physical or developmental 
condition that: (1) is life threatening, chronic, and present at birth, affects multiple 
systems, and requires multidisciplinary specialized care and related coordination to 
avoid hospitalizations or emergency department visits; or (2) meets the criteria for 
medical complexity using risk adjustment methodologies (such as Clinic Risk Groups) 
agreed upon by a national panel of pediatric experts. 

We would further encourage TennCare to consider an exemption from the demonstration for the 
primary caregiver of a child who is living with a medically complex disease. Caregivers play a vital 
role in ensuring the health and well-being of children living with a medically complex disease, 
and our concern is that the proposed work requirement could negatively impact these vulnerable 
individuals and could make it more difficult for them to follow treatment plans consistently.  

We believe that these exemptions can help ensure that the proposed section 1115 
demonstration is implemented in a way that advances Medicaid’s core objective: to serve the 
health and wellness needs of the state’s most vulnerable individuals and families. In addition to 
ensuring that the proposed demonstration does not inadvertently create hardship and health 

                                                      
1 Ctrs. for Medicare & Medicaid Servs., SMDL 18-0002, Community Engagement SMDL (Jan. 11, 2018), 
https://www.medicaid.gov/federal-policy-guidance/downloads/smd18002.pdf. 
2 SMDL 18-0002. 
3 42 C.F.R. § 440.315(f). 
4 Advancing Care for Exceptional (ACE) Kids Act of 2017, S. 428, 115th Cong. (2017), 
https://www.congress.gov/bill/115th-congress/senate-bill/428/text. 
5 Utah House Bill 100 (Medically Complex Children With Disabilities Waiver Program, H.B. 100 (2018), 
https://le.utah.gov/~2018/bills/static/HB0100.html) was signed into law and requires the Utah Department of 
Health to establish, through a Medicaid waiver, a program for children with complex medical conditions.  



 
 
 
 

 
risks for patients with complex diseases, this exemption will promote Tennessee’s goals of 
improving quality, accessibility and health outcomes in the most cost-effective manner.  

* * * 

Vertex appreciates the opportunity to comment on TennCare’s draft waiver amendment and for 
TennCare’s efforts to incorporate stakeholder input throughout the waiver amendment process. 
We would be glad to provide any additional information on these topics if that would be helpful. 
Please do not hesitate to contact me with any questions you may have. 

 

Sincerely, 
 
 

Samantha Ventimiglia 
Vice President, Government Affairs & Public Policy 
Vertex Pharmaceuticals, Inc. 
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Jonathan Reeve

From: Victoria Medaglia <papermaven@gmail.com>
Sent: Friday, October 26, 2018 6:30 PM
To: Public Notice. Tenncare

Dr. Wendy Long
Division of TennCare
via email to: public.notice.tenncare@tn.gov

RE: TennCare Waiver Amendment 38

Dear Dr. Wendy Long,

I am submitting the following comments in response to the public notice inviting public comments on proposed Waiver
Amendment 38. I am a Tennessee resident and 67 year old breast cancer patient. I am alive today because of Medicaid.
And, though I now have Medicare coverage, it is possible I would be eligible for Medicaid expansion, because the illness
and treatment left me without enough stamina to hold down a full time job.

I am unequivocally opposed to this proposal that would take health coverage away from people who do not work a set
number of hours per month. This proposal would cause immense harm and jeopardize coverage for thousands of
Tennesseans. I know that, for most of the 36 months I as on TennCare, I was unable to work. For much of that time, I
couldn't drive myself or look after my own care. People who are ill are not lazy; they are ILL. I now have stage IV cancer
and, while I intend to work as long as I'm able, I know a time will come when I will be too ill to work. What then? Will I
no longer deserve even palliative care? That seems to be what you're telling others in my position who don't have access
to the resources I have. Resources which, by the way, may run out before I die.

Specifically burdens Waiver Amendment 38 puts on ill people include:Failure to meet reporting requirements and
paperwork errors will result in suspension of coverage for thousands of Tennesseans. I still have trouble keeping up with
paperwork; when I was in treatment the first time, it was beyond my capabilities.

Research and experience show that work requirements impose complex administrative burdens on families, employers
and the state. States cannot safely and fairly administer those requirements, and many people are at risk of losing their
coverage due to confusion or bureaucratic mistakes. For that reason, even people who are supposed to be exempt may
not be able to claimexemption. That’s because of daunting red tape (a particular risk for people with disabilities) or
because of bureaucratic errors on the part of the state or its contractors.

Many people who meet the work requirements will lose coverage because of barriers to reporting their work hours, or
resistance by employers. State contractors or systems errors may result in wrongful terminations. Recipients may make
too much money to qualify for TennCare any longer, but their low wage jobs don’t provide health insurance. What then?
They are left with no access to medical care, let alone preventive services.

People who ARE eligible may lose coverage because of TennCare's lack of a computer system, lack of reliable
transportation or child care, and barriers to reporting.

Disruption in care has adverse effects for people with cancer, diabetes, addiction, PTSD, mental illness, and myriad other
chronic conditions. Results, aside from poorer health, include extending treatment schedules and delaying return to the
work force, if possible. Both are expensive for business and society.

In addition to the obvious harms, the proposal leaves many questions unanswered:
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How do people report compliance?
How can TennCare administer this complex eligibility determination without an eligibility determination
computer system, which is not yet complete?
How will the reporting process accommodate people with disabilities, limited literacy or language?
What is “good cause” for waiving compliance by certain individuals?
What criteria will be used to exempt “economically distressed” counties?

I know and work with many people who would be negatively impacted by this proposal to take away coverage
from those who don’t meet the new work requirement. One mother has taken months longer than anticipated
to recover from stomach surgery. She was very, very ill and consumed with concern for her teen aged daughter.
What if she had been unable to meet requirements or late in reporting compliance? She was facing a second
surgery; would she have been discarded by the system and her daughter orphaned?

This waiver is fundamentally flawed and cannot be fixed. It goes against the goals and purpose of the Medicaid
program. We respectfully urge you to not go forward with this harmful proposal.

Please note my sig line, below, lifted from the Talmud. Please do not contribute to the enormity of the world's
grief. It is about all we can bear already.

Sincerely,
Victoria J. Medaglia

Oak Ridge, TN
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Jonathan Reeve

From: Holly Kilness Packett <holly.k.packett@gsk.com>
Sent: Friday, October 26, 2018 3:22 PM
To: Public Notice. Tenncare
Cc: Cindy Snyder
Subject: Comments re: TennCare II Demonstration Project No. 11-W-00151/4 Amendment 38
Attachments: ViiV Healthcare Comments - Tennessee Work Requirement - final.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Director Long,  

ViiV Healthcare appreciates the opportunity to submit the attached comments to the State of Tennessee regarding
proposed amendment (Amendment 38) to its TennCare program. 

Please feel free to contact me or ViiV Healthcare Community Government Relations Director Cindy Snyder at (919) 323-
9084 or Cindy.C.Snyder@viivhealthcare.com with any questions.  

Thanks,

Holly Kilness Packett
Manager, HIV Policy
Public Policy US

GlaxoSmithKline (GSK)
1050 K Street NW, Washington, DC 20001
holly.k.packett@gsk.com
phone: 1 202 715 1073
work cell: 1 202 339 2385

gsk.com  | Twitter  | YouTube  |  Facebook  | Flickr

GSK monitors email communications sent to and from GSK in order to protect GSK, our employees, 
customers, suppliers and business partners, from cyber threats and loss of GSK Information. GSK 
monitoring is conducted with appropriate confidentiality controls and in accordance with local laws and 
after appropriate consultation.
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October 11, 2018 
 
 
Submitted via: public.notice.tenncare@tn.gov 
 
 
Dr. Wendy Long 
Director Division of TennCare  
310 Great Circle Road  
Nashville, TN 37243 
 
 
Re: TennCare II Demonstration Project No. 11-W-00151/4 Amendment 38 
 
 
Dear Director Long,  
 
ViiV Healthcare (ViiV) appreciates the opportunity to submit comments to the State of Tennessee regarding 
proposed amendment (Amendment 38) to its TennCare program. 
 
ViiV is the only pharmaceutical manufacturer devoted exclusively to supporting the needs of people living 
with or affected by HIV. From ViiV’s inception in 2009, we have had a singular focus to improve the health 
and quality of life of people affected by this disease and have worked to address significant gaps and unmet 
needs in HIV care. In collaboration with the HIV community, ViiV remains committed to developing 
meaningful treatment advances, improving access to our HIV medicines, and supporting the HIV community 
to facilitate enhanced care and treatment. 
 
As a manufacturer of HIV medicines, we are proud of the scientific advances in the treatment of this disease. 
These advances have transformed HIV from a terminal illness to a manageable chronic condition. Effective 
HIV treatment can help people living with HIV (PLWH) to live longer, healthier lives, and has been shown 
to reduce HIV-related morbidity and mortality.1, 2 Furthermore, effective HIV treatment can also prevent the 
transmission of the disease. In a sponsored study by the National Institutes of Health (NIH) (published in 
2016), the investigators reported that when treating the HIV-positive partner in a serodiscordant couple with 
antiretroviral therapy,3 there were no linked infections observed when the infected partner’s HIV viral load 
was below the limit of detection.  
 
Medicaid has played a critical role in HIV care since the epidemic began, and it is the largest source of 
coverage for PLWH.4 In 2015, there were 16,425 people living with HIV in Tennessee.5 In 2016, there were 
715 new HIV diagnoses in the state.6 Tennessee is moving forward in meeting the Center for Disease 
Control & Prevention’s (CDC) prevention goals for 2016, with a 49.6 percent increase in HIV testing. 
Although the state lags behind in indicators for HIV Status Awareness and Linkage to Care, Tennessee 
                                                           
1 Severe P, Juste MA, Ambroise A, et al. Early versus standard antiretroviral therapy for HIV-infected adults in Haiti. N Engl J Med. Jul 15 
2010;363(3):257-265. Available at 
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=20647201 
2 Kitahata MM, Gange SJ, Abraham AG, et al. Effect of early versus deferred antiretroviral therapy for HIV on survival. N Engl J Med. Apr 30 
2009;360(18):1815-1826. Available at 
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=19339714 
3 Cohen MS, Chen YQ, McCauley M, et al. Prevention of HIV-1 infection with early antiretroviral therapy. N Engl J Med 2011;365:493-505. See 
also http://www.cdc.gov/hiv/prevention/research/art/. 
4 Kaiser Family Foundation. Medicaid and HIV, http://www.kff.org/hivaids/fact-sheet/medicaid-and-hiv/. 
5 AIDS Vu, Tennessee: https://aidsvu.org/state/tennessee 
6 AIDS Vu, Tennessee: https://aidsvu.org/state/tennessee 



has exceeded goals for increased retention in care (58 percent) and has met the goal of an overall 80 
percent rate of viral suppression.7 These are notable accomplishments.  
 
ViiV wishes to comment on some of possible ramifications the proposed amendment will have for PLWH in 
Tennessee. ViiV respectfully submits the following comments: 
 
Effective HIV Treatment 
 
Treatment of HIV is a dynamic area of scientific research, and treatment protocols are evolving to reflect 
advances in medical science.  PLWH often face a variety of medical challenges that impede access to, 
retention in, and adherence to HIV care and treatment.  
 
Strict adherence to antiretroviral treatment (ART) – taking HIV medicines every day and exactly as 
prescribed – is essential to sustained suppression of the virus, reduced risk of drug resistance, and 
improved overall health.8 The Health Resources and Services Administration (HRSA) stated in its Guide 
for HIV/AIDS Clinical Care that “adherence to ART is the major factor in ensuring the virologic success of 
an initial regimen and is a significant determinant of survival.”9 Nonadherence – or skipping HIV medicines 
– may lead to drug-resistant strains of the virus for which HIV medicines are less effective.10 In fact, the 
World Health Organization (WHO) recently reported that resistance among people retained on ART ranged 
from four to 28 percent, while among people with unsuppressed viral load on first-line ART regimens, 
resistance ranged from 47 to 90 percent.11 Treatment-related costs have been shown to increase with drug 
resistance as subsequent treatment options become limited.12,13 ,14 
 
Federal HIV clinical treatment guidelines (DHHS Guidelines for the Use of Antiretroviral Agents in HIV-1-
Infected Adults and Adolescents15) emphasize the importance of adherence to ensure long-term treatment 
success.16 The effective treatment of HIV is highly individualized and accounts for a patient’s size, gender, 
treatment history, viral resistance, comorbid conditions, drug interactions, immune status, and side 
effects.17 Aging beneficiaries who are living with HIV often experience non-HIV related comorbidities.18  
Clinically significant drug interactions have been reported in 27 to 40 percent of HIV patients taking 
antiretroviral therapy requiring regimen changes or dose modifications.19 Medical challenges for PLWH also 
include an increased risk for, and prevalence of, comorbidities such as depression and substance use 
disorders,20 as well as cardiovascular disease, hepatic and renal disease, osteoporosis, metabolic 

                                                           
7 AIDS Vu, Tennessee: https://aidsvu.org/state/tennessee 
8 Chesney MA. The elusive gold standard. Future perspectives for HIV adherence assessment and intervention. J Acquir Immune Defic Syndr. 
2006;43 Suppl 1:S149-155, http://www.ncbi.nlm.nih.gov/pubmed/17133199. 
9 HRSA, Guide for HIV/AIDS Clinical Care (April 2014), https://hab.hrsa.gov/sites/default/files/hab/clinical-quality-management/2014guide.pdf. 
Accessed October 13, 2017. 
10 AIDS Info, HIV Treatment Fact Sheet (March 2, 2017), https://aidsinfo.nih.gov/understanding-hiv-aids/fact-sheets/21/56/drug-resistance. Last 
accessed October 13, 2017. 
11 WHO, HIV Drug Resistance Report 2017, http://apps.who.int/iris/bitstream/10665/255896/1/9789241512831-eng.pdf?ua=1. Accessed 
October 13, 2017. 
12 Broder MS, Juday T, Chang EY, Jing Y, Bentley TG. Using administrative claims data to estimate virologic failure rates among human 
immunodeficiency virus-infected patients with antiretroviral regimen switches. Med Decis Making. 2012;32(1):118-131. 
13 Krentz HB, Ko K, Beckthold B, Gill MJ. The cost of antiretroviral drug resistance in HIV-positive patients. Antivir Ther. 2014;19(4):341-348. 
14 Stansell J, Barrett C, De Guzman C, Holtzer C, Lapins D. Incremental costs of HIV suppression in HIV therapeutic failure [abstract]. 7th 
Conference on Retroviruses and Opportunistic Infections. 2000;Abstract 761. 
15 DHHS Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents, NIH.gov 
https://aidsinfo.nih.gov/contentfiles/lvguidelines/adultandadolescentgl.pdf accessed: Dec. 5, 2017 
16 DHHS guidelines for the use of antiretroviral agents in adults and adolescents living with HIV. May 30, 2018. Accessible at 
https://aidsinfo.nih.gov/guidelines  (accessed June 2018) 
17 HHS, Panel on Antiretroviral Guidelines for Adults and Adolescents. Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults 
and Adolescents, p. 183, https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-treatment-guidelines/0. Accessed October 13, 2017. 
18 Schouten J, et al. Clin Infect Dis. 2014 Dec 15;59(12):1787-97.   
19 Evans-Jones JG et al. Clin Infect Dis 2010;50:1419–1421; Marzolini C et al. Antivir Ther 2010;15:413–423. 
20 CDC, Medical Monitoring Project, United States, 2013 Cycle (June 2013–May 2014 



disorders, and several non–AIDS-defining cancers. 21,22 The most common non-infectious co-morbidities of 
HIV are hypertension, hyperlipidemia, and endocrine disease.23  
 
Prevention 
 
Effective treatment of HIV also helps to prevent new transmissions of the virus. Broad access to life-saving 
HIV treatments is equally important to reduce transmission rates. According to the Centers for Disease 
Control and Prevention (CDC), however, less than half of diagnosed PLWH are virally suppressed.24 Viral 
load suppression means that the virus has been reduced to an undetectable level in the body.25  
 
A 2011 clinical study from the National Institutes of Health (NIH), found that treating HIV-positive people 
with ART reduces the risk of transmitting the virus to HIV-negative sexual partners by 93 percent.26  
Reduced transmissions not only improve public health but also save money. It is estimated PLWH who are 
not retained in medical care may transmit the virus to an average of 5.3 additional people per 100-person 
years.27 Other studies estimate that each HIV positive patient may approach $338,400 in additional costs 
to the healthcare system over his or her lifetime even if diagnosed early and retained in care.28 Successful 
treatment with an antiretroviral regimen results in virologic suppression and virtually eliminates secondary 
HIV transmission to others. As a result, it is possible to extrapolate that successful HIV treatment and 
medical care of each infected patient may save the system up to $1.79 million by preventing29 further 
transmission to others. These savings can only occur, however, if PLWH are diagnosed, have access to 
medical care, receive treatment, and remain adherent to their prescribed therapy.  

HIV & Medical Frailty  

ViiV encourages the state to protect HIV patients from potential disruptions in care and treatment under the 
proposed Amendment 38. One way to do this is through designation of all PLWH as “medically frail.”  
Uninterrupted access to medical care and drug treatment benefits is directly linked to the health and 
wellness of PLWH covered by public health programs. In a study, PLWH who faced drug benefit design 
changes were found to be nearly six times more likely to face treatment interruptions than those with more 
stable coverage, which can increase virologic rebound, drug resistance, and increased morbidity and 
mortality.30 For this reason, PLWH should be exempted from penalties that create potential disruptions in 
access to necessary medications or care, similar to other complex medical conditions through a designation 
of medical frailty.  

 

                                                           
21 Joel Gallant, Priscilla Y Hsue, Sanatan Shreay, Nicole Meyer; Comorbidities Among US Patients With Prevalent HIV Infection—A Trend 
Analysis, The Journal of Infectious Diseases, Volume 216, Issue 12, 19 December 2017, Pages 1525–1533, https://doi.org/10.1093/infdis/jix518 
22 Rodriguez-Penney, Alan T. et al. “Co-Morbidities in Persons Infected with HIV: Increased Burden with Older Age and Negative Effects on 
Health-Related Quality of Life.” AIDS Patient Care and STDs 27.1 (2013): 5–16. PMC. Web. 21 June 2018. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3545369/ 
23 Joel Gallant, Priscilla Y Hsue, Sanatan Shreay, Nicole Meyer; Comorbidities Among US Patients With Prevalent HIV Infection—A Trend 
Analysis, The Journal of Infectious Diseases, Volume 216, Issue 12, 19 December 2017, Pages 1525–1533, https://doi.org/10.1093/infdis/jix518 
24 CDC. MMWR. Vol 67 No.4 Feb. 2, 2018. https://www.cdc.gov/mmwr/volumes/67/wr/pdfs/mm6704a2-H.pdf.   
25 National Institutes of Health (NIH) “Ten things to Know about HIV Suppression” https://www.niaid.nih.gov/news-events/10-things-know-
about-hiv-suppression.  Accessed July 7, 2018 
26 Cohen MS, Chen YQ, McCauley M, et al. Prevention of HIV-1 infection with early antiretroviral therapy. N Engl J Med 2011;365:493-505, 
http://www.nejm.org/doi/full/10.1056/NEJMoa1600693#t=article. 
27 Skarbinski, et al. JAMA Intern Med. 2015;175(4):588-596. 
28 Schackman BR, Fleishman JA, Su AE, Berkowitz BK, Moore RD, Walensky RP, et al. The lifetime medical cost savings from preventing HIV in the 
United States. Medical care. 2015;53(4):293–301, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4359630/ 
29 Schackman BR, Fleishman JA, Su AE, Berkowitz BK, Moore RD, Walensky RP, et al. The lifetime medical cost savings from preventing HIV in the 
United States. Medical care. 2015;53(4):293–301, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4359630/ 
30 Das-Douglas, Moupali, et al. "Implementation of the Medicare Part D prescription drug benefit is associated with antiretroviral therapy 
interruptions." AIDS and Behavior 13.1 (2009): 1 



Eligibility Requirements 

ViiV appreciates the state’s goals to “provide broad access to care, deliver high-quality care that promotes 
improved health outcomes, and manage the cost of care effectively,” as stated in its amendment request.31  

A material concern for ViiV is the proposed penalty for failing to meet these requirements is loss of eligibility 
for the program, and therefore loss of covered benefits such as medical care and drug treatment.  

According to the proposal ….  

“Affected members must meet the requirement for four months out of every six-month period in 
order to maintain coverage. TennCare will assess member compliance after six months of eligibility, 
… At that time, members who have not demonstrated compliance for at least four months of the 
six-month reporting period will be subject to suspension of benefits. Benefits for these members 
will remain suspended until they demonstrate compliance with the requirement for one month. ….”32 

For PLWH, uninterrupted access to benefits is important because adherence to antiretroviral medication is 
paramount in maintaining their health, avoiding viral resistance, and preventing medical complications and 
co-morbidities.  Adherence to treatment for PLWH is also important to maintaining viral load suppression 
which helps to prevent new transmissions of the virus. Access to regular medical care from qualified 
medical care providers is also highly important for PLWH in order to monitor disease progression and 
screen for signs of viral resistance. 

Although the proposal exempts medically frail individuals from these penalties, it is not specified in the 
proposal that all PLWH would be included in this definition or exempt from these penalties. Given the fact 
that their health and wellness is entirely dependent on uninterrupted access to medical care and treatment, 
PLWH should be exempted from penalties that would threaten this important coverage. ViiV encourages 
the state to consider including specific provisions to designate PLWH as medically frail under the 
amendment.     

Best Practices  

Two other states have recently proposed to implement engagement requirements, while ensuring that 
PLWH were exempted from potentially harmful benefit loss penalties: Michigan and Arizona.  

In 2018, Michigan proposed a waiver to implement work requirements, but designated certain populations 
as medically frail using claims analysis, specifically ICD-10 diagnosis codes. 33,34 ViiV Healthcare 
recommended that ICD codes related HIV and AIDS should be included in the state’s list, a 
recommendation adopted in their final proposal. There are two main ICD-10 categories for coding HIV and 
they have subsequent clarifying details with extra digits added to the category number. These two main 
codes are:  

B20 – Human immunodeficiency virus [HIV] disease resulting in infectious and parasitic diseases 

Z21 – Asymptomatic human immunodeficiency virus [HIV] infection status35 

                                                           
31 P.1 https://www.tn.gov/content/dam/tn/tenncare/documents2/Amendment38.pdf  
32 P.4 https://www.tn.gov/content/dam/tn/tenncare/documents2/Amendment38.pdf 
33 Section 1115 Demonstration Extension Application, Healthy Michigan Plan, Project No. 11-W-00245/5, AMENDED: JULY 9, 2018 
34 Attachment L, “Medically Frail Identification Process Proposed Amendment: Revised July 9, 2018” 
https://www.michigan.gov/documents/mdhhs/Attachment_L_Medically_Frail_Process_DRAFT_070518_627125_7.pdf  
35 ICD-10 codes for HIV https://www.ncbi.nlm.nih.gov/books/NBK236995/bin/annex2-m1.pdf 
 



ViiV recommends that Tennessee consider use of these codes as a means to identify PLWH in order the 
provide a medical frailty exemption. These codes would include many PLWH whose condition is well 
controlled through medications; therefore, these patients are not easily identified through codes for more 
severe comorbidities and conditions. However, these individuals are dependent on uninterrupted access to 
medical treatment due to the complexity of the disease and should be included in the state’s efforts to define 
medical frailty through claims analysis.   

Another best practice is Arizona’s Health Care Cost Containment System 1115 waiver request, which 
exempts PLWH from potential disruptions in access to necessary medications or disrupt their ability to be 
adherent to those medications through an expansion of the definition of medically frailty:   
 

AHCCCS will work with [Center for Medicare and Medicaid Services] CMS to develop a 
comprehensive definition of what members would be considered medically frail. This list 
will include, but is not limited to, members with cancer, HIV/AIDS, chronic substance 
abuse disorder, hemophilia, and end-stage renal disease (ESRD). Members will be 
identified through claims and encounter data, which is lagged, as well as a process by 
which members or providers can notify AHCCCS of the diagnosis to ensure timely 
application of their exemption. 

 
ViiV applauds states that seek to protect medically frail patients from potential disruptions in care and 
treatment. However, this type of statutory protection should extend beyond patients who are defined as 
“medically frail” or “disabled” to also encompass patients with complex medical conditions, including those 
with chronic conditions, deadly diseases, or require strict adherence to drug therapy to see benefit.  

Conclusion 

ViiV thanks the state for its consideration of its comments and supports the commitment to improving health 
outcomes for its most vulnerable patients. As indicated above, ViiV requests that the state maintain 
Medicaid coverage for PLWH by including HIV in the medically frail designation. ViiV looks forward to 
working with the state, and other stakeholders to ensure that Tennessee’s public programs continue to 
ensure PLWH have access to quality care and to improve health outcomes.  
 
Please feel free to contact me at (919) 323-9084 or Cindy.C.Snyder@viivhealthcare.com with any 
questions.  
 
Sincerely, 

Cindy Snyder 
Community Government Relations Director 
ViiV Healthcare 
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Jonathan Reeve

From: Hannah Cornfield <hannah.cornfield@ywcanashville.com>
Sent: Wednesday, October 17, 2018 11:59 AM
To: Public Notice. Tenncare
Subject: ATTN: Comments on Amendment 38 
Attachments: Letter of opposition - TennCare work requirements.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Dear Dr. Wendy Long, 

I am submitting the attached comments on behalf of YWCA Nashville & Middle Tennessee in response to the 
public notice inviting public comments on proposed Waiver Amendment 38.  

Best,

Hannah Cornfield 

Hannah Cornfield, she/her/hers   I  Social Justice Sr. Manager  
YWCA Nashville & Middle Tennessee  
1608 Woodmont Blvd   I   Nashville, Tennessee 37215     
(615) 983-5129   I   www.ywcanashville.com 
24 Hour Crisis & Support Helpline 1 800 334 4628 



                                     24 Hour Crisis & Support Helpline 1-800-334-4628 

1608 Woodmont Boulevard  |  Nashville, TN  37215  |  Phone 615-269-9922  |  Fax 615-385-9754  |  www.ywcanashville.com   

                        

 
October 16, 2018  
 
Dr. Wendy J. Long 
310 Great Circle Rd. 
Nashville, TN 37228  
 
Subject: TennCare work requirements 
 
 
Dear Dr. Long, 
 
The YWCA Nashville & Middle Tennessee appreciates the opportunity to 
comment on the proposed TennCare work requirements. We have been a part 
of the Nashville community for over 120 years. The YW operates the largest 
emergency domestic violence shelter in the state of Tennessee.  The 51-bed 
(soon to be 65-bed) Weaver Domestic Violence Center serves almost 500 
women and children each year who flee their homes and uproot their lives to 
escape domestic violence. We also offer trauma informed counseling services 
and transitional housing support. The women and children we serve access our 
services after calling the 24-hour Crisis and Support Helpline. We received more 
than 7,500 calls to this number last year.  
 
Only a handful of survivors come to the YWCA Weaver Center with private 
insurance. About forty percent of the women we serve have no insurance at all. 
That means nearly half of the survivors trying to heal from the physical and 
emotional wounds of domestic violence receive their insurance through 
TennCare.  
 
All of the women and children we serve have experienced trauma. Many have 
lived with and through the abuse for months and even years. Their wounds are 
both visible and, in many cases, invisible. The women and children we serve 
need consistent, reliable health insurance.    
 
The YWCA absolutely supports the idea that everyone who can work should 
work. The vast majority of women and families we serve need health care and 
want to work. We work with our survivors to help them rebuild their lives.  But 
typically, many are physically and mentally unable to work unless they get  
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health care first. If survivors don’t have access to medical care, they’re even more vulnerable than 
when they call our crisis line or come through our shelter doors. That’s why tying an individual’s access 
to health insurance with a work mandate is unnecessarily punitive.  

Work requirements are inherently harmful because they discriminate against groups of people who 
are, to no fault of their own, unable to work. Here are a few important points we want the Bureau of 
TennCare to know and consider: 

 Victims of domestic violence are fleeing their homes and may even have to leave 
their jobs to escape the abuse. Many even move to a different city where their 
abuser can’t find them.  

 Victims of domestic violence aren’t usually thinking about updating their addresses 
as they seek safety in a shelter or with a family member or friend.  

 Victims of domestic violence are often physically injured and cannot work. 
 Victims of domestic violence often suffer from PTSD and are unable to work.   
 How does a woman prove that she is a victim of domestic abuse? It is difficult for a 

domestic violence victim to meet the proof standard often required by such 
requirements. 

 With many legal proceedings, survivors often lose their jobs or have to quit their 
jobs because they have to be in court and spend so much time meeting with the 
District Attorney’s office. 

 How long would a domestic violence victim be able to claim a good cause 
exemption? 

We urge you to consider the negative impact mandatory work requirements will have on the lives they 
are trying to rebuild. 

Sincerely,  

 
Sharon K. Roberson 
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Jonathan Reeve

From: Nicole Braccio <nicole.braccio@npaf.org>
Sent: Friday, October 26, 2018 1:44 PM
To: Public Notice. Tenncare
Cc: Rebecca Kirch
Subject: NPAF Comments on Amendment 38 (Project No. 11-W-00151/4)
Attachments: 102618_NPAF_TennCare Amendment 38 Comment SUBMISSION.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown 
senders or unexpected email - STS-Security. *** 

Hello,

National Patient Advocate Foundation is pleased to submit comments to Amendment 38 of the TennCare II
Demonstration. Please do not hesitate to reach out to me at the email/phone number below if NPAF can provide further
details or assistance.

Thank you for the opportunity to provide feedback.

Sincerely,
Nicole

Nicole Braccio, PharmD 
Policy Director
202 516 5212 •nicole.braccio@npaf.org

The information transmitted in this message (including file attachments) is covered by the Electronic 
Communications Privacy Act, 18 U.S.C. 2510-2521, is confidential and is intended solely for the use of the 
individual or entity to which it is addressed. If you are not the intended recipient or the person responsible for 
delivering this information to the intended recipient, be advised that you have received this information in error 
and that any use, dissemination, forwarding, printing, or copying of this information is strictly prohibited. If you 
have received this information in error, please immediately notify the sender and delete this information.  



    
 

 

October 26, 2018 

Wendy Long, MD 
Director, Division of TennCare 
310 Great Circle Road 
Nashville, TN 32743 
 
Re: Amendment 38 to the TennCare II Demonstration 

Dear Dr. Long, 

National Patient Advocate Foundation (NPAF) appreciates the opportunity to comment on Amendment 
38 to the TennCare II Demonstration. NPAF supports policies that sustain and expand Medicaid to meet 
the health care needs of low-income adults and children. We are concerned that requiring the most 
vulnerable patients and families in Tennessee to report completing work and community engagement 
hours to maintain their health benefits may lead to negative health consequences and further financial 
distress.   

NPAF represents the voices of millions of adults, children and families coping with serious and chronic 
illnesses as the advocacy affiliate of Patient Advocate Foundation (PAF). PAF provides direct case 
management, financial support, and educational services to tens of thousands of primarily low-income 
patients and caregivers nationwide each year who are experiencing distressing financial, employment, 
insurance coverage, or household material hardships because of their health conditions. Over the past 
ten years, PAF has served as an important safety net to nearly 6,000 patients and families in Tennessee.  

Overall, we oppose Amendment 38 because it would create new administrative and financial barriers for 
300,000 low-income parents and caregivers1 living below 98 percent of federal poverty level. Parents 
focused on their family’s health and well-being should not be burdened by monthly reporting 
requirements to prove they’re working or that they qualify for an exemption. We echo the concerns of 
the broader patient community that conditioning Medicaid coverage on 20 hours of work activities per 
week may jeopardize equitable access to affordable, quality care.  

We understand that Tennessee seeks to support beneficiaries in obtaining and maintaining 
employment, however, research indicates that work requirements do not necessarily encourage work or 
reduce poverty and a growing body of evidence demonstrates that such policies could result in reduced 
access to care, adverse health outcomes and increased health disparities.2 We have seen the initial 
impact of this type of proposal in Arkansas, where as of October 8, 2018, the state has terminated 
Medicaid coverage for over 8,000 beneficiaries as a result of their work requirement policy 
implemented just four months ago.3,4 

                                                           
1 Tennessee General Assembly Fiscal Review Committee. Fiscal Note HB 1551 – SB 1728. February 12, 2018. Available at: 
http://www.capitol.tn.gov/Bills/110/Fiscal/HB1551.pdf  
2 Kaiser Family Foundation. Issue Brief. The Relationship Between Work and Health: Findings from a Literature Review. Aug 7, 2018.  Available 
at: http://files.kff.org/attachment/Issue-Brief-The-Relationship-Between-Work-and-Health-Findings-from-aLiterature%20Review  
3 Sum of cases closed as of September 9, 2018. Available at: https://ccf.georgetown.edu/wp-
content/uploads/2018/09/091218_AWReport_Final.pdf  
4  Sum of cases closed as of October 8, 2018. Available at: https://m.arktimes.com/media/pdf/9.18_-_aw_work_requirements_report.pdf  



    
 

Alleviating the stress of securing health coverage would allow able-bodied adults to prioritize 
employment. In fact, surveys of unemployed Medicaid beneficiaries in other states indicate that having 
health coverage facilitated their job search.5 While Tennessee aims to provide assistance and supports 
to help beneficiaries meet the requirements, we are concerned that it will be difficult to deliver on this 
promise. Our PAF case managers already help Tennessee patients navigate the health and social service 
system and any additional supports will likely require professional help to attain.  

We appreciate that several exemptions would be made for primary caregivers for a child under six or an 
incapacitated household member, the medically frail, and individuals with disabilities or acute 
conditions that would prevent them from working. Inadequate communication and outreach about 
these requirements, however, may lead to confusion and place undue burden on people with serious or 
chronic conditions to establish a good cause exemption. This has been the case in Arkansas, where many 
beneficiaries were unaware of the new requirements and their responsibility to apply for an exemption.6  
 
In practice, written communication to inform people about new requirements and eligibility may not 
suffice without supplemental outreach such as in-person or telephonic assistance with the opportunity 
for people to ask questions. As beneficiaries do become aware of the requirements, the paperwork 
burden coupled with any existing household material hardships they may be experiencing can preclude 
them from complying even if they are pursuing work activities.   
 
We urge TennCare to reconsider whether the potential benefit of instituting a work requirement  
applicable to the most vulnerable Tennesseans outweighs the risk of terminating coverage for parents 
and families relying on Medicaid as a lifeline. We understand that Tennessee is under significant 
pressure to reduce Medicaid spending and has taken steps to use 1115 waivers to implement changes 
that reign in health care costs. While fiscal sustainability is important, it cannot take precedence over 
the wellbeing and health of patients and their families.   
 
A variety of factors lead people to enroll in and rely on Medicaid. We oppose Amendment 38 because 
the proposed work requirement runs counter to Tennessee’s goal of improving health, education, 
employment and community engagement outcomes of people affected by the new requirements. We 
request that TennCare protect patients from losing their health care and encourage efforts that sustain 
equitable access to quality health coverage for the people it covers including parents and caregivers, 
their children, people with disabilities and the elderly. Thank you for the opportunity to provide person-
centered feedback on Amendment 38 to TennCare II demonstration.  
 
Respectfully submitted, 

 

Rebecca A. Kirch 
EVP Health Care Quality and Value 

                                                           
5 CLASP. Fact Sheet. The Evidence Builds: Access to Medicaid Helps People Work. Updated Dec 2017. Available at:  
https://www.clasp.org/sites/default/files/publications/2017/04/The-Evidence-Builds-Access-to-Medicaid-Helps-PeopleWork.pdf  
6 Jessica Greene, “Medicaid Recipients’ Early Experience With the Arkansas Medicaid Work Requirement,” Health Affairs, Sept. 5, 2018. 
Accessed at: https://www.healthaffairs.org/do/10.1377/hblog20180904.979085/full/. 
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TENNESSEE GENERAL ASSEMBLY 

FISCAL REVIEW COMMITTEE 

 

         FISCAL NOTE 

 

          

         HB 1551 - SB 1728 
 

          February 12, 2018 

 
SUMMARY OF BILL:    Directs the Commissioner of the Department of Finance and 
Administration to submit a waiver amendment to the existing TennCare II waiver to the federal 
Centers for Medicare and Medicaid Services (CMS) imposing reasonable work requirements 
upon able-bodied working age adult enrollees without dependent children under the age of six, 
and if approved, implement the waiver amendment. 
 
 
ESTIMATED FISCAL IMPACT: 
 
 Increase State Expenditures - $646,600/FY19-20 
              Net Impact $18,733,300/FY20-21 and Subsequent Years 
  
 Increase Federal Expenditures - $5,126,600/FY19-20 
           Net Impact $15,338,200/FY20-21 and Subsequent Years 
 

Other Fiscal Impact – There will be additional savings as the program 
continues to grow and additional enrollees either no longer qualify due to 
income limits or do not meet work requirements. There could be additional 
costs related to staffing needs of the Division of TennCare. The exact amounts 
and timing of such amounts cannot be quantified due to the uncertainty of the 
program parameters.            

 
  
 Assumptions: 

 
 Based on the language of the proposed legislation, the Division of TennCare (TennCare) 

will have flexibility in drafting the proposed waiver including flexibility in negotiations 
with CMS on the final waiver document.  

 According to TennCare, there are currently no parameters of the proposed program that 
have been considered to an extent to guarantee they will be included in the waiver 
proposal. Therefore, the basis of this analysis is from CMS guidance (letter dated 
January 11, 2018) and proposals approved or currently being considered by CMS for 
similar programs in other states.  

 TennCare assumes any work requirements will not be fully implemented until July 1, 
2020.    

 CMS guidance instructs states to align Medicaid work and community involvement 
requirements with those of Temporary Assistance for Needy Families (TANF) or 
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Supplemental Nutrition Assistance Program (SNAP) including excepted populations, 
protections and supports for individuals with disabilities, allowable activities and 
required hours of participation, allowable activities due to economic or environmental 
factors, enrollee reporting requirements, and the availability of work support programs.  

 
Eligible Enrollees: 
 As of January 1, 2018, there were approximately 307,700 total enrollments in the 

TennCare adult parent and caretaker relative eligibility category. For purposes of this 
analysis, it is assumed there are at least 300,000 enrollees in TennCare in the effected 
population at any given point and this number will remain constant.  

 CMS requires enrollees meeting TANF/SNAP work requirements, as well as individuals 
exempt from TANF/SNAP work requirements, to be considered as compliant with 
Medicaid work requirements.  Based on information from TennCare, this will reduce the 
effected population by approximately 50 percent to 150,000 individuals (300,000 x 
50.0%).  

 Approximately 47 percent have children under the age of five and are considered 
exempted based on the proposed language of the legislation. TennCare cannot currently 
determine how many of these individuals are part of a two parent home.  

 In 2016, the U.S. Census Bureau reported approximately 69 percent of children lived in 
two parent households. Therefore, it is assumed that 69 percent of the 47 percent (69.0% 
x 47.0%) or 32.43 percent will be exempted.  

 The effected population without children under six years of age is estimated to be 
101,355 [150,000 x (100% - 32.43%)].  

 Further, approximately two percent of this population is over the age of 65 and assumed 
to be exempted resulting in an effected population of 99,328 [101,355 x (100% - 2%)]. 

 According to the U.S. Census Bureau, approximately 11.2 percent of Tennesseans under 
the age of 65 have a disability. Therefore, it is assumed 11.2 percent of the effected 
population will be exempt. It is assumed approximately 88,203 [99,328 x (100% - 
11.2%)] will be effected by the work requirements.  

 CMS guidance further suggests states consider drug addiction treatment as an exempted 
population. The Department of Mental Health and Substance Abuse Services is quoted 
as estimating 82,000 Tennesseans addicted to drugs. 
[https://www.tennessean.com/story/news/politics/2018/01/22/gov-bill-haslams-plan-
combat-opioid-crisis-include-boosts-prevention-treatment-and-law-
enforcement/1054217001/ (last visited 2/11/2018)]. This equates to 1.22 percent of the 
state population based on July 2017 U.S. Census Bureau estimates (82,000/6,715,984).  

 For purposes of this analysis, it is assumed approximately two percent will be exempted 
for drug treatment.  

 The total population effected by Medicaid work and community involvement 
requirements is estimated to be 86,439 [88,203 (100% - 2%)].  

 
 Tennessee Eligibility Determination System (TEDS) 

 TennCare is in the final year of development of the Tennessee Eligibility Determination 
System (TEDS). The system is scheduled to go live on January 1, 2019.    

 The current structure of TEDS will collect a great deal of information on each enrollee. 
TennCare can construct the work program requirements to only apply to categories that 
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will be collected by TEDS. Therefore, it is assumed no additional enrollment categories 
will need to be constructed within the TEDS program.  

 Based on currently approved waivers and the guidance from CMS, TennCare will be 
required to implement new reporting standards. This will require reporting functions to 
be added to the TEDS system.  

 Based on information provided by TennCare, approximately $5,600,000 in systems 
changes will be necessary. These one-time changes will occur in FY19-20 and will 
receive a 90 percent federal match; therefore the one-time increase in expenditures will 
be $560,000 state ($5,600,000 x 10.0%) and $5,040,000 federal funds ($5,600,000 x 
90.0%).   

 
Appeals: 
 According to TennCare, the new work requirements will result in an increased number 

of appeals.  
 Since the reverification activity was increased, appeals have also increased greatly.  
 Annual appeals have been as follows: 39,193 in 2015; 68,903 in 2016; and 138,486 in 

2017. Total appeals for 2018 indicate that appeals will surpass 2016 appeals numbers.  
 TennCare established 250 temporary positions in 2014 and an additional 200 temporary 

positions in 2015 for eligibility verification and appeals. These positions were made 
permanent in FY17-18 and FY18-19.  

 TennCare has not provided any information as to a tentative verification schedule, but it 
is assumed that verification for compliance with the work requirements will correspond 
with each enrollee’s reverification.  

 Based on information from the Kaiser Family Foundation, 57 percent of non-SSI and 
non-elderly TennCare enrollees are working. Therefore, approximately 49,270 (86,439 x 
57.0%) will not be dis-enrolled because they will meet the work requirements and 
therefore not appeal. 

 Of the remaining 37,169 (86,439 – 49,270), it is unknown how many will meet the work 
or other requirements due to a lack of data related to this population. For purposes of this 
analysis, it is assumed an additional 40 percent, or 14,868 (37,169 x 40.0%), will meet 
the new work requirements for the program.  

 Therefore, it is assumed approximately 22,301 (37,169 – 14,868) will not meet 
requirements, be dis-enrolled and will appeal the dis-enrollment decision.  

 It is assumed appeals will not exceed 2017 numbers of 138,486 with the additional dis-
enrollments; therefore any increase in expenditures can be accommodated within 
existing resources.  

 
 Case Management Costs: 

 Based on projections from other states for the per-member per-month (pmpm) case 
management of the work requirement, these costs are dependent on current programs 
that are in place and the degree of assistance provided enrollees.  

 It is assumed that at a minimum, TennCare will incur a $100 pmpm case management 
cost.  

 The total case management costs are based on the total work requirement population that 
is not currently working of 37,169. The estimated increase in expenditures will be 
$44,602,800 (37,169 x $100 x 12 months). 
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 It is assumed these costs will receive a 50 percent federal match due to CMS’s 
encouragement to implement work requirements; therefore $22,301,400 is state funds 
($44,602,800 x 50.0%) and $22,301,400 is federal funds. These increased expenditures 
will not be realized until FY20-21 due to the work requirement implementation date of 
July 1, 2020.  

 
Staffing: 
 TennCare will need two program administrator positions to assist in the implementation 

and oversight of the program. It is assumed salary and benefits for each position will be 
$86,642. The total increase in expenditures for the additional positions will be $173,284.  

 It is assumed these expenditures will not be realized until FY19-20 and will receive a 50 
percent federal match resulting in an increase of $86,642 in state funds ($173,284 x 
50.0%) and $86,642 in federal funds ($173,284 x 50.0%). 

 TennCare may need to hire additional staff in future years, but due to the uncertainty of 
the program and the waiver requirements approved by CMS it is not possible to quantify 
with any certainty.  

 
 Savings: 

 There will be savings from TennCare enrollees being dis-enrolled from the program 
from not meeting the work requirements or for reaching an income level in which they 
no longer qualify for TennCare assistance.  

 The amount of savings is difficult to quantify due to the uncertainty of the requirements 
of the program that will be approved by CMS. It is also unknown as to the timeframe in 
which a dis-enrolled individual is able to prove compliance with the new requirements 
and re-enroll into the program.  

 The 2017 medical and pharmacy costs for someone enrolled in TennCare is $380 pmpm.  
 Should 10 percent of the 37,169 enrollee population be dis-enrolled for at least a six 

month period, the estimated savings would be $10,704,672 [(37,169 x 10.0%) x ($380 
pmpm medical and pharmacy costs x $100 case management) x 6 months]. Of this 
amount, the federal match is 65.858. 

 There will be $3,654,789 ($10,704,672 x 34.142%) reduction in state funds and 
$7,049,883 ($10,704,672 x 65.858%) reduction in federal funds.  

 These potential savings will not be realized until FY20-21 due to the work requirement 
implementation date of July 1, 2020.  

 
CERTIFICATION: 
 
 The information contained herein is true and correct to the best of my knowledge. 

        
Krista M. Lee, Executive Director 

 
/jem 
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The Relationship Between Work and Health: 
Findings from a Literature Review 
Larisa Antonisse and Rachel Garfield 

Summary 
A central question in the current debate over work requirements in Medicaid is whether such policies 
promote health and are therefore within the goals of the Medicaid program. Work requirements in welfare 
programs in the past have had different goals of strengthening self-esteem and providing a ladder to 
economic progress, versus improving health. This brief examines literature on the relationship between 
work and health and analyzes the implications of this research in the context of Medicaid work 
requirements. We review literature cited in policy documents, as well as additional studies identified 
through a search of academic papers and policy evaluation reports, focusing primarily on systematic 
reviews and meta-analyses. Key findings include the following: 

 Being in poor health is associated with increased risk of job loss, while access to affordable 
health insurance has a positive effect on people’s ability to obtain and maintain employment.   

 There is limited evidence on the effect of employment on health, with some studies showing a 
positive effect of work on health yet others showing no relationship or isolated effects. There 
is strong evidence of an association between unemployment and poorer health outcomes, but 
authors caution against using these findings to infer that the opposite relationship (work causing 
improved health) exists. While unemployment is almost universally a negative experience and thus 
linked to poor outcomes, especially poor mental health outcomes, employment may be positive or 
negative, depending on the nature of the job (e.g., stability, stress, hours, pay, etc.). Further, most 
studies note major limitations in our ability to draw broad conclusions on health and work, including:  

o Job availability and quality are important modifiers in how work affects health; transition from 
unemployment to poor quality or unstable employment options can be detrimental to health.  

o Selection bias in the research (e.g., healthy people being more likely to work) and other 
methodological limitations restrict the ability to determine a causal work-health relationship. 

 Studies note several caveats to and implications of the research on work and health that are 
particularly relevant to work requirements in Medicaid. For example:  
o The work-health relationship may differ for the Medicaid population compared to the broader 

populations studied in the literature, as Medicaid enrollees report worse health than the general 
population and face significant challenges related to social determinants of health. 

o Limited job availability or poor job quality may moderate or reverse any positive effects of work. 
o Work or volunteering to fulfill a requirement may produce different health effects than work or 

volunteer activities studied in existing literature.  
o Loss of Medicaid coverage under work requirements could negatively impact health care access 

and outcomes, as well as exacerbate health disparities.  
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Introduction  
On January 11, 2018, CMS issued a State Medicaid Director Letter providing new guidance for Section 
1115 waiver proposals that would impose work requirements (referred to as community engagement) in 
Medicaid as a condition of eligibility. On January 12, 2018, CMS approved the first work requirement 
waiver in Kentucky, and three additional work requirement waiver approvals followed in Indiana (February 
1, 2018), Arkansas (March 5, 2018), and New Hampshire (May 7, 2018). The new guidance and work 
requirement approvals reverse previous positions of both Democratic and Republican Administrations, 
which had not approved work requirement waiver requests on the basis that such provisions would not 
further the Medicaid program’s purposes of promoting health coverage and access. However, in both the 
new guidance and work requirement waiver approvals, CMS explains its policy reversal by maintaining 
that employment leads to improved health outcomes, and policies that condition Medicaid eligibility on 
meeting a work requirement will further this objective. Though the structure of work requirements is 
similar to those used in other programs, the administration’s stated goal of  improving health through 
Medicaid work requirements is different from the goals of welfare reform work requirements in the past, 
which were to strengthen self-esteem and provide a ladder to economic progress. 

On June 29, 2018, the DC federal district court vacated HHS’s approval of the Kentucky Section 1115 
waiver program. The court held that consideration of whether the waiver would promote beneficiary health 
in general is not a substitute for considering whether the waiver promotes Medicaid’s primary purpose of 
providing affordable health coverage and remanded to HHS to consider how the waiver would help 
furnish medical assistance consistent with Medicaid program objectives. However, the court also noted 
that plaintiffs and their amici assert that proclaimed health benefits of employment are unsupported by 
substantial evidence. Thus, there is likely to be ongoing debate and policy discussion over whether work 
requirements will further the aims of Medicaid. 

To address whether work will further the aims of Medicaid, we examine the literature on the relationship 
between work and health and analyze the implications of this research in the context of Medicaid work 
requirements. Due to the large number of studies in this field spanning decades, this literature review 
focuses primarily (although not exclusively) on findings from other literature or systematic reviews rather 
than individual studies on these topics. We drew on studies cited in policy documents on work 
requirements in Medicaid, results of keyword searches of PubMed and other academic health/social 
policy search engines, and snowballing through searches of reference lists in previously pulled papers. In 
total, we reviewed more than 50 sources, the vast majority of which were published academic studies or 
program evaluations and most of which are reviews of multiple studies themselves. A more detailed 
description of the methods underlying this analysis is provided in the Methods box at the end of this brief.   

What effect do health and health coverage have on work?  
Not surprisingly, research has demonstrated that being in poor health is associated with an 
increased risk of job loss or unemployment. , , , ,  A meta-analysis of longitudinal studies on the 
relationship between health measures and exit from paid employment found that poor health, particularly 
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self-perceived health, is associated with increased risk of exit from paid employment.6 Another study that 
simultaneously examined and contrasted the relative effects of unemployment on mental health and 
mental health on employment status in a single general population sample found mental health to be both 
a consequence of and a risk factor for unemployment. However, the evidence for men in particular 
suggested that mental health was a stronger predictor of subsequent unemployment than unemployment 
was a predictor of subsequent mental health.7 Additional research suggests that, in some cases, 
individual characteristics such as income, race, sex, or education level may mediate the relationship 
between poor health and unemployment.8,910 Research also demonstrates that an unmet need for mental 
health or substance use disorder treatment results in greater difficulty with obtaining and maintaining 
employment.11,12,13,14,15  

Additional research suggests that, in addition, access to affordable health insurance and care, 
which may help people maintain or manage their health, promotes individuals’ ability to obtain 
and maintain employment. For example, in an analysis of Medicaid expansion in Ohio, most expansion 
enrollees who were unemployed but looking for work reported that Medicaid enrollment made it easier to 
seek employment, and over half of employed expansion enrollees reported that Medicaid enrollment 
made it easier to continue working.16 Similarly, a study on Medicaid expansion in Michigan found that 
69% of enrollees who were working said they performed better at work once they got coverage, and 55% 
of enrollees who were out of work said the coverage made them better able to look for a job.17 A study on 
Montana’s Medicaid expansion found a substantial increase of 6 percentage points in labor force 
participation among low-income, non-disabled Montanans ages 18-64 following expansion, compared to 
a decline in labor force participation among higher-income Montanans.18 National research found 
increases in the share of individuals with disabilities reporting employment and decreases in the share 
reporting not working due to a disability in Medicaid expansion states following expansion 
implementation, with no corresponding trends observed in non-expansion states.19 Additional literature 
suggests that access to health insurance and care promotes volunteerism, finding that the expansion of 
Medicaid under the ACA was significantly associated with increased volunteerism among low-income 
adults.20,21   

What effect does work have on health and health 
coverage? 
Overall, the body of literature examining whether work affects health shows mixed results, with 
some studies showing a positive effect of work on health yet others showing no relationship or 
isolated effects. A 2006 literature review found that, while “there is limited amount of high quality 
scientific evidence that directly addresses the question [of whether work is good for your health]… there is 
a strong body of indirect evidence that work is generally good for health and well-being.”22 That 
assessment was based on comprehensive review of the literature, including other systematic reviews as 
well as narrative and opinion pieces. A more focused 2014 systematic review about the health effects of 
employment, which included 33 longitudinal studies,23 found strong evidence that employment reduces 
the risk of depression and improves general mental health, yet it found insufficient evidence for an effect 



The Relationship Between Work and Health: Findings from a Literature Review 4 
 

on other health outcomes due to a lack of studies or inconsistent findings of the studies.24 A 2015 review 
of 22 longitudinal studies found an association between employment and re-employment with better 
physical health.25  

In contrast, research shows a strong association between unemployment and poor health 
outcomes, though researchers caution that these findings do not necessarily mean the reverse is 
true (e.g. employment causes improved health). The effect of unemployment on health has long been 
an area of research focus, and a substantial body of research from the U.S. and abroad consistently 
demonstrates a strong association between unemployment and poorer health outcomes,26,27,28,29 30,31,32  

with some evidence suggesting a causal relationship in which unemployment leads to poor health.33,34,35 

The bulk of the research in the unemployment and health field focuses on mental health outcomes.36  
Examples of negative health outcomes associated with unemployment include increases in depression, 
anxiety, mixed symptoms of distress, and low self-esteem.37,38 A more limited body of research suggests 
an association of unemployment with poorer physical health (including increases in cardiovascular risk 
factors such as hypertension and serum cholesterol as well as increased susceptibility to respiratory 
infections), and mortality.39,40 A 2006 literature review noted that there is continuing debate about the 
relative importance of possible mechanisms involved in this relationship, and adverse effects of 
unemployment may vary in nature and degree for different individuals in different social contexts.41 Some 
evidence also indicates that cumulative length of unemployment is correlated with deteriorated health and 
health behavior.42 However, despite the evidence of a relationship between unemployment and health, 
researchers caution against using findings to infer that an opposite relationship (employment causing 
improved health) exists.43,44  In addition, researchers note that the literature on unemployment tends to 

study more negative than positive health outcome variables,45 which may skew our understanding of the 

health effects of unemployment.46    

Another related area of research is studies examining the relationship between re-employment 
(i.e., returning to work) and health, which find some association between re-employment and 
mental health. A 2012 systematic review on this topic found support for a beneficial health effect of 
returning to work, with most of the 18 studies included in this review focusing on mental health-related 
outcomes.47 The review also tried to assess to what extent the relationship was causal (i.e., 
reemployment caused health improvements) versus due to selection (e.g., people with poor health were 
more likely to remain unemployed) and concluded that both were at play. The review did not reach a 
definitive conclusion about mechanisms linking re-employment to improved health (due to lack of 
evidence), and it noted that it is still unclear whether health effects of reemployment are moderated by 
factors such as socioeconomic status, reason for unemployment, and the nature of employment.48 The 
2006 literature review described above also analyzed research findings on re-employment and found 
strong evidence that re-employment leads to improved psychological health and measures of general 
well-being, with a dearth of information on physical health and some but not all studies showing that re-
employment/health relationship is at least partly due to health selection. However, these authors also cite 
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evidence from numerous studies suggesting that “the beneficial effects of re-employment depend mainly 
on the security of the new job, and also on the individual’s motivation, desires, and satisfaction”49  

Studies on work and health have found that the quality and stability of work is a key factor in the 
work-health relationship: research finds that low-quality, unstable, or poorly-paid jobs lead to or 
are associated with adverse effects on health. , , , , , ,   For example, a 2014 meta-analysis of 
studies published after 2004 found that job insecurity can pose a comparable (and even modestly 
increased) risk of subsequent depressive symptoms compared to unemployment.57 A 2011 longitudinal 
analysis found that while unemployed respondents had poorer mental health than those who were 
employed, the mental health of those who were unemployed was comparable or more often superior to 
those in jobs of poor psychosocial quality (based on measures of job control, perceived job security, and 
job demands and complexity) and the mental health of those in poor quality jobs declined more over time 
than the mental health of those who were unemployed. Moreover, while moving from unemployment into 
a high quality job led to improvement in mental health, the transitioning from unemployment to a poor 
quality job was more detrimental to mental health than remaining unemployed.58 Additionally, a 2003 
study that examined the association of different employment categories with physical health and 
depression found a consistent association between less than optimal jobs (based on economic, non-
income, and psychological aspects of the jobs) and poorer physical and mental health among adults.59  

It is possible that the work-health association reflects people in good health being more likely to 
work, versus work causing good health. Some researchers caution against the possibility that 
selection bias has occurred in many of the studies on work and health. The existence of a “healthy worker 
effect”—in which relatively healthy individuals are more likely to enter the workforce whereas those with 
health problems are at increased risk to withdraw from and remain outside of the workforce—has been 
documented in multiple studies.60,61,62,63 64 ,65  Authors of both individual studies and literature reviews on 
this topic explain that the healthy worker effect is difficult to control for even in studies that attempt to do 
so, and thus this effect may cause an overestimation of the findings in the literature on health effects of 
work.66,67 As authors of a 2014 systematic review of studies on health effects of employment point out, 
there are no randomized controlled trials on this topic available in the literature because performing such 
trials would be unethical,68 yet randomized controlled trials are the gold standard for determining a causal 
relationship.  

Most study authors specifically note additional caveats to drawing broad conclusions about work 
and health. The 2006 review concluding a general positive effect of work on health emphasized three 
major provisos to this conclusion: (1) findings are about average or group affects, and a minority of 
people may experience contrary health effects from work, (2) the beneficial health effects of work depend 
on the nature and quality of work (described above), and (3) the social context must be taken into 
account, particularly social gradients in health (i.e. inequalities in population health status related to 
inequalities in social status) and regional deprivation.69 These caveats could explain the seemingly 
contradictory findings about employment and unemployment: While unemployment is almost universally a 
negative experience and thus linked to poor outcomes, especially poor mental health outcomes, 
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employment may be positive or negative, depending on the nature of the job (e.g., stability, stress, hours, 
pay, etc.). As discussed below, these provisos have implications for the applicability of research to 
Medicaid work requirements.  

While work can help people access employer-sponsored health coverage, many jobs—especially 
low-wage jobs—do not come with an affordable offer of employer coverage. In 2017, just over half 

(53%) of firms offered health coverage to their employees,70 and workers in low-wage firms are less likely 

than those in higher wage firms to be eligible for coverage through their employer.71 In 2017, less than a 
third of workers who worked at or below their state’s minimum wage had an offer of health coverage 
through their employer.72 Though most employees take up employer-sponsored coverage when offered, 
workers in low-wage firms are less likely to be covered by their employer even if coverage is offered, 
likely reflecting the fact that workers in such firms pay a larger share of the premium than workers in 

higher-wage firms.73 The fact that work does not always lead to health coverage is further demonstrated 
by the large majority of uninsured people who are in a family with either a full-time (74%) or part-time 
(11%) worker.74 

What is the effect of volunteerism on health?  
In the January 2018 guidance, CMS includes volunteering as a “community engagement” activity that 
may improve health outcomes,75 and the Medicaid work requirement waivers approved to date all permit 
volunteer activities to count towards the required weekly/monthly hours of work activity.  

However, there is limited existing evidence that volunteer activities benefit health outcomes. One 
literature review on the health effects of volunteering “did not find any consistent, significant health 
benefits arising through volunteering” based on experimental studies available at the time of the literature 
review.76 The authors’ analysis of cohort studies revealed limited benefits of volunteering on depression, 
life satisfaction, and well-being (with no significant benefits on physical health). In addition, the cohort 
studies focused primarily on volunteers ages 50 and over, with some of the studies suggesting that the 
association between volunteerism and improved health outcomes may be limited to older volunteers and 
that that the health benefits of volunteering may diminish as hours of volunteering increase.77 Another 
study (published in 2018) examined the health benefits of “other-oriented volunteering” (other-regarding, 
altruistic, and humanitarian-concerned volunteering) compared to “self-oriented volunteering” 
(volunteering focused on seeking benefits and enhancing the volunteers themselves in return). While the 
authors found beneficial effects of both forms of volunteer activity on health and well-being, other-oriented 
volunteering had significantly stronger effects on the health outcomes of mental and physical health, life 
satisfaction, and social well-being than did self-oriented volunteering.78 As discussed below, this finding 
may indicate that health benefits of volunteering are likely to be weaker when individuals are compelled to 
engage in volunteering.  
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What does this research mean for Medicaid work 
requirements?  
The body of literature summarized above includes several notable caveats and conclusions to consider in 
applying findings to a work requirement in Medicaid. Limitations and implications that are particularly 
relevant include:   

Effects found for the general population may not apply to Medicaid, as the link between work and 
health is not universal across populations or social contexts. In general, the studies examined above 
analyze the relationship between work and health among broad populations of all income levels. 
However, several authors suggest that population differences may modify the relationship between work 
and health.  A 2003 study found that nationally, older adults, women, blacks, and individuals with low 
education levels were more likely to be employed in jobs viewed as “barely adequate” or “inadequate” 
(the types of jobs that the study found to be independently associated with poorer physical health and 
higher rates of depression) compared to other populations.79 Authors of a 2006 literature review qualify 
their broad findings on the work/health relationship with the proviso that the social context must be taken 
into account (particularly social inequities in health and regional deprivation), and also cite evidence that 
the strong association between socioeconomic status and physical and mental health and mortality likely 
outweighs (and is confounded with) all other work characteristics that influence health.80 Authors of a 
2005 review on unemployment and health found a strong association between deprived areas, poor 
health, poverty and unemployment (although the exact relationship is not clear), and highlight the need 
for more research on the geographical dimension on unemployment and health.81 These findings imply 
that the work/health relationship may differ significantly for the low-income Medicaid population, who 
report worse health status compared to the total US population and often face more significant challenges 
related to housing, food security, and other social determinants of health.82,83,84 In addition, some 
volunteerism research suggests that the association between volunteerism and improved health 
outcomes may be limited to older volunteers, yet approved and pending Section 1115 Medicaid work 
requirement waiver requests all include exemptions for individuals above a certain age (which varies by 
state but ranges from 50 to 65 years).85  

Work or volunteering undertaken to fulfill a requirement may produce different health effects than 
work and volunteer activities studied in existing literature. For example, research on health effects of 
work requirements in Temporary Assistance for Needy Families (TANF) suggests that they did not benefit 
and sometimes negatively affected health among enrollees and their dependents.86 Another study found 
that welfare reform was associated with increases in self-reported poor health and self-reported disability 
among white single mothers without a high school diploma or GED.87 These adverse effects could reflect 
different relationships between work and health for low-income populations, as described above, or 
different effects of work undertaken voluntarily versus as a requirement. Authors of a 2006 literature 
review on work and health found that forcing claimants off benefits and into work without adequate 
supports would more likely harm than improve their health and well-being.88 Similarly, most studies on 
volunteerism and health define volunteerism as an act of free-will (essentially, a voluntary act), a 
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definition that may not be applicable to volunteer activity undertaken for the purpose of meeting 
work/community engagement requirements in order to maintain eligibility for Medicaid. Volunteer activities 
undertaken to retain Medicaid appear more closely aligned with the self-oriented form of volunteerism 
(volunteering focused on seeking benefits and enhancing the volunteers themselves in return), which 
research shows has weaker health effects than the other-oriented form (other-regarding, altruistic, and 
humanitarian-concerned volunteering).  

Limited job availability, low demand for labor, or poor job quality may moderate any positive 
health effects of employment. Authors of a 2014 systematic review of prospective studies on health 
effects of employment commented that most studies in this field do not adjust for quality of employment 
and include all kinds of jobs in their analysis (e.g. part- and full-time employment, self-employment, and 
both blue- and white-collared jobs) despite the possibility that different forms of employment have 
different health effects.89 Under Medicaid work requirement programs, the population subject to Medicaid 
work requirements may have access to only low-wage, unstable, or low-quality jobs to meet the 
weekly/monthly hours requirement, as these are the types of positions adults with Medicaid who currently 
work hold.90 In discussing the policy implications of their findings, multiple researchers have concluded 
that such policies could be detrimental to health, with authors of one study asserting that, “Policies that 
promote job growth without giving attention to the overall adequacy of the jobs may undermine health and 
well-being.”91  

Long-term effects of work on health are unclear. Much of the evidence on the work/health relationship 
is about short-term effects after about one year, which, as authors of one literature review point out, is a 
short period when assessing health impacts.92 There is less evidence on longer-term effects over a 

lifetime perspective.93 In addition, research on work requirements in other public programs shows little 
evidence of long-term impacts on employment or income. Studies on welfare recipients subject to work 
requirements generally have found that any initial increase in employment after an imposition of a work 
requirement faded over time.94,95, 96 After five years, one study showed those who were not required to 
work were just as likely or more likely to be working compared to those who were subject to a work 
requirement, suggesting that these work requirements had little impact on increasing employment over 
the long-term.97 Other research has found that employment among people who left welfare was unsteady 

and did not lift them out of poverty.98 Thus, even short-term effects are likely to disappear as short-term 
boosts in employment fade over time.  

Loss of health insurance coverage due to not meeting reporting or work requirements under 
waivers could affect access to health care and health. Low-wage workers typically work in small firms 
and industries that often have limited employer-based coverage options, and very few have an offer of 
coverage through their employer. Work requirements in Medicaid could lead to large Medicaid coverage 
losses, especially among people who would remain eligible for the program but lose coverage due to new 
administrative burdens or red tape versus those who would lose eligibility due to not working.99 Several 
studies on individuals leaving TANF following welfare reform show reductions in insurance coverage 
across this “welfare leaver” population, with significant decreases in Medicaid coverage that were not fully 
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offset by the smaller increases in private coverage.100,101,102,103,104 A study evaluating welfare-to-work 
interventions found that some programs led to a reduction in health insurance coverage for both children 
and parents.105  Given the evidence of Medicaid’s positive impact on access to care and health 
outcomes,106 as well as data demonstrating that uninsured individuals go without needed care due to cost 

at much higher rates than those with Medicaid coverage,107 widespread coverage losses as a result of 
Medicaid work requirements are likely to result in adverse effects on health outcomes. In TANF 
evaluations, for example, studies found that children of TANF enrollees who lose benefits for failure to 
comply with a work requirement experience adverse health effects such as behavioral health problems108 

or hospitalization.109   

Policies that have disproportionate effects on certain Medicaid enrollees could widen health 
disparities. Data demonstrate the persistence of clear disparities in health insurance coverage, access to 
care, and health outcomes for certain vulnerable populations in the US, including people with disabilities 
(compared to their non-disabled counterparts)110 and people of color (compared to whites).111 Research 
shows that people with disabilities and people of color are face disproportionate challenges in meeting 
and are disproportionately sanctioned under existing work requirement programs.112, 113 If racial minority 
groups, people with disabilities, or other vulnerable populations face similarly disproportionate challenges 
in meeting work requirements when they are attached to the Medicaid program, these policies could 
result in wider disparities in health insurance coverage and health outcomes.  

Looking Ahead 
Taken as a whole, the large body of research on the link between work and health indicates that 
proposed policies requiring work as a condition of Medicaid eligibility may not necessarily benefit health 
among Medicaid enrollees and their dependents, and some literature also suggests that such policies 
could negatively affect health. While it is difficult to determine a causal relationship between employment 
and health status (largely due to challenges controlling for health selection bias and the inability to 
conduct randomized controlled trials on this topic), there is strong evidence of an association between 
employment and good health. However, research suggests that factors like job availability and quality, as 
well as the social context of workers, mediate the effect of work or work requirements on health. Given 
the characteristics of the Medicaid population, research indicates that policies could lead to emotional 
strain, loss of health coverage, or widening of health disparities for vulnerable populations. As debate 
considers the question of whether policies to promote health—versus health coverage—are the aim of the 
Medicaid program, the question of whether work requirements will promote health also will remain key to 
the ongoing debate over the legality of work requirements in Medicaid.   
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Methods 

This brief is based on a review of existing research on the relationship between work and 
health. To collect relevant studies, we began by drawing on studies cited in policy 
documents on work requirements in Medicaid, including the January 2018 guidance from 
CMS, comments and reactions to the guidance, and documents related to the Stewart v. 
Azar litigation and decision. We then conducted keyword searches of PubMed and other 
academic health/social policy search engines to compile relevant studies and program 
evaluations.  Due to the large number of studies in this field spanning decades, we 
focused primarily (although not exclusively) on findings from other literature or systematic 
reviews rather than individual studies on these topics. We then used a snowballing 
technique of pulling additional studies from reference lists in previously pulled papers. In 
areas with limited evidence or in which reviews indicated conflicting or unclear results, we 
looked at original source studies to understand findings and assess the strength of the 
evidence.  

In total, we reviewed more than 50 sources, the vast majority of which were published 
academic studies or program evaluations and most of which are reviews of multiple 
studies themselves. In weighing evidence, we prioritized recent research and research 
based in the United States over older research and research based on experiences in 
other countries, though we did include older and international studies if they were highly 
cited, directly relevant, or included in systematic reviews that also included US-based 
studies. We excluded commentaries (as compared to original work or comprehensive 
literature reviews) and studies that were not directly focused on the link between health 
and work (e.g., we excluded studies of workplace wellness programs). 
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Untreated illness can make it hard to work. Health insurance is a key work support and tool that provides 
working-age adults with access to care that helps them get and keep a job. Reports from Ohio1 and 
Michigan2 provide compelling new information about the ability of Medicaid expansion enrollees to seek 
and maintain employment. These reports add to the growing body of research confirming the benefits of 
Medicaid expansion.3  

Under the Affordable Care Act (ACA), states are incentivized to expand Medicaid to provide affordable 
health insurance to people with incomes below 138 percent of poverty ($16,400 for a single person). A 
geographically diverse mix of 32 red and blue states4 took advantage of the ACA's provision to expand 
Medicaid. As a result, millions of low-income adults in those states now have access to affordable care, 
resulting in better health, greater financial, physical, and mental stability, and fewer deaths.  

Most Adult Medicaid Enrollees are Working  

Nationwide, the majority of non-disabled working-age adults who are insured through Medicaid are working 
or living in a family with a worker. In fact, 60 percent of adult recipients are employed and 79 percent live 
with someone who is working. Furthermore, among Medicaid recipients who are employed, more than half 
(51 percent) work full-time for the entire year.5 However, their 
positions often offer low wages and/or are in small businesses that do 
not provide health benefits. Only 12 percent of workers earning the 
lowest wages had employer-provided health insurance in 2016.6 
Medicaid expansion enrollees typically hold physically demanding 
jobs7 clustered in employment settings such as restaurants, 
construction sites, retail stores, and gas stations.8 

Key findings from Ohio and Michigan confirm that providing access to affordable health care helps people 
maintain employment. More than half of Ohio Medicaid expansion enrollees report that their health 
coverage has made it easier to continue working.9 In Michigan, 69 percent of enrollees said that 
Medicaid helped them do their job better.10 Without the support of Medicaid, health concerns would 
threaten employment stability. 

Medicaid Expansion Reduces Barriers to Employment 

Disability and illness are among the main reasons why working-age adults may not be employed. An 
analysis by the Kaiser Family Foundation found that 36 percent of adults enrolled in Medicaid cited illness or 
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disability as the primary reason for not working.11 Similarly, a July 2016 report from the American Enterprise 
Institute found that for working-age adults without children, illness and disability were the primary barriers 
to employment.12 The Ohio report confirms that access to Medicaid reduces these barriers to employment. 
The majority of unemployed Medicaid enrollees in Ohio (74.8 percent)13 and Michigan (55 percent)14 
reported that having Medicaid made it easier to look for employment.  

Ohio study participants noted that Medicaid allowed them to get treated for chronic conditions that 
previously had prohibited them from working. Additionally, about one-third of enrollees screened positive 
for depression or anxiety disorders, which can limit employment and other routine activities. Enrollees with 
depression and anxiety reported greater improvement in access to care and prescriptions—key resources 
needed to stay in the workforce.  

Another way Medicaid expansion supports employment is by eliminating the so-called “cliff effect”—the 
sudden loss of health insurance if earnings exceed Medicaid eligibility limits. For example, prior to Medicaid 
expansion, a parent with one child who worked 30 hours per week at the minimum wage with annual 
earnings of $12,000 was eligible for Medicaid in Ohio. But if that parent worked 35 hours per week and 
earned $14,000, he or she was not eligible.15 With Medicaid expansion, parents are now incentivized to 
continue increasing their earnings, because they no longer risk losing their health care due to additional 
income. Should their income rise above the Medicaid limit, they become eligible for subsidized private 
health insurance through the ACA's exchange. By contrast, in non-expansion states, parents can still fall into 
a coverage gap, where they earn too much to qualify for Medicaid but too little for exchange subsidies. 
Eliminating the cliff effect by expanding Medicaid allows parents to best provide for their families by 
continuing to improve their employment prospects. 

Supporting Work Leads to Better Financial Stability 

Prior studies have shown that financial stress is reduced under Medicaid expansion because it provides clear 
physical and mental health benefits. The Ohio report found that enrollees were more than twice as likely to 
note improvements in their financial situation. Medicaid enrollment 
allowed participants to meet other basic needs. More than half of 
enrollees reported that health coverage made it easier to buy food; 
about half stated that it was easier to pay their rent or mortgage, 
and 44 percent said it was easier to pay off other debts.16 When 
families are able to meet their basic needs, they can turn their 
energy to engaging in the workplace.  

Conclusion 

The reports from Ohio and Michigan add to the growing body of research showing that Medicaid expansion 
improves lives by increasing access to health care, reducing financial burden on low-income families, and 
supporting employment. A recent survey found that 84 percent of Americans support continuing the 
funding for Medicaid expansion.17 Congress should avoid any changes that would roll back these gains or 
undermine the fundamental structure of Medicaid. 

When families are able to meet 
their basic needs, they can 

turn their energy to engaging 
in the workplace. 
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In June, Arkansas became the rst state to implement a
work requirement in its Medicaid program. The initial
group subject to the policy were Medicaid expansion
recipients aged 30-49 who had no children under 18 in
the home, did not have a disability, and who did not meet
other exemption criteria, including ful lling the SNAP
work requirement. On a monthly basis, recipients must
work, volunteer, go to school, search for work, or attend
health education classes for a combined total of 80
hours, and report the hours to the Arkansas Department
of Human Services (DHS) through an online portal.
Recipients who do not report hours any three months
out of the year lose Medicaid health coverage until the
following calendar year.

September 5 is the reporting deadline for the third
month of the policy, making today the rst time that
recipients can lose Medicaid coverage as a result of the
work requirement. There are 5,426 people who missed
the rst two reporting deadlines, which is over half of the
group of 30-49 year olds subject to the policy beginning
in June who had not been identi ed by the state as
being exempt (Note 1). If these enrollees do not log
August hours or an exemption into the portal by



September 5, they will lose Medicaid coverage until
January 2019 (Note 2).

Making Medicaid health coverage contingent on
completing work-related activities is highly contentious.
The Obama Administration rejected states’ requests for
Medicaid work requirements because, they argued,
policies that can undermine access “do not support the
objectives of the Medicaid program.” In March 2017, the
Trump administration sent a letter to state governors
asserting its support for policies that use Medicaid “to
increase employment and community engagement,” and
in early 2018 the administration approved four states’
Medicaid work requirement proposals in 1115 waiver
requests (Arkansas, Indiana, Kentucky, and New
Hampshire).

In late June, two days before Kentucky’s work
requirement was to go into effect, U.S. District Judge
James Boasberg halted its implementation writing, “…
the Secretary never adequately considered whether
Kentucky HEALTH would in fact help the state furnish
medical assistance to its citizens, a central objective of
Medicaid.” A similar lawsuit challenging the legality of
Arkansas’ policy, described by Governor Asa Hutchison



as designed to help Medicaid recipients “move out of
poverty and up the economic ladder,” has recently been

led.

Interviews With Medicaid Recipients

Little is known to date about how those impacted by the
new Medicaid work requirement feel about the policy. To
explore Medicaid recipients’ attitudes about Arkansas’
work requirement and their early experiences with the
policy, in mid-August I conducted in-depth interviews
with 18 adult Medicaid recipients in northeast
Arkansas.  The interviews were conducted in three
counties, one of which is urban (Craighead County) and
the other two of which (Greene and Randolph Counties)
are rural.  All three have higher percentages of white,
non-Hispanic individuals than the state as a whole, and
all three supported President Trump in the 2016 election
at higher rates than the state overall. Half of those
interviewed met the age criteria to be subject to the
work requirement.

While this group is far too small to provide generalizable
results, the interviews do illustrate how the state's policy
is interacting with the day-to-day lives of Medicaid



recipients to produce serious potential consequences
that have little to do with policy's stated objectives. What
I found was a profound lack of awareness about the
policy. A number of people were at risk for losing their
Medicaid health coverage because of complex life
circumstances, not because of a conscious decision
related to the work requirement.

Respondents expressed mixed feelings about the idea
of a Medicaid work requirement, generally believing that
able-bodied people should be working, but wondering
how the policy could accommodate those with serious
health issues or without transportation. There was
substantial concern about having an online portal as the
mechanism for submitting monthly work hours.

Lack Of Awareness

Two thirds of the Medicaid recipients (12/18) I
interviewed had not heard anything about the new work
requirement. “First time I’ve ever heard anything [about
it],” a 31-year old man, who had started a vocational
training program the day we spoke, said. “You’d think it’d
be on the news or something. I ain’t seen it on the news,
and I watch Channel 8 news every night.” Others echoed



his surprise: “I’ve never even heard of it” and “I can’t
believe I ain’t heard something about it on the news.”

Of the six people who had heard about it, one was very
knowledgeable, in fact familiar with the statistics on
how many had missed the initial two reporting
deadlines. Two others had heard only a little about it
from family or friends (“I’ve heard a little bit about it, not
a lot”), and three had learned of the policy from their
letter from DHS.

At Risk Of Losing Coverage

Of the nine people who, based on their age, should have
received a DHS letter letting them know they were
subject to the work requirement, four said they had
received a letter. Two said the letters indicated they were
exempt because they already met the SNAP work
requirement.

The other two were at risk for losing Medicaid coverage.
One, a 47-year old woman, said she had received her
letter about three months earlier; she believed,
incorrectly, that she had three months to report her
hours. When I asked her if reporting her hours was an
obstacle, she said she was struggling with very stressful



life issues, including a mentally ill sister, and as a result
the work requirement had not received much of her
attention. The other person, a 40-year-old woman,
described being overwhelmed by receiving the letter:
“Basically… I’m like, okay, I’ve got this letter. I le it and I
don’t know what to do with it...”

The other ve who should have received a work
requirement letter were either not sure if the letter
arrived or thought it had not. When asked about
receiving a DHS letter, a 42-year-old woman said, “I don’t
know, I’m going to have to check and make sure [I didn’t
receive the letter], because I need my Medicaid card for
my sugar pill and my blood pressure pills.” A 46-year-old
man, who had recently completed an inpatient drug
treatment program, kicking a multi-decade drug
addiction, wasn’t sure either. “I may have [received the
letter]…I’m horrible about opening mail….I probably
throw’d it away.” While the three others did not believe
they received the letter, they were all exempt by either
working and/or having children in the home, but likely
needed to report their hours and exemptions in the
portal to maintain Medicaid coverage.

Policy Not Sparking Work-Related Changes



Of the nine participants who were likely subject to the
policy, only two were not meeting the 80 hour work-
related activity requirement and did not seem to qualify
for an exemption. Both told me that were actively
seeking work, and that the work requirement had not at
all impacted their job seeking. In addition, those I
interviewed between the ages of 19-29, who will be
subject to the policy in 2019, either worked, went to
school, and/or had children under 18 years old in the
home. No one I spoke with reported that the policy had
or would spark them to change their work-related
activities.

Online Portal Challenging For Many

Participants described a very wide range of computer
and online skills and access. Approximately a third said
that reporting hours on the online portal would not be
possible for them: “I can’t do that. I don’t have a phone. I
don’t have a computer.” Another third thought they could

gure it out: “It wouldn’t be an issue, but it has been a
while since I used one [a computer].” And a third had
access and were highly con dent of their skills: “I’m very,
very computer literate.”



Regardless of their skills, everyone thought that
requiring hours to be reported online was an
unnecessary obstacle that made the work requirement
very di cult for many recipients. Several, who were
con dent of their own skills, mentioned family members
who would struggle. “Half my family probably doesn’t
have a smart phone….A lot of people here don’t have
internet still,” a 19-year old woman explained. Her 47-
year-old mother-in-law had struggled using the portal:
“She had to do it online or something, and she didn’t like
it at all.”

Mixed Attitudes About Linking Medicaid And Work-
Related Activities

Almost all the participants believed that people who
could work should be working. “I believe if you are able
to work and you want the extra help that Medicaid gives,
then you should work,” said a 28-year old woman who
was currently working and has young children. But
several expressed concern about those who had mental
or physical conditions that would prevent them from
meeting the requirement. One man raised questions
about people who were “borderline” who were not
o cially considered disabled but still had serious health



conditions. A 42-year-old woman, who works with
people with disabilities said, “I think it’ll do more harm
than good…. What they supposed to do, just get cut off
Medicaid because they can’t meet those requirements?”

Others raised concerns about transportation needed to
get to work and volunteering. “Some people don’t have
vehicles, and sometimes it’s not necessarily their fault.
Sometimes something happens and they lose their
money... It’s not fair,” said a 21-year old recipient who is
a college student. When I asked a woman who was
looking for work whether she had tried to get help from
the Department of Workforce Services, she said that she
couldn’t get there because it was 30 miles away and
there is no public transportation.

Not Going To Lift People Out Of Poverty

Participants were very skeptical about the Governor’s
claim that the work requirement policy would help them
out of poverty, as many were already working and still
struggling nancially. Several raised the issue of the low
minimum wage in Arkansas ($8.50 per hour) and
suggested that raising the minimum wage would be a
more effective way to help low-income workers. Others
suggested that what was needed to help people move



up the economic ladder was training: “If you got training
that helped you get better pay. I think that would help.”
One participant argued that the policy was not about
getting people to work at all, but about reducing the
number of Medicaid recipients: “It seems like a ploy for
the state to save money. That’s all it is. It’s nothing about
trying to get people back to work…”

Summing Up

The low level of awareness of the Arkansas Medicaid
work requirement among the Medicaid recipients I
interviewed helps to explain why fewer than half of the

rst group required to report hours or an exemption on
the online portal have done so in the rst two months of
the policy. Clearly, there has not been adequate
communication about the policy to those who are being
impacted by it. The state is relying principally on the
letter they send to recipients to spark change in
recipients’ work-related activities and to report hours or
exemptions using an online portal (Note 3). Given that
the state is aware that many recipients do not open their
mail (the program yer says in bold text, “Be sure to read
mail from DHS as soon as you get it.”), a much broader



educational effort is needed to inform recipients about
the policy.

The process for reporting hours and exemptions using
an online portal poses a substantial barrier to the more
vulnerable Medicaid recipients who have neither
technology like phones, computers, and email accounts,
nor experience using the technology. DHS Director Cindy
Gillespie has argued the online portal will help prepare
people for the work world: “We need to help them get an
email (address) and learn how to deal in that world, or
they will never be successful.” Yet, no training is
provided and no one I spoke with was aware of the
registered reporter option, where recipients can
designate someone to report their hours.

Of the people I interviewed who were at risk of losing
Medicaid coverage as a result of the work requirement,
most were at risk because they lacked awareness of the
policy or were overwhelmed by it, rather than because
they were not meeting the 80 hours a month of work-
related activities or the terms of an exemption. If this is
true more broadly, the state will be ending people’s
health coverage for the wrong reasons, adding credence



to those who argue this policy is about reducing the
rolls, rather than supporting people to get employment.

A 38-year-old woman who recently had to quit her job to
get her niece, who she mothers, a birth certi cate and
other paperwork to start school argued that the policy
does not take into account the complex lives of low-
income people. “You are saying this should be possible,
but you don’t know my circumstances. You haven’t been
here,” she explained.

Author's Note

I would like to thank the people who I interviewed for
their openness in sharing their thoughts and
experiences with me.  I would also like to thank 1st
Choice Healthcare, Helping Neighbors Food Pantry, and
Mission Outreach of NEA for welcoming me into their
organizations to conduct the interviews.

Note 1

The policy was rolled out to one quarter of recipients
aged 30-49 each month from June through September.
The program will begin for those aged 19-29 in January,



and those 50 years old and older are not subject to the
work requirement.

Note 2

If the recipients did not report hours or an exemption by
the last day in August they lost coverage on the 1  of
September, but it will be reinstated if they report by
September 5.

Note 3

DHS has developed a website with videos, yers, and
other information about the policy. There is, however, no
link to the website from the main Medicaid bene ciary
website, and no one I interviewed said they had used it.
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October 26, 2018 
 
Division of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
Re: Amentment 38 to the TennCare II Demonstration 
 
Dear Dr. Wendy Long, Director, 
 
I am writing on behalf of the Center for Law and Social Policy (CLASP). CLASP is a national, 
nonpartisan, anti-poverty nonprofit advancing policy solutions for low-income people. We work at both 
the federal and state levels, supporting policy and practice that makes a difference in the lives of people 
living in conditions of poverty. CLASP submits the following comments in response to Tennessee’s 
Amendment 38 to the TennCare II Demonstration and raises serious concerns about the effects of the 
amendment, as proposed, on the coverage and health outcomes of low-income Medicaid beneficiaries in 
Tennessee. 
 
These comments draw on CLASP’s deep experience with Temporary Assistance for Needy Families 
(TANF) and the Supplemental Nutrition Assistance Program (SNAP), two programs where many of the 
policies proposed in this proposal have already been implemented – and been shown to be significant 
barriers to low-income people getting and retaining benefits. These comments also draw on CLASP’s 
experience in working with six states under the Work Support Strategies (WSS) project, where these 
states sought to dramatically improve the delivery of key work support benefits to low-income families, 
including health coverage, nutrition benefits, and child care subsidies through more effective, streamlined, 
and integrated approaches. From this work, we learned that reducing unnecessary steps in the application 
and renewal process both reduced burden on caseworkers and made it easier for families to access and 
retain the full package of supports that they need to thrive in work and school. 
 
The proposal would have a dramatic and negative impact on access to care for deeply poor parents 
(leading to negative effects for their children as well). There is no reason to believe that people who lose 
health coverage for not working a set number of hours per month will be transitioning to employer-
sponsored insurance or earning enough to qualify for subsidies under the Affordable Care Act.  This 
waiver thus takes a big step backwards in coverage. We therefore believe that it is inconsistent with the 
goals of the Medicaid program, notwithstanding the January 11, 2018 guidance from the Centers for 
Medicare and Medicaid Services (CMS).  
 
Medicaid plays a critical role in supporting the health and well-being of low-income adults and children. 
In fact, many Medicaid enrollees work in low-wage jobs where employer-sponsored health care is not 
offered or is prohibitively expensive. Others may have health concerns that threaten employment stability, 
and without Medicaid, would be denied access to the medical supports they need to hold a job, such as 
access to critical medications.  
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The Medicaid statute is clear that the purpose of the program is to furnish medical assistance to 
individuals whose incomes are not enough to meet the costs of necessary medical care and furnish such 
assistance and services to help these individuals attain or retain the capacity for independence and self-
care. States are allowed in limited circumstances to request to “waive” provisions of the rule but the 
Secretary of Health and Human Services (HHS) may only approve a project which is “likely to assist in 
promoting the objectives” of the Medicaid Act.1 A waiver that does not promote the provision of 
affordable health care would not be permissible.  
 
This waiver proposal’s attempt to transform Medicaid and reverse its core function will result in parents 
losing needed coverage, poor health outcomes, and higher administrative costs. There is extensive and 
strong literature that shows, as a recent New England Journal of Medicine review concludes, “Insurance 
coverage increases access to care and improves a wide range of health outcomes.”2 Moreover, losing 
health coverage will also make achieving work and education goals significantly more difficult for 
beneficiaries. This amendment is therefore inconsistent with the Medicaid purpose of providing medical 
assistance and should be rejected.  It is also inconsistent with improving health and increasing 
employment. 
 
It is also important to recognize that limiting parents’ access to health care will have significant negative 
effects on their children as well. Children do better when their parents and other caregivers are healthy, 
both emotionally and physically.3 Adults’ access to health care supports effective parenting, while 
untreated physical and mental health needs can get in the way. For example, a mother’s untreated 
depression can place at risk her child’s safety, development, and learning.4 Untreated chronic illnesses or 
pain can contribute to high levels of parental stress that are particularly harmful to children during their 
earliest years.5 Additionally, health insurance coverage is key to the entire family’s financial stability, 
particularly because coverage lifts the burdens of unexpected health problems and related costs. These 
findings were reinforced in a new study, which found that when parents were enrolled in Medicaid their 
children were more likely to have annual well-child visits.6 
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work 
Requirements 
 
CLASP does not support Tennessee’s proposal to take away health coverage from parents who do not 
meet new work requirements. Our comments focus on the harmful impact the proposed work 
requirements will have on Tennesseans and the state. Tennessee is proposing to implement a work 
requirement for beneficiaries who are between the ages of 19-64, unless they qualify for an exemption.  
 
Those who are subject to the work requirement will have to work or participate in other qualifying 
activities for 20 hours per week to stay enrolled in Medicaid. The penalty for not complying with the 
work requirement four out of every six months is disenrollment from Medicaid for at least one month or 
until the requirements are met. 
 
CLASP strongly opposes work requirements for Medicaid beneficiaries and urges Tennessee to 
reconsider their approach to workforce development. Work requirements—and disenrollment for failure 
to comply—are inconsistent with the goals of Medicaid because they would act as a barrier to access to 
health insurance, particularly for those with chronic conditions and disabilities, but also for those in areas 
of high unemployment or who work the variable and unpredictable hours characteristic of many low-wage 
jobs. The reality is that denying access to health care makes it less likely that people will be healthy 
enough to work. This provision would also increase administrative costs of the Medicaid program and 
reduce the use of preventive and early treatment services, ultimately driving up the costs of care while 
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also leading to worse health outcomes. 
 
In addition, section 1931 of the Social Security Act ensures Medicaid eligibility for adults with children 
who would have been eligible for the Aid to Families with Dependent Children (AFDC) program 
according to 1996 income guidelines, regardless of whether they currently receive cash assistance. 
Tennessee’s request to implement a work requirement for this population (if they don’t qualify for an 
exemption) would effectively eliminate this guarantee of coverage. This request by Tennessee appears to 
be in direct conflict with the law. 
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work Requirements 
Do Not Promote Employment 
 
Lessons learned from TANF, SNAP, and other programs demonstrate that work requirement policies are 
not effective in connecting people to living-wage jobs that provide affordable health insurance and other 
work support benefits, such as paid leave.7 A much better focus for public policy is to develop skills 
training for jobs that are in high demand and pay living wages, help people get the education they need to 
climb their career ladder, and foster an economy that creates more jobs.  
 
Another consequence of a work requirement could be, ironically, making it harder for people to work. 
When additional red tape and bureaucracy force people to lose Medicaid, they are less likely to be able to 
work. People must be healthy in order to work, and consistent access to health insurance is vital to being 
healthy enough to work.8  Medicaid expansion enrollees from Ohio9 and Michigan10 reported that having 
Medicaid made it easier to look for employment and stay employed. Making Medicaid more difficult to 
access could have the exact opposite effect on employment that supporters of work requirements claim to 
be pursuing. 
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work Requirements 
Grow Government Bureaucracy and Increase Red Tape 
 
Taking away health coverage from Medicaid enrollees who do not meet new work requirements would 
add new red tape and bureaucracy to the program and only serve as a barrier to health care for enrollees. 
Tracking work hours, reviewing proof of work, and keeping track of who is and is not subject to the work 
requirement is a considerable undertaking that will be costly and possibly require new technology 
expenses to update IT systems. 
 
One of the key lessons of the Work Support Strategies initiative is that every time that a client needs to 
bring in a verification or report a change adds to the administrative burden on caseworkers and increases 
the likelihood that clients will lose benefits due to failure to meet one of the requirements. In many cases, 
clients remain eligible and will reapply, which is costly to families who lose benefits as well as to the 
agencies that must process additional applications. The WSS states found that reducing administrative 
redundancies and barriers used workers’ time more efficiently and helped with federal timeliness 
requirements. 
 
Lessons from the WSS initiative is that the result of Tennessee’s new administrative complexity and red 
tape is that eligible people will lose their health insurance because the application, enrollment, and 
monthly processes to maintain coverage are too cumbersome. Recent evidence from Arkansas’ first four 
months of implementing work requirements also suggests that bureaucratic barriers for individuals who 
already work or qualify for an exemption will lead to disenrollment. More than 4,100 beneficiaries lost 
coverage on October 1st, likely becoming uninsured because they didn’t report their work or work-related 
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activities.11 In September, over 4,300 beneficiaries lost coverage. These individuals represent about 17 
percent of the state’s first cohort of Medicaid beneficiaries subject to the work requirement.12 In total, 
more than 8,400 Arkansas Medicaid beneficiaires have lost coverage since the state implemented its work 
requirements. As reported by the Center on Budget and Policy Priorities, many of those who failed to 
report likely didn’t understand the reporting requirements, lacked internet access or couldn’t access the 
reporting portal through their mobile device, couldn’t establish an account and login, or struggled to use 
the portal due to disability.13 
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work Requirements 
Do Not Reflect the Realities of Our Economy 
 
Proposals to take away health coverage from Medicaid enrollees who do not work a set number of hours 
per month do not reflect the realities of today’s low-wage jobs. For example, seasonal workers may have 
a period of time each year when they are not working enough hours to meet a work requirement and as a 
result will churn on and off the program during that time of year. Or, some may have a reduction in their 
work hours at the last minute and therefore not meet the minimum numbers of hours needed to retain 
Medicaid. Many low-wage jobs are subject to last-minute scheduling, meaning that workers do not have 
advance notice of how many hours they will be able to work.14 This not only jeopardizes their health 
coverage if Medicaid has a work requirement but also makes it challenging to hold a second job. If you 
are constantly at the whim of random scheduling at your primary job, you will never know when you will 
be available to work at a second job.  
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work Requirements 
are Likely to Increase Churn 
 
Tennessee’s proposal to take away health coverage from Medicaid enrollees who do not meet new work 
requirements is likely to increase churn. As people are disenrolled from Medicaid for not meeting work 
requirements, possibly because their hours get cut one week or they have primarily seasonal employment 
(like construction work), they will cycle back on Medicaid as their hours increase or the seasons change. 
People may be most likely to seek to re-enroll once they need healthcare and be less likely to receive 
preventive care if they are not continuously enrolled in Medicaid.  
 
Disenrollment and lock out would lead to worse health outcomes, higher costs 
 
Medicaid enrollees must meet the work requirement for four months out of every six-month period in 
order to maintain coverage. Enrollees who lose exempt or employment status and are no longer complaint 
with the requirement at least four months of the six-month period will have their benefits suspended. 
These benefits will remain suspended untul the Medicaid enrollee demonstrates compliance with the 
requirement for one month. 
 
Once suspended from Medicaid coverage, beneficiaries will likely become uninsured. Needed medical 
services and prescription drugs, including those needed to maintain positive health outcomes, may be 
deferred or skipped. Because people without health coverage are less likely to have regular care, they are 
more likely to be hospitalized for avoidable health problems and to experience declines in their overall 
health.15 Further, during the one-month lock-out period, these now-uninsured patients present as 
uncompensated care to emergency departments, with high levels of need and cost—stretching already 
overburdened hospitals and clinics. This will only lead to poorer health outcomes and higher 
uncompensated costs for providers.  
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The impact of even short-term gaps in health insurance coverage has been well documented. In a 2003 
analysis, researchers from the Urban Institute found that people who are uninsured for less than 6 months 
are less likely to have a usual source of care that is not an emergency room, more likely to lack 
confidence in their ability to get care and more likely to have unmet medical or prescription drug needs.16 
A 2006 analysis of Medicaid enrollees in Oregon found that those who lost Medicaid coverage but 
experienced a coverage gap of fewer than 10 months were less likely to have a primary care visit and 
more likely to report unmet health care needs and medical debt when compared with those continuously 
insured.17  
 
The consequences of disruptions in coverage are even more concerning for consumers with high health 
needs. A 2008 analysis of Medicaid enrollees in California found that interruptions in Medicaid coverage 
were associated with a higher risk of hospitalization for conditions such as heart failure, diabetes, and 
chronic obstructive disorders. In addition to the poorer health outcomes for patients, these avoidable 
hospitalizations are also costly for the state.18 Similarly, a separate 2008 study of Medicaid enrollees with 
diabetes who experienced disruptions in coverage found that the per member per month cost following 
reenrollment after a coverage gap rose by an average of $239, and enrollees were more likely to 
incur inpatient and emergency room expenses following reenrollment compared to the period of time 
before the enrollee lost coverage.19 
 
When the beneficiary re-enrolls in Medicaid after their benefits are suspended, they will be sicker and 
have higher health care needs. Studies repeatedly show that the uninsured are less likely than the insured 
to get preventive care and services for major chronic conditions.20 Public programs will end up spending 
more to bring these beneficiaries back to health. 
 
Support services will be inadequate 
 
Child care is a significant barrier to employment for low-income parents. Many low-income jobs have 
variable hours from week to week and evening and weekend hours, creating additional challenges to 
finding affordable and safe child care. Under Tennessee’s proposal, parents whose children are older than 
5 years are subject to the work requirements. Finding affordable and safe child care for children is 
difficult and a barrier to employment. Requiring employment in order to maintain health care, but not 
providing adequate support services such as child care, sets a family up for a no-win situation. Even with 
the recent increase in federal child care funding, Tennessee does not have enough funding to ensure all 
eligible families can access child care assistance.21  
 
Proposals to Take Health Coverage Away from Individuals Who Do Not Meet New Work Requirements 
Will Harm Persons with Illness and Disabilities 
 
Many people who are unable to work due to disability or illness are likely to lose coverage because of the 
work requirement. Although Tennessee proposes to exempt individuals who are disabled or designated as 
physically or mentally unfit to work, in reality many people who are not able to work due to disability or 
unfitness are likely to not receive an exemption due to the complexity of paperwork. A Kaiser Family 
Foundation study found that 36 percent of unemployed adults receiving Medicaid—but who are not 
receiving Disability/SSI—reported illness or disability as their primary reason for not working. In 
Tennessee, this rate increases to 41 percent.22  
 
New research shows a correlation between Medicaid expansion and an increased employment rate for 
persons with disabilities.23 In states that have expanded Medicaid, persons with disabilities no longer have 
to qualify for SSI in order to be eligible for Medicaid. This change in policy allows persons with 



 
1200 18th Street NW, Suite 200 • Washington, D.C. 20036 • (202) 906-8000 • www.clasp.org 

disabilities to access health care without having to meet the criteria for SSI eligibility, including an asset 
test. Other research that shows a drop in SSI applications in states that have expanded Medicaid supports 
the theory that access to Medicaid is an incentive for employment.24 Jeopardizing access to Medicaid for 
persons with disabilities by the policies proposed in Tennessee’s proposal will ultimately create a 
disincentive for employment among persons with disabilities. Tennessee will best serve persons with 
disabilities by not imposing a work requirement in their existing Medicaid program and by expanding 
Medicaid as intended by the Affordable Care Act (ACA).  
 
Further, an Ohio study found that one-third of the people referred to a SNAP employment program that 
would allow them to keep their benefits reported a physical or mental limitation. Of those, 25 percent 
indicated that the condition limited their daily activities,25 and nearly 20 percent had filed for 
Disability/SSI within the previous 2 years. Additionally, those with disabilities may have a difficult time 
navigating the increased red tape and bureaucracy put in place to administer a work requirement, 
including proving they are exempt. The end result is that many people with disabilities will in fact be 
subject to the work requirement and be at risk of losing health coverage. 
 
Budget neutrality information is insufficient 
 
The state’s proposal does not include budget neutrality information that is necessary to evaluate the 
anticipated impact of the proposal. The proposal does not provide any estimate of the number of people 
who are expected to become disenrolled from Medicaid. In particular, the proposal states, “Of the 
members who will be impacted by the community engagement requirement, it is estimated that a 
significant number are already working, or will be deemed to be in compliance with the requirement by 
virtue of their participation in the SNAP or TANF work program, or will qualify for an exemption to the 
requirement.” For all other individuals, Tennessee simply proposes to “provide linkages to resources.” As 
described above, we know from Arkansas’ work requirement demonstration that even people who are 
exempt lose coverage. This lack of information is unacceptable and Tennessee should provide details 
about the anticipated change in enrollment in the state. Without this detail, it is impossible to fully 
understand the impact of the proposal.  
 
Conclusion  
 
For all the reasons laid out above, the state should reconsider their approach to encouraging work. If 
Tennessee is serious about encouraging work, helping people move into jobs that allow for self-
sufficiency, and improving its state’s health ranking the state would be committed to ensuring that all 
adults have access to health insurance in order to ensure they are healthy enough to work. Tennessee 
could opt to expand Medicaid as intended by the ACA, which will ensure that people have consistent 
access to Medicaid and close the coverage gap. Instead, the state is asking to place additional barriers 
between the state’s most vulnerable families and their health care. 
 
Thank you for considering CLASP’s comments. Contact Suzanne Wikle (swikle@clasp.org) or Renato 
Rocha (rrocha@clasp.org) with any questions. 
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Section 1115 of the Social Security Act (SSA) provides the Secretary of Health and Human 
Services (HHS) with limited authority to waive requirements of the Medicaid Act. Section 1115 
states, in relevant part: 
 

(a) In the case of any experimental, pilot, or demonstration project which, in 
the judgment of the Secretary, is likely to assist in promoting the objectives 
of subchapter . . . XIX of this chapter [i.e., Medicaid], . . . in a State or 
States -  

 
(1) the Secretary may waive compliance with any of the 
requirements of section . . . 1396a of this title, . . . to the extent 
and for the period he finds necessary to enable such State or 
States to carry out such project, and 

 
(2)(A) costs of such project which would not otherwise be included 
as expenditures under section . . . 1396b of this title, . . . shall, to 
the extent and for the period prescribed by the Secretary, be 
regarded as expenditures under the State plan . . . . 
 

SSA, § 1115, 42 U.S.C. § 1315a (emphasis added). This issue brief addresses requirements 
that appear in 1396a, but nevertheless cannot be waived by the Secretary.1 
 

******** 
 

By its terms, § 1115(a)(1) authorizes the Secretary to waive only those Medicaid requirements 
contained in 42 U.S.C. § 1396a. Section 1396a describes the mandatory and optional 
components of the state Medicaid plan and, as such, is a pivotal Medicaid provision. That said, 
the Medicaid Act is a complex and lengthy statute that begins with § 1396 (Medicaid and CHIP 
payment and access commission) and § 1396-1 (appropriations and purpose) and goes through 
§ 1396w-5 (addressing health disparities). Many of these provisions impose important 
requirements on states. For an example of a provision found outside of § 1396a, see 42 U.S.C. 
§ 1396d(a)(29), which prohibits Medicaid payments for any individual under 65 years old who is 

                                                
1 With the exception of § 1115, this memo refers to provisions as they appear in the United 
States Code (U.S.C.), as opposed to the Social Security Act. 
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a patient in an institution for mental diseases (facilities with more than 16 beds primarily serving 
persons with mental diseases).  
 
All told, there are 52 provisions outside of § 1396a. The requirements appearing in these 
provisions cannot be waived unless they are clearly incorporated by reference into § 1396a. 
Notably, even when referred to in § 1396a, some requirements cannot be waived according to 
their own terms or the terms of a separate Medicaid Act provision. The chart below lists such 
requirements. The chart will be updated as additional provisions are identified. 

 

Medicaid Act Requirements That Cannot Be Waived Under 42 U.S.C. § 1315 

Subsection of § 1396a 
 

Provision that Prohibits its Waiver 
(a)(10)(E) – Medicare cost sharing for 
qualified Medicare beneficiaries as defined in 
§ 1396d(p) 

§ 1396d(p)(4) – requires state operating under § 1115 
waiver to meet requirement of a(a)(10)(E) as if it were 
operating under a state plan rather than a waiver  

(a)(14) – enrollment fee, premium, 
copayment, and cost sharing limits only as 
provided in § 1396o.  

Regarding enrollment fees, premiums:   
§ 1396o-1 – independently requires the state plan to 
contain its mandatory provisions and is not mentioned in § 
1396a  
 
Regarding copayments, similar charges: 
§ 1396o(f) – “Under any waiver authority,” no deduction, 
copayment or similar charge may be imposed unless the 
demonstration project meets five tightly circumscribed 
criteria (maintained under § 1396o-1(a)). 

(a)(28) – requires Medicaid nursing homes to 
comply with §§ 1396r(b)-(d), 1396r(f)(7), and 
the state to comply with requirements of § 
1396r(e), 1396r(g), 1396r(h)(2)(B), 
1396r(h)(2)(D) 

§ 1396r – Nursing Home Reform Act: Establishes 
comprehensive requirements for nursing homes, states, 
and Secretary of HHS to improve and maintain quality of 
nursing home care and resident rights, including instances 
where provisions can be waived and the circumstances for 
granting those waivers  
 

(a)(34) – retroactive coverage § 1396d(a)–  independently requires medical assistance to 
include care and services if provided in or after the third 
month before the month of application 

(a)(42) – requirements for state auditing for 
improper payments & recoupments 

§ 1396a(42)(B) – applies under any waiver of the state 
plan 
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(a)(46)(B) – verification of citizenship & 
nationality for eligibility purposes (including 
reasonable opportunity)  

§ 1396a note (Pub. L. No. 111-3, 123 Stat. 8, CHIPRA 
Reauth. Act): Notwithstanding § 1115, the Secretary may 
not waive requirements of § (a)(46)(B). 

(a)(51) – community spouse protection 
requirements of § 1396r-5 

§ 1396r-5(a)(4)(A) requires states operating under § 1115 
waiver to comply with the requirements of the section in the 
same manner as would be required if the state were 
operating under a state plan. 

(a)(52) – Transitional Medical Assistance 
requirements of § 1396r-6 

§ 1396r-6(a)(1) – provides that the state must provide for 
TMA “notwithstanding any other provision of this 
subchapter” & specifies the circumstances for a waiver   

(a)(63) - eligibility for those deemed eligible 
because they meet 1996-AFDC eligibility 
standards based on § 1396u-1 

§ 1396u-1(g) - provides that “[t]he provisions of this section 
shall apply notwithstanding any other provision of this 
chapter.”  

(a)(69) – Medicaid program integrity 
requirements established under § 1396u-6 

§ 1396u-6(b)(1) –requires state operating § 1115 waiver to 
review actions of providers for fraud, waste, and abuse 

(a)(74) – maintenance of effort under ACA in 
accordance with § 1396a(gg)  

§ 1396a(gg)(2) – requires continuation of eligibility 
standards, methodologies, and procedures for children 
under age 19 through Sept. 30, 2019, MOE under any 
waiver of the plan 

(a)(e)(14) [2d ] – required use of modified 
adjusted gross income (MAGI), no disregards, 
and no asset test for determining eligibility of 
most population groups 

§ 1396a(e)(14)(A), (B), (C) – requires MAGI, no 
disregards, and no asset test “under any waiver”  

(a)(l) – coverage for children, infants, & 
pregnant women based on income according 
to federal poverty level 

§ 1396a(l)(4)(A) – in the case of any state with § 1115 
waiver, the Secretary must require the state to provide 
medical assistance to these groups of children, infants, and 
pregnant women “in the same manner” as under a state 
plan  

 
NOTE: In addition to the § 1396a limit, § 1115 places other restrictions on the Secretary’s 
authority. For example, the project must be an experiment that is likely to promote the objectives 
of the Medicaid Act. Also, the Secretary cannot waive the U.S. Constitution or other statutes, 
such as the Americans with Disabilities Act and Section 504 of the Rehabilitation Act.  
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Health Insurance Coverage and Health — 
What the Recent Evidence Tells Us

Benjamin D. Sommers, M.D., Ph.D., Atul A. Gawande, M.D., M.P.H., 
and Katherine Baicker, Ph.D.

The national debate over the Affordable Care Act 
(ACA) has involved substantial discussion about 
what effects — if any — insurance coverage has 
on health and mortality. The prospect that the 
law’s replacement might lead to millions of 
Americans losing coverage has brought this em-
pirical question into sharp focus. For instance, 
politicians have recently argued that the number 
of people with health insurance is not a useful 
policy metric1 and that no one dies from a lack 
of access to health care.2 However, assessing the 
impact of insurance coverage on health is com-
plex: health effects may take a long time to ap-
pear, can vary according to insurance benefit 
design, and are often clouded by confounding 
factors, since insurance changes usually corre-
late with other circumstances that also affect 
health care use and outcomes.

Nonetheless, over the past decade, high-
quality studies have shed light on the effects of 
coverage on care and health. Here, we review 
and synthesize this evidence, focusing on the 
most rigorous studies from the past decade on 
the effects of coverage for nonelderly adults. 
Previous reviews have provided a thorough dis-
cussion of older studies.3 We concentrate on 
more recent experimental and quasi-experimen-
tal studies of the ACA and other expansions of 
public or private insurance. The effects of cov-
erage probably vary among people, types of 
plans, and settings, and these studies may not 
all directly apply to the current policy debate. 
But as a whole, this body of research (Table 1) 
offers important insights into how coverage 
affects health care utilization, disease treat-
ment and outcomes, self-reported health, and 
mortality.

Financial Protec tion  
and the Role of Insur ance

Before we assess these effects, it is worth recog-
nizing the role of insurance as a tool for manag-
ing financial risk. There is abundant evidence 
that having health insurance improves financial 
security. The strongest evidence comes from the 
Oregon Health Insurance Experiment, a rare 
randomized, controlled trial of health insurance 
coverage.31 In that study, people selected by lot-
tery from a Medicaid waiting list experienced 
major gains in financial well-being as compared 
with those who were not selected: a $390 average 
decrease in the amount of medical bills sent to 
collection and a virtual elimination of cata-
strophic out-of-pocket expenses.4,8 Studies of 
other insurance expansions, such as Massachu-
setts’ 2006 health care reform,7 the ACA’s 2010 
“dependent-coverage provision” enabling young 
adults to stay on a parent’s plan until age 26,6 
and the ACA’s 2014 Medicaid expansion,5 have 
all revealed similar changes, including reduced 
bill collections and bankruptcies, confirming 
that insurance coverage reduces the risk of large 
unpredictable medical costs.

But from a policy perspective, health insur-
ance is viewed differently from most other types 
of insurance: there is no push, for example, for 
universal homeowners’ or renters’ insurance 
subsidized by the federal government. We con-
tend that there are two reasons for this differ-
ence. First, policymakers may value publicly 
subsidized health insurance as an important 
part of the social safety net that broadly redis-
tributes resources to lower-income populations. 
Second, policymakers may view health insur-
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Domain and Findings
Insurance or Policy  

Examined* Studies

Financial security

Reduction in medical bills sent to collection  
and in catastrophic medical spending

Medicaid Baicker et al. 20134; Hu et al. 20165

Reduced out-of-pocket medical spending DCP, Medicaid Chua and Sommers 20146; Baicker et al. 20134

Reduced personal bankruptcies and improved 
credit scores

MA Mazumder and Miller 20167

Access to care and utilization

Increased outpatient utilization and rates of hav-
ing a usual source of care/personal physician

Medicaid, MA Finkelstein et al. 20128; Sommers et al. 20149; Simon 
et al. 201710

Increased preventive visits and some preventive 
services including cancer screening and lab 
tests

Medicaid, MA Baicker et al. 20134; Sommers et al. 2014 and 20169,11; 
Simon et al. 201710

Increased prescription drug utilization and ad-
herence

Medicaid Ghosh et al. 201712; Sommers et al. 201611

Mixed evidence on emergency department use, 
with some studies showing an increase  
and others a decrease

Medicaid, DCP, MA Taubman et al. 201413; Akosa Antwi et al. 201514; 
Miller 201215; Sommers et al. 201611

Improved access to surgical care DCP, MA Scott et al. 201616; Loehrer et al. 201617

Chronic disease care and outcomes

Increased rates of diagnosing chronic conditions Medicaid Baicker et al. 20134; Wherry and Miller 201618

Increased treatment for chronic conditions Medicaid Baicker et al. 20134; Sommers et al. 201719

Improved depression outcomes Medicaid Baicker et al. 20134

No significant change in blood pressure, choles-
terol, or glycated hemoglobin

Medicaid Baicker et al. 20134

Mixed evidence on cancer stage at time of diag-
nosis

MA, DCP Keating et al. 201320; Robbins et al. 201521; Loehrer  
et al. 201617

Well-being and self-reported health

Improved self-reported health in most studies Medicaid, MA, DCP, ACA Baicker et al. 20134; Sommers et al. 201222; Van Der 
Wees et al. 201323; Chua and Sommers 20146; 
Sommers et al. 201524; Simon et al. 201710; 
Sommers et al. 201719

Some ACA-specific studies have shown limited 
or nonsignificant changes

Medicaid, ACA Courtemanche et al. 201725; Miller and Wherry 201726

Mortality

Conflicting observational studies on whether lack 
of insurance is an independent predictor  
of mortality

Private insurance Kronick 200927; Wilper et al. 200928

Highly imprecise estimates in randomized trial, 
unable to rule out large mortality increases 
or decreases

Medicaid Finkelstein et al. 20128

Significant reductions in mortality in quasi- 
experimental analyses, particularly for  
health care–amenable causes of death

Medicaid, MA Sommers et al. 201222; Sommers et al. 20149; 
Sommers 201729

*  “Medicaid” includes pre-ACA expansions of Medicaid in selected states and the ACA’s 2014 Medicaid expansion. ACA denotes Affordable 
Care Act (specifically applies here to the 2014 coverage expansions including Medicaid and subsidized marketplace coverage), DCP depen-
dent-coverage provision (the ACA policy enacted in 2010 that allows young adults to remain on their parents’ plan until the age of 26 years), 
and MA Massachusetts statewide health care reform (enacted 2006).

Table 1. Evidence on the Effects of Health Insurance on Health Care and Health Outcomes, 2007–2017.
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ance as a tool for achieving the specific policy 
priority of improved medical care and public 
health. Evaluating the impact of insurance cov-
erage on health outcomes — and whether these 
benefits justify the costs of expanding coverage 
— is our focus.

Access to C are and Utiliz ation

For coverage to improve health, insurance must 
improve people’s care, not just change how it’s 
paid for. Several observational studies have found 
that the ACA’s coverage expansion was associ-
ated with higher rates of having a usual source 
of care and being able to afford needed care,32,33 
factors typically associated with better health 
outcomes.34 Stronger experimental and quasi-
experimental evidence shows that coverage ex-
pansions similarly lead to greater access to pri-
mary care,11,24 more ambulatory care visits,8 
increased use of prescription medications,4,12 and 
better medication adherence.11

There is also strong evidence that coverage 
expansion increases access to preventive ser-
vices, which can directly maintain or improve 
health. Studies of Massachusetts’ health care 
reform9 and the ACA’s Medicaid expansion found 
higher rates of preventive health care visits,11 
and although the utility of the “annual exam” is 
uncertain, such visits may facilitate more spe-
cific evidence-based screening. For instance, the 
ACA Medicaid expansion has led to significant 
increases in testing for diabetes,11 hypercholes-
terolemia,18 and HIV,10 and the Oregon study 
revealed a 15-percentage-point increase in the rate 
of cholesterol screening and 15- to 30-percentage-
point increases in rates of screening for cervical, 
prostate, and breast cancer.4

The connection between health outcomes and 
use of other services, such as surgery, emergency-
department (ED) care, and hospitalizations, tends 
to be more complicated. Much of this utilization 
serves critical health needs, though some may 
represent low-value care or reflect poor outpa-
tient care. Thus, it is perhaps not surprising that 
the evidence on the effects of coverage on ED 
use and hospitalizations is mixed.35 Both types 
of utilization went up in the Oregon study,8,13 
whereas studies of other coverage expansions 
found reductions in ED use,11,14,15 and changes in 
hospital use have not been significant in several 
ACA studies11,26 — though these studies may not 

have had an adequate sample size to examine 
this less common outcome. Meanwhile, studies 
of Massachusetts’ reform and the ACA’s depen-
dent-coverage provision indicate that insurance 
improves access to some high-value types of 
surgical care.16,17

Chronic Disease C are  
and Outcomes

The effects of coverage are particularly impor-
tant for people with chronic conditions, a vulner-
able high-cost population. Here, the Oregon ex-
periment found nuanced effects. After 2 years of 
coverage, there were no statistically significant 
changes in glycated hemoglobin, blood pres-
sure, or cholesterol levels.4 On the basis of these 
results, some observers have argued that ex-
panding Medicaid does not improve health and 
is thus inadvisable.36 However, the study revealed 
significant increases in the rate of diagnosis of 
diabetes that were consistent with findings in 
two recent post-ACA studies,18,37 along with a near-
doubling of use of diabetes medications,4 again 
consistent with more recent data on the ACA’s 
Medicaid expansion.12 Glycated hemoglobin lev-
els did not improve, but, as the authors note, the 
confidence intervals are potentially consistent 
with these medications’ working as expected.4 
The investigators did not detect significant chang-
es in diagnosis of or treatment for high choles-
terol or hypertension. One recent quasi-experi-
mental study, however, showed that the ACA’s 
Medicaid expansion was associated with better 
blood-pressure control among community health 
center patients.38

Meanwhile, the Oregon study found substan-
tial improvements in depression, one of the leading 
causes of disability in the United States.39 It also 
found an increased rate of diagnosis, a border-
line-significant increase in the rate of treatment 
with antidepressant medication, and a 30% rela-
tive reduction in rates of depressive symptoms.4

Other studies have assessed the effects of 
insurance coverage on cancer, the leading cause 
of death among nonelderly adults in the United 
States.40 Though not all cancer results in chronic 
illness, most cancer diagnoses necessitate a pe-
riod of ongoing care, and approximately 8 mil-
lion U.S. adults under age 70 are currently living 
with cancer.41 Beyond increases in cancer screen-
ing, health insurance may also facilitate more 
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timely or effective cancer care. However, evidence 
on this front is mixed. A study of Massachusetts’ 
reform did not find any changes in breast-cancer 
stage at diagnosis,20 whereas the ACA’s depen-
dent-coverage provision was associated with 
earlier-stage diagnosis and treatment of cervical 
cancer among young women.21 Another Massa-
chusetts study revealed an increase in rates of 
potentially curative surgery for colon cancer 
among low-income patients after coverage ex-
pansion, with fewer patients waiting until the 
emergency stage for treatment.17

Coverage implications for many other illnesses 
such as asthma, kidney disease, and heart fail-
ure require additional research. Studies do show 
that for persons reporting any chronic condi-
tion, gaining coverage increases access to regu-
lar care for those conditions.19,30 Overall, the pic-
ture for managing chronic physical conditions is 
thus not straightforward, with coverage effects 
potentially varying among diseases, populations, 
and delivery systems.

Well-Being and Self -Reported 
Health

Although the evidence on outcomes for some 
conditions varies, evidence from multiple studies 
indicates that coverage substantially improves 
patients’ perceptions of their health. At 1 year, 
the Oregon study found a 25% increase in the 
likelihood of patients reporting “good, very good, 
or excellent” health, and more days in good 
physical and mental health.8 Evidence from quasi-
experimental studies indicates that self-reported 
health and functional status improved after 
Massachusetts’ reform23 and after several pre-
ACA state Medicaid expansions,22 and that self-
reported physical and mental health improved 
after the ACA’s dependent-coverage provision 
went into effect.6

Recent studies of the ACA’s 2014 coverage 
expansion provide more mixed evidence. Multi-
ple analyses have found improved self-reported 
health after the ACA’s coverage expansion, either 
in broad national trends24 or Medicaid expansion 
studies,10,11 whereas one found significant chang-
es only for select subpopulations25 and another 
not at all.26 Larger coverage gains have generally 
been associated with more consistent findings 
of improved self-reported health.19

Does self-reported health even matter? It 

squarely fits within the World Health Organiza-
tion’s definition of health as “a state of complete 
physical, mental, and social well-being,” and im-
proved subjective well-being (i.e., feeling better) 
is also a primary goal for much of the medical 
care delivered by health care professionals. In 
addition, self-reported health is a validated mea-
sure of the risk of death. People who describe 
their health as poor have mortality rates 2 to 10 
times as high as those who report being in the 
healthiest category.42,43

Mortalit y

Perhaps no research question better encapsu-
lates this policy debate than, “Does coverage 
save lives?” Beginning with the Institute of 
Medicine’s 2002 report Care without Coverage, some 
analyses have suggested that lack of insurance 
causes tens of thousands of deaths each year in 
the United States.44 Subsequent observational 
studies had conflicting findings. One concluded 
that lacking coverage was a strong independent 
risk factor for death,28 whereas another found 
that coverage was only a proxy for risk factors 
such as socioeconomic status and health-related 
behaviors.27 More recently, several studies have 
been conducted with stronger research designs 
better suited to answering this question.

The Oregon study assessed mortality but was 
limited by the infrequency of deaths in the 
sample. The estimated 1-year mortality change 
was a nonsignificant 16% reduction, but with a 
confidence interval of −82% to +50%, meaning 
that the study could not rule out large reductions 
— or increases — in mortality. As the authors 
note, the study sample and duration were not 
well suited to evaluating mortality.

Several quasi-experimental studies using popu-
lation-level data and longer follow-up offer more 
precise estimates of coverage’s effect on mortal-
ity. One study compared three states implement-
ing large Medicaid expansions in the early 2000s 
to neighboring states that didn’t expand Medic-
aid, finding a significant 6% decrease in mortal-
ity over 5 years of follow-up.22 A subsequent 
analysis showed the largest decreases were for 
deaths from “health-care–amenable” conditions 
such as heart disease, infections, and cancer, 
which are more plausibly affected by access to 
medical care.29 Meanwhile, a study of Massachu-
setts’ 2006 reform found significant reductions 
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in all-cause mortality and health-care–amenable 
mortality as compared with mortality in demo-
graphically similar counties nationally, particu-
larly those with lower pre-expansion rates of 
insurance coverage.9 Overall, the study identified 
a “number needed to treat” of 830 adults gain-
ing coverage to prevent one death a year. The 
comparable estimate in a more recent analysis of 
Medicaid’s mortality effects was one life saved 
for every 239 to 316 adults gaining coverage.29

How can one reconcile these mortality find-
ings with the nonsignificant cardiovascular and 
diabetes findings in the Oregon study? Research 
design could account for the difference: the Ore-
gon experiment was a randomized trial and the 
quasi-experimental studies were not, so the latter 
are susceptible to unmeasured confounding de-
spite attempts to rule out alternative explana-
tions, such as economic factors, demographic 
shifts, and secular trends in medical technology. 
But — as coauthors of several of these articles 
— we believe that other explanations better ac-
count for this pattern of results.

First, mortality is a composite outcome of 
many conditions and factors. Hypertension, dys-
lipidemia, and elevated glycated hemoglobin 
levels are important clinical measures but do not 
capture numerous other causes of increased risk 
of death. Second, the studies vary substantially 
in their timing and sample sizes. The Massachu-
setts and Medicaid mortality studies examined 
hundreds of thousands of people gaining cover-
age over 4 to 5 years of follow-up, as compared 
with roughly 10,000 Oregonians gaining cover-
age and being assessed after less than 2 years. It 
may take years for important effects of insurance 
coverage — such as increased use of primary 
and preventive care, or treatment for life-threat-
ening conditions such as cancer, HIV–AIDS, or 
liver or kidney disease — to manifest in reduced 
mortality, given that mortality changes in the 
other studies increased over time.9,22

Third, the effects on self-reported health — 
so clearly seen in the Oregon study and other 
research — are themselves predictive of reduced 
mortality over a 5- to 10-year period.42,43 Studies 
suggest that a 25% reduction in self-reported 
poor health could plausibly cut mortality rates in 
half (or further) for the sickest members of soci-
ety, who have disproportionately high rates of 
death. Finally, the links among mental health, 
financial stress, and physical health are numer-

ous,45 suggesting additional pathways for cover-
age to produce long-term health effects.

Different T ypes of Cover age

In light of recent evidence on the benefits of 
health insurance coverage, some ACA critics have 
argued that private insurance is beneficial but 
Medicaid is ineffective or even harmful.46 Is there 
evidence for this view? There is a greater body of 
rigorous evidence on Medicaid’s effects — from 
studies of pre-ACA expansions, from the Oregon 
study, and from analyses of the ACA itself — 
than there is on the effects of private coverage. 
The latter includes studies of the ACA’s depen-
dent-coverage provision, which expanded only 
private insurance, and of Massachusetts’ reform, 
which featured a combination of Medicaid expan-
sion, subsidies for private insurance through 
Medicaid managed care insurers, and some in-
crease in employer coverage. But there is no large 
quasi-experimental or randomized trial demon-
strating unique health benefits of private insur-
ance. One head-to-head quasi-experimental study 
of Medicaid versus private insurance, based on 
Arkansas’s decision to use ACA dollars to buy 
private coverage for low-income adults, found 
minimal differences.11,19 Overall, the evidence 
indicates that having health insurance is quite 
beneficial, but from patients’ perspectives it does 
not seem to matter much whether it is public or 
private.47 Further research is needed to assess 
the relative effects of various insurance provid-
ers and plan designs.

Finally, though it is outside the focus of our 
discussion, there is also quasi-experimental evi-
dence that Medicare improves self-reported 
health48 and reduces in-hospital mortality among 
the elderly,49 though a study of older data from 
Medicare’s 1965 implementation did not find a 
survival benefit.50 However, since universal cov-
erage by Medicare for elderly Americans is well 
entrenched, both the policy debate and opportu-
nities for future research on this front are much 
more limited.

Implic ations and Conclusions

One question experts are commonly asked is 
how the ACA — or its repeal — will affect 
health and mortality. The body of evidence sum-
marized here indicates that coverage expansions 

The New England Journal of Medicine 
Downloaded from nejm.org on October 26, 2018. For personal use only. No other uses without permission. 

 Copyright © 2017 Massachusetts Medical Society. All rights reserved. 



Sounding Board

n engl j med 377;6 nejm.org August 10, 2017 591

significantly increase patients’ access to care and 
use of preventive care, primary care, chronic ill-
ness treatment, medications, and surgery. These 
increases appear to produce significant, multi-
faceted, and nuanced benefits to health. Some 
benefits may manifest in earlier detection of 
disease, some in better medication adherence 
and management of chronic conditions, and some 
in the psychological well-being born of knowing 
one can afford care when one gets sick. Such 
modest but cumulative changes — which one of 
us has called “the heroism of incremental care”51 
— may not occur for everyone and may not hap-
pen quickly. But the evidence suggests that they 
do occur, and that some of these changes will 
ultimately help tens of thousands of people live 
longer lives. Conversely, the data suggest that 
policies that reduce coverage will produce signifi-
cant harms to health, particularly among people 
with lower incomes and chronic conditions.

Do these findings apply to the ACA? Drawing 
on evidence from recent coverage expansions is, 
in our view, the most reasonable way to estimate 
future effects of policy, but this sort of extrapo-
lation is not an exact science. The ACA shares 
many features with prior expansions, in particu-
lar the Massachusetts reform on which it was 
modeled. But it is a complex law implemented in 
a highly contentious and uncertain policy envi-
ronment, and its effects may have been limited 
by policies in some states that reduced take-up,52 
Congress’s partial defunding of the provisions for 
stabilizing the ACA’s insurance marketplaces,53 
and plan offerings with high patient cost shar-
ing. Furthermore, every state’s Medicaid program 
has unique features, which makes direct com-
parisons difficult. Finally, coverage expansions 
and contractions will not necessarily produce 
mirror-image effects. For these reasons, no study 
can offer a precise prediction for the current 
policy debate. But our assessment, in short, is 
that these studies provide the best evidence we 
have for projecting the impact of the ACA or its 
repeal.

The many benefits of coverage, though, come 
at a real cost. Given the increases in most types 
of utilization, expanding coverage leads to an 
increase in societal resources devoted to health 
care.8 There are key policy questions about how 
to control costs, how much redistribution across 
socioeconomic groups is optimal, and how trade-
offs among federal, state, local, and private 

spending should be managed. In none of these 
scenarios, however, is there evidence that cover-
ing more people in the United States will ulti-
mately save society money.

Are the benefits of publicly subsidized cover-
age worth the cost? An analysis of mortality 
changes after Medicaid expansion suggests that 
expanding Medicaid saves lives at a societal cost 
of $327,000 to $867,000 per life saved.29 By com-
parison, other public policies that reduce mor-
tality have been found to average $7.6 million 
per life saved, suggesting that expanding health 
insurance is a more cost-effective investment than 
many others we currently make in areas such as 
workplace safety and environmental protec-
tions.29,54 Factoring in enhanced well-being, men-
tal health, and other outcomes would only fur-
ther improve the cost–benefit ratio. But ultimately, 
policymakers and other stakeholders must de-
cide how much they value these improvements in 
health, relative to other uses of public resources 
— from spending them on education and other 
social services to reducing taxes.

There remain many unanswered questions 
about U.S. health insurance policy, including 
how to best structure coverage to maximize 
health and value and how much public spending 
we want to devote to subsidizing coverage for 
people who cannot afford it. But whether enroll-
ees benefit from that coverage is not one of the 
unanswered questions. Insurance coverage in-
creases access to care and improves a wide range 
of health outcomes. Arguing that health insur-
ance coverage doesn’t improve health is simply 
inconsistent with the evidence.
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TECHNICAL REPORT

The Lifelong Effects of Early Childhood Adversity and
Toxic Stress

abstract
Advances in fields of inquiry as diverse as neuroscience, molecular
biology, genomics, developmental psychology, epidemiology, sociology,
and economics are catalyzing an important paradigm shift in our un-
derstanding of health and disease across the lifespan. This converging,
multidisciplinary science of human development has profound impli-
cations for our ability to enhance the life prospects of children and to
strengthen the social and economic fabric of society. Drawing on these
multiple streams of investigation, this report presents an ecobiodeve-
lopmental framework that illustrates how early experiences and envi-
ronmental influences can leave a lasting signature on the genetic
predispositions that affect emerging brain architecture and long-term
health. The report also examines extensive evidence of the disruptive
impacts of toxic stress, offering intriguing insights into causal mech-
anisms that link early adversity to later impairments in learning, be-
havior, and both physical and mental well-being. The implications of
this framework for the practice of medicine, in general, and pediatrics,
specifically, are potentially transformational. They suggest that many
adult diseases should be viewed as developmental disorders that begin
early in life and that persistent health disparities associated with pov-
erty, discrimination, or maltreatment could be reduced by the allevi-
ation of toxic stress in childhood. An ecobiodevelopmental framework
also underscores the need for new thinking about the focus and bound-
aries of pediatric practice. It calls for pediatricians to serve as both
front-line guardians of healthy child development and strategically po-
sitioned, community leaders to inform new science-based strategies
that build strong foundations for educational achievement, economic
productivity, responsible citizenship, and lifelong health. Pediatrics
2012;129:e232–e246

INTRODUCTION
Of a good beginning cometh a good end.

John Heywood, Proverbs (1546)

The United States, like all nations of the world, is facing a number
of social and economic challenges that must be met to secure
a promising future. Central to this task is the need to produce a well-
educated and healthy adult population that is sufficiently skilled to
participate effectively in a global economy and to become responsible
stakeholders in a productive society. As concerns continue to grow
about the quality of public education and its capacity to prepare the
nation’s future workforce, increasing investments are being made in
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the preschool years to promote the
foundations of learning. Although
debates about early childhood policy
focus almost entirely on educational
objectives, science indicates that
sound investments in interventions
that reduce adversity are also likely to
strengthen the foundations of physical
and mental health, which would gen-
erate even larger returns to all of
society.1,2 This growing scientific un-
derstanding about the common roots
of health, learning, and behavior in
the early years of life presents a po-
tentially transformational opportunity
for the future of pediatrics.

Identifying the origins of adult disease
and addressing them early in life are
critical steps toward changing our
current health care system from a
“sick-care” to a “well-care” model.3–5

Although new discoveries in basic
science, clinical subspecialties, and
high-technology medical interventions
continue to advance our capacity to
treat patients who are ill, there is
growing appreciation that a success-
ful well-care system must expand its
scope beyond the traditional realm of
individualized, clinical practice to ad-
dress the complex social, economic,
cultural, environmental, and devel-
opmental influences that lead to
population-based health disparities
and unsustainable medical care ex-
penditures.2,6,7 The science of early
childhood development has much to
offer in the realization of this vision,
and the well-being of young children
and their families is emerging as a
promising focus for creative invest-
ment.

The history of pediatrics conveys a rich
narrative of empirical investigation
and pragmatic problem solving. Its
emergence as a specialized domain
of clinical medicine in the late 19th
century was dominated by concerns
about nutrition, infectious disease, and
premature death. In the middle of

the 20th century, as effective vaccines,
antibiotics, hygiene, and other public
health measures confronted the in-
fectious etiologies of childhood illness,
a variety of developmental, behavioral,
and family difficulties became known
as the “new morbidities.”8 By the end
of the century, mood disorders, pa-
rental substance abuse, and exposure
to violence, among other conditions,
began to receive increasing attention
in the pediatric clinical setting and
became known as the “newer mor-
bidities.”9 Most recently, increasingly
complex mental health concerns; the
adverse effects of television viewing;
the influence of new technologies; ep-
idemic increases in obesity; and per-
sistent economic, racial, and ethnic
disparities in health status have been
called the “millennial morbidities.”10

Advances in the biological, develop-
mental, and social sciences now offer
tools to write the next important
chapter. The overlapping and syner-
gistic characteristics of the most
prevalent conditions and threats to
child well-being—combined with the
remarkable pace of new discoveries
in developmental neuroscience, ge-
nomics, and the behavioral and social
sciences—present an opportunity to
confront a number of important ques-
tions with fresh information and a
new perspective. What are the bi-
ological mechanisms that explain the
well-documented association between
childhood adversity and adult health
impairment? As these causal mecha-
nisms are better elucidated, what can
the medical field, specifically, and so-
ciety, more generally, do to reduce or
mitigate the effects of disruptive
early-life influences on the origins of
lifelong disease? When is the optimal
time for those interventions to be
implemented?

This technical report addresses these
important questions in 3 ways. First,
it presents a scientifically grounded,

ecobiodevelopmental (EBD) framework
to stimulate fresh thinking about the
promotion of health and prevention of
disease across the lifespan. Second, it
applies this EBD framework to better
understand the complex relationships
among adverse childhood circum-
stances, toxic stress, brain architec-
ture, and poor physical and mental
health well into adulthood. Third, it
proposes a new role for pediatricians
to promote the development and im-
plementation of science-based strate-
gies to reduce toxic stress in early
childhood as a means of preventing
or reducing many of society’s most
complex and enduring problems,
which are frequently associated with
disparities in learning, behavior, and
health. The magnitude of this latter
challenge cannot be overstated. A re-
cent technical report from the Amer-
ican Academy of Pediatrics reviewed
58 years of published studies and
characterized racial and ethnic dis-
parities in children’s health to be ex-
tensive, pervasive, persistent, and, in
some cases, worsening.11 Moreover,
the report found only 2 studies that
evaluated interventions designed to
reduce disparities in children’s health
status and health care that also com-
pared the minority group to a white
group, and none used a randomized
controlled trial design.

The causal sequences of risk that
contribute to demographic differences
in educational achievement and physi-
cal well-being threaten our country’s
democratic ideals by undermining the
national credo of equal opportunity.
Unhealthy communities with too many
fast food franchises and liquor stores,
yet far too few fresh food outlets
and opportunities for physical activity,
contribute to an unhealthy population.
Unemployment and forced mobility
disrupt the social networks that sta-
bilize communities and families and,
thereby, lead to higher rates of violence
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and school dropout. The purpose of
this technical report is to leverage new
knowledge from the biological and
social sciences to help achieve the
positive life outcomes that could be
accrued to all of society if more effec-
tive strategies were developed to re-
duce the exposure of young children
to significant adversity.

A NEW FRAMEWORK FOR
PROMOTING HEALTHY
DEVELOPMENT

Advances in our understanding of
the factors that either promote or
undermine early human development
have set the stage for a significant
paradigm shift.12 In simple terms, the
process of development is now un-
derstood as a function of “nature
dancing with nurture over time,” in
contrast to the longstanding but now
outdated debate about the influence
of “nature versus nurture.”13 That is
to say, beginning prenatally, continu-
ing through infancy, and extending
into childhood and beyond, develop-
ment is driven by an ongoing, in-
extricable interaction between biology
(as defined by genetic predisposi-
tions) and ecology (as defined by the
social and physical environment)12,14,15

(see Fig 1).

Building on an ecological model that
explains multiple levels of influence
on psychological development,16 and a
recently proposed biodevelopmental
framework that offers an integrated,
science-based approach to coordinated,
early childhood policy making and
practice across sectors,17 this techni-
cal report presents an EBD framework
that draws on a recent report from
the Center on the Developing Child at
Harvard University to help physicians
and policy makers think about how
early childhood adversity can lead to
lifelong impairments in learning, be-
havior, and both physical and mental
health.1,6

Some of the most compelling new
evidence for this proposed framework
comes from the rapidly moving field
of epigenetics, which investigates the
molecular biological mechanisms (such
as DNA methylation and histone acet-
ylation) that affect gene expression
without altering DNA sequence. For
example, studies of maternal care in
rats indicate that differences in the
quality of nurturing affect neural
function in pups and negatively affect
cognition and the expression of psy-
chopathology later in life. Moreover,
rats whose mothers showed increased
levels of licking and grooming during
their first week of life also showed less
exaggerated stress responses as adults
compared with rats who were reared
by mothers with a low level of licking
and grooming, and the expression of
mother-pup interactions in the pups

has been demonstrated to be passed
on to the next generation.18–22 This
burgeoning area of research is chal-
lenging us to look beyond genetic
predispositions to examine how envi-
ronmental influences and early expe-
riences affect when, how, and to what
degree different genes are actually
activated, thereby elucidating the
mechanistic linkages through which
gene-environment interaction can af-
fect lifelong behavior, development,
and health (see Fig 1).

Additional evidence for the proposed
framework comes from insights ac-
crued during the “Decade of the
Brain” in the 1990s, when the National
Institutes of Health invested signifi-
cant resources into understanding
both normal and pathologic neuronal
development and function. Subse-
quent advances in developmental
neuroscience have begun to describe
further, in some cases at the molec-
ular and cellular levels, how an in-
tegrated, functioning network with
billions of neurons and trillions of
connections is assembled. Because
this network serves as the biological
platform for a child’s emerging social-
emotional, linguistic, and cognitive
skills, developmental neuroscience is
also beginning to clarify the under-
lying causal mechanisms that explain
the normative process of child de-
velopment. In a parallel fashion, lon-
gitudinal studies that document the
long-term consequences of childhood
adversity indicate that alterations in
a child’s ecology can have measurable
effects on his or her developmental
trajectory, with lifelong consequences
for educational achievement, economic
productivity, health status, and lon-
gevity.23–27

The EBD framework described in this
article presents a new way to think
about the underlying biological mech-
anisms that explain this robust link
between early life adversities (ie, the

FIGURE 1
The basic science of pediatrics. An emerging,
multidisciplinary science of development sup-
ports an EBD framework for understanding the
evolution of human health and disease across
the life span. In recent decades, epidemiology,
developmental psychology, and longitudinal
studies of early childhood interventions have
demonstrated significant associations (hashed
red arrow) between the ecology of childhood
and a wide range of developmental outcomes
and life course trajectories. Concurrently, ad-
vances in the biological sciences, particularly in
developmental neuroscience and epigenetics,
have made parallel progress in beginning to
elucidate the biological mechanisms (solid
arrows) underlying these important associa-
tions. The convergence of these diverse dis-
ciplines defines a promising new basic science
of pediatrics.
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new morbidities of childhood) and im-
portant adult outcomes. The innovation
of this approach lies in its mobilization
of dramatic scientific advances in the
service of rethinking basic notions of
health promotion and disease pre-
vention within a fully integrated, life
span perspective from conception to
old age.6 In this context, significant
stress in the lives of young children is
viewed as a risk factor for the genesis
of health-threatening behaviors as well
as a catalyst for physiologic respon-
ses that can lay the groundwork for
chronic, stress-related diseases later
in life.

Understanding the Biology of
Stress

Although genetic variability clearly
plays a role in stress reactivity, early
experiences and environmental influ-
ences can have considerable impact.
Beginning as early as the prenatal pe-
riod, both animal28–30 and human31,32

studies suggest that fetal exposure to
maternal stress can influence later
stress responsiveness. In animals, this
effect has been demonstrated not
only in the offspring of the studied
pregnancy but also in subsequent
generations. The precise biological
mechanisms that explain these find-
ings remain to be elucidated, but
epigenetic modifications of DNA ap-
pear likely to play a role.31,33,34 Early
postnatal experiences with adversity
are also thought to affect future re-
activity to stress, perhaps by altering
the developing neural circuits con-
trolling these neuroendocrine respon-
ses.34,35 Although much research
remains to be performed in this area,
there is a strong scientific consensus
that the ecological context modulates
the expression of one’s genotype. It
is as if experiences confer a “sig-
nature” on the genome to authorize
certain characteristics and behaviors
and to prohibit others. This concept

underscores the need for greater un-
derstanding of how stress “gets under
the skin,” as well as the importance
of determining what external and in-
ternal factors can be mobilized to
prevent that embedding process or
protect against the consequences of
its activation.

Physiologic responses to stress are
well defined.36–38 The most exten-
sively studied involve activation of the
hypothalamic-pituitary-adrenocortical
axis and the sympathetic-adrenomedullary
system, which results in increased
levels of stress hormones, such as
corticotropin-releasing hormone (CRH),
cortisol, norepinephrine, and adrena-
line. These changes co-occur with
a network of other mediators that
include elevated inflammatory cyto-
kines and the response of the para-
sympathetic nervous system, which
counterbalances both sympathetic
activation and inflammatory respon-
ses. Whereas transient increases in
these stress hormones are protective
and even essential for survival, ex-
cessively high levels or prolonged
exposures can be quite harmful or
frankly toxic,39–41 and the dysregulation
of this network of physiologic
mediators (eg, too much or too little
cortisol; too much or too little in-
flammatory response) can lead to
a chronic “wear and tear” effect
on multiple organ systems, including
the brain.39–41 This cumulative, stress-
induced burden on overall body func-
tioning and the aggregated costs, both
physiologic and psychological, re-
quired for coping and returning to
homeostatic balance, have been re-
ferred to as “allostatic load.”38,42–44

The dynamics of these stress-mediating
systems are such that their over-
activation in the context of repeated or
chronic adversity leads to alterations
in their regulation.

The National Scientific Council on
the Developing Child has proposed

a conceptual taxonomy comprising 3
distinct types of stress responses (in
contrast to the actual stressors them-
selves) in young children—positive,
tolerable, and toxic—on the basis of
postulated differences in their po-
tential to cause enduring physiologic
disruptions as a result of the intensity
and duration of the response.17,45 A
positive stress response refers to
a physiologic state that is brief and
mild to moderate in magnitude. Cen-
tral to the notion of positive stress is
the availability of a caring and re-
sponsive adult who helps the child
cope with the stressor, thereby pro-
viding a protective effect that facili-
tates the return of the stress response
systems back to baseline status. Ex-
amples of precipitants of a positive
stress response in young children in-
clude dealing with frustration, getting
an immunization, and the anxiety as-
sociated with the first day at a child
care center. When buffered by an en-
vironment of stable and supportive
relationships, positive stress respon-
ses are a growth-promoting element
of normal development. As such, they
provide important opportunities to
observe, learn, and practice healthy,
adaptive responses to adverse expe-
riences.

A tolerable stress response, in con-
trast to positive stress, is associated
with exposure to nonnormative expe-
riences that present a greater magni-
tude of adversity or threat. Precipitants
may include the death of a family
member, a serious illness or injury,
a contentious divorce, a natural di-
saster, or an act of terrorism. When
experienced in the context of buffer-
ing protection provided by suppor-
tive adults, the risk that such
circumstances will produce excessive
activation of the stress response
systems that leads to physiologic
harm and long-term consequences
for health and learning is greatly
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reduced. Thus, the essential char-
acteristic that makes this form of
stress response tolerable is the
extent to which protective adult
relationships facilitate the child’s adap-
tive coping and a sense of control,
thereby reducing the physiologic stress
response and promoting a return to
baseline status.

The third and most dangerous form of
stress response, toxic stress, can re-
sult from strong, frequent, or pro-
longed activation of the body’s stress
response systems in the absence of
the buffering protection of a supportive,
adult relationship. The risk factors
studied in the Adverse Childhood
Experiences Study23 include examples
of multiple stressors (eg, child abuse
or neglect, parental substance abuse,
and maternal depression) that are
capable of inducing a toxic stress re-
sponse. The essential characteristic of
this phenomenon is the postulated
disruption of brain circuitry and other
organ and metabolic systems dur-
ing sensitive developmental periods.
Such disruption may result in ana-
tomic changes and/or physiologic
dysregulations that are the precursors
of later impairments in learning and
behavior as well as the roots of chronic,
stress-related physical and mental ill-
ness. The potential role of toxic stress
and early life adversity in the patho-
genesis of health disparities under-
scores the importance of effective
surveillance for significant risk factors
in the primary health care setting. More
important, however, is the need for
clinical pediatrics to move beyond the
level of risk factor identification and to
leverage advances in the biology of ad-
versity to contribute to the critical task
of developing, testing, and refining new
and more effective strategies for re-
ducing toxic stress and mitigating its
effects as early as possible, before
irrevocable damage is done. Stated
simply, the next chapter of innovation

in pediatrics remains to be written,
but the outline and plot are clear.

Toxic Stress and the Developing
Brain

In addition to short-term changes in
observable behavior, toxic stress in
young children can lead to less out-
wardly visible yet permanent changes
in brain structure and function.39,46

The plasticity of the fetal, infant, and
early childhood brain makes it par-
ticularly sensitive to chemical influ-
ences, and there is growing evidence
from both animal and human studies
that persistently elevated levels of
stress hormones can disrupt its de-
veloping architecture.45 For example,
abundant glucocorticoid receptors are
found in the amygdala, hippocampus,
and prefrontal cortex (PFC), and ex-
posure to stressful experiences has
been shown to alter the size and
neuronal architecture of these areas
as well as lead to functional differ-
ences in learning, memory, and as-
pects of executive functioning. More
specifically, chronic stress is associ-
ated with hypertrophy and overactivity
in the amygdala and orbitofrontal
cortex, whereas comparable levels of
adversity can lead to loss of neurons
and neural connections in the hippo-
campus and medial PFC. The functional
consequences of these structural
changes include more anxiety related
to both hyperactivation of the amyg-
dala and less top-down control as a
result of PFC atrophy as well as im-
paired memory and mood control as
a consequence of hippocampal re-
duction.47 Thus, the developing archi-
tecture of the brain can be impaired
in numerous ways that create a weak
foundation for later learning, behav-
ior, and health.

Along with its role in mediating fear
and anxiety, the amygdala is also an
activator of the physiologic stress
response. Its stimulation activates

sympathetic activity and causes neu-
rons in the hypothalamus to release
CRH. CRH, in turn, signals the pituitary
to release adrenocorticotropic hor-
mone, which then stimulates the
adrenal glands to increase serum
cortisol concentrations. The amygdala
contains large numbers of both CRH
and glucocorticoid receptors, begin-
ning early in life, which facilitate the
establishment of a positive feedback
loop. Significant stress in early child-
hood can trigger amygdala hypertro-
phy and result in a hyperresponsive
or chronically activated physiologic
stress response, along with increased
potential for fear and anxiety.48,49 It is
in this way that a child’s environment
and early experiences get under the
skin.

Although the hippocampus can turn
off elevated cortisol, chronic stress
diminishes its capacity to do so and
can lead to impairments in memory
and mood-related functions that are
located in this brain region. Exposure
to chronic stress and high levels of
cortisol also inhibit neurogenesis in
the hippocampus, which is believed to
play an important role in the encoding
of memory and other functions. Fur-
thermore, toxic stress limits the ability
of the hippocampus to promote con-
textual learning, making it more dif-
ficult to discriminate conditions for
which there may be danger versus
safety, as is common in posttraumatic
stress disorder. Hence, altered brain
architecture in response to toxic stress
in early childhood could explain, at
least in part, the strong association
between early adverse experiences
and subsequent problems in the de-
velopment of linguistic, cognitive, and
social-emotional skills, all of which are
inextricably intertwined in the wiring
of the developing brain.45

The PFC also participates in turning
off the cortisol response and has
an important role in the top-down
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regulation of autonomic balance (ie,
sympathetic versus parasympathetic
effects), as well as in the develop-
ment of executive functions, such as
decision-making, working memory,
behavioral self-regulation, and mood
and impulse control. The PFC is also
known to suppress amygdala activity,
allowing for more adaptive responses
to potentially threatening or stress-
ful experiences; however, exposure to
stress and elevated cortisol results in
dramatic changes in the connectivity
within the PFC, which may limit its
ability to inhibit amygdala activity and,
thereby, impair adaptive responses to
stress. Because the hippocampus and
PFC both play a significant role in
modulating the amygdala’s initiation
of the stress response, toxic stress–
induced changes in architecture and
connectivity within and between these
important areas might account
for the variability seen in stress-
responsiveness.50 This can then result
in some children appearing to be both
more reactive to even mildly adverse
experiences and less capable of effec-
tively coping with future stress.36,37,45,51

Toxic Stress and the Early
Childhood Roots of Lifelong
Impairments in Physical and
Mental Health

As described in the previous section,
stress-induced changes in the archi-
tecture of different regions of the
developing brain (eg, amygdala, hip-
pocampus, and PFC) can have poten-
tially permanent effects on a range of
important functions, such as regulat-
ing stress physiology, learning new
skills, and developing the capacity
to make healthy adaptations to future
adversity.52,53 As the scientific evi-
dence for these associations has be-
come better known and has been
disseminated more widely, its impli-
cations for early childhood policy and
programs have become increasingly

appreciated by decision makers
across the political spectrum. Not-
withstanding this growing awareness,
however, discussions about early
brain development in policy-making
circles have focused almost entirely
on issues concerned with school
readiness as a prerequisite for later
academic achievement and the de-
velopment of a skilled adult work-
force. Within this same context, the
health dimension of early childhood
policy has focused largely on the tra-
ditional components of primary pedi-
atric care, such as immunizations,
early identification of sensory im-
pairments and developmental delays,
and the prompt diagnosis and treat-
ment of medical problems. That said,
as advances in the biomedical sciences
have generated growing evidence
linking biological disruptions associ-
ated with adverse childhood experi-
ences (ACE) to greater risk for a variety
of chronic diseases well into the adult
years, the need to reconceptualize
the health dimension of early child-
hood policy has become increasingly
clear.1,6 Stated simply, the time has
come to expand the public’s un-
derstanding of brain development
and shine a bright light on its re-
lation to the early childhood roots
of adult disease and to examine the
compelling implications of this grow-
ing knowledge base for the future of
pediatric practice.

The potential consequences of toxic
stress in early childhood for the
pathogenesis of adult disease are
considerable. At the behavioral level,
there is extensive evidence of a strong
link between early adversity and a
wide range of health-threatening be-
haviors. At the biological level, there is
growing documentation of the extent
to which both the cumulative burden
of stress over time (eg, from chronic
maltreatment) and the timing of
specific environmental insults during

sensitive developmental periods (eg,
from first trimester rubella or pre-
natal alcohol exposure) can create
structural and functional disruptions
that lead to a wide range of physical
and mental illnesses later in adult life.1,6

A selective overview of this extensive
scientific literature is provided below.

The association between ACE and un-
healthy adult lifestyles has been well
documented. Adolescents with a his-
tory of multiple risk factors are more
likely to initiate drinking alcohol at
a younger age and are more likely to
use alcohol as a means of coping with
stress than for social reasons.54 The
adoption of unhealthy lifestyles as a
coping mechanism might also explain
why higher ACE exposures are asso-
ciated with tobacco use, illicit drug
abuse, obesity, and promiscuity,55,56 as
well as why the risk of pathologic
gambling is increased in adults who
were maltreated as children.57 Ado-
lescents and adults who manifest
higher rates of risk-taking behaviors
are also more likely to have trouble
maintaining supportive social net-
works and are at higher risk of school
failure, gang membership, unemploy-
ment, poverty, homelessness, violent
crime, incarceration, and becoming
single parents. Furthermore, adults
in this high-risk group who become
parents themselves are less likely to
be able to provide the kind of stable
and supportive relationships that are
needed to protect their children from
the damages of toxic stress. This in-
tergenerational cycle of significant
adversity, with its predictable repeti-
tion of limited educational achieve-
ment and poor health, is mediated, at
least in part, by the social inequalities
and disrupted social networks that
contribute to fragile families and
parenting difficulties.7,58,59

The adoption of unhealthy lifestyles
and associated exacerbation of so-
cioeconomic inequalities are potent
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risk factors for poor health. Up to 40%
of early deaths have been estimated
to be the result of behavioral or life-
style patterns,3 and 1 interpretation of
the ACE study data is that toxic stress
in childhood is associated with the
adoption of unhealthy lifestyles as a
coping mechanism.60 An additional 25%
to 30% of early deaths are thought to
be attributable to either inadequacies
in medical care3 or socioeconomic cir-
cumstances, many of which are known
to contribute to health care–related
disparities.61–67

Beyond its strong association with
later risk-taking and generally un-
healthy lifestyles, it is critically im-
portant to underscore the extent to
which toxic stress in early childhood
has also been shown to cause physi-
ologic disruptions that persist into
adulthood and lead to frank disease,
even in the absence of later health-
threatening behaviors. For example,
the biological manifestations of toxic
stress can include alterations in im-
mune function68 and measurable in-
creases in inflammatory markers,69–72

which are known to be associated
with poor health outcomes as diverse
as cardiovascular disease,69,70,73 viral
hepatitis,74 liver cancer,75 asthma,76

chronic obstructive pulmonary dis-
ease,77 autoimmune diseases,78 poor
dental health,72 and depression.79–81

Thus, toxic stress in early childhood
not only is a risk factor for later risky
behavior but also can be a direct
source of biological injury or disrup-
tion that may have lifelong conse-
quences independent of whatever
circumstances might follow later in
life. In such cases, toxic stress can be
viewed as the precipitant of a physio-
logic memory or biological signature
that confers lifelong risk well beyond
its time of origin.38,42–44

Over and above its toll on individuals,
it is also important to address the
enormous social and economic costs

of toxic stress and its consequences
for all of society. The multiple dimen-
sions of these costs extend from dif-
ferential levels of civic participation
and their impacts on the quality of
community life to the health and skills
of the nation’s workforce and its
ability to participate successfully in
a global economy. In the realm of
learning and behavior, economists
argue for early and sustained invest-
ments in early care and education
programs, particularly for children
whose parents have limited education
and low income, on the basis of per-
suasive evidence from cost-benefit
analyses that reveal the costs of in-
carceration and diminished economic
productivity associated with educa-
tional failure.82–86 In view of the rela-
tively scarce attention to health
outcomes in these long-term follow-up
studies, the full return on investments
that reduce toxic stress in early
childhood is likely to be much higher.
Health care expenditures that are
paying for the consequences of un-
healthy lifestyles (eg, obesity, tobacco,
alcohol, and substance abuse) are
enormous, and the costs of chronic
diseases that may have their origins
early in life include many conditions
that consume a substantial percent-
age of current state and federal
budgets. The potential savings in
health care costs from even small,
marginal reductions in the prevalence
of cardiovascular disease, hyperten-
sion, diabetes, and depression are,
therefore, likely to dwarf the consid-
erable economic productivity and
criminal justice benefits that have
been well documented for effective
early childhood interventions.

In summary, the EBD approach to
childhood adversity discussed in this
report has 2 compelling implications
for a full, life span perspective on
health promotion and disease pre-
vention. First, it postulates that toxic

stress in early childhood plays an
important causal role in the inter-
generational transmission of dispa-
rities in educational achievement and
health outcomes. Second, it under-
scores the need for the entire medical
community to focus more attention on
the roots of adult diseases that orig-
inate during the prenatal and early
childhood periods and to rethink
the concept of preventive health care
within a system that currently perpetu-
ates a scientifically untenable wall be-
tween pediatrics and internal medicine.

THE NEED FOR A NEW PEDIATRIC
PARADIGM TO PROMOTE HEALTH
AND PREVENT DISEASE

In his 1966 Aldrich Award address,
Dr Julius Richmond identified child
development as the basic science of
pediatrics.87 It is now time to expand
the boundaries of that science by in-
corporating more than 4 decades of
transformational research in neurosci-
ence, molecular biology, and genomics,
along with parallel advances in the be-
havioral and social sciences (see Fig 1).
This newly augmented, interdisciplinary,
basic science of pediatrics offers a
promising framework for a deeper
understanding of the biology and
ecology of the developmental process.
More importantly, it presents a com-
pelling opportunity to leverage these
rapidly advancing frontiers of knowl-
edge to formulate more effective strat-
egies to enhance lifelong outcomes in
learning, behavior, and health.

The time has come for a coordinated
effort among basic scientists, pediat-
ric subspecialists, and primary care
clinicians to develop more effective
strategies for addressing the origins of
social class, racial, and ethnic dis-
parities in health and development.
To this end, a unified, science-based
approach to early childhood policy
and practice across multiple sectors
(including primary health care, early
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care and education, and child welfare,
among many others) could provide
a compelling framework for a new era
in community-based investment in
which coordinated efforts are driven
by a shared knowledge base rather
than distracted by a diversity of tradi-
tions, approaches, and funding streams.

Recognizing both the critical value and
clear limitations of what can be ac-
complished within the constraints of
an office visit, 21st century pediatrics
is well positioned to serve as the pri-
mary engine for a broader approach
to health promotion and disease pre-
vention that is guided by cutting-edge
science and expanded in scope be-
yond individualized health care.88,89

The pediatric medical home of the
future could offer more than the early
identification of concerns and timely
referral to available programs, as
enhanced collaboration between pedia-
tricians and community-based agen-
cies could be viewed as a vehicle
for testing promising new interven-
tion strategies rather than simply

improving coordination among exist-
ing services. With this goal in mind,
science tells us that interventions that
strengthen the capacities of families
and communities to protect young
children from the disruptive effects
of toxic stress are likely to promote
healthier brain development and en-
hanced physical and mental well-
being. The EBD approach proposed in
this article is adapted from a science-
based framework created by the
Center on the Developing Child at
Harvard University to advance early
childhood policies and programs that
support this vision (see Fig 2).1 Its
rationale, essential elements, and im-
plications for pediatric practice are
summarized below.

Broadening the Framework for
Early Childhood Policy and
Practice

Advances across the biological, be-
havioral, and social sciences support
2 clear and powerful messages for
leaders who are searching for more

effective ways to improve the health of
the nation.6 First, current health pro-
motion and disease prevention poli-
cies focused largely on adults would
be more effective if evidence-based
investments were also made to
strengthen the foundations of health
in the prenatal and early childhood
periods. Second, significant reductions
in chronic disease could be achieved
across the life course by decreasing
the number and severity of adverse
experiences that threaten the well-
being of young children and by
strengthening the protective relation-
ships that help mitigate the harmful
effects of toxic stress. The multiple
domains that affect the biology of
health and development—including
the foundations of healthy devel-
opment, caregiver and community
capacities, and public and private sec-
tor policies and programs—provide
a rich array of targeted opportunities
for the introduction of innovative
interventions, beginning in the earli-
est years of life.1

FIGURE 2
An ecobiodevelopmental framework for early childhood policies and programs. This was adapted from ref 1. See text for details.
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The biology of health and develop-
ment explains how experiences and
environmental influences get under
the skin and interact with genetic
predispositions, which then result in
various combinations of physiologic
adaptation and disruption that affect
lifelong outcomes in learning, behavior,
and both physical and mental well-
being. These findings call for us to
augment adult-focused approaches to
health promotion and disease preven-
tion by addressing the early childhood
origins of lifelong illness and disability.

The foundations of healthy devel-
opment refers to 3 domains that es-
tablish a context within which the
early roots of physical and mental
well-being are nourished. These in-
clude (1) a stable and responsive
environment of relationships, which
provides young children with consis-
tent, nurturing, and protective inter-
actions with adults to enhance their
learning and help them develop
adaptive capacities that promote well-
regulated stress-response systems;
(2) safe and supportive physical,
chemical, and built environments,
which provide physical and emotional
spaces that are free from toxins and
fear, allow active exploration without
significant risk of harm, and offer
support for families raising young
children; and (3) sound and appropri-
ate nutrition, which includes health-
promoting food intake and eating
habits, beginning with the future moth-
er’s preconception nutritional status.

Caregiver and community capaci-
ties to promote health and prevent
disease and disability refers to the
ability of family members, early child-
hood program staff, and the social cap-
ital provided through neighborhoods,
voluntary associations, and the parents’
workplaces to play a major supportive
role in strengthening the foundations
of child health. These capacities can
be grouped into 3 categories: (1) time

and commitment; (2) financial, psycho-
logical, social, and institutional resour-
ces; and (3) skills and knowledge.

Public and private sector policies
and programs can strengthen the
foundations of health through their
ability to enhance the capacities of
caregivers and communities in the
multiple settings in which children
grow up. Relevant policies include
both legislative and administrative
actions that affect systems respon-
sible for primary health care, public
health, child care and early education,
child welfare, early intervention, family
economic stability (including employ-
ment support for parents and cash
assistance), community development
(including zoning regulations that in-
fluence the availability of open spaces
and sources of nutritious food), hous-
ing, and environmental protection,
among others. It is also important to
underscore the role that the private
sector can play in strengthening the
capacities of families to raise healthy
and competent children, particularly
through supportive workplace policies
(such as paid parental leave, support
for breastfeeding, and flexible work
hours to attend school activities and
medical visits).

Defining a Distinctive Niche for
Pediatrics Among Multiple Early
Childhood Disciplines
and Services

Notwithstanding the important goal
of ensuring a medical home for all
children, extensive evidence on the
social determinants of health indicates
that the reduction of disparities in
physical and mental well-being will
depend on more than access to high-
quality medical care alone. Moreover,
as noted previously, experience tells
us that continuing calls for enhanced
coordination of effort across service
systems are unlikely to be sufficient if
the systems are guided by different

values and bodies of knowledge and
the effects of their services are mod-
est. With these caveats in mind,
pediatricians are strategically situated
to mobilize the science of early child-
hood development and its underly-
ing neurobiology to stimulate fresh
thinking about both the scope of pri-
mary health care and its relation to
other programs serving young chil-
dren and their families. Indeed, every
system that touches the lives of chil-
dren—as well as mothers before and
during pregnancy—offers an oppor-
tunity to leverage this rapidly growing
knowledge base to strengthen the
foundations and capacities that make
lifelong healthy development possible.
Toward this end, explicit investments
in the early reduction of significant
adversity are particularly likely to
generate positive returns.

The possibilities and limitations of
well-child care within a multidimen-
sional health system have been the
focus of a spirited and enduring dis-
cussion within the pediatric com-
munity.88,90,91 Over more than half
a century, this dialogue has focused
on the need for family-centered,
community-based, culturally compe-
tent care for children with develop-
mental disabilities, behavior problems,
and chronic health impairments, as
well as the need for a broader con-
textual approach to the challenges of
providing more effective interventions
for children living under conditions of
poverty, with or without the additional
complications of parental mental ill-
ness, substance abuse, and exposure
to violence.10 As the debate has con-
tinued, the gap between the call for
comprehensive services and the re-
alities of day-to-day practice has re-
mained exceedingly difficult to reduce.
Basic recommendations for routine
developmental screening and refer-
rals to appropriate community-based
services have been particularly difficult
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to implement.92 The obstacles to prog-
ress in this area have been formidable
at both ends of the process—beginning
with the logistical and financial chal-
lenges of conducting routine develop-
mental screening in a busy office
setting and extending to significant
limitations in access to evidence-
based services for children and
families who are identified as having
problems that require intervention.

Despite long-standing calls for an ex-
plicit, community-focused approach to
primary care, a recent national study
of pediatric practices identified per-
sistent difficulties in achieving effec-
tive linkages with community-based
resources as a major challenge.92 A
parallel survey of parents also noted
the limited communication that ex-
ists between pediatric practices and
community-based services, such as
Supplemental Nutrition Program for
Women, Infants, and Children; child
care providers; and schools.93 Per-
haps most important, both groups
agreed that pediatricians cannot be
expected to meet all of a child’s needs.
This challenge is further complicated
by the marked variability in quality
among community-based services that
are available—ranging from evidence-
based interventions that clearly im-
prove child outcomes to programs that
appear to have only marginal effects
or no measurable impacts. Thus, al-
though chronic difficulty in securing
access to indicated services is an
important problem facing most prac-
ticing pediatricians, the limited evi-
dence of effectiveness for many of the
options that are available (particu-
larly in rural areas and many states
in which public investment in such
services is more limited) presents a
serious problem that must be acknowl-
edged and afforded greater attention.

At this point in time, the design and
successful implementation of more
effective models of health promotion

and disease prevention for children
experiencing significant adversity will
require more than advocacy for in-
creased funding. It will require a deep
investment in the development, test-
ing, continuous improvement, and
broad replication of innovative models
of cross-disciplinary policy and pro-
grammatic interventions that are guided
by scientific knowledge and led by
practitioners in the medical, educa-
tional, and social services worlds who
are truly ready to work together (and
to train the next generation of prac-
titioners) in new ways.88,89 The sheer
number and complexity of under-
addressed threats to child health that
are associated with toxic stress
demands bold, creative leadership
and the selection of strategic priori-
ties for focused attention. To this end,
science suggests that 2 areas are
particularly ripe for fresh thinking:
the child welfare system and the
treatment of maternal depression.

For more than a century, child welfare
services have focused on physical
safety, reduction of repeated injury,
and child custody. Within this context,
the role of the pediatrician is focused
largely on the identification of sus-
pected maltreatment and the docu-
mentation and treatment of physical
injuries. Advances in our understand-
ing of the impact of toxic stress on
lifelong health now underscore the
need for a broader pediatric approach
to meet the needs of children who have
been abused or neglected. In some
cases, this could be provided within
a medical home by skilled clinicians
with expertise in early childhood
mental health. In reality, however, the
magnitude of needs in this area gen-
erally exceeds the capacity of most
primary care practice settings. A re-
port from the Institute of Medicine and
National Research Council15 stated
that these needs could be addressed
through regularized referrals from

the child welfare system to the early
intervention system for children with
developmental delays or disabilities;
subsequent federal reauthorizations
of the Keeping Children and Families
Safe Act and the Individuals with Dis-
abilities Education Act (Part C) both
included requirements for establish-
ing such linkages. The implementation
of these federal requirements, how-
ever, has moved slowly.

The growing availability of evidence-
based interventions that have been
shown to improve outcomes for chil-
dren in the child welfare system94

underscores the compelling need to
transform “child protection” from its
traditional concern with physical
safety and custody to a broader focus
on the emotional, social, and cognitive
costs of maltreatment. The Centers for
Disease Control and Prevention has
taken an important step forward by
promoting the prevention of child
maltreatment as a public health con-
cern.95,96 The pediatric community
could play a powerful role in leading
the call for implementation of the
new requirement for linking child
welfare to early intervention programs,
as well as bringing a strong, science-
based perspective to the collaborative
development and implementation of
more effective intervention models.

The widespread absence of attention
to the mother-child relationship in
the treatment of depression in women
with young children is another striking
example of the gap between science
and practice that could be reduced by
targeted pediatric advocacy.97 Exten-
sive research has demonstrated the
extent to which maternal depression
compromises the contingent reciproc-
ity between a mother and her young
child that is essential for healthy cog-
nitive, linguistic, social, and emotional
development.98 Despite that well-
documented observation, the treat-
ment of depression in women with
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young children is typically viewed as
an adult mental health service and
rarely includes an explicit focus on
the mother-child relationship. This se-
rious omission illustrates a lack of
understanding of the consequences
for the developing brain of a young
child when the required “serve and
return” reciprocity of the mother-child
relationship is disrupted or incon-
sistent. Consequently, and not sur-
prisingly, abundant clinical research
indicates that the successful treat-
ment of a mother’s depression does
not generally translate into compara-
ble recovery in her young child unless
there is an explicit therapeutic focus
on their dyadic relationship.98 Pedia-
tricians are the natural authorities to
shed light on this current deficiency in
mental health service delivery. Advo-
cating for payment mechanisms that
require (or provide incentives for) the
coordination of child and parent med-
ical services (eg, through automatic
coverage for the parent-child dyad
linked to reimbursement for the treat-
ment of maternal depression) offers 1
promising strategy that American
Academy of Pediatrics state chapters
could pursue. As noted previously,
although some medical homes may
have the expertise to provide this
kind of integrative treatment, most
pediatricians rely on the availability
of other professionals with special-
ized skills who are often difficult to
find. Whether such services are pro-
vided within or connected to the
medical home, it is clear that stan-
dard pediatric practice must move
beyond screening for maternal de-
pression and invest greater energy in
securing the provision of appropriate
and effective treatment that meets
the needs of both mothers and their
young children.

The targeted messages conveyed in
these 2 examples are illustrative of
the kinds of specific actions that offer

promising new directions for the pe-
diatric community beyond general calls
for comprehensive, family-centered,
community-based services. Although
the practical constraints of office-based
practice make it unlikely that many
primary care clinicians will ever play
a lead role in the treatment of children
affected by maltreatment or maternal
depression, pediatricians are still the
best positioned among all the pro-
fessionals who care for young children
to provide the public voice and scientific
leadership needed to catalyze the de-
velopment and implementation of more
effective strategies to reduce adver-
sities that can lead to lifelong disparities
in learning, behavior, and health.

A great deal has been said about how
the universality of pediatric primary
care makes it an ideal platform for
coordinating the services needed by
vulnerable, young children and their
families. In this respect, the medical
home is strategically positioned to
play 2 important roles. The first is to
ensure that needs are identified, state-
of-the-art management is provided as
indicated, and credible evaluation is
conducted to assess the effects of the
services that are being delivered. The
second and, ultimately, more trans-
formational role is to mobilize the en-
tire pediatric community (including
both clinical specialists and basic
scientists) to drive the design and
testing of much-needed, new, science-
based interventions to reduce the
sources and consequences of signifi-
cant adversity in the lives of young
children.99 To this end, a powerful new
role awaits a new breed of pedia-
tricians who are prepared to build on
the best of existing community-based
services and to work closely with
creative leaders from a range of dis-
ciplines and sectors to inform inno-
vative approaches to health promotion
and disease prevention that generate
greater effects than existing efforts.

No other profession brings a compara-
ble level of scientific expertise, profes-
sional stature, and public trust—and
nothing short of transformational
thinking beyond the hospital and of-
fice settings is likely to create the
magnitude of breakthroughs in health
promotion that are needed to match
the dramatic advances that are cur-
rently emerging in the treatment of
disease. This new direction must be
part of the new frontier in pediatrics
—a frontier that brings cutting-edge
scientific thinking to the multidimen-
sional world of early childhood policy
and practice for children who face
significant adversity. Moving that fron-
tier forward will benefit considerably
from pediatric leadership that pro-
vides an intellectual and operational
bridge connecting the basic sciences
of neurobiology, molecular genetics,
and developmental psychology to the
broad and diverse landscape of health,
education, and human services.

SUMMARY

A vital and productive society with a
prosperous and sustainable future is
built on a foundation of healthy child
development. Health in the earliest
years—beginning with the future
mother’s well-being before she be-
comes pregnant—lays the ground-
work for a lifetime of the physical and
mental vitality that is necessary for
a strong workforce and responsible
participation in community life. When
developing biological systems are
strengthened by positive early expe-
riences, children are more likely to
thrive and grow up to be healthy,
contributing adults. Sound health in
early childhood provides a foundation
for the construction of sturdy brain
architecture and the achievement of
a broad range of skills and learning
capacities. Together these constitute
the building blocks for a vital and
sustainable society that invests in its
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human capital and values the lives of
its children.

Advances in neuroscience, molecular
biology, and genomics have converged
on 3 compelling conclusions: (1) early
experiences are built into our bodies;
(2) significant adversity can produce
physiologic disruptions or biological
memories that undermine the devel-
opment of the body’s stress response
systems and affect the developing
brain, cardiovascular system, immune
system, and metabolic regulatory con-
trols; and (3) these physiologic dis-
ruptions can persist far into adulthood
and lead to lifelong impairments in
both physical and mental health. This
technical report presents a frame-
work for integrating recent advances
in our understanding of human de-
velopment with a rich and growing
body of evidence regarding the dis-
ruptive effects of childhood adversity
and toxic stress. The EBD framework
that guides this report suggests that
many adult diseases are, in fact, de-
velopmental disorders that begin early
in life. This framework indicates that
the future of pediatrics lies in its
unique leadership position as a credi-
ble and respected voice on behalf of
children, which provides a powerful
platform for translating scientific ad-
vances into more effective strategies
and creative interventions to reduce
the early childhood adversities that
lead to lifelong impairments in learn-
ing, behavior, and health.

CONCLUSIONS

1. Advances in a broad range of
interdisciplinary fields, including
developmental neuroscience, molec-
ular biology, genomics, epigenetics,
developmental psychology, epidemi-
ology, and economics, are converg-
ing on an integrated, basic science
of pediatrics (see Fig 1).

2. Rooted in a deepening understand-
ing of how brain architecture is

shaped by the interactive effects
of both genetic predisposition and
environmental influence, and how
its developing circuitry affects a
lifetime of learning, behavior, and
health, advances in the biological
sciences underscore the founda-
tional importance of the early
years and support an EBD frame-
work for understanding the evolu-
tion of human health and disease
across the life span.

3. The biology of early childhood ad-
versity reveals the important role
of toxic stress in disrupting devel-
oping brain architecture and ad-
versely affecting the concurrent
development of other organ sys-
tems and regulatory functions.

4. Toxic stress can lead to potentially
permanent changes in learning
(linguistic, cognitive, and social-
emotional skills), behavior (adap-
tive versus maladaptive responses
to future adversity), and physiology
(a hyperresponsive or chronically
activated stress response) and can
cause physiologic disruptions that
result in higher levels of stress-
related chronic diseases and in-
crease the prevalence of unhealthy
lifestyles that lead to widening
health disparities.

5. The lifelong costs of childhood
toxic stress are enormous, as man-
ifested in adverse impacts on learn-
ing, behavior, and health, and
effective early childhood interven-
tions provide critical opportunities
to prevent these undesirable out-
comes and generate large eco-
nomic returns for all of society.

6. The consequences of significant ad-
versity early in life prompt an ur-
gent call for innovative strategies
to reduce toxic stress within the
context of a coordinated system of
policies and services guided by an
integrated science of early child-
hood and early brain development.

7. An EBD framework, grounded in an
integrated basic science, provides
a clear theory of change to help
leaders in policy and practice craft
new solutions to the challenges of
societal disparities in health, learn-
ing, and behavior (see Fig 2).

8. Pediatrics provides a powerful yet
underused platform for translating
scientific advances into innovative
early childhood policies, and prac-
ticing pediatricians are ideally po-
sitioned to participate “on the
ground” in the design, testing,
and refinement of new models of
disease prevention, health promo-
tion, and developmental enhance-
ment beginning in the earliest
years of life.
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Executive Summary  
Background 
If the nation could get better at identifying and treating maternal depression among low-income women, 
particularly women with young children, it would be an extraordinary public health opportunity, as the 
National Research Council (NRC) and Institute of Medicine (IOM) pointed out in their comprehensive 
2009 report on depression in parents.1 One reason is that depression is widespread among low-income 
mothers—for example, one in nine babies in poverty has a mother suffering from severe depression, and 
half have a mother experiencing depression at some level of severity.2 The second reason is the harm 
untreated depression presents to both mother and child. It hinders a mother’s capacity to help her young 
child develop, places children’s safety and cognitive and emotional development at risk, and stymies her 
own efforts to escape poverty. Unfortunately, even though research shows that effective treatments for 
depression address these challenges3, low-income mothers of young children have very high rates of 
untreated depression.  
  
This paper details information gathered through a scan of federal, state, and local efforts to seize this 
public health opportunity at a large scale, building on new policy provisions available through the Patient 
Protection and Affordable Care Act (ACA), recent federal decisions and guidance, and local and state 
innovations. This brief drew upon interviews of child care and early education, health, and mental health 
stakeholders. Because the stakes for young children’s development are so high, it is important for 
stakeholders from these particular sectors to understand whether and how advocates and policymakers in 
the child care and early childhood sector could seize these new levers for change.  
  
Two broad lessons emerged from the work. First, while the provisions of the ACA offer important new 
routes to finance, expand, and systematize maternal depression identification and treatment, major efforts 
to take advantage of these positive policy changes are still very rare. The reasons include historical 
barriers between the health, mental health, and child care and early education systems; the difficulty of 
understanding and influencing complex policies—particularly in Medicaid; and the lack of national 
strategy or targeted technical assistance that could help cut through this complexity. Second, many 
innovative ideas for improving identification and treatment of maternal depression are surfacing from the 
local and state levels. These include policy initiatives—such as identifying new Medicaid reimbursement 
strategies to support evidence-based depression treatment, expanding reimbursement for outreach 
activities, or seeking to reduce gaps in coverage after the perinatal period—as well as initiatives that focus 
on the structures that make better policy possible—for example, creating new opportunities for 
stakeholders to collaborate or improving measures and accountability. This suggests that the moment is 
ripe to learn from and spread these early innovations.  
 
In order to understand multiple stakeholder perspectives in a variety of contexts, the scan included in-
depth interviews in four states: Connecticut, Minnesota, Ohio, and Virginia. In addition to more than three 
dozen interviews, the paper also drew upon a literature and document review as well as insight, advice, 
and guidance from an expert advisory committee of seven people representing child care and early 
education, mental health, and Medicaid. 
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The Landscape 
The interviews identified that no state had yet created an effective and comprehensive state-wide 
approach. Interviewees across the health, mental health, and child care and early education sectors 
suggested that it is difficult to make systems-level changes when systems are siloed and when each has an 
approach to serving individuals from either the child or the adult’s perspective. In addition, while many 
stakeholders outside the Medicaid sectors did not report knowledge of or engagement with Medicaid, 
others were able to identify specific challenges in their state’s Medicaid policies that they felt held back 
progress on depression screening and treatment for low-income mothers with young children.  
 
At the same time, the scan also highlighted a striking level of emerging innovation. In every state, at least 
one stakeholder could identify a local or state initiative to address maternal depression. Some examples 
include:  

 In New Haven, CT, the Mental Health Outreach for Mothers (MOMS) Partnership—a 
collaborative of agencies working to improve the wellbeing of mothers and children—supports 
local mothers serving as Community Mental Health Ambassadors to deliver screening, brief 
intervention, and referral/linkage to clinical treatment. The Partnership is currently exploring 
Medicaid reimbursement for this new outreach model with the state of Connecticut.  

 In Ohio, an evidence-based maternal depression treatment for mothers who are participating in 
home visiting programs is provided by mental health clinicians working in partnership with home 
visitors. The model has expanded to home visiting programs in ten states. In four of those states 
(South Carolina, Kentucky, West Virginia, and Massachusetts), Medicaid is paying for the 
program.  

 In Minnesota, advocates are exploring strategies to extend Medicaid coverage for mothers to two 
years postpartum. Because Minnesota covers pregnant women under Medicaid to a higher income 
level than after they give birth, stakeholders are concerned that a woman whose income falls just 
over the Medicaid standard could have to shift her insurance coverage to the health exchange right 
in the midst of depression treatment, potentially requiring co-payments that would discourage her 
continued participation and/or forcing her to change providers.  

 In Virginia, child care and early education and mental health advocates are working with the 
state’s Medicaid office to explore ways to seek Medicaid coverage for maternal depression 
treatment for a mother and child together (referred to as “dyadic” treatment) when only the child 
has Medicaid eligibility, making it possible to help more families.  

 In all states, stakeholders had ideas and possible solutions to help create the conditions for policy 
reform. These included bringing stakeholders together to design or implement better approaches to 
addressing maternal depression, improving cross-training, better integrating primary and 
behavioral health care, collecting data to understand the state’s needs, and exploring quality and 
outcome measures related to maternal depression.  

 
Additionally, in 2016, the federal government took three significant steps that could galvanize additional 
state and local activity.  

 On January 26, 2016, the U.S. Preventive Services Task Force (USPSTF) determined that 
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screening for depression in all adults is a preventive service that is well-supported by evidence. 
This recommendation specifically includes pregnant and postpartum women, and – in a separate 
opinion - adolescents ages 12-18. This decision means that state Medicaid programs have the 
opportunity to get an incentive payment if they cover this screening and other preventive services 
with no cost-sharing to the beneficiary.  

 On March 2, 2016, the U.S. Centers for Medicare and Medicaid Services, or CMS (which 
oversees Medicaid at the federal level), and the Health Resources and Services Administration 
(which oversees home visiting, among other things) issued a joint guidance letter to help states 
understand how to appropriately draw on Medicaid funding to support home visiting. The 
guidance could be helpful for maternal depression initiatives, which may include home visiting 
components; it also provides a model that CMS could follow for other topics related to maternal 
depression. 

 On May 11, 2016, CMS issued its first guidance directly related to maternal depression treatment, 
explaining how states can fund maternal depression screening and mother-child dyadic treatment 
using a child’s Medicaid eligibility. Based on our interviews, this guidance directly addresses one 
of the issues a number of states are considering, and it could offer an excellent opportunity for 
bringing child care and early education, mental health, health, and other stakeholders together to 
address maternal depression policies more broadly. In addition, it provides a model that CMS 
could follow for other policy topics. 
 

Next Steps 

To build from the individual innovations identified above and move to a future of systemic success in 
identifying and treating maternal depression will require new and powerful connections across levels of 
government and across sectors. At minimum, these sectors must include stakeholders from the health, 
mental health, and child care and early education sectors. Others who are engaged in improving the lives 
of low-income families and families of color, such as child welfare, should also be considered as partners 
in this important work. The recommendations below propose a path forward that combines immediate 
steps for early successes, the development of infrastructure to sustain the effort, and the creation of a clear 
policy framework to make it far easier for states to do this work in the future without reinventing the 
wheel.  
 
For the states: 
1. Seize the opportunity of the USPSTF recommendations and the two federal guidance documents (on 

home visiting and depression screening/dyadic treatment) as catalysts for: 
a. outreach and technical assistance from national experts to state leaders and advocates; and 
b. state convenings that bring together stakeholders from all three sectors to learn about the 

opportunities and consider next steps.  
2. Identify and implement high-priority improvements in Medicaid and related policies to support 

maternal depression identification and treatment among low-income mothers of young children. 
 

For philanthropy:  



 

5 Seizing New Policy Opportunities to Help Low-Income Mothers with Depression: 
Current Landscape, Innovations, and Next Steps  
 

3. Bring together leading state and local innovators along with national experts and federal staff from all 
relevant sectors in an intensive experience such as through a roundtable or convening. The goals 
should be to broaden the conversation about the most promising next steps—building on the findings 
of this brief, the new federal opportunities, and the innovations emerging from ground-level—and 
recruit core partners for the ongoing work needed to better address maternal depression. 

4. Support an ongoing learning community of state and local innovation partners that would conduct 
regular calls, webinars, and potentially in-person meetings.  

5. Support the development of a working list of high-priority areas for federal action, including a short 
list for completion during the Obama  Administration and a longer list to be incorporated into 
transition documents and briefings. This list would likely include specific areas of Medicaid policy 
that need clarification or policy guidance. 

6. Support work towards an overarching state policy framework to improve maternal depression 
identification and treatment, based on the information gathered from the steps listed above. This 
policy framework should be developed in partnership with the early adopter states in the learning 
community and would be a tool other states could use to reform their systems.  
 

For federal agencies:  
7. Issue guidance jointly across federal agencies in the high-priority areas identified by states and 

national partners. For example, just as HRSA and CMS jointly issued the home visiting guidance, the 
Administration for Children and Families (ACF), the Substance Abuse and Mental Health Services 
Administration (SAMHSA), CMS, and other agencies as needed could jointly issue other guidance 
letters—building on the dyadic treatment letter—that address additional policy questions that come up 
in using Medicaid to support evidence-based maternal depression treatment. 

8. Provide ongoing technical assistance jointly supported by the relevant federal agencies. For example, 
identify a lead agency with a permanent technical assistance center (such as SAMHSA) to convene 
other relevant agencies to collaborate and provide the necessary technical assistance to the states.  

9. Explore, in collaboration with states, the implications for improved maternal depression policies 
whenever new regulations or decisions affecting the broader Medicaid context for children and 
families are implemented. For example, as states implement new Medicaid managed care rules, 
federal agencies should provide assistance to help states identify opportunities for improving maternal 
depression treatment. 
 

Identifying and treating low-income mothers with depression is an important opportunity to take on a 
major challenge that faces low-income families, promoting children’s learning and successful 
development and families’ economic stability. Now is the time, given the reforms to essential state 
systems—particularly Medicaid and mental health—afforded by the ACA. 
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Introduction 
Untreated maternal depression, particularly in mothers of young children, is a major public health 
problem that can interfere with a parent’s capacity to help a child develop, place children’s safety and 
cognitive and emotional development at risk, and stymy families’ efforts to escape poverty. Even though 
research shows that effective treatments for depression address these challenges4, low-income mothers of 
young children have very high rates of untreated depression—for reasons that include lack of insurance 
coverage for  mental health care. For these reasons, the National Research Council (NRC) and Institute of 
Medicine (IOM) concluded in 2009 that fixing the system to support rather than hinder identification and 
treatment of maternal depression among low-income women is an extraordinary public health 
opportunity.5  
 
Yet very little is known nationally about how well states are doing at seizing this opportunity. On the one 
hand, the Patient Protection and Affordable Care Act (ACA) and recent federal decisions and guidance, 
explained in more detail below, offer important new routes to finance and systematize maternal 
depression identification and treatment. On the other hand, as we entered this project, we heard from 
many people that major efforts to take advantage of these positive policy changes were not yet being 
mounted, for many reasons. These include historical barriers between the health, mental health, and child 
care and early education systems and the difficulty of understanding and influencing complex policies—
particularly in Medicaid. Thus, the impetus for this brief was to understand better what opportunities and 
challenges exist in the states today and to start laying out a framework for action. Throughout this brief 
there are referrals to "three sectors”: the child care and early education sector, the mental health sector, 
and the Medicaid sector. 
 
To identify the opportunities, challenges, and action opportunities, the brief draws on a detailed look at 
initiatives in four states (Connecticut, Minnesota, Ohio, and Virginia), which we have placed in a national 
context through research, interviews with more than three dozen stakeholders, and the expertise of a 
national advisory board. The goal of the brief is to help state policymakers, advocates, stakeholders, and 
community practitioners in the health, mental health, and child care and early education sectors by 
providing them with a road map to identify the systemic barriers and offer early and emerging insights 
about how to overcome them. As a result, we hope that policymakers and advocates who care about early 
childhood and families in poverty can join forces with Medicaid and mental health experts to understand 
and seize the opportunities available through the ACA and related health initiatives to reform state-level 
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policies and funding mechanisms, and to make large-scale progress on identifying and treating mothers 
with depression.  
 

Why This Is the Moment to Address Maternal Depression 
What Is Known about Maternal Depression & Treatment  
Depression is widespread among poor and low-income mothers, including mothers with young children. 
One in nine poor infants lives with a mother experiencing severe depression and more than half live with 
a mother experiencing some level of depressive symptoms. Low-income mothers, compared to their 
higher-income counterparts, experience more severe depression that impacts their everyday life.6 
Moreover, depression is not only linked to the postpartum period. One study showed that 9 percent of 
low-income mothers with children birth to age 5 had at least one major depressive episode within the 
previous year.7 While depression is highly treatable,8 many low-income mothers do not receive 
treatment—even for very severe levels of depression. Indeed, one-third of mothers with major depressive 
disorder get no treatment at all.9 Additionally, while some people only experience one instance of 
depression, many others (30-50 percent) experience chronic or recurrent depression requiring the need for 
long-term support or treatment.10  
 
Unfortunately, untreated maternal depression is damaging to children, particularly young children, placing 
at risk their safety and cognitive and behavioral development. Strong and consistent evidence indicates 
that a mother’s untreated depression undercuts young children’s development, including risks to learning, 
success in school, and adult success. The effects can be life-long, including “lasting effects on [children’s] 
brain architecture and persistent disruptions of their stress response systems.”11 A thorough review of this 
research by the NRC and IOM finds that maternal depression endangers young children’s cognitive, 
socio-emotional, and behavioral development, as well as their learning and physical and mental health 
over the long term.12 
 
Furthermore, depression can affect a mother’s ability to participate fully in society. For example, 
depression has been linked to making it difficult to get and keep a job, lower income over time, more 
unemployment, lower productivity at work, and an increased number of absent days from work.13 A study 
of mothers participating in Early Head Start programs found that depressed mothers did not increase their 
participation in education, job training, and employment, while their non-depressed peers did.14 
Depression is also found to occur in patients suffering from a range of other physical, mental, or 
behavioral health disorders, including  heart disease, diabetes, stroke, eating disorders and substance 
abuse.15 Research has shown that treatment for the depression can lead to improvements in  co-occurring 
condition as well as overall quality of life.16 
 
Many policy and system barriers have contributed to the low treatment rates of maternal depression. 
However, recent changes offer the opportunity to design and implement reforms that would increase the 
number of mothers who receive effective treatment. There is evidence that suggests, in addition to 
benefiting mothers’ wellbeing, these reforms could improve children’s outcomes—helping families across 
the country rise out of poverty. 
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New Policy Opportunities 
The enactment of the ACA in 2010 created a set of new policy opportunities for states to address maternal 
depression. Key changes include increased access to health insurance, strengthened mental health benefits, 
increased support for preventive services, and improved attention to integration of primary care and 
mental health. Early evidence hints at the potential for these interlinked changes to improve low-income 
people's access to mental health treatment. A recent Government Accountability Office (GAO) report 
found that behavioral health officials in states that have expanded access to Medicaid under the ACA 
identified increases in the quality and availability of treatment options to low-income people. In contrast, 
the report found that officials in non-expansion states were still focused on targeting services specifically 
to those low-income people diagnosed with the most serious and persistent mental illnesses.17  
 
One of the challenges that people who are not health policy experts experience in understanding how to 
seize these policy opportunities is that the specifics differ a great deal depending on state policy choices 
and depending on whether an individual or family gets health insurance from a state Medicaid program or 
from a private health insurance provider through the public marketplace. However, this paper is focused 
on Medicaid, which provides health coverage to almost all poor children and many poor parents, 
depending on state choices. A sampling of the main opportunities afforded through state Medicaid policy 
choices are described below (additional detail on the four states included in this brief can be found in 
Table 1 on page 11; additional details on state choices more generally are included in Appendix I).  
 
The most relevant ACA provisions and regulations include the following: 

 Medicaid Expansion: The ACA gave states a strong financial incentive to improve access to health 
insurance through Medicaid for low-income adults, but not all states have taken advantage of that 
option. Specifically, the ACA supports states by providing financial incentives to expand 
Medicaid coverage for low-income adults up to 138 percent of the federal poverty level (FPL). To 
date, 32 states (including the District of Columbia) have expanded Medicaid.18  

 Strengthened Mental Health Benefits: Whether or not states choose to expand Medicaid, the ACA 
requires strengthening the mental health benefit package for Medicaid-eligible adults. All plans, 
including Medicaid, must cover behavioral health treatment, mental health inpatient services, and 
substance abuse treatment. However, specific behavioral health benefits will be dependent upon 
the state and the particular health plan.19 In addition, CMS recently finalized long-awaited rules for 
mental and behavioral health parity in Medicaid, marking a significant milestone for access to 
mental health care.  

 Preventive Services: The ACA requires that all insurers cover, at no cost to the beneficiary, 
preventive services that are identified by the U.S. Preventative Services Task Force (USPSTF), as 
well as by the Advisory Committee on Immunization Practices, the Health Resources and Services 
Administration’s (HRSA’s) Bright Futures Project, and HRSA and the Institute of Medicine 
(IOM) committee on women’s clinical preventive services.20 State Medicaid programs that choose 
to cover all the most highly recommended preventive services with no cost-sharing to 
beneficiaries are eligible for a federal incentive payment.21 In January 2016, the USPSTF 
identified depression screening in adults including pregnant and postpartum women as a high-
priority preventive service (See Emerging Innovations).  
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 Integrated Primary and Behavioral Health Homes: Health homes coordinate care to individuals 
with multiple chronic health conditions. An opportunity identified in the ACA is to integrate 
primary and behavioral care into one collaborative care model, which would support primary care 
and mental health care providers in coordinating patients’ care and monitor patients’ 
improvements. Evidence has shown that integrated primary and behavioral health homes are 
beneficial to the patients receiving care along with being cost-effective.22 

 New Managed Care Organization Regulations: Many states provide health care to children and 
families on Medicaid through Managed Care Organizations (MCOs), which contract with the state 
to provide a package of care, rather than through a typical fee-for-service Medicaid model where 
the state directly reimburses individual providers for services provided. The state's contracts with 
the MCOs include an emphasis on quality and accountability standards and can focus attention on 
issues of particular interest, which could potentially include maternal depression. In April 2016, 
CMS issued its first update in many years of regulations governing these organizations, potentially 
providing additional opportunities for states to better address maternal depression.  

Seizing these Policy Opportunities through Collaboration across Sectors 
This paper was motivated by the belief that engaging child care and early education—as well as health 
and mental health—stakeholders in decisions about Medicaid and mental health policy could potentially 
be a catalyst for improvements in the identification and treatment of maternal depression, given that the 
stakes for young children’s development are so high. While later sections of this paper explain what was 
gathered about the current landscape, this section explains briefly what each group of stakeholders might 
gain from a collaborative approach to policy reform. 
 
Medicaid, health, and mental health experts stand to gain in a number of ways by including child care, 
early education, and family services representatives in the design of maternal depression policies. Child 
care and early education experts and practitioners - who are often interacting with families on a daily 
basis - already know a great deal about the circumstances of low-income children and families, potentially 
serving as a crucial source of insights, information, and questions to be addressed through data collection. 
Child care and early education practitioners may also have a front-line view of the limits of the state’s 
current policies, and they may be able to tell stories and otherwise contribute in communicating to the 
public and policymakers about the importance of addressing the mental health needs of both children and 
their parents and the potential negative effects of untreated maternal depression on young children’s 
development and education.  
 
In addition, depending on the state and the specific goals of the initiative, child care and early education 
practitioners can potentially support health policy goals by playing a role in delivering services, using a 
variety of funding streams including Medicaid reimbursement—for example, through outreach to mothers 
or case management services that build on existing relationships. Early childhood providers may be 
especially successful at engaging mothers, particularly when they provide information to them about the 
implications for their children. 
 
There are also important reasons for child care and early education providers and stakeholders to 
collaborate with Medicaid and mental health stakeholders in driving change, even if the Medicaid system 
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initially seems too complex. Most crucially, by working on a system-wide redesign, child care and early 
education stakeholders have the opportunity to dismantle barriers they currently face in trying to get 
mental health treatment for mothers—eventually reducing workload and making the system more 
responsive to local programs as well as to families. In addition, if a redesigned system genuinely works 
for mothers, it will lead to real improvements in young children’s wellbeing and behavior in early 
education programs. As the child care and early education sector knows particularly well, mental health 
concerns in a young child will manifest in disruptive and problematic behaviors by the children while in 
care, and these mental health concerns can usually be linked back to difficult aspects of the child’s life at 
home.23 So for example, once a mother has been treated for depression, children show improvements in 
their development as well as behavior and mental health problems.24  
 
A successful redesign that truly improved access to treatment could also help child care and early 
education providers who themselves experience depression. Very often as low-income working mothers 
themselves, child care and early education staff are also at risk of experiencing untreated depression.25 
One study found that 7 in 10 of the early childhood teaching staff worried about paying for routine health 
care costs for both themselves and their family members.26  
 
Depending on a specific state’s circumstances and the design of its initiative, child care and early 
education stakeholders could also identify funding through Medicaid for certain aspects of what they do 
now or would like to do. For example, in recent guidance (See Emerging Innovations), CMS identified 
that Medicaid funding authorities could reimburse for home visiting activities conducted by those who are 
not physicians or for preventative services recommended by a licensed professional but furnished by non-
licensed professionals.27  
 
Methodology & State Context 
Our goal in this paper was to provide an updated and rich picture of the current state landscape, reflecting 
the perspectives of stakeholders in the health, mental health, and child care and early education sectors 
internal and external to state government. Because understanding multiple stakeholder perspectives was 
key, we chose to go in-depth in four states (Connecticut, Minnesota, Ohio, and Virginia). We conducted 
more than three dozen interviews, ranging from 7 in Virginia to 12 in Ohio (See Appendix I). To provide 
a broader context for these detailed interviews, we drew on a literature and document review (including, 
for example, federal guidance and policy papers) and on insight, advice, and guidance from an expert 
advisory committee representing child care and early education, mental health, and Medicaid (See 
Appendix III).  
 
In choosing the states, we looked for at least some states that were already interested in the issue of 
maternal depression and that were known for early innovations in the sector, so that we could identify 
emerging ideas for consideration elsewhere. At the same time, we sought geographic and political 
diversity and wanted to include at least one state that had not yet expanded Medicaid, to increase the 
relevance of our findings to varied state circumstances. Table 1 (see next page) gives additional context 
on the four states chosen, highlighting some of their similarities and differences.  
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Table I. State Policy and Infrastructure 

 Connecticut Minnesota Ohio Virginia 

Number of Children 
under 628 

235,257 419,682 849,992 616,467 

Poverty Rate of Children 
Under 629 

16.7% 16.9% 26.9% 17.3% 

Medicaid Expansion30 Yes - Effective 
January 2014 

 Yes - Effective 
January 2014 

Yes - Effective January 
2014 

No - As of April 2016; up for 
discussion in FY2017 
budget proposal 

Medicaid Eligibility 
Household Income Level 
for Parents of dependent 
children (based on 
FPL)31 

Up to 196% FPL  Up to 200% FPL Up to 138% FPL Up to 49% FPL 

Medicaid Eligibility Level 
for Pregnant 
Women(based on FPL)32 

Up to 258% FPL Up to 278% FPL Up to 200% FPL Up to 143% 

Past Medicaid Eligibility 
Levels prior to Medicaid 
Expansion 

Parents with 
dependent children 
were eligible up to 
185% of poverty and 
pregnant women 
were eligible up to 
250% of poverty.  

Parents with 
dependent children 
were eligible up to 
100% of poverty. 
 

Parents at or below 90% 
of the poverty level were 
eligible. 

 Up to 49% FPL (No 
Medicaid expansion) 

Lead Early Childhood 
Education and Care 
Agencies 

The child care 
subsidy program 
 CT Care 4 Kids—

sponsored by 
Office of Early 
Childhood  

Child care licensing  
 Office of Early 

ChildhoodHome 
visiting 

 Office of Early 
Childhood  

Publicly funded pre-k 
 Office of Early 

Childhood 
Head Start  
 Department of 

Education 
Early Intervention 
Part C services 
 Office of Early 

Childhood 

The child care 
subsidy program 
 Department of 

Human Services  
Child care licensing  
 Department of 

Human Services  
Home visiting 
 Department of 

Human Services  
Head Start  
 Department of 

Education 
 Head Start State 

Collaboration 
Office  

Early Intervention 
Part C services  
 Department of 

Health 

The child care subsidy 
program 
 Department of Jobs 

and Family Services  
Child care licensing  
 Department of Jobs 

and Family Services  
Home visiting 
 Department of Health  

Publicly funded pre-k 
 Department of 

Education 
 Department of Jobs 

and Family Services 
Head Start 
 Head Start 

Association 
Early Intervention Part C 
services 
 Department of Health 

The child care subsidy 
program 
 Department of Social 

Services 
Child care licensing  
 Department of Social 

Services  
Home visiting 
 Home Visiting 

Consortium 
 Department of Health  

Publicly funded pre-k 
 Department of Education 

Head Start 
 Department of Social 

Services 
 Head Start State 

Collaboration Project  
 Head Start Association  

Early Intervention Part C 
services 
 Department of 

Behavioral Health and 
Developmental Services  

 Infant and Toddler 
Connection of VA 

Medicaid Agency Department of Social 
Services  

Department of 
Human Services  

Department of Medicaid  Department of Medical 
Assistance Services  
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The Current Landscape: Barriers 
The in-depth interviews illustrated the complexity of the current landscape, highlighting two powerful 
themes. On the one hand, even those stakeholders who were familiar with the opportunities in the ACA to 
improve mental health care and services for low-income mothers with depression still recognized many 
barriers to achieving that goal, and no one—even in the states identified as more advanced—believed 
their state had created an effective and comprehensive state-wide approach. And because each system is 
so complex and so separate from the others, no single person we interviewed in any state had a 
comprehensive view of the policy opportunities or challenges. On the other hand, many new initiatives 
were emerging from the local and state levels, along with new federal actions and guidance that provides 
new opportunities. Thus, in the in-depth interviews, at least one stakeholder in every state could identify a 
local or state initiative to address maternal depression. This section highlights the first of those threads, 
the challenges; the next section below highlights the striking opportunities. 
 
Fragmentation of policies, systems, and expertise 
hinders progress. Interviewees across the health, mental 
health, and child care and early education sectors 
suggested that it is difficult to make systems-level changes 
when systems are siloed and when each has an approach 
to serving individuals from either the child’s or the adult’s 
perspective. Furthermore, the funding streams dedicated 
to paying for services for families are extremely different 
and administered separately among the Medicaid, mental 
health, and child care and early education sectors. 
Interviewees found that departments and programs were 
administered independently and disjointedly, which led to a lack of knowledge, intentionality, and 
communication between the sectors. Interviewees also stated that when relationships did exist that helped 
work across systems, these collaborations were tied so distinctly to those personal relationships that 
personnel turnover could easily derail the work occurring across departments.  
 

Child care and early education stakeholders face particular 
obstacles in engaging with Medicaid experts and other health 
and mental health policymakers to identify system changes 
that could help in addressing maternal depression. With the 
child care and early education sector stretched so thin already 
due to policy developments in the sector, as well as being 
traditionally underpaid and under-resourced, it may be 
challenging for them to take on policy battles in other sectors, 
or for their counterparts in the health and mental health 
sectors to see them as partners in this important work. As a 
result, interviewees stated that there is a lack of clarity about 

the child care and early education sector’s role in addressing maternal depression. Some suggested that 
the health and mental health sectors may also not view their child care and early education counterparts as 

An Ohio stakeholder said that 

“…systems are not set up to make it 

easy. When there is already a 

connection between the mental health 

and early childhood worlds, then it can 

work well… In other places, [they] can 

be two very different entities, and are 

not working together already.”  

A Connecticut stakeholder said that 

“the [child care and early education 

sector] would need to know that 

[addressing maternal depression] is 

even an opportunity that they need to 

be thinking of. It is so bifurcated in 

Connecticut, even though they are 

trying to get rid of the silos.”  
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partners in this important work.  
 
In addition, interviewees recognized that the early care and education sector is often poorly tied to child 
health and other service providers within the community. For example, in Connecticut, an evaluation on 
child care and early education services found that while some child care and early education providers 
conduct  maternal depression screenings, they struggle with connecting the families to the services they 
need. This could be a reason why child care and early education providers would benefit greatly from a 
more coherent system that would not require them to work so hard to find services. Yetit is also an 
obstacle to viewing their engagement with health and mental health policy as beneficial, given they may 
see the cumbersome system but not the opportunities for them if it worked better. One interviewee from 
the child care and early education sector also suggested that  providers may not see their role in 
addressing maternal depression, as they are experts in child development and may feel that they do not 
understand the needs of the parents or how to best connect them to the necessary services. Child care and 
early education providers often have limited or no trainingin identifying or screening for maternal 
depression.  
 
Medicaid and other health policies can be barriers and opportunities. Medicaid policies are 
clearly central to whether low-income mothers with young children can gain access to depression 
screening and treatment. While some aspects of the Medicaid policy framework are national, many are 
state choices—including whether to expand coverage, what specific benefits to cover (within a context of 
federal rules that expand mental health parity and preventive services), what providers to authorize (such 
as licensed health professionals at various levels and/or social services professionals or paraprofessionals), 
whether to provide coverage through MCOs or fee-for-service payments to individual providers, and what 
reimbursement payments to provide for what services. Particularly when it comes to eligible populations 
not previously served (such as low-income adults in many states prior to the ACA expansion) or issues 
not previously highlighted as a priority (such as maternal depression), the sheer complexity of thinking 
about all these different policy levers together can create a major barrier in itself—as can the enormous 
variation by state in the details of what is required, allowed, and reimbursed (See Appendix III). 
Interviewees confirmed that understanding all of the state Medicaid policies can be difficult, particularly 
for those not from the Medicaid sector. In many states, MCOs are predominantly the delivery system for 
the Medicaid population, so stakeholders should recognize that partnering with the MCOs is an important 
step in making progress on addressing maternal depression.  
 
While developing a full list of policy challenges and opportunities is far beyond the scope of this brief, 
those interviewed identified a number of current Medicaid policies that often pose particular obstacles to a 
coherent strategy for tackling depression: 

 Restrictive Medicaid billing and reimbursement practices. Interviewees thought that restrictive 
billing and reimbursement practices by Medicaid agencies in several states posed a challenge to 
successful services, particularly because of a system divided between services to the adult and to 
the child. For instance, pediatricians may be screening mothers for depression at well-child visits, 
but in some instances, are unable to bill for providing this service and are therefore not getting 
reimbursed for their time to screen moms. This inability to get paid for their time may deter 
pediatricians from providing screenings, creating a missed opportunity in identifying additional 
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mothers with depressive symptoms. And while pediatric office visits were routinely identified as a 
clear opportunity to identify mothers with mental health concerns, interviewees stated that health 
insurers, particularly Medicaid in most states, may not reimburse for a screening as a result of 
issues such as where the mother’s medical record exists and what billing code should be used. A 
forthcoming study by the National Center for Children in Poverty (NCCP), found that nine states 
allow billing for maternal/caregiver depression screening under the child’s Medicaid in 
pediatrician or family medicine visits, typically multiple times a year.33  

 Focus on screening and not on treatment. Interviewees also suggested that, despite these 
obstacles, there has been more attention focused on how to reimburse for screening than how to 
promote the follow-up needed after a positive screen for getting the mother connected with a 
treatment provider. It is important for the system to incentivize providers to connect mothers to 
services and treatment once depression is identified.  

 Additional billing and reimbursement issues. Other reimbursement issues included the desire to 
have a package of services for mothers with depression or bundled payments for each period of 
depression. Interviewees in Minnesota and Connecticut perceived the Medicaid fee schedule in 
their state as too inflexible and hindering a provider’s ability to stratify services and appropriate 
payments to best meet the needs of the patient. Interviewees recognized that not all patients need 
the highest level of care intensity—such as what is needed for people suffering from severe and 
persistent mental illness (SPMI)—and that not all mothers with depression will require the same 
services. Additional issues were raised related to the type of provider and setting that can be 
reimbursed. For particular services only a certain level or type of professional is allowed to be 
reimbursed for services, although this varies by state. For example, one interviewee in Ohio told 
us that only masters' level clinicians, and not other professionals, providing maternal depression 
treatment can bill using psychotherapy codes. Additional barriers were raised related to the ability 
to bill for services provided outside of a medical setting, as many systems are not set up to allow 
this.  

 Medicaid eligibility levels and duration of eligibility. Even in states that have implemented the 
Medicaid expansion, Medicaid eligibility remained an issue, particularly for women with income 
just above the eligibility level. This was particularly an issue because pregnant women in all three 
expansion states we studied were eligible for Medicaid coverage during pregnancy and for the 
several weeks immediately following the pregnancy up to a higher income level than for parents in 
general (See Table 1). After that time period, however, the income level for eligibility drops, 
causing many women to lose Medicaid coverage at a time when they may still be depressed. For 
example, in Minnesota, eligibility levels drop for women just 60 days after the birth of their child 
from 278 percent FPL to 200 percent FPL. While these women who lose Medicaid coverage are 
able to purchase health insurance through the private health care exchange, and may also qualify 
for a subsidy to assist with their monthly payments, the transition from Medicaid to another health 
care insurer can create additional barriers to accessing care and treatment. For instance, several 
interviewees noted that the new health care plan may require co-payments for each treatment visit, 
which low-income women may be unable to afford. Further, different providers are often covered 
on different health insurance plans; therefore the provider a beneficiary was eligible to see through 
Medicaid may no longer be able to treat her under the mother's new plan. The loss of Medicaid 
coverage during a demanding time period when women are often still recovering both physically 



 

16 Seizing New Policy Opportunities to Help Low-Income Mothers with Depression: 
Current Landscape, Innovations, and Next Steps  
 

and emotionally from the birth and arrival of their new child can disrupt a woman's continuity of 
care or make treatment unaffordable.  

 Lack of Medicaid expansion. In the one state we studied that has not implemented Medicaid 
expansion, Virginia, interviewees repeatedly mentioned the lack of expansion as the major policy 
challenge. Because the income eligibility level for Medicaid is so low and because premium tax 
credits established by the ACA to help purchase insurance in the private health insurance 
marketplaces are only available to individuals with income between 100 and 400 percent FPL, 
many parents in the 19 non-expansion states are not eligible for Medicaid or premium tax credits if 
their incomes exceed the current Medicaid eligibility threshold but remain below 100 percent of 
the poverty level ($20,160 annual income for a family of three). Therefore, many of the women 
who need access to and could benefit greatly from Medicaid services do not receive any assistance.  

 
Other direct barriers to accessing treatment. Even when a woman with high levels of depressive 
symptoms has access to Medicaid or other health coverage, our interviewees highlighted other common 
access issues. For instance, mental illness still carries with it a lot of stigma and fear, which could hinder 
people  from seeking the treatment they need. In fact, the stigma of seeking mental health treatment has 
been found to be one of the most common concerns among low-income women and may account for 
underutilization of mental health treatment, particularly for women of color and for immigrants.34 These 
women may also lack a medical home or primary care provider, which means they often show up in 
urgent care centers and emergency rooms for their health care. Low-income mothers also face many 
logistical difficulties in getting to a care provider, such as finding quality child care, available 
appointments, or safe, reliable transportation. Furthermore, most states identified that they have “provider 
deserts,” particularly in rural areas, which would make the process of finding an appropriate provider and 
transportation to the provider’s office even more difficult for most low-income women.  
 
Moreover, even when a provider can be found, the quality of the care may be poor. Interviewees stated 
the  need for more attention to mothers with depression at different stages of the pregnancy and for a time 
period longer than the postpartum period. Moreover, this attention on the illness should be reflected in 
better provider trainings and ensuring that mothers with depression are getting connected to evidence-
based treatment. All of these issues could be addressed in the context of a state’s overall strategy, and 
many of them suggest specific Medicaid policy and reimbursement solutions—such as investing in case 
management and outreach to mothers as part of a plan. 

The Current Landscape: Emerging Innovations  
Despite these considerable barriers, many opportunities emerged from our interviews to take advantage of 
this federal landscape and change state policies systematically. These included local and state innovations 
that, while not comprehensive in the view of those we interviewed, pointed towards bigger next steps; 
promising ideas suggested by interviewees that are not yet implemented on the ground; and new federal 
decisions and guidance that require or clarify state actions to address maternal depression. 

State and Local Innovations and Emerging Ideas 
Some state and local innovations focused directly on policy or practice change, while others sought to 
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create the conditions for ongoing change—for example, tackling the fragmentation of systems by bringing 
health, mental health, early childhood, and other stakeholders together in new ways. 
  
Collaboration Among Key Stakeholders. Several state and local initiatives have taken on 
fragmentation directly. Often, these start with direct service connections, but they offer the opportunity to 
build to policy and system collaborations. As an Ohio stakeholder said, “when [early childhood and health 
stakeholders] come together to work…they learn a lot about each other." For example, in Connecticut, 
providers who treat mothers with maternal depression can use the 2-1-1 centralized resource hotline that 
helps connect people to mental health services. Within the 2-1-1 system, providers who self-identify as 
having an expertise in treatment of maternal mood disorders are flagged, so that clients can be referred to 
the most appropriate provider. 
 
Another example, from Ohio, is the Cleveland Regional Perinatal Network (CRPN)’s Perinatal 
Depression Project, which was created through grant funding to address the gaps and barriers families 
faced in accessing maternal depression screening and treatment. The project was started in response to the 
recognition that mothers were not being consistently screened and identified for maternal depression, and 
if diagnosed, there was no one to refer them to for treatment. All healthcare institutions in the Cleveland 
area as well as several home-visiting and social service agencies have incorporated a key element of the 
project, the CarePath—a step-by-step process developed by the project to help providers screen for 
maternal depression—and currently screen and refer for depression during and after pregnancy. While the 
training has not yet happened in a child care or preschool setting, the tools are certainly able to be used in 
these settings. The CRPN Project also formed the Cuyahoga Perinatal Depression Task force in 2007 and 
since 2010 has developed a data tracking system to measure outcomes. In 2015 there were 11,531 
depression screens completed and 1,021 women referred for treatment. The project is currently grant 
funded through the Ohio Department of Health’s Child and Family Health Services Block Grant and 
Maternal and Child Health grants, and City of Cleveland MomsFirst Project/HRSA. The CRPN Perinatal 
Depression Project has reached far beyond Cleveland and has been duplicated in other parts of Ohio. 
While the model is grant funded, many of the recipients of the services provided under the model are 
Medicaid patients.  
 
Another example of collaboration through direct services is a Minnesota initiative proposed by the 
governor’s Children’s Cabinet team to provide mental health consultation grants for on-site consultation 
to child care and early education programs, addressing mental health issues for both generations together. 
When there is a potential mental health issue identified, these mental health consultants would offer 
services and referrals for needed treatment to both the children and their parents.  
 
Interviewees in several states offered additional suggestions for establishing more formal communication 
between stakeholders. For instance, a Minnesota interviewee recommended creating a working group 
specifically focused on addressing maternal depression and its importance to the child care and early 
education sector. Bringing people from separate agencies and departments together in a formal setting can 
provide them with the space to create recommendations on how services can be integrated and how 
resources can be more accessible for families. Others suggested that more coordinated provider training, 
that spans across sectors, would ensure all providers know about maternal depression, why it is important 
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to address, and how to make referrals. Still others suggested that states could incentivize collaboration 
through grant funding initiatives to ensure all of the relevant stakeholders are working together to address 
maternal depression—a strategy similar to the Ohio and Minnesota initiatives already cited.  

Policy Changes in the States 
State agencies, advocates, and local innovators also are working to improve Medicaid and related policies 
to support maternal depression identification and treatment. 
 
Collaboration to Improve Billing Procedures for Dyadic Therapy. In Virginia, stakeholders 
from the mental health and child care and early education sectors held a meeting with the state’s Medicaid 
office to discuss the possibility of creating billing procedures and the appropriate codes for dyadic 
therapy—or therapy that includes both the child and the parent(s). Dyadic therapy would allow mothers 
identified with depression to work on their relationship with their child, since parent-child attachment is 
so important to the healthy development of a young child. This is an ongoing process in Virginia.  
 
A recent CMS memorandum regarding maternal depression screening and treatment specifically supports 
the delivery of dyadic therapy through Medicaid and provided guidance to help state Medicaid agencies 
implement this policy change. Therefore, states wanting to seize this opportunity now have a path for 
moving this policy forward.  
 
Finding a Way to Extend PostPartum Medicaid Coverage to Provide Continuity of Care. In 
Minnesota, new mothers were previously covered by Medicaid for a full year postpartum. Over time, this 
benefit has been reduced, and now, the state only covers mothers for the minimum 60-day postpartum 
period established through the ACA. A goal among advocates is to extend coverage for these mothers for 
two years postpartum—while also extending Medicaid coverage to their child for two years—to meet 
both the mother and child’s mental and physical health needs during such a critical time.35  
  
Integrating Behavioral and Physical Health Care to Improve Mental Health. Ohio’s Medicaid 
department is in the process of redesigning its community behavioral health benefit to better align 
services to a person’s level of need. Behavioral health care in Ohio is transitioning into the Medicaid 
MCOs that are currently administering the state’s physical health care plans. This transition, which should 
be complete by the beginning of 2018, will promote stronger coordination, lower cost, and better overall 
health outcomes. The state is defining what will be covered in a new menu of behavioral health services 
through Medicaid managed care. There is debate in the health and mental health sectors over whether 
integrating behavioral and physical health care within MCOs is best. Those operating behavioral health 
plans often argue that traditional physical health managed care organizations do not have the expertise 
necessary to better serve patients with mental illness, and proponents of integration believe that the 
separation of service provision can create barriers to care coordination and information-sharing.36 
Interviewees in Ohio were optimistic about the opportunity the integration afforded the state, and they 
want to focus on better serving their most vulnerable customers through this change, particularly mothers 
and children with more intensive care needs, such as cross-systems care needs, and trauma-informed 
patient care.  
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Solving Licensing and Reimbursement Barriers. Moving Beyond DepressionTM (MBD)37 is a 
comprehensive, evidence-based and integrated approach to identifying and treating depression in mothers 
participating in home visiting programs. It provides a two-generation approach to treating depression in a 
non-clinical, non-traditional setting. MBD is a systemic program incorporating screening, identification, 
treatment, and follow-up. It emphasizes collaboration between mental health clinicians and home visitors 
to optimize both clinical and home visiting outcomes. The key element of MBD is In-Home Cognitive 
Behavioral Therapy (IH-CBT) developed by Every Child Succeeds® and Cincinnati Children’s Hospital 
Medical Center. It is the only evidence-based treatment program specifically for mothers in home visiting 
and has been adopted by programs operating in 10 states, including Ohio. MBD has been evaluated and 
has a proven track record of decreasing depressive symptoms in mothers participating in treatment. 
Research has found that, after completing IH-CBT, 70 percent of mothers no longer met criteria for major 
depressive disorder.  
 
Currently, South Carolina, Kentucky, West Virginia, and Massachusetts, are using Medicaid to fund 
MBD treatment through home visiting programs that contract with or are part of organizations that are 
already set up to bill Medicaid. Because Medicaid policy varies from state to state, it is more difficult for 
some states to use Medicaid as a reimbursement mechanism given the nature of the service delivery. 
Moreover, additional funds are needed to cover the full cost of the program. It is anticipated that MBD 
will be appealing to MCOs seeking to address maternal depression in high-risk families because of  its 
demonstrated cost-effectiveness, its broad impacts, and the ability for states to leverage of investments 
made in early childhood home visiting. 
 
Potential Medicaid Support for New Outreach Models. The New Haven Mental Health Outreach 
for Mothers (MOMS) Partnership is a collaboration of agencies across New Haven, CT, that works to 
improve the wellbeing of mothers and children. The model includes mothers from the community serving 
as Community Mental Health Ambassadors who deliver screening, brief intervention, referral, and 
clinical treatment with clinicians. This has increased utilization and adherence to mental health services 
dramatically. Medicaid reimbursement for these positions is currently being explored in partnership with 
Connecticut Department of Social Services. The New Haven MOMS Partnership surveys the mothers to 
determine what services are needed. In 2015, a survey found that 58 percent reported moderate to high 
levels of depressive symptoms.38 Mental health services for maternal depression are provided in non-
clinical, de-stigmatizing settings such as in grocery stores and in fully licensed settings that are billable 
through Medicaid.39  
 
Gathering Background Data To Target Services. Minnesota is one of 40 states currently 
implementing the Pregnancy Risk Assessment Monitoring System (PRAMS) survey tool, through a joint 
project between the state’s Department of Health and the U.S. Centers for Disease Control and Prevention 
(CDC). In Minnesota, a sample of mothers who have recently given birth to a child, are sent a survey that 
asks them questions about experiences before, during, and after birth to determine maternal health and 
behaviors, in addition to infant health. The state samples about 220-250 mothers each month and  has 
chosen to include questions in the survey about maternal depression, anxiety, stressors, and mental 
health—including treatment, education, or support the mother has received. Results show that 95-97 
percent of moms are getting education about maternal depression in the state. Furthermore, Minnesota 
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uses Medicaid billing data, the PRAMS survey data, and WIC and home visiting data to better understand 
the prevalence of depression and anxiety. State administrators determined a list of Medicaid billing codes 
to use inmonitoring and reviewing all instances of maternal depression. States could create similar lists 
for their own analyses, which could inform decision making on issues like screening, treatment 
availability, and reimbursements.  
 
Federal Innovations to Inform State Policy. In 2016, the federal government took three significant 
steps that could galvanize additional state and local activity.  
 
The first one, which affects both Medicaid and private health insurers, is the decision by the U.S, 
Preventive Services Task Force (USPSTF) that screening for depression in all adults is a preventive 
service that is well-supported by evidence. This recommendation specifically  includes pregnant and 
postpartum women, and (in a separate opinion) adolescents ages 12-18. When the USPSTF determines 
that a service has a priority level of A or B (as in this case), insurers are required to cover it free. State 
Medicaid programs that choose to cover all the A and B level preventative services with no cost-sharing 
to beneficiaries are eligible for an incentive payment that increases their federal reimbursement level by 1 
percent for these services.40 Currently, 11 states choose to cover all of the A and B services, receiving the 
incentive payment: California, Colorado, Delaware, Hawaii, Kentucky, New Hampshire, New Jersey, 
New York, Nevada, Ohio, and Wisconsin. The recommendation highlights the need for effective referral 
and treatment systems. This is particularly important since there are known effective treatment available. 
When effectively implemented, this recommendation could result in many fewer women suffering from 
untreated depression. Since our interviews occurred before this USPSTF decision, we cannot report yet on 
its impact, but we anticipate it will substantially increase state interest in depression screening and 
treatment. 
 
The second is a federal policy guidance letter on financing state home visiting initiatives, jointly issued by 
HRSA—which oversees the other major federal funding stream for home visiting—CMS—which 
oversees Medicaid. In 2010, the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) 
program created the first nationwide home visiting program. MIECHV has supported high-risk families in 
communities across the country through intensive home visiting services. It supports evidence-based 
programs that connect families with trained professionals—often nurses, social workers, or parent 
educators—who help parents acquire the skills they need to promote their children’s development. This 
guidance letter provides states with a step-by-step approach to aligning their Medicaid state plan and their 
home visiting approach, to draw on Medicaid funding in an appropriate way and achieve their home 
visiting goals. For example, it suggests approaches to funding case management services as well as direct 
clinical services offered by home visitors and indicates which federal waiver authorities might be useful. 
Because home visiting could be a key part of a state’s maternal depression plan—to provide screening and 
referral, treatment, or both—this letter is directly useful to a maternal depression strategy.41 It also 
provides a model for future guidance that could help states develop a comprehensive approach to maternal 
depression. States can consider which of these components may be possible or what state plan changes 
may be needed to achieve them to best meet the needs of the families in their state.  
 
And finally, CMS issued its first guidance directly related to maternal depression treatment, explaining 
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how states can fund maternal depression screening and mother-child dyadic treatment based on a child’s 
Medicaid eligibility. The guidance clarifies that states can allow maternal depression screenings to be 
claimed as a service for the child under Medicaid’s Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) benefit, because the scientific evidence indicates that maternal depression is a risk 
factor for the child and that screening for it in a well-child visit is a best practice. Once a state makes that 
choice, providers such as pediatricians can be reimbursed for conducting the screening. After diagnosis, 
the guidance also clarifies that treatment services provided to the mother and child together—for example, 
family or dyadic therapy (but not separate treatment for the mother alone)—can also be claimed as direct 
services for the child.42 For mothers who are not eligible for Medicaid themselves and are uninsured, the 
ability to receive reimbursable treatment when provided jointly with their child opens up new possibilities 
for treating maternal depression for low-income women.  
 

Next Steps 
To build from the individual innovations identified above and move to a future of systemic success in 
identifying and treating maternal depression will require new and powerful connections across levels of 
government and across sectors. At minimum, the sectors must include stakeholders from the health, 
mental health, and child care and early education sectors, but others who are engaged in improving the 
lives of low-income families and families of color, such as child welfare, should also be considered as 
partners in this important work. The recommendations below, which draw from both the scan itself and 
the deliberations of the project’s expert advisory board, propose a path forward that combines immediate 
steps for early successes, the development of infrastructure to sustain the effort, and the creation of a clear 
policy framework to make it far easier for states to do this work in the future without reinventing the 
wheel.  
 
For the states: 
1. Seize the opportunity of the USPSTF recommendations and the two federal guidance documents (on 

home visiting and depression screening/ dyadic treatment) as a catalyst for:  
a. outreach and technical assistance from national experts to state leaders and advocates; and  
b. state convenings that bring together stakeholders from all three sectors to learn about the 

opportunities and consider next steps. These meetings could be ad hoc, or states could invite 
additional members to join existing entities—such as child care and early education members 
and local innovators attending a regular Medicaid/ mental health meeting, or Medicaid and 
mental health state staff going to the early childhood coordinating council.  

2. Identify and implement high-priority improvements in Medicaid and related policies to support 
maternal depression identification and treatment among low-income mothers of young children.  The 
convening just described, along with technical assistance provided with philanthropic support as 
described below, would likely be very helpful in supporting state leaders, local innovators, and policy 
advocates in this work.    

 
For philanthropy: 
3. Bring together leading state and local innovators along with national experts and federal staff from all 

the relevant sectors in an intensive experience such as through a roundtable or convening. The goals 
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should be to broaden the conversation about the most promising next steps—building on the findings 
of this brief, the new federal opportunities, and the innovations emerging from ground-level—and 
recruit core partners for the ongoing work needed to better address maternal depression. 

4. Support an ongoing learning community that would support regular calls, webinars, and potentially in-
person meetings, through support from federal officials and/or philanthropy. The information gathered 
through this scan suggested substantial interest among states and local jurisdictions, including 
policymakers and external stakeholders, in such a learning community, to help participants more 
effectively seize this opportune moment to get started and learn from others engaging in this work. 

5. Support the development of a working list of high-priority areas for federal action, including a short 
list for completion during this administration and a longer list to be incorporated into transition 
documents and briefings. See inset for examples.  
 

 
 
 
 

6. Support work towards an overarching state policy framework to improve maternal depression 
identification and treatment, based on the information gathered from the steps listed above. This 
policy framework would be developed in partnership with the early adopter states in the learning 
community and would be a tool other states could use to reform their systems.  
 

For federal agencies:  
7. Issue guidance jointly across federal agencies in the high-priority areas identified by states and 

national partners, building on a number of excellent models. For example, just as HRSA and CMS 
jointly issued the home visiting guidance, the Administration for Children and Families (ACF), the 
Substance Abuse and Mental Health Services Administration (SAMHSA), and CMS and other 
agencies as needed could jointly issue other guidance letters—building on the dyadic treatment 
letter—that address additional policy questions that come up in using Medicaid to support evidence-
based maternal depression treatment. 

Creating a list of high priorities for federal action would likely include specific areas of 
Medicaid policy that need clarification or policy guidance: 

 How to reimburse pediatric providers for screening and dyadic treatment through a 
child’s Medicaid coverage; 

 How to incentivize and track effective referral and follow-up for a mother’s 
treatment (that is, going beyond screening); 

 Potential strategies for designing and reimbursing effective benefit packages for 
maternal depression; 

 Strategies for supporting community outreach and home-based treatment, where 
appropriate to a state’s plans; 

 Strategies for supporting the involvement of non-medical professionals, community 
health workers, and paraprofessionals (such as early education or home visiting 
staff) in appropriate roles;  

 Removing obstacles to mental health services in primary care; 
 Promoting quality and accountability in maternal depression treatment, including in 

managed care contracts; 
 Ensuring smooth integration between Medicaid and the private health care 

exchanges; and 
 Potential strategies for addressing postpartum coverage gaps under a state’s 

Medicaid plan. 
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8. Provide ongoing technical assistance jointly supported by the relevant federal agencies. For example, 
identify a lead agency with a permanent technical assistance center (such as SAMHSA) to convene 
other relevant agencies to collaborate and provide the necessary technical assistance to the states.  

9. Explore, in collaboration with states, the implications for improved maternal depression policies 
whenever new regulations or decisions affecting the broader Medicaid context for children and 
families are implemented. For example, as states implement the new Medicaid managed care rules, 
they should have access to help thinking through the potential opportunities for improving maternal 
depression treatment. 
 

Identifying and treating low-income mothers with depression is an important opportunity to take on a 
major challenge that faces low-income families: promoting children’s learning and successful 
development and families’ economic stability. Now is the time, given the reforms to essential state 
systems—particularly Medicaid and mental health—afforded by the ACA. 
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Merrill Gay, Executive Director, Early Childhood Alliance  
Lisa Honigfeld, Vice President for Health Initiatives, Child Health and Development Institute of      

Connecticut 
Myra Jones-Taylor, Commissioner, Connecticut Office of Early Childhood 
Kimberly Karanda, Regional Manager, Mental Health and Addiction Services  
Kate McEvoy, State Medicaid Director, Connecticut Department of Social Services  
Judith Meyers, President and CEO, Child Health and Development Institute of Connecticut 
Nydia Rios-Benitez, Behavioral Health Clinic Manager, Connecticut Mental Health and Addiction 

Services  
Jessica Sager, Executive Director, All Our Kin 
Megan Smith, Assistant Professor of Psychiatry, in the Child Study Center and of Epidemiology (Chronic 

Diseases); Director, New Haven Mental Health Outreach for MotherS (MOMS) Partnership 
Elaine Zimmerman, Executive Director, Connecticut Commission on Children 
 
Minnesota 
Mary Jo Banken, Department of Health 
Melvin Carter, Executive Director, Minnesota Children’s Cabinet 
Jennifer DeCubellis, Assistant Commissioner, Minnesota Department of Human Services  
Sarah Drake, Pharmacy Program Manager, Minnesota Department of Human Services  
Stephanie Hogenson, Research and Policy Director, Children’s Defense Fund 
Julie Marquardt, Director, Purchasing and Service Delivery, Minnesota Department of Human Services  
Julie Pearson, Medicaid Services Policy Supervisor, Minnesota Department of Human Services 
Clare Sanford, Director of Government and Community Relations, New Horizon Academy 
Tessa Wetjen, Principal Planner of Maternal Depression Screening Program, Minnesota Department of 

Health 
Catherine Wright, Early Childhood Mental Health Coordinator, Minnesota Department of Human 

Services 
Barbara Yates, Executive Director, Resources for Child Caring 
 
Ohio  
Avril Albaugh, Project Director, Cleveland Regional Perinatal Network 
Robert Ammerman, Scientific Director, Every Child Succeeds 
Rebecca Baum, Developmental Behavioral Pediatrician, Nationwide Children’s Hospital 
Maureen Corcoran, President, Vorys Health Care Advisors 
Rebekah Dorman, Director, Invest in Children of Cuyahoga County 
Marcia Egbert, Senior Program Officer, The Gund Foundation 
Kellee Gauthier, Program Manager, Ohio Chapter, American Academy of Pediatrics 
Wendy Grove, Director, Ohio Office of Early Childhood  
Sarah Hallsky Lee, Health Promotion Coordinator, Ohio Child Care Resource and Referral Association 
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Eric Koralak, Executive Director, Action for Children, Ohio  
Sandy Oxley, Executive Director, Voices for Ohio’s Children 
Samuel Rossi, Director of Communications, Ohio Department of Medicaid 
 
Virginia 
Suzanne Gore, Deputy Director for Administration, Department of Medical Assistance Services  
Jill Hanken, Staff Attorney, Virginia Poverty Law Center 
Karen Kimsey, Deputy Director for Complex Care Services, Department of Medical Assistance Services  
Tammy Mann, President and CEO, Campagna Center 
Saba Masho, Professor, Virginia Commonwealth University Department of Family Medicine and 

Population Health  
Margaret Nimmo-Crowe, Director, Voices for Virginia’s Children 
Cheryl Roberts, Deputy Director for Programs, Department of Medical Assistance Services  
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Healthy development depends on the in-
teractive influences of genes and experiences, 
which shape the architecture of the developing 
brain. The active ingredient of those experi-
ences can be described as mutual responsive-
ness or the “serve and return” of young chil-
dren’s interactions with adult caregivers.1 For 
example, when an infant babbles and an adult 
responds appropriately with attention, gestures, 
or speech, this builds and strengthens connec-
tions in the child’s brain that support the de-
velopment of communication and social skills. 
When caregivers are sensitive and responsive to 
a young child’s signals, they provide an environ-
ment rich in serve and return experiences, like 
a good game of tennis or Ping-Pong. However, 
if depression interferes with the caregiver’s abil-
ity to regularly provide such experiences, these 
connections in the child’s brain may not form as 
they should. The difference between a child who 
grows up in a responsive environment and one 
who does not can be the difference between the 
development of strong or weak brain architec-
ture, which serves as a foundation for the learn-
ing, behavior, and health that follow.

Maternal depression is particularly worri-
some because of its prevalence. An estimated 
10 to 20 percent of mothers will be depressed 
at some time during their lives.2,3,4,5 About one 
in eleven infants will experience their moth-
ers’ major depression in their first year of 
life, and the rates are even higher for mothers 
with previous histories of depression or those  

experiencing other stressors, such as financial 
hardship or social isolation.6,7 Depression and 
depressive symptoms are particularly com-
mon in disadvantaged populations. Recent data  
indicate that, in households below the federal 
poverty threshold, one in four mothers of in-
fants is experiencing moderate-to-severe levels 

of depressive symptoms. (See graph, page 2.)  

Although it is all the same underlying dis-
order, mothers’ experiences of depression may 
differ in timing, severity, and duration.8,9 For a 
substantial proportion of mothers, depression 
comes in spells that may last just a few months; 
but, for others, depression is more chronic.9,10,11 
Some mothers may experience depression pri-
marily during their children’s infant and toddler 
years; others endure depression that is prolonged 
or recurs over many years of a child’s life.10,12,13 
Although the greatest cause for concern arises 
when depression begins early and is long-lasting 
and severe, poor developmental outcomes have 
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Because chronic and severe maternal depression 

has potentially far-reaching harmful effects on  

families and children, its widespread occurrence 

can undermine the future prosperity and well-being 

of society as a whole.

are ill. It also influences the well-being of the children in their care. Because chronic and severe 

maternal depression has potentially far-reaching harmful effects on families and children, its wide-

spread occurrence can undermine the future prosperity and well-being of society as a whole. When 

children grow up in an environment of mental illness, the development of their brains may be se-

riously weakened, with implications for their ability to learn as well as for their own later physical 

and mental health. When interventions are not available to ensure mothers’ well-being and chil-

dren’s healthy development, the missed opportunities can be substantial.

The Issue



2 Maternal Depression Can Undermine the Development of Young Children  WWW.DEVELOPINGCHILD.HARVARD.EDU

NATIONAL SCIENTIFIC COUNCIL ON THE DEVELOPING CHILD   

NATIONAL FORUM ON EARLY CHILDHOOD PROGRAM EVALUATION

been documented for children of mothers with 
declining or low levels of depression, as well.12,14

Despite the frequency of depression among 
new mothers, large numbers of affected in-
dividuals may not be identified as having a  
treatable condition, and only 15 percent obtain 
professional care.15 Just as it is essential to treat 

children’s emotional and behavioral problems 
within the context of their families,16 it is equally 
essential for treatments and programs aimed at 
improving maternal depression and depressive 
symptoms to consider, treat, and measure their 
impact on the children. Although depression in 
fathers or other important caregivers (such as 
grandparents) also deserves further attention, 
the effects on children’s development are rarely 
studied, and the research is far less conclusive.4

It is not normal for women to suffer major 
depression after having a baby. Major depres-
sion is very different from (but sometimes 
confused with) the emotional swings experi-
enced by many mothers shortly after child-
birth.17 Characterized by a low mood and loss of  
interest in usually enjoyable activities, depressive  
symptoms include difficulty sleeping and  

Despite the frequency of depression  

among new mothers, large numbers of  

affected individuals may not be identified  

as having a treatable condition, and only  

15 percent obtain professional care.

Maternal Depression Affects Children in Low-Income Families Disproportionately
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Source: Calculations based on analyses of the Early Childhood Longitudinal Study, Birth Cohort 9-month restricted-use data (NCES 2006-044) 
by Danielle Crosby, PhD, University of North Carolina Greensboro. Maternal Depression is measured by the 12-item version of the Center for 
Epidemiological Studies’ Depression Scale (CES-D).  Elevated symptoms of moderate to severe depression are identified by scores of 10 points 
or higher on a scale that ranges from 0-36. Analytic weights (W1R0) were applied to ensure data were nationally representative of mothers with 
9-month-old infants born in 2001. Poor refers to family income less than or equal to 100% Federal Poverty Threshold (FPT). Near poor refers to family 
income greater than 100% of FPT but less than 200% of FPT. Not poor refers to income greater than 200% of FPT. 

Percent of mothers with a 9-month-old infant who are moderately 
or severely depressed
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concentrating, loss of appetite, feelings of worth-
lessness or guilt, and low energy. In the face 
of major clinical depression, the drive, energy, 
and enjoyment needed to build and maintain 
positive family relationships recedes.4 Especially 
when combined with other, related adversities, 
deep depression is debilitating, making it diffi-
cult for mothers to effectively carry out requisite 
caregiving tasks and responsibilities and to build 
and maintain nurturing relationships with their 
children. This may explain why, when raised by a 
chronically depressed mother, children perform 
lower, on average, on cognitive, emotional, and 
behavioral assessments than children of non-
depressed caregivers, and they are at risk for 
later mental health problems, social adjustment 
difficulties, and difficulties in school.18 Such pat-
terns may also forecast difficulties in adult life 
across a variety of important domains, includ-
ing employment and health. 

As the magnitude and societal conse-
quences of this problem have become better  
understood, increasing numbers of clinicians 
and policymakers have begun to realize that it 

is unacceptable to ignore what science tells us 
and have made the prevention and treatment of  
maternal depression an important goal. In  

order to maximize the impact of such invest-
ments on the well-being of children as well as 
mothers, it’s important for policymakers to 
start from a common understanding of what we 
know—and what we don’t know—about the ef-
fects of maternal depression on children as well 
as the effectiveness of programs designed to 
treat or prevent this serious condition. 

Chronic depression can manifest itself in two 

types of problematic parenting patterns that dis-

rupt the “serve and return” interaction that is es-

sential for healthy brain development: hostile or 

intrusive, and disengaged or withdrawn.19 When 
parents are hostile and/or intrusive, it is as if the 
parent is “serving” the ball in ways that make it 
difficult for the child to “return.” Conversely, if 
a parent is withdrawn or disengaged, the child 
may serve the ball, but the parent doesn’t re-
turn it. In both cases, depressed mothers are less 
likely to respond to their infants’ cues (i.e., vo-
calizations and actions) or to engage with their 
infants and young children in positive, harmo-
nious interactions.20,21 When caregivers are hos-
tile or withdrawn for prolonged periods of time, 
the game of serve and return falls apart, and the 
architecture of the developing brain may be af-
fected adversely. Such patterns are particularly 
worrisome because, once negative parent-child 
interactions are established, they may persist 
even after a mother’s depression has improved 

and may make the child more likely to have neg-
ative interactions with other important adults, 
as well.22,23 When infants and young children 
interact with a hostile, irritable caregiver, this 
creates feelings of fear and anxiety in the child, 
which may result in the increased production 
of potentially harmful stress chemicals.24 Such a 
recurring physiological reaction can affect brain 
development, interfere with young children’s 
ability to learn, and increase the risk of emo-
tional disorders.25

Children who experience maternal depression 

early in life may experience lasting effects on 

their brain architecture and persistent disrup-

tions of their stress response systems. Studies 
of children of depressed mothers show pat-
terns of brain activity (as observed on an elec-
troencephalogram, or EEG) that are similar to 
those found in adults with depression.26 These 
patterns are more pervasive when the mother is 
both depressed and withdrawn from her infant27 

Children who experience maternal depression early 

in life may suffer lasting effects on their brain  

architecture and persistent disruptions of their 

stress response systems.

WHAT NEUROSCIENCE AND DEVELOPMENTAL RESEARCH TELL US
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and when deep depression occurs during the 
child’s second and third year, the time at which 
the brain systems that generate the depression-
associated pattern of brain waves are developing 
rapidly.24 Living with a depressed mother may 
also shape the development of a child’s stress bi-
ology.28 Indeed, there is increasing evidence that 
effects on stress response systems are one mech-
anism linking maternal depression to the child’s 

own risk of developing depression and other 
emotional disorders.29,30 When mothers are de-
pressed, both early in a child’s life and later, their 
children tend to produce higher and more fluc-
tuating levels of stress chemicals such as corti-
sol.31,32 Chronic maternal depression over many 
years of a child’s life also predicts cardiovascular 
patterns suggestive of emergent hypertension in 
childhood and abnormal stress chemical pat-
terns in response to laboratory testing.29 

Maternal depression may begin to affect brain 

development in the fetus before birth. Depressed 
women produce higher levels of stress chemicals 
during pregnancy, which reduce fetal growth 
and are associated with an increased risk for 
premature labor.33 Depressive symptoms in an 
expectant mother also have been shown to be 
associated with altered immune functioning in 
her baby after birth.34 Even more striking, recent 

research has found that prenatal depression can 
be linked to the silencing of a gene that controls 
the over-production of stress chemicals.35 Thus, 
by the time of birth, the infant of a seriously de-
pressed mother may have sustained effects on 
his or her stress response and immune systems 
that make the child even more vulnerable than 
average to irritable, intrusive, or withdrawn ma-
ternal care.

Depression often occurs in the context of other 

family adversities, which makes it challenging 

to treat successfully. When mothers have good 
social supports, adequate income, and environ-
ments free of stress and conflict, they are better 
able to provide the developmentally appropriate 
interactions that their children need.  However, 
depression often coincides with a constellation 
of other adversities that may further undermine 
child development.  For example, mothers ex-
periencing depression are often also young, 
socially isolated, economically or educationally 
disadvantaged, and burdened by more family 
conflict and stressful life events than mothers 
who are not depressed.11,36 Mothers who experi-
ence deep or chronic depression are also more 
likely to have experienced intimate partner 
violence,37 to be in poorer health, and to have 
problems with anxiety or substance abuse.4 In-
deed, evidence suggests that 75 percent of adults 
diagnosed with major depression have at least 
one other mental health diagnosis.38 When ma-
ternal depression co-occurs with other serious 
adversities, not only are standard treatments 
less likely to be successful in reducing depres-
sive symptoms, but the children are at even 
greater risk for poor outcomes, as these related 
risk factors also reduce the likelihood that they 
will experience environments that foster healthy 
development.4,39

 
of depression for both mothers and their chil-
dren, a variety of interventions has been de-
signed to prevent and treat it as well as to buffer 
children from its harmful effects. By intervening 
early, before these effects can accrue, we increase 

the likelihood that children of depressed moth-
ers will grow into healthy, capable, fully contrib-
uting members of society. 

Although a few studies address the more gen-
eral treatment of maternal depression, much of 
the research on prevention is focused on the  

What Program Evaluation Research Tells Us

Depressed women produce higher levels of 

stress chemicals during pregnancy, which 

reduce fetal growth and are associated with an 

increased risk for premature labor.
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specific condition of postpartum depression 
(PPD). Interventions that have been employed 
differ as to whether they take a biological ap-
proach, such as the prescription of antidepres-
sant medications, or a psychosocial approach 
grounded in therapeutic and psycho-education-
al strategies. In cases of PPD, the use of medi-
cation for preventive purposes has been lim-
ited because of concerns about the potentially 
harmful effects of antidepressants that can pass 
directly into the fetus through the placenta or 
into the infant through breast milk.40 Alterna-
tively, the range of psychosocial interventions 
that have been employed includes strategies di-
rected either solely to mothers or to the mother-
child dyad. 

Intensive intervention efforts that focus spe-

cifically on mother-child interactions have 

shown promising results in several recent stud-

ies. One program of weekly toddler-parent  

psychotherapy that lasted over a year produced 
improved cognitive development among chil-
dren of depressed mothers.46 Another success-
ful intervention targeted young, economically 
disadvantaged mothers of infants and provided 
a comprehensive set of daily supports, includ-
ing education opportunities for the mothers, 
massage therapy for both mothers and infants, 
and mother-infant interaction coaching.47 Sev-
eral recent studies have shown improvements 
in important dimensions of mother-child  

By intervening early, we increase the  

likelihood that children of depressed mothers  

will grow into healthy, capable, fully contributing 

members of society.

Exposure to Maternal Depression in Infancy Causes Stress Hormone  

Levels to Become More Extreme in Adolescence
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Source: Halligan, Herbert, Goodyer, and Murray (2004).

Percentage of Adolescents with Extremely High Cortisol Levels  

(Above 90th percentile for gender) on 1 or more days out of 10 measured

WHAT PROGRAM EVALUATION RESEARCH TELLS US
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interaction.40,48 Collectively, these examples 
demonstrate that intensive, well-designed in-
terventions for depressed mothers and their 
children can improve both parenting behaviors 
in the mothers and developmental outcomes in 
the children. What these studies cannot tease 

apart, however, is whether the key ingredient in 
the program’s success was its focus on the moth-
er-child dyad or the intensity of the treatment. 
Nevertheless, interventions with families and 
older children also provide suggestive evidence 
that programs that explicitly promote positive 
parenting practices among depressed parents 
may have benefits for children and families.4,49 
Yet, the high cost of intensive interventions and 
the fact that most studies have been conducted 
on relatively small samples present serious chal-
lenges to the task of replicating successful mod-
els and taking them to scale. 

Research indicates that various combinations of 

psychotherapy and educational treatments that 

are focused exclusively on adults can be effec-

tive in reducing depressive symptoms in moth-

ers but appear to have limited impacts on the 

development of their young children.41,42,43,44 A 
few good studies of therapeutic interventions 

have demonstrated reductions in maternal 
depression after treatment, but no differences 
were documented in long-term child outcomes, 
such as cognitive functioning and behavior. 
These findings have led several researchers to 
argue that therapies should not only treat the 
mother but should also focus on the mother-
child relationship.45 

Successful efforts to prevent maternal depres-

sion before it develops have thus far been more 

elusive than effective treatments. Several models 
of educational and psychological interventions 
to prevent postpartum depression have shown 
promise.41,50,51 These programs are diverse in 
terms of when services are initiated, how and 
by whom services are delivered, and the likeli-
hood of depression in the population they serve. 
Most of these prevention programs, however, 
are short-term, often delivered through a small 
number of individual or group educational ses-
sions or psychotherapy, midwife care, or home 
visits. The documented success of a program 
in which poor women participated in four pre-
natal sessions of group psychotherapy suggests 
that preventing PPD may be possible.52 Yet, the 
small, voluntary, and select nature of the sample, 
as well as the lack of child outcome measures, 
indicate that more research is necessary. Bio-
logical approaches to preventing PPD also have 
been studied, but successful results are rare,41,53 
and, as noted previously, biological prevention 
approaches are often not well received by moth-
ers because of concerns about the pass-through 
effects of medication on fetuses or infants. The 
extent to which maternal depression often co-
exists with other mental health problems (e.g., 
anxiety disorders or substance abuse) further 
complicates the challenge of designing effective 
prevention programs.

Contrary to popular belief, professional treat-

ment is needed to help mothers overcome major 

depression. Although many mothers experience 
emotional adjustments and mood swings in the 
immediate period following childbirth—some-
times known as the “baby blues”—this is very 

different from major depression, which is much 
more severe and can be long-lasting.17 Major 
depression should be understood as a serious 
medical condition that affects brain function-
ing and typically limits one’s ability to carry 
out everyday activities.  Mothers of infants are 

Correcting Common Misconceptions

Interventions with families and older children 

also provide suggestive evidence that  

programs that explicitly promote positive 

parenting practices among depressed parents 

may have benefits for children and families.
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more likely than other women to experience 
such depression, particularly as they experience 
high caregiving demands, yet they are less likely 
to get professional help.15 This is most unfortu-
nate, because there is evidence that a range of 
treatment approaches may reduce depressive 
symptoms among these mothers.54

It is not commonly understood that even very 

young children are likely to be affected by their 

mother’s depression and these effects may be 

lasting. Adverse effects may even begin during 
pregnancy. As noted earlier, maternal depres-
sion in the prenatal period is linked to altera-
tions in the stress response and immune systems 
of the fetus, which can increase the chance that 
an infant will be more vulnerable to irritable, 
intrusive, or withdrawn maternal care than the 
average baby.34,35 Moreover, ongoing depression 

after childbirth is linked to patterns of parenting 
that may disrupt the normal “serve and return” 
interactions between an infant and mother, thus 
potentially harming the child’s developing brain 
architecture and emerging skills.19 Finally, hos-
tile or withdrawn parenting has been linked to 
patterns of child brain activity associated with 
anxious and withdrawn emotions, which may 
persist over time.24 

Contrary to what is frequently assumed, reducing 

mothers’ depressive symptoms alone does not 

necessarily lead to improvements in parenting 

and children’s development. This erroneous as-
sumption has been called into question by treat-
ments that have improved mothers’ depressive 
symptoms but have not had measurable effects 
on children’s development.42,43,44 Even when suc-
cessful, short-term treatments that focus only 

Toddler-Parent Therapy Improves Cognitive Development
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on reducing mothers’ depression may miss the 
opportunity to also improve their parenting 
skills and their view of their children.43  Limited 
but promising evidence suggests that treatments 
designed to improve child well-being must  

attend both to relieving mothers’ depression 
and to focusing on parenting behavior and in-
teractions with the child as central dimensions 
of the intervention.9  

Postpartum depression has several characteris-

tics that make it a particularly compelling target 

for preventive intervention, yet little has been 

done in the U.S. to determine which interven-

tions work. These characteristics include a clear 
time of onset (childbirth), a distinct risk period 
(up to six months postdelivery), and an identi-
fiable population of at-risk women (expectant 
mothers).51 Despite this striking opportunity, 
most studies of programs designed to prevent 
PPD have been conducted outside of the United 
States, where differences in health service de-
livery systems may make their findings less ap-
plicable to the U.S. context. In view of the fact 
that maternal depression can set in motion 
detrimental patterns of parenting and develop-
mental processes that may be difficult to change 
as time passes, the limited availability of effec-
tive prevention programs in the United States 
represents an important missed opportunity to 
improve children’s development.

Enhanced treatment programs for mental health 

problems in parents need to address adult be-

havior toward young children as well as the 

programs’ impacts on children’s developmental 

outcomes. This presents a major challenge, as 
very few studies to date have measured the im-
pacts of interventions for maternal depression 
on either mother-child interaction or child well-
being. Evidence that depression interferes with 
a mother’s ability to engage in and benefit from 
a variety of services adds to that challenge, par-
ticularly for disadvantaged populations.4 Sev-
eral settings have been identified as promising 
vehicles through which prevention, screening, 
and treatment services for maternal depression 
might be embedded, including primary health 
care, home visiting, and early care and educa-
tion.4,55 Each of these types of programs pro-
vides an underutilized opportunity to identify 
and engage depressed mothers, yet they all face 
distinctive challenges in developing and imple-
menting effective services.4,56  

Maternal depression matters for children, fami-

lies, and society. Maternal depression affects a 
large number of families and can have poten-
tially far-reaching, adverse effects on parenting 
and the development of children. These conse-
quences have implications for society as a whole, 
as children who are affected adversely become 
the next generation of parents and workers. Un-
treated maternal depression may lead to more 
hostile or withdrawn parenting, which can, in 
turn, have harmful effects on young children’s 
developing brains, leaving them at higher risk 
for later cognitive and socio-emotional prob-
lems. Insensitive, hostile, or withdrawn par-
enting is associated with the development of  

patterns of brain activity associated with  
anxious, withdrawn emotions in children and 
adults. Depressed mothers engage in less stimu-
lation of their children, potentially reducing the 
strength of brain circuits involved in learning 
and memory. It is therefore important for the 
well-being of society to find effective ways to 
prevent and treat this disorder.

Evidence suggests that intensive therapies that 

focus on both mothers and their young children 

together can improve child outcomes. Not only 
are access and use of mental health services by 
mothers important, but equally important is the 
need for policymakers and clinicians to work  

Implications for Policy and Programs

 The Science-Policy Gap
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together to establish and support a model of care 
that simultaneously addresses mothers’ own 
mental health needs as well as their caregiving 
roles and their children’s healthy development. 
Because healthy brain architecture is built by 
positive interactions with responsive caregivers 
over time, short-term therapies of low inten-
sity that focus solely on mothers may be effec-
tive at reducing their depressive symptoms, but 
they are unlikely to improve child outcomes. In 
view of the magnitude of the problem, creative  
policymaking would be well served by support 
for promising pilot projects that focus on moth-
ers’ interactions with their infants and are linked 
to strong evaluation designs.

Innovation, evaluation, and continuous improve-

ment are needed to better understand what 

works for both children and their mothers and 

to bring such interventions to scale. Findings 
from program evaluations indicate that the 
challenge of treating maternal depression is not 
simply a matter of increased funding. Because 
there is still much to be learned, two kinds of 
investments are important for policymakers to 
consider. The first would focus on replication 
and expansion of interventions that have been 
evaluated and shown to have positive effects on 
young children. The second and equally impor-
tant kind of investment would provide support 
for innovative program models that focus on 
the needs of mothers and their children, guided 
by advances in neuroscience and developmen-
tal research and committed to rigorous evalu-
ations. In short, the prevalence of maternal de-
pression, the growing evidence of its potential 
adverse impacts on young children, and the lack 
of interventions that focus on the well-being of 
the young children of affected mothers all call 
for increased investment in the design, testing, 
and continuous improvement of more effective 
two-generation interventions.     
 

The development and testing of more successful 

models for prevention of maternal depression, 

particularly for women who are at increased risk 

for the disorder, should be an important policy 

priority. Evaluations of prevention programs for 
maternal depression thus far have been disap-
pointing. This does not mean that prevention 
cannot work, but it does indicate that we still 

have much to learn. The magnitude of risk fac-
ing affected mothers and young children from 
all social classes, particularly those who have 
low incomes and limited education, under-
scores the need for policymakers, neuroscien-
tists, doctors, program developers, and evalua-
tion specialists to work together in the search for 
new and more effective prevention strategies.  

 
costs of maternal depression and the growing de-
velopment of conceptual and practical approach-
es for protecting children whose mothers have 
the disorder all provide a compelling rationale 
for testing and evaluating promising practices 
and new intervention strategies. The continuing 
failure to address the consequences of depression 
for large numbers of vulnerable, young children 
presents a missed opportunity to help families 
and children in a way that could have far-reach-
ing implications for the productivity, health, and 
well-being of the next generation.

The development and testing of more successful 

models for prevention of maternal depression,  

particularly for women who are at increased  

risk for the disorder, should be an important  

policy priority.

IMPLICATIONS FOR POLICY AND PROGRAMS
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Spillover Effects of Adult Medicaid 
Expansions on Children’s Use 
of Preventive Services
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BACKGROUND: Since the passage of the Affordable Care Act, Medicaid enrollment has increased 

by ∼17 million adults, including many low-income parents. One potentially important, 

but little studied, consequence of expanding health insurance for parents is its effect on 

children’s receipt of preventive services.

METHODS: By using state Medicaid eligibility thresholds linked to the 2001–2013 Medical 

Expenditure Panel Surveys, we assessed the relationship between changes in adult 

Medicaid eligibility and children’s likelihood of receiving annual well-child visits (WCVs). 

In instrumental variable analyses, we used these changes in Medicaid eligibility to estimate 

the relationship between parental enrollment in Medicaid and children’s receipt of WCVs.

RESULTS: Our analytic sample consisted of 50 622 parent-child dyads in families with 

incomes <200% of the federal poverty level, surveyed from 2001 to 2013. On average, a 

10-point increase in a state’s parental Medicaid eligibility (measured relative to the federal 

poverty level) was associated with a 0.27 percentage point higher probability that a child 

received an annual WCV (95% confidence interval: 0.058 to 0.48 percentage points, P = 

.012). Instrumental variable analyses revealed that parental enrollment in Medicaid was 

associated with a 29 percentage point higher probability that their child received an annual 

WCV (95% confidence interval: 11 to 47 percentage points, P = .002).

CONCLUSIONS: In our study, we demonstrate that Medicaid expansions targeted at low-income 

adults are associated with increased receipt of recommended pediatric preventive care 

for their children. This finding reveals an important spillover effect of parental insurance 

coverage that should be considered in future policy decisions surrounding adult Medicaid 

eligibility.
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WHAT’S KNOWN ON THIS SUBJECT: Cross-sectional 

studies have revealed inconsistent relationships 

between parental insurance coverage and children’s 

health care use. To our knowledge, no studies have 

investigated the link between parental insurance 

and pediatric care by using more robust quasi-

experimental methods.

WHAT THIS STUDY ADDS: We found that parental 

Medicaid enrollment is associated with a 29 

percentage point higher probability that low-

income children received annual well-child visits, 

highlighting a link between parents’ Medicaid 

coverage and their children’s health care use.
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Since the passage of the Affordable 

Care Act (ACA), 31 states and the 

District of Columbia have expanded 

Medicaid to adults earning <138% 

of the federal poverty level (FPL).1 

Medicaid expansions have been 

shown to increase preventive care 

use, improve health outcomes, 

and reduce the financial burden of 

obtaining care.2 –5 The authors of 

several studies have also identified 

potential spillover effects in which 

increases in adult Medicaid coverage 

indirectly affect health care use in 

other populations, for example, by 

increasing insurance enrollment 

among children and improving family 

financial standing.5 – 7

One important but understudied 

effect of expanding access to health 

insurance for parents is its impact 

on well-child visit (WCV) use 

among children. Recommended 

annually for children 3 years of age 

and older, and more frequently for 

infants and toddlers, 8 WCVs serve 

as the primary platform for growth 

and developmental screening, 

vaccination, and provision of 

anticipatory guidance. Children who 

receive WCVs are more likely to 

complete immunization schedules 

and are less likely to have avoidable 

hospitalizations.9,  10 WCV use in the 

United States has been persistently 

suboptimal, particularly among racial 

and ethnic minorities and in low-

income families.11

Although the authors of previous 

studies have shown that parental 

health care use is correlated with 

children’s receipt of care, 12 – 15 

evidence regarding the relationship 

between parental insurance coverage 

and pediatric care use is mixed. The 

authors of several cross-sectional 

studies found a positive correlation 

between parents’ insurance status 

and children’s health care use in 

primarily low-income families, 16 – 18  

whereas analyses in mixed income 

populations did not.14,  15 A limitation 

of cross-sectional analyses is that 

insured and uninsured adults differ 

in unobserved ways that may be 

related to their child’s use of care, 

potentially biasing the estimated 

relationship between these 

variables.19

To address this bias, we used a 

quasi-experimental design that 

leveraged state-level variation in 

adult Medicaid eligibility over the 

period from 2001 to 2013 to assess 

the relationship between parents’ 
Medicaid coverage and children’s 

receipt of annual WCVs. Our findings 

reveal how changes in federal and 

state policies that affect Medicaid 

coverage for adults could indirectly 

affect low-income children’s use of 

recommended primary care services.

METHODS

Data Sources

We analyzed data from the 2001–
2013 Medical Expenditure Panel 

Surveys (MEPS) linked to state 

Medicaid eligibility criteria from 

the Kaiser Family Foundation and 

county-level characteristics from 

the Area Health Resources File. The 

MEPS is a nationally representative 

survey of the noninstitutionalized 

US population and includes detailed 

information about family structure 

and demographic characteristics, 

health insurance status, and health 

care use.20

Our analytic sample consisted of 

children ages 2 through 17 linked 

to their biological, step, or adoptive 

parents living in the same household 

during the calendar year. We first 

selected children ages 2 through 17 

living in the household the entire 

year. We then linked each child to a 

parent or guardian (age 20–64) living 

in the household for the full year. 

Consistent with previous research, 

preference was given to the selection 

of the mother if more than 1 parent 

in the household was surveyed.15

Because Medicaid eligibility rules 

differ for pregnant women, we 

excluded children whose mothers 

met inclusion criteria but were 

pregnant at any point during the 

calendar year. Because pregnancy 

status was not uniformly reported in 

all years of the MEPS, we identified 

pregnant women as having either a 

child born in the same calendar year 

or by September of the next calendar 

year, or as having any pregnancy-

related inpatient visits over the same 

period. This measure was highly 

correlated with pregnancy status for 

the years in which this variable was 

included in the MEPS (Supplemental 

Table 5).

Consistent with the methods in 

previous studies, 16 – 18 our primary 

analyses were focused on low-income 

families, defined as those with 

incomes <200% of the FPL.

Measures

Outcome: WCV Use

We assessed whether a child received 

at least 1 WCV in the calendar year. 

WCVs were defined as outpatient 

visits for a “well-child examination, ”  

for a “general checkup, ” or for 

“immunization or shots” for children 

<17.21 We controlled for changes in 

the recommended WCV schedule 

over time (such as introduction of 

annual visit requirements for 7- and 

9-year-olds in 2007) by including 

year fixed effects in regression 

analyses.8

State-Level Medicaid Eligibility for 
Parents

We obtained state Medicaid 

eligibility thresholds from 2000 

through 2012 from the Kaiser 

Family Foundation’s surveys of state 

Medicaid programs.22 – 32 Because 

states may change their Medicaid 

eligibility limits at different points in 

a year, we used income thresholds 

from the preceding year in all 

regression analyses. Thresholds 

were based on eligibility criteria for 

unemployed parents with dependent 

children, reflecting (if applicable) the 

higher income limits allowed under 

federal expansion waivers, and were 
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expressed in percentage points of the 

FPL.33 We used linear interpolation 

to approximate thresholds in years in 

which data were not reported (2002, 

2007, and 2010).

Parental Enrollment in Medicaid

We constructed a binary indicator 

for whether an adult had Medicaid 

coverage at any point in the study 

year.

Covariates

In our primary analyses, we 

controlled for parental, family, child, 

and county-level characteristics 

that are associated with children’s 

health care use.11,  16 – 18, 21 Parental 

characteristics included age, sex, 

race, Hispanic ethnicity, comfort 

speaking English, education, and 

smoking status. Family level variables 

were total income, size, and parental 

structure (mother and father both 

present in household versus not). We 

additionally controlled for the child’s 

age and sex, the density of physicians 

in the patient’s county (total active 

MD physicians divided by the county 

population), the county-level poverty 

rate, and an indicator for whether the 

family lived in an urban area (defined 

as a Metropolitan Statistical Area).

Statistical Analyses

We first examined the association 

between the changes in a state’s 

parental Medicaid eligibility 

thresholds and WCV receipt. 

Specifically, we estimated a 

multivariable logistic regression 

model in which our outcome was 

the probability that a child received 

at least 1 WCV during the year by 

using parental Medicaid eligibility 

thresholds (lagged by 1 year) as the 

main independent variable. In this 

intention-to-treat framework, we 

used within-state changes in the 

Medicaid eligibility threshold for 

parents as the exposure of interest. 

The models controlled for state and 

year fixed effects, in addition to the 

covariates described above. We ran 

models for our full sample of parent-

child dyads (the unit of analysis) 

and stratified by category of family 

income (<100% of the FPL and 100% 

of the FPL to <200% of the FPL). We 

used these regression analyses to 

estimate the change in probability 

of receiving a WCV because of state 

Medicaid expansions for adults, 

holding all other covariates at their 

sample means.

We then examined the relationship 

between a parent’s enrollment 

in Medicaid and WCV usage by 

using an instrumental variable (IV) 

analysis. This approach addresses 

bias from unmeasured factors that 

could impact a parent’s insurance 

status and their children’s health 

care use by using within-state 

changes in Medicaid eligibility 

for parents as an instrument for 

parental Medicaid enrollment. We 

estimated a binary probit model for 

the probability that a child received a 

WCV as a function of his/her parent’s 

Medicaid enrollment status, which 

we instrumented by using within-

state changes in Medicaid eligibility 

thresholds for parents. Our IV models 

controlled for state fixed effects, 

year fixed effects, and the covariates 

described above (see Supplemental 

Information for details). By using 

these models, we calculated a 

predicted change in the probability 

that a child would receive a WCV if 

their parent enrolled in Medicaid, 

holding all covariates at the sample 

means. The IV models were run on 

our full sample of families and by 

stratum of family income.

We performed 4 sensitivity analyses. 

First, because a child’s insurance 

status may change in response 

to changes in parental access to 

insurance34 (eg, “welcome mat” 

effects), and because children’s 

insurance status is known to be 

an independent determinant of 

health care use, 11,  16,  18 we ran 

models additionally controlling for 

the child’s Medicaid or Children’s 

Health Insurance Program (CHIP) 

status to determine if our findings 

could be explained by changes in 

children’s health insurance status. 

Second, because states may also 

undergo concurrent expansions in 

children’s Medicaid eligibility over 

time, which could in turn affect 

child insurance coverage status, we 

repeated our analyses for a subgroup 

of 29 large states (with observable 

state identifiers in the MEPS) whose 

income thresholds for child Medicaid 

or CHIP programs were consistently 

≥200% of the FPL during the study 

period. In these states, low-income 

children in our cohort would have 

remained consistently eligible for 

Medicaid, further isolating the impact 

of parental Medicaid expansions on 

WCVs.

Third, we limited the study period 

to 2001 to 2009 to ensure that our 

results were not driven by the ACA’s 

introduction of regulations requiring 

insurer coverage of preventive 

health care services. Fourth, we 

reestimated our models for families 

with incomes ≥400% of the FPL. 

Because we expected parents in these 

families to be relatively unaffected by 

Medicaid expansions, this serves as 

a falsification test (eg, we would not 

expect to see an impact of increasing 

parental Medicaid eligibility on 

children’s WCV receipt for this higher 

income sample).

We used family survey weights 

provided in the MEPS and variance 

estimates that accounted for 

clustering of observations at the state 

level. This study was approved by 

the institutional review board of the 

Johns Hopkins School of Medicine.

RESULTS

Our analytic sample consisted of 

50 622 parent-child dyads across 

the 13 study years, representing 

266 557 804 weighted pairs through 

the study period (Table 1). Slightly 

less than half of the dyads (44.7%) 

had incomes <100% of the FPL. The 

mean age of children was 9.3 years, 
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and the mean age of linked parents 

was 35.8 years. The majority of 

parents were white (72.5%), non-

Hispanic (67.4%), and had earned 

at least a high school diploma or 

general education diploma (67.0%). 

The majority of dyads consisted of 

children linked to mothers (95.4%).

At the beginning of the study period 

(2001), mean adult Medicaid 

eligibility (weighted for the 

population across states in our 

sample and lagged by 1 year) for 

unemployed parents was 73.5% of 

the FPL, and increased to 107.7% 

of the FPL by 2013 (Supplemental 

Table 6). The proportion of states 

with parental Medicaid eligibility 

limits ≥200% of the FPL increased 

from 7.8% to 29.4% over the study 

period (Supplemental Table 6). The 

percentage of children in our sample 

receiving an annual WCV increased 

from 32.7% in 2001 to 47.9% in 2013 

(Table 2).

In the intention-to-treat analysis, 

we found that a 10-point absolute 

increase in a state’s adult Medicaid 

eligibility threshold (relative to the 

FPL) was associated with a 0.27 

percentage-point increase in the 

probability that low income children 

received an annual WCV (95% 

confidence interval [CI]: 0.058 to 0.48 

percentage points, P = .012; Table 3).  

In stratified analyses, changes in 

adult Medicaid eligibility thresholds 

were positively associated with 

WCV use for families with incomes 

100% of the FPL to <200% of the 

FPL (0.38 percentage points, 95% 

CI: 0.10 to 0.66 percentage points, 

P = .008) and was positively but not 

significantly related to WCVs in the 

lowest (<100% of the FPL) income 

group (0.13 percentage points, 95% 

CI: −0.11% to 0.36% points, P = .284) 

(Table 3).

In IV analyses, we found that parental 

Medicaid enrollment was associated 

with a 29 percentage-point (95% 

CI: 11 to 47 percentage points; P = 

.002) increase in the probability that 

their child would have a WCV (Table 

4). This relationship was strongest 

in families with incomes 100% to 

<200% of the FPL. For these families, 

there was a 45 percentage point 

higher probability that a child would 

have a WCV if a parent was enrolled 

in Medicaid compared with the 

parent not being enrolled (95% CI: 

17 to 73 percentage points, P = .002). 

The relationship remained positive, 

but was not statistically significant, in 

the <100% of the FPL income group 

(11 percentage points, 95% CI: −7.4 

to 30 percentage points, P = .237) 

(Table 4).

In sensitivity analyses (summarized 

in Supplemental Table 9), controlling 

for child Medicaid and/or CHIP 

enrollment did not significantly 

affect our results, revealing that 

parental Medicaid enrollment 

affects WCV use independently of 

children’s insurance status. Limiting 

our analysis to large states in which 

child eligibility for Medicaid and 

CHIP remained ≥200% through the 

VENKATARAMANI et al4

TABLE 1  Primary Sample Characteristics

% of Na, b

Child sex

 Male 51.5

 Female 48.5

Child age in y (mean) 9.30

Child age in y, categories

 2–6 31.8

 7–11 32.9

 12–17 35.3

Parent sex

 Male 4.6

 Female 95.4

Parent age in y (mean) 35.8

Parental education

 Less than HS 33.0

 HS diploma or GED 35.6

 Any college 30.5

 Not specified 0.9

Parental race

 White 72.5

 Black 19.9

 Asian or Pacific Islander 4.7

 Other 2.9

Parental ethnicity Hispanic 32.6

Parent comfortable with English language 85.3

Parental smoking status

 Nonsmoker 70.0

 Current smoker 24.3

 Not specified 5.7

Family income (in dollars; mean) 24 593.61

Family income, percentage of the FPL

 <100% 44.7

 100% to <200% 55.3

Family size (no. of members)

 2 6.8

 3 15.6

 4 27.6

 5 24.3

 6 13.4

 7 or more 12.3

Parental structure

 Single parent 42.5

 Two parents 57.5

GED, general education diploma; HS, high school.
a N = 266 557 804 weighted dyads (50 622 unweighted dyads).
b Or mean as otherwise specified.
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study period revealed a positive 

relationship between parental 

Medicaid eligibility thresholds and 

WCVs for our primary analytic 

sample and a significantly positive 

relationship for a subset of this 

sample (families with incomes 

125%–200% of the FPL). Limiting 

our analysis to the pre-ACA 

period (2001–2008) also did not 

significantly affect our results. 

Finally, we did not find a significant 

association between parental 

Medicaid eligibility and WCVs in 

higher-income families (≥400% 

of the FPL), demonstrating that 

the effects of changes in Medicaid 

coverage were concentrated, as 

expected, among lower-income 

families.

DISCUSSION

Leveraging 13 years of changes in 

state Medicaid eligibility for adults 

and performing an IV analysis, we 

found that increases in the income 

threshold for adult Medicaid 

eligibility were associated with a 

greater likelihood that children 

in low-income families received 

at least 1 annual WCV. With our 

results, we provide evidence of an 

independent relationship between 

parental Medicaid enrollment and 

children’s primary care use in low-

income families, and we illustrate 

the potential for adult Medicaid 

expansions to have positive spillover 

effects on children’s health care use.

We found the strongest relationship 

between adult Medicaid eligibility 

and WCVs in near-poor families 

(100% to <200% of the FPL). This 

likely reflects the fact that increases 

in parental Medicaid eligibility during 

the 2000s primarily affected families 

with incomes slightly >100% of the 

FPL, whereas states with the least 

generous Medicaid coverage for 

nonpregnant adults generally did 

not expand parental eligibility over 

the study period. Our analyses were 

therefore less able to detect effects 

of eligibility changes in the lowest-

income families.

Several mechanisms may underlie 

this spillover effect of parental 

Medicaid coverage on WCV receipt. 

One hypothesis, supported by the 

Behavioral Model of Health Services 

Use, 35 is that insurance enhances 

parents’ ability to navigate the health 

care system for themselves and 

for family members. This may lead 

to an increase in parental health-

seeking behaviors for their children 

(eg, scheduling WCVs). It may also 
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TABLE 2  Proportion of Children Who Received a WCV, Overall and by Year

Year % Children With WCVa P b 

2001 32.7 <.001

2002 34.3

2003 34.6

2004 35.9

2005 35.8

2006 33.5

2007 35.1

2008 35.8

2009 39.5

2010 38.2

2011 41.1

2012 40.7

2013 47.9

All years 37.5

a Weighted percentage.
b Pearson’s χ2 test comparing outcome over years.

TABLE 3  The Adjusted Association Between Changes in a State’s Medicaid Eligibility Threshold for 

Parents and Child’s Receipt of a WCV

Probability (95% CI)a Stratified Analysis by FPL Income Categories

<100% Probability (95% CI)a 100% to <200% 

Probability (95% CI)a

Parental Medicaid 

eligibility 

thresholdb

0.27 (0.058 to 0.48) 0.13 (−0.11 to 0.36) 0.38 (0.10 to 0.66)

Results represent the change in predicted probability of a WCV for every 10 percentage-point increase in the state parental 

eligibility threshold. Estimates are from a multivariable logistic regression of WCV receipt on Medicaid eligibility threshold. 

In addition to state and year fixed effects, covariates in the model included child sex, child age (y), parent sex, parent 

age (y), parent race, parent ethnicity, parent English-speaking status, parental smoking status, parental education level, 

parental structure of household, family income, family size, county poverty rate, county physician density, and county 

Metropolitan Statistical Area Status.
a Marginal predicted probability expressed in percentage points, calculated at the means of all other variables in model.
b In 10 percentage-point increments of FPL.

TABLE 4  The Adjusted Association of Parental Medicaid Enrollment With Child’s Receipt of WCV (IV 

Analysis): Results Represent the Increased Probability of a WCV for a Child Whose Parent is 

Enrolled in Medicaid

Probability (95% CI)a Stratified Analysis by FPL Income Category

<100% Probability (95% CI)a 100%–<200% Probability 

(95% CI)a

Parental Medicaid 

enrollment

29 (11 to 47) 11 (−7.4 to 30) 45 (17 to 73)

Results represent the increased probability of a WCV for a child whose parent is enrolled in Medicaid. Estimates are 

from multivariable probit regression of WCV receipt on instrumental parental Medicaid enrollment. In addition to state 

and year fixed effects, covariates in the model included child sex, child age (y), parent sex, parent age (y), parent race, 

parent ethnicity, parent English-speaking status, parental smoking status, parental education level, parental structure of 

household, family income, family size, county poverty rate, county physician density, and county Metropolitan Statistical 

Area Status.
a Marginal predicted probability expressed in percentage points, calculated at the means of all other variables in model.
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function through a welcome mat 

effect in which eligible but previously 

uninsured children enroll in Medicaid 

after their parents gain coverage.6,  7,  34  

However, because our estimates 

were substantively unchanged 

after we controlled for children’s 

Medicaid and/or /State CHIP status, 

our analyses indicate that such a 

woodwork effect was not primarily 

responsible for changes in WCV use.

Another potential mechanism is that 

parental Medicaid coverage may 

improve families’ financial standing, 

freeing up resources to provide 

preventive services for children. 

Low-income families who enroll in 

public insurance have decreased out-

of-pocket medical spending and a 

reduced likelihood of bankruptcy.5,  36 

Studies have revealed that children’s 

health care use is sensitive to out-

of-pocket costs, particularly in low-

income families.37,  38

Our study has several limitations. 

First, our conclusions are not derived 

from a randomized controlled trial 

of Medicaid enrollment; however, 

we use a quasi-experimental design 

that leverages plausibly exogenous 

state-level policy changes to isolate 

the effect of parental Medicaid 

enrollment on WCVs from other 

family and person-level determinants 

of this relationship. Second, our 

analyses may not isolate the impact 

of changes in parental Medicaid 

eligibility and coverage on WCVs if 

states contemporaneously expanded 

Medicaid eligibility or increased 

coverage generosity for children. To 

address this concern, we conducted 

a sensitivity analysis in which we 

limited our analytic sample to states 

with CHIP or children’s Medicaid 

eligibility thresholds consistently 

>200% of the FPL. In this sensitivity 

analysis, we continued to find a 

positive relationship between 

parental eligibility for Medicaid and 

WCVs, particularly in near-poor 

families. Third, our study period 

encompasses several changes in 

the recommended WCV schedule, 

the introduction of the ACA’s 

requirement that insurance plans 

cover preventive services for 

children, and other efforts to increase 

pediatric preventive care.11 We 

incorporated year fixed effects into 

our models to control for temporal 

trends that may have resulted from 

these changes and verified that our 

results were unchanged when we 

limited the study period to years 

preceding these ACA mandates 

for pediatric care (2001–2009). 

Finally, many measures in the 

MEPS, including insurance status 

and health care use, are self-

reported and subject to recall and 

social desirability bias. However, 

respondents are aware that health 

care providers may be contacted to 

verify self-reported use, which may 

mitigate reporting error.15

These findings are of great 

significance given the current 

uncertainty surrounding the future 

of the ACA and Medicaid expansions 

authorized by the law. Our work 

highlights the potential for Medicaid 

expansions targeting low-income 

adults to mitigate disparities in the 

receipt of WCVs between low- and 

high-income families. Currently, 

19 states have not expanded adult 

Medicaid coverage to 138% of the 

FPL under the ACA. According to 

Current Population Survey data, ∼5.5 

million children in these 19 states 

live in families in which a parent 

would qualify for expanded Medicaid 

coverage. Our intention-to-treat 

estimates imply that the spillover 

effect of Medicaid expansion would 

result in ∼135 000 additional annual 

WCVs for low-income children in 

these 19 states (see Supplemental 

Information for calculation).

Likewise, our results reveal 

the potential for reductions in 

adult Medicaid coverage to have 

unintended spillover effects on 

children’s health care use. Recent 

proposals to reform the Medicaid 

program by using block grants or 

“per-capita caps” on federal financial 

support have raised the concern that 

states could curtail Medicaid benefits 

or eligibility, thereby significantly 

reducing parental enrollment.39,  40 

Given the evidence that increased 

access to pediatric care early in life is 

associated with improved health and 

lower hospital use in adulthood, 41 –43 

changes in parental coverage may 

have long-term impacts on children 

that will be important to consider 

when modifying the Medicaid 

program.

CONCLUSIONS

In our study, we demonstrate that 

parental Medicaid enrollment is 

associated with increases in pediatric 

primary care use in low-income 

families. Given the suboptimal rates 

of WCV use in low-income families, 

our findings suggest that efforts to 

expand Medicaid for parents may 

help to promote their children’s 

receipt of recommended preventive 

care.
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ABBREVIATIONS
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MEPS:  Medical Expenditure 
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WCV:  well-child visit
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Updated June 7, 2016 
 

Work Requirements Don’t Cut Poverty, Evidence Shows 
By LaDonna Pavetti1 

 
House Republicans will likely propose work requirements for safety net programs in their plan to 

address poverty, but the evidence indicates that such requirements do little to reduce poverty, and in 
some cases, push families deeper into it. 

 
 “First we will expect work-capable adults to work or prepare for work in exchange for receiving 

government benefits,” House Ways and Means Committee Chairman Kevin Brady said at a recent 
Committee meeting.2  As they unveil their poverty plan tomorrow, Republicans will likely point to 
the 1996 welfare law, which requires cash assistance recipients to participate in work activities, as a 
basis for extending similar work requirements to other public benefit programs. 

 
The evidence from an array of rigorous evaluations,3 however, does not support the view that 

work requirements are highly effective, as their proponents often claim.  Instead, the research 
shows:   

 
 Employment increases among recipients subject to work requirements were modest and faded 
over time (for more, see p. 3).   

 Stable employment among recipients subject to work requirements proved the exception, not 
the norm (for more, see p. 5).   

 Most recipients with significant barriers to employment never found work even after 
participating in work programs that were otherwise deemed successful (for more, see p. 7). 

 Over the long term, the most successful programs supported efforts to boost the education 
and skills of those subject to work requirements, rather than simply requiring them to search 
for work or find a job (for more, see p. 8). 

                                                 
1 I would like to acknowledge the tremendous effort Katherine Eddins, a former intern, put in to gathering and 
synthesizing information for this analysis.    
2 Chairman Brady Opening Statement at Markup of Bills to Improve TANF, May 11, 2016,   
http://waysandmeans.house.gov/chairman-brady-opening-statement-at-markup-of-bills-to-improve-tanf/.  
3 Our analysis primarily draws on 13 random assignment studies that examine the impacts of programs that focus on 
mandatory work or related activities and are included in a comprehensive analysis of welfare reform by Jeffrey Grogger 
and Lynn A. Karoly in their book, Welfare Reform:  Effects of a Decade of Change, Harvard University Press, 2005.  A 
description of these studies and additional sources can be found in Appendix A.    
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 The large majority of individuals subject to work requirements remained poor, and some 
became poorer (for more, see p. 9). 

 Voluntary employment programs can significantly increase employment without the negative 
impacts of ending basic assistance for individuals who can’t meet mandatory work 
requirements (for more, see p. 11).  

 
Those who argue that work requirements in the Temporary Assistance for Needy Families 

(TANF) program have been a major success often cite rigorous, random assignment studies (the 
gold standard for assessing a program’s effectiveness)4 of mandatory work programs conducted 
either before TANF’s creation in 1996 or during its early years.  But these claims usually don’t 
account for these studies’ full findings.  In this paper, we re-examine the studies of these programs, 
assessing how individuals subject to work requirements as compared to individuals not subject to 
the work requirements fared over time, including whether they worked steadily and had incomes 
that lifted them above the poverty line.  We also examine data on how recipients with significant 
employment barriers, including mental and physical health issues, fared.  That’s important because 
these individuals are the least likely to find jobs on their own and have the most to gain from the 
employment assistance that TANF was supposed to provide.  (See Appendix A for a description of 
the studies that we include in our analysis.)   

 
Work requirements rest on the assumption that disadvantaged individuals will work only if they’re 

forced to do so, despite the intensive efforts that many poor individuals and families put into 
working at low-wage jobs that offer unpredictable hours and schedules and don’t pay enough for 
them to feed their families and keep a roof over their heads without public assistance of some kind.  
Too many disadvantaged individuals want to work but can’t find jobs for reasons that work 
requirements don’t solve:  they lack the skills or work experience that employers want, they lack 
child care assistance, they lack the social connections that would help them identify job openings 
and get hired, or they have criminal records or have other personal challenges that keep employers 
from hiring them.  In addition, when parents can’t meet work requirements, their children can end 
up in highly stressful, unstable situations that can negatively affect their health and their prospects 
for upward mobility and long-term success. 

 
Rather than instituting or expanding work requirements, policymakers should maintain a strong 

safety net that can help individuals and families weather hard times — and invest more in programs 
that help public benefit recipients build the skills and acquire the work experience they need to 
succeed in today’s labor market.  They also should institute employment policies that open doors for 
individuals with criminal records or other personal challenges and expand subsidized jobs for the 
long-term unemployed and those with significant work limitations who otherwise can’t secure 
employment (or can’t get a first job through which to acquire skills and experience and show their 
worth as employees).    

 
 
                                                 
4 The programs cited most often are programs in Riverside, California, and Portland, Oregon, both of which we include 
in our analysis.   These studies, like the others we examine, randomly assigned people to a “program group” that was 
mandated to participate in a work program or a “control group” that was offered limited employment assistance on a 
voluntary basis.      
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Finding #1:  Increases in employment among recipients subject to work 
requirements were modest and faded over time.   

Evaluations of programs that imposed work requirements on welfare recipients found modest, 
statistically significant increases in employment early on among recipients subject to the 
requirements, but those increases faded over time.  Within five years, employment among recipients 
not subject to work requirements was the same as or higher than employment among recipients 
subject to work requirements in nearly all of the programs evaluated.   

 
In the first two years, the share of recipients subject to work requirements who worked at any 

point over that period was significantly higher — in nine of the 13 programs included in the analysis 
— than the share of recipients not subject to the requirements who worked, with the increase in 
employment ranging from 4.1 to 15.1 percentage points.5  (See Table 1.)  The biggest impacts on 
employment were found in programs in Riverside, California and Portland, Oregon.  

 
Over time, however, work steadily increased among recipients not subject to work requirements, 

substantially closing the employment gap between the two groups.  By the fifth year (the last year 
any of the studies examined), the impacts of the early years had eroded in each of the programs for 
which longer-term data are available.  In five of the eight programs that initially produced a 
significant increase in employment rates, by the fifth year the program recipients not subject to the 
work requirements were just as likely — or more likely— to work than the program recipients 
subject to work requirements.  The net impact fell most in the Riverside LFA (labor force 
attachment) program,6 from an increase of 15.1 percentage points in employment rates in the first 
two years to a gain of just 4.2 percentage points in the fifth year.  Similarly, in Portland, the net 
impact on the employment rate declined from an 11.2 percentage-point increase in the first two 
years to a barely significant 3.8 percentage-point increase in the fifth year.7   

 
The impacts of work requirements were modest in most programs even in the early years, in part 

because work was far more common among recipients than is generally perceived.  Over the five-
year period, the vast majority of recipients worked, even if they were not subject to work 
requirements.  (See Figure 1 and Appendix Table B-1.)  In Portland, which excluded recipients with 
substantial employment barriers from work requirements, more than 90 percent of recipients 
worked over the five-year period, regardless of whether or not they were subject to work 
requirements.  In the other sites, employment rates among recipients not subject to work 
requirements ranged from 74.2 to 91.9 percent.  Employment among recipients subject to work 
requirements ranged from 81.2 to 94.7 percent.8    
  
                                                 
5 Jeffrey Grogger et al., “Consequences of Welfare Reform:  A Research Synthesis,” Rand Corporation, July 2002, 
http://www.acf.hhs.gov/programs/opre/resource/consequences-of-welfare-reform-a-research-synthesis, Table 5.1.      
6 Labor force attachment programs focus primarily on job search and are also known as “work first” programs. 
7 Gayle Hamilton et al., “National Evaluation of Welfare-to-Work Strategies: How Effective Are Different Welfare-to-
Work Approaches? Five-Year Adult and Child Impacts for Eleven Programs.” Manpower Demonstration Research 
Corporation, December 2001, http://www.mdrc.org/publication/how-effective-are-different-welfare-work-approaches, 
Appendix Table C-1. 
8 Ibid. Appendix Table C.5. 
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TABLE 1 

Employment Increases Among Cash Assistance Recipients Subject to Work 
Requirements Were Modest and Faded Over Time 

 Percentage of recipients who worked 

 Year 1-2 Year 5 

Program Name 

Subject to 
Work 

Requirements  

Not Subject to 
Work 

Requirements   Impact 

Subject to 
Work 

Requirements  

Not Subject to 
Work 

Requirements   Impact 

NEWWS Study 
Sites           

Atlanta, GA 
(LFA) 

66.1 61.6 4.5*** 65.1 63.0 2.1 

Atlanta, GA 
(HCD) 64.4 61.6 2.8** 63.9 63.0 0.6 

Columbus, OH 
(Integrated) 73.9 72.2 1.7 69.1 68.8 0.3 

Columbus, OH 
(Traditional) 73.5 72.2 1.3 69.3 68.8 0.5 

Detroit, MI 62.3 58.2 4.1*** 68.8 68.8 0.0 

Grand Rapids, 
MI (LFA) 77.7 70.1 7.6*** 70.0 73.0 -2.9* 

Grand Rapids, 
MI (HCD) 75.4 70.1 5.3*** 70.3 73.0 -2.7* 

Oklahoma 
City, OK 

64.1 65.0 -0.9 53.2 54.2 -1.0 

Portland, OR 72.1 60.9 11.2*** 62.4 58.6 3.8* 

Riverside, CA 
(LFA) 60.1 45.0 15.1*** 48.7 44.5 4.2*** 

Riverside, CA 
(HCD) 48.2 38.9 9.3*** 44.9 39.9 5.0*** 

Other Study 
Sites 

      

IMPACT Basic 
Track (IN)  45.3 44.6 0.7 NA NA NA 

Los Angeles, 
CA Jobs - 1st 
GAIN 

67.2 57.6 9.6*** NA NA NA 

*, **, and *** denote statistical significance at the .10, .05, and .01 levels, respectively, with .01 being the highest level of significance. 

Note:  LFA = Labor Force Attachment group (programs that focus primarily on job search, also known as "work first" programs); HCD = 
Human Capital Development group (programs that also include skills training and education); NEWWS = National Evaluation of Welfare-to-
Work Strategies; GAIN = Greater Avenues for Independence; IMPACT = Indiana Manpower Placement and Comprehensive Training Basic 
Track. The Columbus, Ohio, integrated site featured one worker providing employment case management and eligibility determination, 
while the traditional site featured two workers: one completing eligibility functions and one providing employment case management.  
Source: Jeffrey Grogger and Lynn A. Karoly, Welfare Reform: Effects of a Decade of Change, Harvard University Press, 2005. 
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FIGURE 1 

 
 
 
Finding #2: Stable employment among recipients subject to work 
requirements proved to be the exception, not the norm.      

Work requirements encouraged recipients to enter the labor marker sooner than they would have 
without them, the evidence from the studies reviewed here suggests.  However, this increased 
employment was often short-lived.  Stable employment, defined in these studies as being employed 
in 75 percent of the calendar quarters in years three through five, was the exception, not the norm.  
The share of recipients subject to work requirements who worked stably ranged in these programs 
from a low of 22.1 percent to a high of 40.8 percent.  Even when work requirements led to a rise in 
stable employment, the increases were quite small.  In Portland, the site of the largest impact, stable 
employment rose only from 31.2 to 38.6 percent.9  (See Table 2.)   
  

                                                 
9 Gaye Hamilton et al., December 2001, Table C.6. 
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Two descriptive studies that examine the employment trajectories of recipients who left the 

welfare rolls arrive at similar conclusions.  Researchers studying the employment and earnings 
trajectories in the late 1990s of parents who left welfare in Wisconsin found that only 19.2 percent 
were stably employed over a six-year period.10  In Maryland, researchers examining the employment 
and earnings paths of recipients who left TANF from December 2001 through March 2009 found 
that only 21.6 percent of leavers were stably employed over a five-year period.11 

 

                                                 
10 Chi-Fang Wu, Daniel R. Meyer, and Maria Cancian, “Standing Still or Moving Up? Evidence from Wisconsin on the 
Long-Term Employment and Earnings of TANF Participants,” Social Work Research, February, 2008, Vol. 32, No. 2.  
11 Lisa Thiebaud Nicoli, “Climbing the Ladder? Patterns in Employment and Earnings After Leaving Welfare,” Family 
Welfare Research & Training Group, University of Maryland, October 2015, 
http://www.familywelfare.umaryland.edu/reports1/trajectories.pdf. 

TABLE 2 

Increases in Stable Employment Due to Work Requirements Were Small 

Percentage of cash assistance recipients employed in 75 percent or more of quarters in years 3 to 5 

Program Name 
Subject to Work 
Requirements  

Not Subject to Work 
Requirements   Impact 

Atlanta, GA (LFA) 37.0 32.5 4.5*** 

Atlanta, GA (HCD) 35.6 32.5 3.1* 

Columbus, OH 
(Integrated) 43.7 42.4 1.3 

Columbus, OH 
(Traditional) 43.4 42.4 1.0 

Detroit, MI 35.9 34.3 1.7 

Grand Rapids, MI (LFA) 40.8 38.0 2.9* 

Grand Rapids, MI (HCD) 39.8 38.0 1.8 

Oklahoma City, OK 22.1 22.8 -0.6 

Portland, OR 38.6 31.2 7.5*** 

Riverside, CA (LFA) 23.7 20.6 3.2*** 

Riverside, CA (HCD) 20.1 16.2 3.9*** 

*, **, and *** denote statistical significance at the .10, .05, and .01 levels, respectively, with .01 being the highest level of significance. 

Note: GAIN = Greater Avenues for Independence; LFA = Labor Force Attachment group (programs that focus primarily on job search, also 
known as "work first" programs); HCD = Human Capital Development group (programs that also include skills training and education).  The 
Columbus, Ohio, integrated site featured one worker providing employment case management and eligibility determination, while the 
traditional site featured two workers: one completing eligibility functions and one providing employment case management.  
Source:  Jeffrey Grogger and Lynn A. Karoly, Welfare Reform: Effects of a Decade of Change, Harvard University Press, 2005. 
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Finding #3: Most recipients who had significant barriers to employment never 
found employment, even after 
participating in programs otherwise 
deemed “successful.” 

Many recipients turn to public assistance 
programs because they face significant personal or 
family challenges that limit their ability to work or 
reduce their ability to compete for a limited supply 
of jobs.  Physical and mental health conditions 
that limit an individual’s ability to work or limit 
the amount or kind of work the individual can do 
are much more common among public benefit 
recipients than among the general population, 
research shows.12  With the right supports and 
enough time, many of these individuals likely 
would be able to work, but few welfare 
employment programs have created alternative 
pathways to work for them or devised effective 
assessment procedures that can identify them and 
ensure that they receive the supports and services 
they need to find and retain employment.            

 
Even when special services are provided that 

successfully increase employment for individuals 
who face significant employment barriers, the vast 
majority of recipients participating never find 
employment, as the one study that explicitly 
examines the impact of work requirements on this 
group shows.  (See Figure 2.)   A rigorous two-
year study of the PRIDE (Personal Roads to 
Individual Development and Employment) 
program in New York City — a comprehensive 
mandatory assessment, work experience, and job search program for recipients with significant 
employment barriers — found that while the program significantly increased employment among 
program participants relative to what it otherwise would be, the majority still never found jobs.13  
(See Figure 2.)  Thirty-four percent of recipients required to participate in the program found jobs, 

                                                 
12 For example, see:  Pamela L. Loprest and Elaine Maag, “Disabilities among TANF Recipients:  Evidence from the 
NHIS,” Urban Institute, May 2009, http://www.urban.org/research/publication/disabilities-among-tanf-recipients-
evidence-nhis. (This study also includes data on SNAP recipients.)  
13 Dan Bloom, Cynthia Miller, and Gilda Azurdia, “Results from the Personal Roads to Individual Development and 
Employment (PRIDE) Program in New York City,” mrdc, July 2007, 
http://www.mdrc.org/publication/results-personal-roads-individual-development-and-employment-pride-program-
new-york-city. 

 

FIGURE 2 
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compared to 27 percent of those who were not required to participate.  But even with the intensive 
services the program provided, two-thirds of the recipients required to participate never found work.  
In addition, many of the recipients subject to the requirements ended up worse off, because 
sanctions for not meeting the work requirements took away their only source of cash income.  
About one-third of those subject to the work requirements were sanctioned compared to only about 
8 percent of the group not subject to the requirements. 
 
Finding #4: Over the long term, the most successful programs supported 
individuals who were subject to the work requirements in efforts to improve 
their education or build their skills, rather than simply requiring them to work 
or find a job.    

In welfare reform’s early years, proponents of a “work first” or labor force attachment approach 
declared victory over proponents of a “human capital development” approach focused on building 
education and skills.  This declaration in part relied on characterizing two important efforts — in 
Portland and Riverside LFA — as “work first” programs focused on quick entry into the market, 
even though both supported individuals’ efforts to improve their education or improve their skills.  
Both programs, which did in fact have the most significant impacts on employment of the programs 
discussed here, provided job search assistance but also encouraged or supported participation in 
education and training programs.  Portland initially assigned some recipients subject to work 
requirements to short-term education or training programs, significantly boosting the share of the 
recipients subject to work requirements who increased their education or training.  Although 
Riverside LFA focused more on getting recipients into the labor market quickly, about 30 percent of 
the recipients subject to work requirements participated in a post-secondary education or vocational 
training program.14   

 
A study that re-examined the impact over nine years of several programs implemented in 

California in the early 1990s found that recipients participating in programs that emphasized 
education and training fared as well as or better than participants in programs that emphasized 
immediate employment.15  Employment rates for recipients in work-first programs that focused 
solely on job search faded over time, while employment for participants in human capital 
development programs that focused on furthering skills and education increased.   

 
A second study that followed all women who received welfare in Missouri and North Carolina 

between 1997 and 1999 for 16 quarters found that recipients participating in post-secondary 
education or training programs fared better than those who participated in assessment or job search 

                                                 
14  Stephen Freedman et al., “National Evaluation of Welfare-to-Work Strategies:  Two-year Impacts for Eleven 
Programs,” Manpower Development Research Corporation, June 2000,  http://www.mdrc.org/publication/evaluating-
alternative-welfare-work-approaches, Table A-2.  
15 Joseph Hotz, Guido Imbens, and Jacob Klerman, “The Long-Term Gains from GAIN: A Re-Analysis of the Impacts 
of the California GAIN Program,” November 2000, http://www.nber.org/papers/w8007.pdf?new_window=1. 
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programs.16  Individuals engaged in post-secondary education or training had lower initial earnings, 
but their earnings eventually surpassed those of the job-search participants.    

 
More recent studies have added to the evidence that participation in post-secondary education and 

training programs can significantly improve disadvantaged individuals’ long-term employment 
trajectories.  For example, within two years, participants in three sectoral employment programs that 
prepare recipients for in-demand jobs (such as computer repair or careers in the health industry) that 
were evaluated as a part of the Sectoral Employment Impact Study17 earned 29 percent more than 
the people not randomly selected to participate in the program.  Participants in the programs studied 
also were more likely to be employed, be employed consistently, work in jobs with higher wages, and 
work in jobs that offered benefits.   

 
Year Up, a one-year training program in information technology or investment operations for 

young adults, also produced significant impacts on earnings according to a recent random 
assignment study of the program.  In the second year of follow-up, the average participant earned 30 
percent more per year than individuals not assigned to participate in the program. 18    

 
Finding #5: The vast majority of individuals subject to work requirements 
remained poor, and some became poorer.   

Although recipients were more likely to be employed in the first two years after becoming subject 
to work requirements, their earnings were not sufficient to lift them out of poverty — and in some 
programs, the share of families living in deep poverty increased.19  (In these studies, poverty and 
deep poverty status are based on a measure of income that includes earnings, cash assistance 
payments, and SNAP benefits.)  Regardless of whether recipients were subject to work requirements 
or not, they were more likely to live in deep poverty than to have incomes above the poverty line, in 
all but one of the sites.  (See Figure 3.)  Despite increased earnings, the poverty rate didn’t decline, 
because recipients’ earnings gains generally weren’t large enough to lift them over the poverty line 
and were offset in part by reductions in cash assistance payments and SNAP benefits.  
  

                                                 
16 Andrew Dyke et al., “The Effects of Welfare-to-Work Program Activities on Labor Market Outcomes,” Journal of 
Labor Economics, Vol 24, No. 3, February 2006: 567-607, 
http://www.ukcpr.org/sites/www.ukcpr.org/files/files/newsletters/Newsletter-Vol4_2_Article4.pdf. 
17 Carol Clymer et al., “Tuning In to Local Labor Markets: Findings From the Sectoral Employment Impact Study,” 
Public/Private Ventures, July 1, 2010, 
http://ppv.issuelab.org/resource/tuning_in_to_local_labor_markets_findings_from_the_sectoral_employment_impact
_study.  
18 Anne Roder and Mark Elliott, “Sustained Gains: Year–Up’s Continued Impact on Young Adults’ Earnings,” 
Economic Mobility Corporation, May 2014, http://economicmobilitycorp.org/uploads/sustained-gains-economic-
mobility-corp.pdf.  
19  Unless otherwise noted all data in this section are from Freedman et al.   
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FIGURE 3 

 
 
 
Taking into account the earnings, cash assistance payments, and value of SNAP benefits, poverty 

rates among recipients subject to work requirements ranged from 71.1 to 92.3 percent in the second 
year of a two-year follow-up study.  Only two programs, Portland and Atlanta HCD, significantly 
reduced the share of families living in poverty.  Even in Portland which had the most significant 
drop — from 83.4 percent to 79.4 percent — the drop was small.  (See Appendix B, Table B-2.)  
Even when the value of the Earned Income Tax Credit (EITC) is added to income and child care 
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costs are subtracted from income, only one program, Riverside LFA, showed a significant drop in 
poverty among families subject to work requirements.20   

 
Moreover, not only did the poverty rate remain largely unchanged in nearly all of the sites, but 

deep poverty increased significantly in six of the 11 sites for which data on deep poverty are 
available.  Deep poverty among program participants ranged from 19.3 percent in Detroit to 52 
percent in Oklahoma City.  The biggest increase in deep poverty occurred in the Riverside programs, 
where it rose by 4.9 percentage points in the Riverside LFA program and 6.1 percentage points in 
the Riverside HCD program.   

 
Contributing to the rise in deep poverty was an increase in the number of recipients subject to 

work requirements who fell off the welfare rolls even though they had not obtained a job.  The 
share of participants subject to work requirements who had no income from either welfare or work 
once they left the welfare rolls ranged from 13.1 percent of the participants in Detroit to 39.9 
percent in Oklahoma City.   In seven of the 11 sites for which we have deep poverty data, the 
likelihood of a recipient leaving the welfare rolls without work was significantly higher for recipients 
subject to work requirements than for those not subject to the requirements.   

 
Two other comprehensive studies that followed large numbers of recipients over several years 

confirmed this finding.  A study in Cleveland, Ohio that followed recipients over a four-year period 
found that the percentage of welfare recipients with neither work nor welfare nearly doubled, from 
11 percent in 1998 to 20 percent in 2001.21  A study in New Jersey tracking former recipients for 
approximately five years found a steady annual percentage of 25 to 28 percent without either work 
or welfare.  In its examination of this category of welfare leavers, the study found that 40 percent of 
those who were off welfare and not employed were considered the “least stable” (i.e., they didn’t live 
with an employed spouse or partner and didn’t receive income from other programs such as 
Supplemental Security Income or unemployment insurance).  About a third of the “least stable” 
group left cash assistance due to a sanction, which was often a result of being ruled noncompliant 
with a work requirement — about twice as high a percentage as among welfare leavers overall. 22  

 
Finding #6: Voluntary employment programs can significantly increase 
earnings and employment for very disadvantaged individuals without the 
negative consequences associated with mandatory work requirements.  

The primary downside with imposing work requirements on public benefit recipients is the harm 
they can cause to the individuals — and their families — who are unable to comply and lose 
essential assistance as a result.  Researchers and practitioners have not devised effective strategies to 

                                                 
20 Grogger et al., “Consequences of Welfare Reform:  A Research Synthesis,” Rand Corporation, July 
2002,http://www.acf.hhs.gov/programs/opre/resource/consequences-of-welfare-reform-a-research-synthesis, Table 
8.1. 
21 Thomas Brock et al., “Welfare Reform in Cleveland Implementation, Effects, and Experiences of Poor Families and 
Neighborhoods,” Manpower Demonstration Research Corporation, September 2002, 
http://www.mdrc.org/sites/default/files/full_603.pdf. 
22Robert G. Wood and Anu Rangarajan,“What’s Happening to TANF Leavers Who Are Not Employed?” Mathematica 
Policy Research, October 2003, http://www.mathematica-mpr.com/~/media/publications/PDFs/tanfleave.pdf.  
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identify those individuals who will have considerable difficulty complying with the requirements, 
with the result that some of the neediest individuals with the greatest personal challenges or other 
barriers to employment can be cut adrift and left with no assistance to meet their basic needs — and 
with little or no access to the services they need to help them improve their circumstances.  The 
results from a rigorous evaluation of the Jobs-Plus demonstration, an employment program for 
public housing residents, suggest that voluntary work programs can be successful without the harmful 
consequences that typically accompany work requirements.  Unlike most work programs that serve a 
limited number of people, Jobs-Plus was designed to reach all public housing residents in the public 
housing developments where it was implemented.  In recent years, Congress has recognized the 
success of Jobs-Plus by providing funds to expand the program to additional locations. 

 
Jobs-Plus is notable for both its scale and its scope.  Under the program, public housing residents 

have access to employment and training services, as well as new rent rules that make low-wage work 
pay more by allowing residents to keep more of their earnings.  In addition, the program takes 
advantage of its place-based design to develop “community support for work” by involving 
residents in sharing information about work opportunities.  The program targets all working-age, 
non-disabled residents of the housing developments where it is implemented.  Its strategy is to 
saturate public housing complexes with work-focused encouragement, information, incentives, and 
employment assistance.  The program relies on close coordination and collaboration among local 
workforce, human service agencies and the public housing authorities.  

 
Jobs-Plus significantly increased earnings for residents in several cities of different sizes and 

demographics, and increased employment for groups with historically low labor-force participation 
rates.  Although the program was voluntary, about three-quarters of the residents in the four well-
implemented sites23 used its services, rent-based work incentives, or both.24    

 
In a long-term follow-up in three well-implemented sites (Dayton, Ohio, Los Angeles, California, 

and St. Paul, Minnesota), the program produced substantial increases in residents’ earnings that were 
sustained for at least three years after the program ended, researchers found.   Earnings for program 
participants were 14 percent higher, on average, over the last seven years of the nine-year follow-up 
period, than for the comparison group, which wasn’t offered the program services.  In contrast to 
the mandatory work programs where earnings gains declined over time, the earnings gains in these 
Jobs-Plus sites grew over time.25  In the final year of follow-up, the earnings gains increased to 20 
percent.  As a result of Jobs-Plus, some residents who were not employed started working, and 
others who were already working started working more consistently and at better-paying jobs.   

 

                                                 
23 The Jobs-Plus demonstration project was implemented in six sites.  Four of those sites — Dayton, Ohio; Los Angeles, 
California; St. Paul, Minnesota, and Seattle, Washington — built substantial programs.  As would be expected, the 
program impacts were substantially better in the sites where the program was well-implemented.    
24 Howard Bloom, James. A. Riccio, and Nandita Verma, “Promoting Work in Public Housing:  The Effectiveness of 
Jobs-Plus,” Manpower Demonstration Research Corporation, March 2005.   
25 James A. Riccio, “Sustained Earnings Gains for Residents in a Public Housing Jobs Program:  Seven-Year Findings 
from the Jobs-Plus Demonstration,” Manpower Demonstration Research Corporation, January 2010, 
http://www.mdrc.org/publication/sustained-earnings-gains-residents-public-housing-jobs-program. 
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The Jobs-Plus employment gains also were significant for several groups that historically have had 
lower-than-average employment rates.  For example, employment rates increased by 4.1 percentage 
points for black, non-Hispanic women in Dayton, 10.8 percentage points for Hispanic men in Los 
Angeles, and 12.8 percentage points for Southeast Asian women in St. Paul.26   

 
  

                                                 
26 Ibid.   
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Appendix A 

Studies of 13 programs that used a random-assignment methodology (the gold standard for 
evaluating social programs) and mandated participation in work-related activities form the core of 
our analysis.  (See Tables A-1 and A-2 for program descriptions.)  These studies are included in a 
comprehensive analysis of the impacts of welfare reform by Jeffrey Grogger of the University of 
Chicago and Lynn A. Karoly, a Senior Economist of RAND Corporation, two highly regarded 
researchers.27  These studies commenced prior to passage of the 1996 welfare law and continued 
after the law took effect.   

 
People who participated in the studies were randomly assigned to participate in either a program 

where they were required to work, look for work, or participate in an education or training program 
and could be sanctioned (i.e., their cash benefits could be terminated or reduced if they were judged 
not to have met the requirement) or a program where they were not simply referred to an existing 
workforce or education program in the neighborhood in which they lived.  Eleven of the 13 studies 
were part of the National Evaluation of Welfare-to-Work Strategies, a large random assignment 
study of mandatory work programs, conducted by mdrc (formerly the Manpower Development 
Corporation), one of the leading research firms in the country.       

 
Grogger and Karoly included two types of programs in their analysis of mandatory work 

programs: “work first” programs, also known as labor force attachment (LFA) programs, which 
focused primarily on job search; and “human capital development” (HCD) programs, which focused 
on participation in education and training programs.28   Several study sites operated both types of 
programs; in those sites, cash assistance recipients were assigned to one of three programs — a LFA 
program, a HCD program, or a voluntary program that provided minimal assistance with either job 
search or participation in education or training.   

 
As is true in all random-assignment studies, success is measured by whether the difference in 

outcomes (e.g., employment, earnings, and poverty) between the “program group” (which was 
subject to mandatory work requirements) and the “control group” (which didn’t participate in the 
mandatory work program) was statistically significant, meaning that the difference was large enough 
that it was unlikely due to chance.  Because recipients were randomly assigned to one of the groups, 
the differences in outcomes are not attributable to labor-market conditions or the recipients’ 
personal characteristics, but rather show how effective (or ineffective) the various programs were.  
Statistical significance levels describe how certain we are that the difference in outcomes of the 
groups compared did not occur by chance and are defined as:  * = 10 percent; ** = 5 percent and 

                                                 
27 Jeffrey Grogger and Lynn A. Karoly, Welfare Reform: Effects of a Decade of Change, Harvard University Press, 2005 and the 
initial report on which their book is based, Jeffrey Grogger, Lynn A. Karoly and Jacob Klerman. “Consequences of 
Welfare Reform:  A Research Synthesis.” Rand Corporation, July 2002, 
http://www.acf.hhs.gov/programs/opre/resource/consequences-of-welfare-reform-a-research-synthesis.  

28 Our analysis does not include studies that examined the impact of a “bundle” of reforms, including such policies as 
cash work incentives and time limits along with work requirements, because it isn’t possible to isolate the impacts of 
work requirements in those studies.  Grogger and Karoly include these studies in their analysis but review them 
separately from those that focus only on mandatory work or related activities.       
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*** = 1 percent, with 1 percent providing the highest level of confidence that the difference can be 
attributed to the program.     

 
TABLE A-1 

Summary of Mandated Work Program Random-Assignment Methodology 

   Sample Sizes 

Program Name Cases Served 
Enrollment 

Period 

Subject to 
Work 

Requirements 
(Program 

Group) 

Not Subject to 
Work 

Requirements  
(Control) Total 

Los Angeles Jobs - 
1st GAIN (California) 

Single parent 
recipients and 
applicants 

Apr 96 - Sep 96 11,521 4,162 15,683 

Atlanta LFA 
(Georgia) 

Recipients 
and applicants  Jan 92 - Jan 94 1,141 1,497 2,938 

Atlanta HCD 
(Georgia) 

Recipients 
and applicants  Jan 92 - Jan 94 1,495 1,497 2,992 

Grand Rapids LFA 
(Michigan) 

Recipients 
and applicants  Sep 91 - Jan 94 1,557 1,455 3,012 

Grand Rapids HCD 
(Michigan) 

Recipients 
and applicants  Sep 91 - Jan 95 1,542 1,455 2,997 

Riverside LFA 
(California) 

Recipients 
and applicants  Jun 91 - Jun 93 3,384 3,342 6,726 

Riverside HCD 
(California) 

Recipients 
and 
applicants, 
low education 

Jun 91 - Jun 93 1,596 3,342 4,938 

Portland (Oregon) Recipients 
and applicants Feb 93 - Dec 94 3,529 499 4,028 

Columbus 
Integrated (Ohio) 

Recipients 
and applicants Sep 92 - Jul 94 2,513 2,159 4,672 

Columbus 
Traditional (Ohio) 

Recipients 
and applicants Sep 92 - Jul 95 2,570 2,159 4,729 

Detroit (Michigan) Recipients 
and applicants May 92 - Jun 94 2,226 2,233 4,459 

Oklahoma City 
(Oklahoma) Applicants Sep 91 - May 93 4,309 4,368 8,677 

IMPACT Basic Track 
(Indiana) 

Recipients 
and applicants 
less job ready 

May 95 - Dec 95 3,090 766 3,856 

Note:  LFA = Labor Force Attachment group (programs that focus primarily on job search, also known as "work first" programs); HCD = 
Human Capital Development group (programs that also include skills training and education).  GAIN = Greater Avenues for Independence; 
IMPACT = Indiana Manpower Placement and Comprehensive Training Basic Track.  The Columbus, Ohio, integrated site featured one 
worker providing employment case management and eligibility determination, while the traditional site featured two workers: one 
completing eligibility functions and one providing employment case management.  
 
Source: Jeffrey Grogger and Lynn A. Karoly, Welfare Reform: Effects of a Decade of Change, Harvard University Press, 2005 
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TABLE A-2 

Program Descriptions 

Program Name Description 

Programs Included in the National Evaluation of Welfare-to-Work Strategies (NEWWS) Evaluation 

Atlanta, GA Labor Force Attachment  (LFA)  

Beginning in 1992, the program was mandatory for 
welfare recipients and new applicants with no 
children under the age of 3. Most people started 
with job search, but if they could not find jobs after 
the search, they could participate in short-term adult 
basic education or vocational training. 

Atlanta, GA Human Capital Development 
(HCD) 

The program was mandatory for welfare recipients 
and new applicants with no children under the age 
of 3. Adult basic education and vocational training 
were the most common activities.  

Columbus, OH (Integrated)  

Beginning in 1992, the program was mandatory for 
welfare recipients and new applicants with no 
children under the age of 3. Most people received 
education and training. Program functions (i.e., 
eligibility and employment and training case 
management) previously handled by two workers 
were integrated and handled by one staff member. 

Columbus, OH (Traditional) 

The program was mandatory for welfare recipients 
and applicants with no children under the age of 3. 
Most people received education and training. Two 
different staff members handled eligibility and 
employment and training case management.   

Detroit, MI 

Beginning in 1992, the program was mandatory for 
welfare recipients and new applicants with no 
children under the age of 1.  The program did not 
enforce the mandates as much as other programs 
making it more like a voluntary program.  Long-term 
education, training, and job search were most 
common activities. 

Grand Rapids, MI Labor Force Attachment 
(LFA) 

Beginning in 1991, the program was mandatory for 
welfare recipients and applicants with no children 
under the age of 1. Most people started with job 
search, but if they could not find jobs after the 
search, they were placed in a work experience 
program. 

Grand Rapids, MI, Human Capital Development 
(HCD) 

The program was mandatory for welfare recipients 
and applicants with no children under the age of 1. 
Adult basic education, vocational training, and post-
secondary education were the most common 
activities among participants. 

Oklahoma City, OK 

The program was mandatory for new applicants with 
no children under the age of 3. Case managers 
emphasized education and training rather than job 
search. 

Portland, OR Beginning in 1993, the program was mandatory for 
welfare recipients with no children under the age of 
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TABLE A-2 

Program Descriptions 

Program Name Description 

1.  Recipients with significant employment barriers 
were exempt from participation.  Case managers 
encouraged the less job-ready participants to pursue 
adult basic education and training. For others, job 
search for full-time jobs over the minimum wage 
with fringe benefits were emphasized.   

Riverside, CA Labor Force Attachment 
(LFA) 

Beginning in 1991, the program was mandatory for 
welfare recipients with no children under the age of 
3. Most people started with job search, but if they 
could not find jobs after the search, they could 
participated in education or vocational training. 

Riverside, CA Human Capital Development 
(HCD) 

The program was mandatory for welfare recipients 
with no children under the age of 3. Only those who 
needed basic education could enroll. Therefore, 
adult basic education was the first activity for most 
people. 

Other Programs  

Indiana Manpower Placement and Comprehensive 
Training (IMPACT) Basic Track 

This program was designed for participants who 
were deemed not job-ready. Education and training 
activities were most common, with some focus on 
job search. 

Los Angeles, CA Jobs - First GAIN  

Beginning in 1996, the program was mandatory for 
single-parent welfare recipients and applicants with 
no children under the age of 3. Most people started 
with a group job search activity (i.e., job club). 
Financial sanctions were regularly used. 

 

 
 
 
 

  



820 First Street NE, Suite 510 • Washington, DC 20002 • Tel: 202-408-1080 • center@cbpp.org • www.cbpp.org 18 

Appendix B 

 

 
 
  

TABLE B-1 

Most Recipients Worked Regardless of Work Requirements 

Percentage of cash assistance recipients ever employed in years 1 to 5 

Program Name 

Subject to Work 
Requirements (Program 

Group) 
Not Subject to Work 

Requirements  (Control) Impact 

Atlanta, GA (LFA) 83.3 82.9 0.4 
Atlanta, GA (HCD) 81.2 82.9 -1.7 
Grand Rapids, MI (LFA) 94.7 91.9 2.9* 
Grand Rapids, MI (HCD) 93.6 91.9 1.7 
Portland, OR 93.5 93.3 0.2 
Riverside, CA (LFA) 85.7 80.8 4.9** 
Riverside, CA (HCD) 82.8 74.2 8.6*** 

*, **, and *** denote statistical significance at the .10, .05, and .01 levels, respectively, with .01 being the highest level of significance. 

 
Note: LFA = Labor Force Attachment (programs that focus primarily on job search, also known as “work first” programs); HCD = Human 
Capital Development (programs that also include skills training and education).  
 
Source:  Gayle Hamilton et al., “National Evaluation of Welfare-to-Work Strategies: How Effective Are Different Welfare-to-Work 
Approaches?  Five-Year Adult and Child Impacts for Eleven Programs,” Manpower Demonstration Research Corporation, December 2001,  
Appendix Table C.5  
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TABLE B-2 

Work Requirements Did Not Reduce Poverty in Most Sites 

 Poverty Rate 

Program Name 

Subject to Work 
Requirements 

(Program Group) 

Not Subject to Work 
Requirements  

(Control) Impact 

NEWWS Study Sites    
Atlanta, GA (LFA) 85.5 87.1 -1.6 
Atlanta, GA (HCD) 85.1 87.1 -2.0* 
Columbus, OH (Integrated) 79.3 79.3 0.0 
Columbus, OH (Traditional) 79.0 79.3 -0.3 
Detroit, MI 82.9 84.1 -1.2 
Grand Rapids, MI (LFA) 85.3 86.5 -1.2 
Grand Rapids, MI (HCD) 86.2 86.5 -0.3 
Oklahoma City, OK 92.3 92.8 -0.5 
Portland, OR 79.4 83.4 -4.0*** 
Riverside, CA (LFA) 82.5 83.5 -1.0 
Riverside, CA (HCD) 86.2 86.4 -0.2 

Other Study Sites    

IMPACT Basic Track (IN) 88.2 91.2 -3.0 
Los Angeles, CA Jobs - 1st 
GAIN 71.1 75.6 -4.5 

*, **, and *** denote statistical significance at the .10, .05, and .01 levels, respectively, with .01 being the highest level of significance. 

Note: Poverty status are based on a measure of income that includes earnings, cash assistance payments, and SNAP benefits. LFA = 
Labor Force Attachment group (programs that focus primarily on job search, also known as “work first” programs); HCD = Human Capital 
Development group (programs that also include skills training and education).  NEWWS = National Evaluation of Welfare-to-Work 
Strategies; GAIN = Greater Avenues for Independence; IMPACT = Indiana Manpower Placement and Comprehensive Training Basic Track. 
The Columbus, Ohio, integrated site featured one worker providing employment case management and eligibility determination, while the 
traditional site featured two workers: one completing eligibility functions and one providing employment case management.  
Source: Grogger et al, “Consequences of Welfare Reform:  A Research Synthesis,” Rand Corporation, July 2002,  
http://www.acf.hhs.gov/programs/opre/resource/consequences-of-welfare-reform-a-research-synthesis, Table 8.1 



 

 

 

 

 

  
 

 

Untreated illness can make it hard to work. Health insurance is a key work support and tool that provides 
working-age adults with access to care that helps them get and keep a job. Reports from Ohio1 and 
Michigan2 provide compelling new information about the ability of Medicaid expansion enrollees to seek 
and maintain employment. These reports add to the growing body of research confirming the benefits of 
Medicaid expansion.3  

Under the Affordable Care Act (ACA), states are incentivized to expand Medicaid to provide affordable 
health insurance to people with incomes below 138 percent of poverty ($16,400 for a single person). A 
geographically diverse mix of 32 red and blue states4 took advantage of the ACA's provision to expand 
Medicaid. As a result, millions of low-income adults in those states now have access to affordable care, 
resulting in better health, greater financial, physical, and mental stability, and fewer deaths.  

Most Adult Medicaid Enrollees are Working  

Nationwide, the majority of non-disabled working-age adults who are insured through Medicaid are working 
or living in a family with a worker. In fact, 60 percent of adult recipients are employed and 79 percent live 
with someone who is working. Furthermore, among Medicaid recipients who are employed, more than half 
(51 percent) work full-time for the entire year.5 However, their 
positions often offer low wages and/or are in small businesses that do 
not provide health benefits. Only 12 percent of workers earning the 
lowest wages had employer-provided health insurance in 2016.6 
Medicaid expansion enrollees typically hold physically demanding 
jobs7 clustered in employment settings such as restaurants, 
construction sites, retail stores, and gas stations.8 

Key findings from Ohio and Michigan confirm that providing access to affordable health care helps people 
maintain employment. More than half of Ohio Medicaid expansion enrollees report that their health 
coverage has made it easier to continue working.9 In Michigan, 69 percent of enrollees said that 
Medicaid helped them do their job better.10 Without the support of Medicaid, health concerns would 
threaten employment stability. 

Medicaid Expansion Reduces Barriers to Employment 

Disability and illness are among the main reasons why working-age adults may not be employed. An 
analysis by the Kaiser Family Foundation found that 36 percent of adults enrolled in Medicaid cited illness or 
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disability as the primary reason for not working.11 Similarly, a July 2016 report from the American Enterprise 
Institute found that for working-age adults without children, illness and disability were the primary barriers 
to employment.12 The Ohio report confirms that access to Medicaid reduces these barriers to employment. 
The majority of unemployed Medicaid enrollees in Ohio (74.8 percent)13 and Michigan (55 percent)14 
reported that having Medicaid made it easier to look for employment.  

Ohio study participants noted that Medicaid allowed them to get treated for chronic conditions that 
previously had prohibited them from working. Additionally, about one-third of enrollees screened positive 
for depression or anxiety disorders, which can limit employment and other routine activities. Enrollees with 
depression and anxiety reported greater improvement in access to care and prescriptions—key resources 
needed to stay in the workforce.  

Another way Medicaid expansion supports employment is by eliminating the so-called “cliff effect”—the 
sudden loss of health insurance if earnings exceed Medicaid eligibility limits. For example, prior to Medicaid 
expansion, a parent with one child who worked 30 hours per week at the minimum wage with annual 
earnings of $12,000 was eligible for Medicaid in Ohio. But if that parent worked 35 hours per week and 
earned $14,000, he or she was not eligible.15 With Medicaid expansion, parents are now incentivized to 
continue increasing their earnings, because they no longer risk losing their health care due to additional 
income. Should their income rise above the Medicaid limit, they become eligible for subsidized private 
health insurance through the ACA's exchange. By contrast, in non-expansion states, parents can still fall into 
a coverage gap, where they earn too much to qualify for Medicaid but too little for exchange subsidies. 
Eliminating the cliff effect by expanding Medicaid allows parents to best provide for their families by 
continuing to improve their employment prospects. 

Supporting Work Leads to Better Financial Stability 

Prior studies have shown that financial stress is reduced under Medicaid expansion because it provides clear 
physical and mental health benefits. The Ohio report found that enrollees were more than twice as likely to 
note improvements in their financial situation. Medicaid enrollment 
allowed participants to meet other basic needs. More than half of 
enrollees reported that health coverage made it easier to buy food; 
about half stated that it was easier to pay their rent or mortgage, 
and 44 percent said it was easier to pay off other debts.16 When 
families are able to meet their basic needs, they can turn their 
energy to engaging in the workplace.  

Conclusion 

The reports from Ohio and Michigan add to the growing body of research showing that Medicaid expansion 
improves lives by increasing access to health care, reducing financial burden on low-income families, and 
supporting employment. A recent survey found that 84 percent of Americans support continuing the 
funding for Medicaid expansion.17 Congress should avoid any changes that would roll back these gains or 
undermine the fundamental structure of Medicaid. 

When families are able to meet 
their basic needs, they can 

turn their energy to engaging 
in the workplace. 
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Executive Summary: The Ohio Medicaid Group VIII Assessment 

a.  What is the Ohio Medicaid Group VIII Assessment? 
House Bill 64 of the 131st General Assembly required the Ohio Department of Medicaid to provide a report 
evaluating the impact of Ohio’s 2014 Medicaid expansion. Guided by the General Assembly’s request, the Ohio 
Medicaid Group VIII Assessment examined how Medicaid expansion has affected new enrollees with respect to 
access and utilization of health care, physical and mental health status, financial distress/hardship, and 
employment. 

The phrase “Group VIII” refers to the section of the Social Security Act that sets requirements for Medicaid 
expansion eligibility and allowed most Ohioans age 19 through 64 with incomes at or below 138% of the federal 
poverty level (FPL) to become eligible for Medicaid. Prior to January 1, 2014, Medicaid eligibility for adults was 
limited to those with certain qualifying characteristics such as parenthood or disability, and the income limitation 
for most Medicaid eligibility groups was lower than 90% of the FPL. 

b.  Who is Included in the Ohio Medicaid Group VIII Assessment Study? 
The Ohio Medicaid Group VIII Assessment examined the effects of Ohio’s 2014 Medicaid expansion on recipients 
enrolled through the Group VIII criteria (“Group VIII enrollees”). When appropriate, Group VIII enrollees were 
compared to those enrolled in Ohio Medicaid under pre-expansion eligibility rules (“pre-expansion enrollees”). 
Administrative data from the Ohio Department of Medicaid were used to identify eligible persons, and study 
participants were selected using stratified random sampling techniques. To enable comparison between Group 
VIII enrollees and the pre-expansion comparison group, the study excluded those enrolled as dual eligible, 
pregnant, living in institutions, or with less than 11 months continual enrollment (a full list of exclusion criteria is 
included in the Methodology Report). 

c.  How was the Ohio Medicaid Group VIII Assessment Conducted? 
The Ohio Medicaid Group VIII Assessment is one of the nation’s most comprehensive assessments of a state’s 
Medicaid expansion. The assessment used the following methods to collect data: 

 A detailed telephone survey of 7,508 Group VIII and pre-expansion enrollees, including questions about 
access to care, health system utilization, physical and mental health, financial hardship, and employment 
(cooperation rate of 76.1%). 

 A biometric screening of 886 respondents who completed the telephone survey, including both Group 
VIII and pre-expansion enrollees. The biometric screenings allowed for the systematic collection of 
comprehensive and verifiable health-related data (screening response rate of 68%). 

 A review of the medical records of 430 Group VIII enrollees who completed the telephone survey and 
biometric screening. Collected records spanned the time periods before and after Medicaid enrollment 
and enabled an assessment of how health care utilization, health status, and medical treatments changed 
after enrolling in Medicaid. 

 An analysis of Medicaid administrative data for all Group VIII and pre-expansion enrollees eligible for the 
Group VIII Assessment. The review of administrative data was used to calculate measures of health care 
utilization, including preventive care and evidence-based care for chronic health conditions. 

 Focus groups of 27 Group VIII enrollees who participated in the telephone survey at a minimum (some 
participants completed other components as well). Focus groups were designed to obtain more in-depth 
and personalized information about survey responses. 
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 Interviews with 10 Ohio Medicaid service providers and other key stakeholders. These interviews allowed 
for input from Medicaid stakeholders on the effects of Medicaid expansion. 

d.  What are the Key Findings of the Ohio Medicaid Group VIII Assessment? 

The Group VIII Population (Section II of the Report) 

Percentage of Ohioans Age 19-64 with Family Income at or below 138% Federal Poverty Level 
without Insurance from 1998-2015 

 
Source: Ohio Medicaid Assessment Survey. 

1. At the close of sample selection, May 2016, a total of 702,000 individuals were eligible for and received 
Group VIII Medicaid coverage.i 

2. Findings from the 2015 Ohio Medicaid Assessment Survey indicate that Medicaid expansion 
contributed to a large decline in the uninsured rate for low-income non-senior adults in Ohio ( 138% 
of the FPL) to the lowest rate ever recorded (14.1%). 

3. Most Group VIII enrollees were uninsured prior to obtaining Medicaid coverage, either because they 
had no prior insurance at all (75.1%) or they had lost employer-based insurance (13.9%). 

4. Most Group VIII enrollees were white (71.5%), male (55.8%), with a high school degree or less (58.1%), 
unmarried (83.8%), and without a child in the home (82.1%). Employment rates were similar for Group 
VIII and pre-expansion enrollees (43.2% versus 41.5%). 

5. As a result of being older (51.4% age 45 and older) and more often male than pre-expansion enrollees, 
Group VIII enrollees had slightly higher rates of health risk indicators such as high blood pressure 

 
i This number includes retroactive and backdated enrollments for May processed through November. See the 
Methodology Report for details regarding enrollment calculations. 

29.7%

30.9%

36.1%

32.8%

32.4%

14.1%

0%

5%

10%

15%

20%

25%

30%

35%

40%

1998 2000 2002 2004 2006 2008 2010 2012 2014



 

The Ohio Department of Medicaid Ohio Medicaid Group VIII Assessment 3 

and high cholesterol and higher rates of chronic disease diagnoses than the younger and more 
often female pre-expansion enrollees. 

Health System Access and Utilization (Section III of the Report) 

6. Group VIII enrollees overwhelmingly reported that access to medical care had become easier since 
enrolling in Medicaid these gains were largest for those who were previously uninsured. 

7. For many Group VIII enrollees, improved access to care was associated with a reduction in unmet 
medical needs. Nearly half of Group VIII enrollees (43.3%) reported a decline in unmet health care 
needs, while only 8.3% reported an increase, with the remainder reporting no unmet needs or no 
change in the level of unmet needs. 

8. Emergency department use, which is often a very costly form of care, decreased for Group VIII 
enrollees. Survey results and medical records analyses showed that Group VIII participants were better 
integrated into the health care system, increasingly connecting to a usual and appropriate source of 
health care. 

Physical Health (Section IV of the Report) 

9. Nearly half of Group VIII enrollees (47.7%) reported improvement in their overall health status since 
enrolling in Medicaid, compared to 3.5% who said their health had worsened. 

10. After obtaining Medicaid coverage, 27.0% of Group VIII enrollees were diagnosed with at least one 
chronic health condition. These new diagnoses, alongside widespread reports of improved health 
access, suggest that Group VIII enrollees have become more likely to receive needed appropriate care. 

11. According to the medical records case study, the individuals studied had lower levels of high blood 
pressure or high cholesterol since enrolling in Medicaid. 

Mental Health (Section V of the Report) 

12. Based on a mental health screening of survey participants, about one-third of Group VIII enrollees 
(31.9%) and 35.7% of pre-expansion enrollees screened positive for depression or anxiety disorders, 
with these conditions limiting usual routine activities, including employment. 

13. Since enrollment in Medicaid, 44.0% of Group VIII enrollees reported better access to mental health 
services. 

14. Group VIII enrollees with depression and anxiety reported greater improvement in access to care 
(68.5%) and prescriptions (71.2%) than those without depression or anxiety (62.4% and 62.5%, 
respectively). 

15. For Group VIII enrollees with a clinical diagnosis of depression, most (61.7%) received 
pharmacotherapy treatment consistent with acute care guidelines established by the National 
Committee for Quality Assurance that target continuous treatment with antidepressant medication 
during the first 12 weeks of care. 

16. Group VIII participants were as likely as pre-expansion enrollees to be diagnosed with substance 
abuse or dependence (32.3% versus 33.8%, respectively) and to be diagnosed for opiate abuse and 
dependence (3.6% for each group). However, Group VIII enrollees were less likely to receive 
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prescriptions for medications associated with abuse and dependence, such as opioids and 
benzodiazepines (25.6% versus 32.0% for opioids, 10.4% versus 13.6% for benzodiazepines). This 
finding is consistent with prior Ohio Department of Medicaid analyses demonstrating reductions in 
opioid prescribing for pain conditions concurrent with opioid prescribing reform measures. 

17. Group VIII enrollees with opioid use disorders reported greater improvement in their access to care 
than other Group VIII enrollees (75.4% versus 64.0% for overall access to care; 82.7% versus 64.8% for 
access to prescription medications; and 59.3% versus 32.2% for access to mental health care). 
Employment and Financial Hardship (Section VI of the Report). 

18. Most study participants reported that enrollment in Medicaid made it easier to work and to seek work. 
Three-quarters of the Group VIII enrollees (74.8%) who were unemployed but looking for work 
reported that Medicaid enrollment made it easier to seek employment. For those who were currently 
employed, 52.1% reported that Medicaid enrollment made it easier to continue working. 

19. Group VIII enrollees were more than twice as likely to report improvements in their financial situation 
rather than declines in financial well-being. In particular, Medicaid enrollment enabled participants to 
meet other basic needs. More than half of Group VIII enrollees (58.6%) reported that it was now easier 
to buy food, 48.1% stated that it was easier to pay their rent or mortgage, and 43.6% said it was easier 
to pay off other debts. 

20. The percentage of Group VIII enrollees with medical debt fell by nearly half since enrolling in Medicaid 
(55.8% had debt prior to enrollment, 30.8% had debt at the time of the study). 

e.  What are the Conclusions about the Impact of Medicaid Expansion in Ohio? 
Ohio’s Group VIII Medicaid expansion provided coverage to 702,000 low-income Ohioans in May 2016 (the 
sample date), the vast majority of whom were previously uninsured. Group VIII enrollees reported increased 
access to usual and appropriate sources of care, better management of chronic diseases and health risk factors, 
and reductions in emergency department use. 

Importantly, many Group VIII enrollees were diagnosed with a previously unknown chronic health condition for 
which they are now able to seek care. Because they were able to obtain treatment for previously untreated 
conditions, several of the enrollees stated that they did not think they would be alive today if Medicaid expansion 
had not occurred. The review of medical records confirmed that many Group VIII enrollees experienced improved 
chronic disease and health risk factor management for conditions such as heart disease and depression resulting 
from appropriate access to statin prescriptions, antidepressant medications, and clinical health interventions. The 
medical records review also revealed an increase in the likelihood of a Group VIII enrollee visiting his or her 
medical provider at least twice annually. 

In addition to the reduction in unmet medical needs, Group VIII enrollees also reported substantial declines in 
overall stress and financial hardship. Most Group VIII enrollees reported that Medicaid made it easier to seek 
employment or remain employed. During the focus group discussions, some participants mentioned that 
Medicaid allowed them to get treated for chronic conditions that prohibited them from working when they were 
uninsured. 

A small percentage of Group VIII enrollees did report having unmet medical needs or challenges accessing certain 
services (e.g., dental care). Following up on these reports, when Group VIII researchers asked about access to 
care, providers and stakeholders confirmed challenges with the low Medicaid payment rates which limited the 
pool of providers, an issue that predates Group VIII Medicaid expansion. A specific challenge is provider beliefs 
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that more financial opportunities exist with other types of insurance reimbursement. These findings may indicate 
future opportunities for Medicaid to improve access to care for its members. 

Generally, however, providers and stakeholders had a positive outlook on Medicaid expansion and reported that 
it had made access to and use of needed care considerably easier for their patients. 

In summary, Medicaid expansion has been beneficial to Ohio Group VIII enrollees in terms of: (1) access to 
physical and mental health care; (2) health care utilization and reduced emergency department use; (3) detection 
of unknown or unaddressed prior health conditions (particularly chronic health conditions); (4) security of and 
opportunities for employment; (5) the lessening of family financial stress; (6) declines in medical debt-holding; 
and (7) an increase in the ability to pay other nonmedical bills (e.g., household utilities, food, transportation). 
These results are similar to studies in other states that have found Medicaid expansion to be associated with 
improved access to and utilization of needed medical care (California, Maine, Massachusetts), increases in general 
health statuses (Arizona, Maine, Massachusetts, Minnesota), and reduction in stress including financial stress 
(Minnesota and Oregon), and more appropriate health care utilization (a review of all expansion states). 

Finally, despite the short time elapsed since Medicaid expansion, Group VIII enrollees reported modest physical 
and mental health status gains, and most reported an increase in household, employment, and health security. 
Overwhelmingly, new enrollees reported being grateful for their Medicaid expansion health care coverage and 
valued having access to Ohio’s health care system. 
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Percentage of All Adults 19-64 Years of Age Enrolled in the Group VIII Expansion, October 2016 

 
 

Legend is set in quintiles from 0% to 100%; data source is Ohio Department of Medicaid Expenditure and Caseload Report 
(http://medicaid.ohio.gov/Portals/0/Resources/Research/MedicaidEligExpReports/2016/Med-10.pdf)  
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Percentage of All Adults 19-64 Years, All Medicaid Enrollment, October 2016 

 
Legend is set in quintiles from 0% to 100%; data source is Ohio Department of Medicaid Expenditure and Caseload Report 
(http://medicaid.ohio.gov/Portals/0/Resources/Research/MedicaidEligExpReports/2016/Med-10.pdf)  
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I. Introduction 

The Ohio Medicaid Group VIII Assessment report presents results from the first comprehensive study examining 
the effects of Medicaid expansion in Ohio. To date, no other single state has conducted an evaluation of Medicaid 
that is as extensive as the Group VIII Assessment. 

House Bill 64 of the 131st General Assembly required the Ohio Department of Medicaid (ODM) to provide a 
report evaluating the effect of Ohio’s 2014 Medicaid expansion. Guided by the General Assembly’s instruction 
and at the request of the State Medicaid Director, the Ohio Medicaid Group VIII Assessment examined how 
Medicaid expansion has affected new enrollees with respect to access and utilization of health care, physical and 
mental health status, financial distress/hardship, and employment.  

The data collected to produce this report included a 7,508-person telephone survey, biometric screenings, 
medical records reviews, analysis of Medicaid administrative records, and interviews with Medicaid enrollees and 
stakeholders. All of these data sources consistently demonstrated that Medicaid expansion in Ohio, in addition 
to providing health insurance coverage to 702,000ii low-income Ohioans in May 2016, has had positive effects 
on new enrollees’ access to care, physical and mental health, and financial well-being. In survey responses, 
participants enrolled through the Medicaid expansion emphasized that Medicaid is critically important to their 
health status and socioeconomic security, with numerous respondents stating that Medicaid has literally saved 
their lives because of new access to physicians, dentists, mental health providers, and substance abuse treatment 
programs. Throughout this report, direct quotes from survey participants are presented in text boxes. These are 
responses to the survey question, “In your own words, describe in a sentence what getting Medicaid has meant 
to you.” 

“It gives me peace of mind knowing that I don’t have to pay for the medical insurance, 
and it saves me money being able to afford food and utilities and everyday things you 
need in life.” 

“It’s been a blessing and I thank God that I have Medicaid because I no longer have 
large payments and I can get my Medicaid medicines.” 

“More freedom. Less worries. I was an addict for 3 years before getting Medicaid. 
Because of Medicaid I’m not an addict.” 

Source: Group VIII Telephone Survey 

 

1. Medicaid Expansion in Ohio and Report Terminology 

Beginning January 1, 2014,iii many Ohioans age 19 through 64 with incomes at or below 138% of the federal 
poverty level (FPL) ($16,394 for a single adult in 2016) became eligible for Medicaid benefits under section 
1902(a)(10)(A)(i)(VIII) of the Social Security Act. Prior to that date, most low-income adults in Ohio were ineligible 
for Medicaid unless they had an income that was generally below 90% FPL and also possessed certain other 
qualifying characteristics such as parenthood, disability, or pregnancy. 

 
ii This number is unpublished and includes retroactive and backdated enrollments for May processed through November. 
The source for the estimate is ODM. See the Methodology Report for details regarding enrollment calculations. 
iii Although the Patient Protection and Affordable Care Act was signed in March 2010, Medicaid expansion in Ohio was 
initiated statewide as of January 1, 2014. 
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The population of adults newly eligible for Medicaid in Ohio is referred to in this report as Group VIII (referencing 
the section of the Social Security Act). The change in policy extending Medicaid eligibility to Group VIII is referred 
to as “Medicaid expansion.” 

Those enrolled in Ohio Medicaid through Group VIII are referred to in this report as “Group VIII enrollees.” Those 
enrolled in Ohio Medicaid through other Medicaid programs that existed prior to Medicaid expansion are 
referred to as “pre-expansion enrollees.”iv In the figures and charts included in this report, findings for Group VIII 
enrollees are presented in blue, while findings for pre-expansion enrollees are presented in gray. 

2. Statutory Mandate  

House Bill 64 of the 131st General Assembly required ODM to provide a report evaluating the effect of Medicaid 
expansion. Specifically, the statute requires: 

Not later than January 1, 2017, the Ohio Department of Medicaid shall submit to the General Assembly, 
in accordance with section 101.68 of the Revised Code, a report evaluating the Medicaid program’s 
effect on clinical care and outcomes for the group described in section 1902(a)(10)(A)(i)(VIII) of the 
“Social Security Act,” 42 U.S.C. 1396a(a)(10)(A)(i)(VIII), including the effects on physical and mental 
health, health care utilization and access, and financial hardship. 

This report and the accompanying Methodology Report and appendices were prepared in fulfillment of ODM’s 
statutory obligations. To assist in preparing this report, ODM contracted with the Ohio Colleges of Medicine 
Government Resource Center. 

3. Literature Review 

Recently the Kaiser Family Foundation released a literature review of 22 studies on the impacts of Medicaid 
expansion that were conducted between January 2014 and May 2016,1 which assessed the influence of Medicaid 
expansion on access to care, utilization of services, and health outcomes. 

These 22 studies either compared Medicaid expansion states to non-expansion states or examined the 
experience of one or more states’ populations before and after Medicaid expansion. Most of the studies reported 
statistically significant benefits from Medicaid expansion, although some did not find statistically significant 
benefits on some or all of the variables they studied. None of the studies found negative health-related outcomes 
resulting from Medicaid expansion. Studies released since May 2016 have reported similar findings.2 

Given the relatively short time since Medicaid expansion, studies have not been able to determine whether these 
effects translate into long-term improvements in health outcomes. Answering this question will require longer-
term research and can be examined as a follow-up to this assessment. 

Key statistically significant findings from recent studies of Medicaid expansion include the following: 

Increased Access to Medical Care, With Some Challenges 
 Improvements in measures of access to health care, such as easier access to medications and more low-

income individuals with a usual source of care2,3,4,5,6,7,8,9 

 Fewer people with unmet health needs and fewer people delaying or foregoing needed health care10,11 

 Increased availability of and access to behavioral health (mental health) services12,13,14  

 
iv For the purposes of this report, “pre-expansion enrollees” refers to those who enrolled before January 1, 2014.  
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 Mixed findings on wait times to receive health services with some studies showing increased waiting 
times at some provider locations because of increased demand for services15,16 while others show wait 
times that are similar to pre-expansion Medicaid coverage or to other types of insurance7,17 

Utilization of Needed Medical Services 
 Increased utilization of preventive, dental, and primary care physician services2,13,18  

 Increases in the percentage of individuals with chronic conditions obtaining regular care4,7 

 Fewer people skipping medications as prescribed, or non-adherent to prescribed medication regimen 
(either not filling a prescription or splitting the dose) because of cost4,6 

 An initial increase in overnight hospital stays9 

 Mixed findings on emergency department (ED) visits with some finding increases,19 others finding no 
significant change,4,9 and others finding lower use within 2 years of expansion compared to people in 
non-expansion states2  

 Some individuals receiving life-saving or life-changing surgeries they could not have received while 
uninsured12 

Incremental Improvement in Health Status 
 Increased diagnoses of previously unidentified health conditions, such as diabetes, high cholesterol, and 

cancer9,20 

 Modest improvements in self-rated health statuses, although some people reported poorer health status 
upon finding out they had previously unknown health conditions18 

 Modest decreases in the number of work days missed because of poor health18 

 Improvement in health and quality of life, with lower levels of stress after expansion (this study included 
focus groups with Ohioans from Columbus)11  

 Reported better health from people in expansion states compared to those in non-expansion states by 2 
years after expansion2 

Improvement in Financial Well-Being 
 Improvements in financial security, including large declines in trouble paying medical bills3,4,21  

 Reductions in the amount of unpaid debt sent to collection agencies in zip codes with the highest 
proportion of low-income residents21 

Studies on Medicaid expansion have employed a variety of research approaches, including surveys, focus groups, 
claims and utilization data analysis, and stakeholder interviews. No previous study combined all of the strategies 
into one comprehensive assessment. The Ohio Medicaid Group VIII Assessment, compared to other studies on 
Medicaid expansion, uses all of these research methods, along with medical records reviews and biometric 
screenings, to allow for a more comprehensive assessment of Medicaid expansion’s impact on Ohioans. 
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4. Group VIII Study Design  

The general goals of the Ohio Medicaid Group VIII Assessment were to determine whether gaining Medicaid 
coverage impacted the health and social circumstances of Group VIII enrollees and to understand how those 
who gained coverage were utilizing Medicaid coverage. 

Using Medicaid administrative data, it was possible to identify everyone who had gained coverage through 
Medicaid expansion. This identification enabled the research team to draw a base sample of respondents from 
the latest enrolled Medicaid population. 

After reviewing data collection possibilities, the Ohio Medicaid Group VIII Assessment research team decided on 
a staged approach to this assessment using multiple data collection modes. The main topic areas for 
measurement were: (1) access to health care services; (2) utilization of health care services, particularly for 
appropriate primary and preventive care; (3) financial distress associated with using health care 
services particularly for the uninsured and underinsured; (4) current and future employment; (5) family financial 
security; (6) changes in health status; and (7) open-ended evaluations of what Medicaid expansion has meant to 
Group VIII enrollees. 

The study design used five data collection modules (see Figure 1 below), with some Medicaid enrollees 
participating in multiple modules depending on random selection or voluntary consent as described below. 
When collected, these data were aggregated into a master data file with data linked at the respondent level, with 
the exception of the qualitative interviews.  

The first module was a survey of Group VIII and pre-expansion enrollees that addressed health care access, use, 
and benefits through survey responses. Survey data were weighted and set to represent the total Group VIII and 
pre-expansion enrolled populations. 

The second study module was a biometric screening of a random selection of Group VIII enrollees who completed 
the Group VIII Survey. The function of the biometric screening was to supplement the self-reported health status 
survey data with clinical information. During the biometric screening, permission was requested for researchers 
to examine medical records. 

Medical records collection was the third module and was designed to compare the participant’s health diagnoses, 
conditions, and health system use, pre- and post-Medicaid enrollment. The function of the medical records 
abstraction module was to identify trends in Group VIII enrollee health system use and health conditions via 
clinical information. 

To serve as a baseline verification of the Ohio Medicaid Group VIII Assessment Survey biometric and medical 
records abstraction modules, the research team performed a comprehensive study of Ohio Medicaid 
administrative data for the entire study-eligible universe of Group VIII and pre-expansion Medicaid enrollees 
using analysis parameters from the Healthcare Effectiveness Data and Information Set (HEDIS) standards. These 
measurements examined various health conditions, health care system utilization (including preventive care), and 
rates of evidence-based care for select chronic conditions. 

To capture qualitative measures about the value of Group VIII Medicaid enrollment for participants, the last 
module consisted of group interviews with select Group VIII enrollees and with Medicaid stakeholders, including 
representatives of provider groups. The questions asked in these interviews addressed topics that were 
determined to be substantial in the Group VIII Survey and biometric screenings. These interviews were transcribed 
into text and coded in relation to the prior modules’ findings. 
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Figure 1. Study Design and Data Structure for Group VIII Assessment 

 
 

  



 

The Ohio Department of Medicaid Ohio Medicaid Group VIII Assessment 13 

Once all data collection was completed, analyses were performed on each independent module and 
comparatively between modules, when appropriate. These data provide the majority of results contained within 
the Ohio Medicaid Group VIII Assessment and within the companion Methodology Report. The following 
subsection descriptions provide more specific details on each of the data sources used for this assessment. 

5. Data Sources 

The primary data sources for this report include the following: 

1. Telephone Survey: A total of 7,508 Medicaid enrollees participated in a detailed telephone survey, 
including 5,111 Group VIII enrollees and 2,397 pre-expansion enrollees. The sample was drawn using 
a stratified random selection of current Medicaid enrollees from both pre-expansion and Group VIII 
eligibility groupings, excluding the categories determined to be ineligible for the study (see 
Methodology Report). The cooperation rate of 76.1% for the telephone survey was stronger than 
expected, and the response rate of 24.1% is similar to other surveys of low-income popula-
tions.22,23,24,25,26 The telephone survey included both closed- and open-ended questions. Data from 
the survey allowed for (a) identification of changes experienced by Group VIII enrollees since enrolling 
in Medicaid, and (b) comparisons between Group VIII and pre-expansion enrollees. 

2. Biometric Screening: A random subset of telephone survey respondents from 22 counties were 
invited to participate in a biometric screening. Respondents met in person with a nurse who checked 
and recorded their blood pressure, heart rate, cholesterol levels, hemoglobin A1c, height, and weight. 
These counties, which represent over 70% of Ohio’s total Medicaid enrollment, were selected with the 
goal of obtaining a representative number of biometric screenings in urban, rural, and suburban 
county types. A total of 886 respondents participated in the biometric screening, including 599 Group 
VIII enrollees and 287 pre-expansion enrollees. The show rate for respondents who agreed to 
participate in the biometric screening was 68%, which was expected.27,28 The biometric screening 
allowed for verification and expansion of survey responses. 

3. Medical Records Examination: Group VIII enrollees who completed the biometric screening were 
asked to provide voluntary access to their medical records. Approximately 92% of biometric screening 
participants signed authorization forms to allow access to their medical records from health care 
providers who served as their usual source of care in 2013 and for the period covering 2015-2016. 
These enrollees were associated with 430 eligible medical provider groups, 89% of which provided 
medical records for at least one of their patients for these time periods. Medical records covering the 
complete time period of pre- and post-expansion were obtained for 174 respondents, as many of the 
participants were previously uninsured and had no available medical records prior to enrollment in 
Medicaid. All medical records were reviewed for information on health status, chronic disease 
diagnoses, preventive screenings, and medical treatments/prescriptions. 

4. Medicaid Claims and Administrative Data: Medicaid claims data were analyzed for participants who 
were enrolled in Medicaid for at least 11 months in 2015. This included 219,342 Group VIII enrollees 
and 477,518 pre-expansion enrollees. Sub-analyses were conducted for those who participated in the 
telephone survey and biometric screening. Analyses used well-established measures from HEDIS. 
Review of Medicaid claims enabled confirmation that the telephone survey sample was representative 
of the broader Medicaid population. In addition, claims data were used to (1) calculate measures of 
health care utilization, including preventive care and evidence-based care for chronic health 
conditions; (2) compare the health-related characteristics of Group VIII and pre-expansion enrollees; 
and (3) analyze changes in health status during the study period. 
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5. Focus Groups and Qualitative Interviews: Two types of qualitative studies were conducted. First, 
focus group sessions (with 27 total participants) were held in Cuyahoga, Muskingum/Licking 
(combined), and Montgomery counties. These sessions were conducted with individuals who 
participated in one or more of the following: telephone survey, biometric screening, and medical 
records examination. Second, qualitative interviews were conducted with a total of 10 invited 
Medicaid program stakeholders, including health care provider associations. These qualitative studies 
were designed to obtain more in-depth information about survey responses and to examine the 
perspectives of Medicaid stakeholders on the effects of Medicaid expansion. 

6. Ohio Medicaid Assessment Survey: The 2015 Ohio Medicaid Assessment Survey (OMAS) is a 
telephone survey that samples both landline and cell phones of Ohio residents. The survey examines 
insurance status, access to the health system, health statuses, demographics and other characteristics 
of Ohio’s Medicaid, Medicaid eligible, and non-Medicaid populations. In 2015, researchers completed 
42,876 interviews with adults and 10,122 proxy interviews of children. The 2015 OMAS is the sixth 
iteration of the survey (previously known as Ohio Family Health Survey). Analyses from the 2015 
OMAS addressed baseline information of prior insurance status, unmet health care needs, and family 
socioeconomic distress for the totality of Ohio and the Medicaid population from a population health 
point of view. For details, please see the 2015 OMAS Methodology Report.29 

More detail on all of these data collection methods is given in the Methodology Report accompanying this report. 

6. Group VIII Assessment Sections 

Responding to the statutory mandate, this report examines the impact of Medicaid expansion on Group VIII 
enrollees as follows: 

 Access to and utilization of heath care (Section III) 

 Changes in physical health, with a focus on chronic disease diagnoses and risk factors (Section IV) 

 Changes in mental and behavioral health (Section V) 

 Financial well-being and employment (Section VI) 

Although long-term changes in health cannot yet be assessed, to date Medicaid expansion has been strongly 
beneficial to Group VIII enrollees in all of these areas. This conclusion is confirmed by the multiple data sources 
used to prepare this assessment. 
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II. Population Characteristics of Group VIII Enrollees 

This section presents information about the population that has enrolled in Ohio Medicaid through Group VIII 
eligibility. Medicaid expansion has produced a significant increase in health care coverage—and a corresponding 
decrease in Ohio’s uninsured rate—as the majority of Group VIII enrollees were previously uninsured. 

Group VIII enrollees demonstrated high levels of both physical and mental health needs, which the Medicaid 
program is helping them to address. Because of demographic differences (age, sex, and race), Group VIII enrollees 
had slightly higher rates of chronic diseases, particularly cardiovascular disease, than pre-expansion enrollees. In 
particular, males 45-64 years of age had elevated rates of physical health conditions compared to other enrollees. 

1. Insurance Characteristics 

As of May 2016, more than 702,000v Ohioans were enrolled in Medicaid through the Group VIII expansion. In 
part, resulting from Medicaid expansion, Ohio recorded its lowest adult uninsured rate ever in 2015, at 8.7% for 
all adults 19-64 years of age. In 2012, the adult uninsured rate was 17.3% (OMAS). 

The decline in the uninsured rate was particularly notable for low-income Ohioans. For adults with family incomes 
under 138% of the FPL, the uninsured rate declined from 32.4% in 2012 to 14.1% in 2015 (Figure 2), the lowest 
rate ever recorded (OMAS). This precipitous decline was almost entirely the result of Medicaid expansion. 

Figure 2. Percentage of Ohioans age 19-64 With Family Income at or Below 138% of the  
Federal Poverty Level Without Insurance From 1998 to 2015 

 
Source: Ohio Medicaid Assessment Survey. 

A question regarding Medicaid expansion is whether it attracted people who were currently uninsured or brought 
people who were otherwise covered into public insurance. According to the Group VIII Survey, 89.0% of Group 
VIII enrollees were uninsured just prior to Medicaid expansion, including 75.1% who had no prior insurance and 
13.9% who had recently lost their employer-based coverage (Figure 3). The remaining 11.0% had some other 
form of coverage, with 3.6% stating that their employer-based insurance was too expensive to keep (the 

 
v This number is unpublished and includes retroactive and backdated enrollments for May processed through November. 
The source for the estimate is ODM. See the Methodology Report for details regarding enrollment calculations. 
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insurance substitution rate). Looking specifically at the 24.9% of Group VIII enrollees who had prior insurance 
within the year before enrollment, 55.8% transitioned to Medicaid because they lost employer-sponsored 
insurance, and an additional 14.5% transitioned to Medicaid because their employer-sponsored insurance was 
too expensive.30,31 These numbers are similar to trends for pre-expansion enrollees over the past decade. 

Figure 3. Insurance Status Prior to Enrollment Among Group VIII Enrollees and Reasons for  
Enrolling in Medicaid Expansion 

 
Source: Group VIII Telephone Survey. 

2. Demographic Characteristics  

Compared to pre-expansion enrollees, Group VIII enrollees who completed the telephone survey were more 
likely to be unmarried, male, older (45-64 years), and without children in the household (Table 1). The racial/ethnic 
background and educational attainment of Group VIII and pre-expansion enrollees were similar, although Group 
VIII enrollees were somewhat more likely to be white, to have college degrees, and to be employed. These 
demographic differences are largely the result of the different eligibility criteria for Group VIII enrollment 
compared to pre-expansion eligibility criteria. Before the 2014 expansion, the largest group of adults enrolled in 
Ohio Medicaid was women with children in the household (Ohio Medicaid Data, Ohio Medicaid Assessment 
Survey). 
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Table 1. Demographic Characteristics of Group VIII Enrollees and Pre-Expansion Enrollees 

  Group VIII Pre-Expansion 

 Weighted Average Unweighted N Weighted Average Unweighted N 

Male 55.8% 2,502 30.2% 762 
Age  
 19-44 years 49.6% 

 
1,992 76.3% 

 
1,484 

 45-64 years 50.4% 3,119 23.7% 913 
Race    
 White 71.5% 3,944 67.5% 1,759 
 Black  24.8% 997 28.0% 541 
 Other 3.7% 170 4.5% 97 
Ethnicity    
 Hispanic 3.6% 159 5.0% 104 
Education    
 High School or Less 58.1% 3,031 62.2% 1,512 
 Some College 28.3% 1,431 30.4% 704 
 4-Year Degree or More 13.1% 628 6.8% 167 
Marital Status    
 Married 15.6% 875 26.8% 648 
 Divorced 26.0% 1,518 24.4% 692 
 Widowed 3.8% 247 2.1% 60 
 Never Married 48.3% 2,174 39.9% 842 
 Domestic Partner 5.7% 266 6.2% 138 
Children in the Household 17.9% 836 75.4% 1,688 
Currently Employed 43.2% 2,138 41.5% 921 

Source: Group VIII Telephone Survey. 

3. Physical and Mental Health Characteristics 

Because the Group VIII enrollees are, on average, older and more likely to be male than pre-expansion enrollees, 
they face some different health challenges. For example, among those who participated in the biometric 
screening, members of the Group VIII population were more likely to have at-risk levels of blood pressure, 
hemoglobin A1c (blood sugar) levels consistent with diabetes, and high cholesterol than pre-expansion enrollees 
(Figure 4). However, these differences were primarily the result of differences in demographic characteristics. In 
a series of statistical models with demographic controls, differences between pre-expansion and Group VIII 
enrollees in terms of hypertension (high blood pressure), blood sugar levels, and cholesterol were not statistically 
significant (appendix Figure 4). The detailed results from these statistical models are available in the Methodology 
Report.vi 

Using the biometric data, Group VIII enrollees were identified as having higher levels of cardiovascular risk than 
pre-expansion enrollees. This was based on a validated risk score that combined a number of factors (detailed in 
the Methodology Report) to estimate the likelihood of developing cardiovascular disease. The higher 

 
vi Note that the biometric screenings measured markers of health at a single point in time. These results cannot be used to 
make assumptions or comparisons about the health of these populations at any earlier points in time. Additionally, the 
biometric screening does not identify people who may have had health risk markers in the past but who have received 
effective treatment. 
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cardiovascular risk for the Group VIII population was expected, given that age and sex are two important factors 
in determining cardiovascular risk, and the Group VIII population is older with a higher proportion of males. 

Figure 4. Prevalence of Health Risk Markers 

 
Individuals with the above diseases who were treated to levels below diagnostic levels are not accounted for in this analysis. More 
information on the risk level definitions is available in the Methodology Report. Source: Group VIII Biometric Screening. 

Key Findings 
Medicaid expansion resulted in new health insurance coverage for 702,000 Ohioans in May 2016, the vast 
majority of whom were previously uninsured.  
In comparison to pre-expansion enrollees, Group VIII enrollees are more likely to be male, older (45-64 
years), and without children.  
As a result of demographic differences, Group VIII enrollees had higher rates of cardiovascular risk factors 
such as hypertension and high cholesterol than pre-expansion enrollees.  
Studies from other states that have expanded Medicaid have similarly found large increases in Medicaid 
enrollment, primarily because of the enrollment of adults who were previously uninsured.1  

  

22.1%

12.1%

8.0%

21.9%

10.4%

4.8%

0%

5%

10%

15%

20%

25%

30%

Hypertension Diabetes Total Cholesterol: High
Risk

Group VIII

Pre-Expansion



 

The Ohio Department of Medicaid Ohio Medicaid Group VIII Assessment 19 

III. Health System Access and Utilization 

A key goal of providing health care coverage is for people to better integrate into the health care system. Past 
reports show that the uninsured are less likely to have a usual source of care and more likely to use of the ED as 
a usual source of care. Additionally, the uninsured demonstrate lower utilization of preventive care and higher 
levels of unmet health needs.32,33,34,35 This combination of experiences creates a lack of continuity to care and 
delays in seeking needed care that can often result in later diagnosis of health conditions, use of higher cost 
sources of care, lower levels of appropriate care being received, and poorer overall health outcomes.  

Group VIII enrollees overwhelmingly reported that access to medical care has become easier since enrolling in 
Medicaid (Figure 5), which has reduced their unmet medical needs. Enrollment in Medicaid has enabled Group 
VIII enrollees to obtain a usual and appropriate source of care that, in turn, has likely contributed to decreased 
use of ED care and better management of chronic health conditions. 

Figure 5. Changes in Ease of Access to Care Since Enrolling in Medicaid 

 
Source: Group VIII Telephone Survey.  

1. Access to Care 

A majority of Group VIII enrollees reported improved access to care since enrolling in Medicaid; 64.3% stated 
that accessing care had become easier, 6.0% stated that it had become harder, and 29.2% stated that ease of 
access remained the same. Getting care became easier for a substantial percentage of Group VIII enrollees with 
prior insurance (43.6%), indicating that improved access to care was not limited to Group VIII enrollees who were 
previously uninsured. 

Large percentages of Group VIII enrollees reported better access to a variety of health services, including dental 
care, vision care, and mental health services. Two-thirds of Group VIII enrollees (65.3%) stated that filling 
prescriptions had become easier, and only 3.2% reported that filling prescriptions had become more difficult 
(Figure 6).  
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Figure 6. Changes in Ease of Filling Prescriptions Since Enrolling in Medicaid 

 
Source: Group VIII Telephone Survey.  

2. Usual Source of Care 

A usual source of health care is defined as a particular medical professional or health center where a person 
would usually go when in need of health care advice or health care services. The main reasons for not having a 
usual source of care besides seldom getting sick are prohibitive cost for securing health care, being uninsured, 
and a lack of knowledge concerning when and how to secure health care services.36 A significant percentage of 
Group VIII enrollees (32.2%) reported that before they obtained Medicaid coverage they did not have a usual 
health care provider. This included 21.0% of enrollees with prior insurance and 36.0% of enrollees who were 
previously uninsured. 

For Group VIII enrollees who did not have a usual source of care prior to enrolling in Medicaid, a majority (58.4%) 
reported having a usual source of care (other than emergency department) at the time they were surveyed. Even 
among Group VIII enrollees with prior insurance and no usual source of care prior to enrolling in Medicaid, a 
majority (51.8%) reported having a usual source of care at the time of the study. 

Additionally, Medicaid expansion has narrowed the racial and ethnic disparities in access to usual sources of care. 
Among low-income Ohioans ( 138% FPL), those identifying as Hispanic showed the largest percentage increase 
in connecting to a usual source of care between 2012 and 2015. However, the percentage of low-income Hispanic 
Ohioans with a usual source of care (80.2%) still lags behind the comparable percentage for low-income White 
(90.6%) and Black (90.0%) Ohioans (Figure 7). 
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Figure 7. Percentage of Ohioans With Income at or Below 138% FPL With a Usual Source of  
Care by Race, 2012-2015 

 
Source: Ohio Medicaid Assessment Survey. 

A review of the medical records for Group VIII enrollees with visits to their usual source of care both prior and 
subsequent to the Medicaid expansions revealed an increase in the likelihood of having two or more visits in a 
given year since enrollment. This finding supports the telephone survey results that Group VIII enrollees are 
accessing needed preventive and primary health care. 

The medical records review was carried out for a total of 430 Group VIII enrollees. Of these enrollees, 301 reported 
in the biometric screening having the same usual source of care in 2013, before expansion, as in 2015–2016, after 
expansion. Of these 301 Group VIII enrollees, 174 medical records were obtained and abstracted for both time 
periods (pre- and post-expansion). The two main reasons for this were: (1) there being no observable visits on 
the medical records with their usual source of care in 2013; and (2) health care provider nonresponse. For the 
subset of Group VIII enrollees with abstracted medical records who identified the same specific provider (as 
opposed to a group practice) for both time periods, it was determined that a minority sought care with their 
usual source of care provider during the post-expansion period. These results are indicative of a substantial 
increase in access to care for Group VIII enrollees most of who were uninsured and indicated no change in their 
usual source of care between 2013 and 2016. 

3. Emergency Department Use 

After Medicaid expansion, emergency department (ED) use tended to decline among Group VIII enrollees. About 
a third of Group VIII enrollees (33.9%) reported fewer trips to an ED since enrollment, while 15.8% reported an 
increase and 48.6% reported that use remained the same (Figure 8). The decline in utilization rates was similar 
for Group VIII enrollees with and without prior insurance. 
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Figure 8. Changes in Frequency of Emergency Department Use Since Enrolling in Medicaid 

 
Source: Group VIII Telephone Survey.  

Medicaid claims data also demonstrated that Group VIII enrollees were less likely than pre-expansion enrollees 
to visit the ED. When they did visit an ED, it was more likely to be for a medical condition typically best treated 
in the ED, such as myocardial infarction (heart attack), acute respiratory failure, or a traumatic brain injury. In 
particular, Group VIII enrollees aged 45-64 had substantially fewer visits to the ED than pre-expansion enrollees 
in the same age range (Figure 9). Additional analyses of Medicaid claims revealed that Group VIII enrollees were 
less likely to use an ED than pre-expansion enrollees for visits in which no immediate care was needed (23.1% 
versus 26.3% of total visits) and for which care was needed but could have been provided by a primary care 
provider (21.7% versus 23.0%). Because the ED is an expensive setting in which to deliver care, reducing ED visits 
for non-emergent care has the potential to lower overall health care costs for the Group VIII population.37 

When asked what getting Medicaid meant to them, 31.3% of respondents specifically mentioned improved 
access to care, with many mentioning reduced use of the ED. 

“I'm happy that I can make appointments without going to the emergency room.” 

“It brought some comfort to know if I was to get sick I can go to a hospital and get 
treatment and not have to get emergency room care.” 

“It has helped me a lot. When I didn't have Medicaid I wouldn't go to doctor or hospital. 
I would use the hospital emergency room as a clinic.” 

Source: Group VIII Telephone Survey. 
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Figure 9. Number of Emergency Department Visits per 1,000 Member-Years in 2015 

 
Source: Medicaid Administrative Data. 

4. Access to Preventive Care 

Medicaid expansion was, in part, intended to facilitate access to preventive services that could help avoid the 
onset of costly and debilitating diseases. Decades of research suggest that evidence-based clinical preventive 
services are cost-effective and can be cost-saving.38 

Medicaid claims data suggest that Group VIII enrollees are obtaining clinical preventive services at rates 
comparable to those of pre-expansion enrollees (Figure 10). For example, in 2015, 35.3% of Group VIII female 
enrollees over the age of 50 obtained breast cancer screenings, compared to 33.0% of pre-expansion enrollees. 
These data are limited to Group VIII enrollees and pre-expansion enrollees who were eligible for these screening 
procedures. 
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Figure 10. Percentage of Group VIII and Pre-Expansion Enrollees Who Qualified for and  
Received Health Screenings in 2015vii 

 
Source: Medicaid Administrative Data. 

5. Appropriate Care for Chronic Conditions 

An important function of primary care providers is the treatment of chronic conditions. According to Medicaid 
administrative data, a large percentage of Group VIII enrollees with chronic condition diagnoses were receiving 
appropriate care from a clinician based on evidence-based clinical guidelines. 

For patients with Type 2 diabetes or cardiovascular disease, statin therapy is a widely used evidence-based 
treatment.39,40 Similar percentages of Group VIII enrollees and pre-expansion enrollees with diabetes received 
statin therapy (38.5% versus 42.5%); likewise, the percentage of patients with cardiovascular disease receiving 
statins was comparable (74.4% of Group VIII enrollees versus 76.7% of pre-expansion enrollees) (Figure 11). 
(Statin use for treatment of cardiovascular disease in both the Group VIII and pre-expansion populations 
exceeded the U.S. average of 58.1% in 2013.41) 

Analyses of Medicaid administrative data indicated that a large majority of Group VIII enrollees with hypertension 
also had well-controlled blood pressure. Because the care experience and treatment regimens for patients with 
hypertension and diabetes and those with hypertension but without diabetes are different, the results for these 
two groups are reported separately. Among Group VIII enrollees with hypertension and diabetes, 79.6% had well-
controlled blood pressure, compared to 80.5% for pre-expansion enrollees (Figure 12). Hypertensive Group VIII 
enrollees without diabetes were less likely to have well-controlled blood pressure (68.1%, compared to 70.6% for 
pre-expansion enrollees). These results exceed the Healthy People 2020 objective of 61.2%.42 

 
vii Not all screenings are performed annually. According to the United States Preventive Services Task Force, the 
recommended period between screenings is every other year for breast cancer screening (mammography) at age 50, 3 to 
5 years for cervical cancer, and yearly to every 10 years for colorectal cancer depending on screening modality, starting at 
age 50.  
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Figure 11. Percentage of Group VIII and Pre-Expansion Enrollees With Diabetes or  
Cardiovascular Disease Diagnoses Who Received Statin Therapy 

 
Source: Medicaid Administrative Data. 

Figure 12. Percentage of Group VIII and Pre-Expansion Enrollees With Hypertension Diagnoses Who 
Have Well-Controlled Blood Pressure by Diabetes Status 

 
Source: Medicaid Administrative Data. 
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6. Unmet Health Care Needs 

An unmet health care need indicates a physical or mental health condition that is not being addressed. Causes 
of unmet needs can be classified as barriers to availability, accessibility, and acceptability of services. Problems 
of availability include too-lengthy wait times, services not available when required, and services not available in 
a geographic area. Problems of accessibility include reasons related to cost and transportation. Problems of 
acceptability of available service usually relate to personal preferences or individual circumstances. Unmet needs 
were examined in the Ohio Medicaid Group VIII Survey for general health, dental health, and mental health. 

Overall, Group VIII enrollees reported widespread declines in unmet health care needs (Figure 13). Forty-three 
percent of Group VIII enrollees reported fewer unmet needs, compared to 8.3% who reported greater needs. 
Reductions in unmet health care needs were detected for both those who had insurance and those who were 
uninsured prior to G-VIII enrollment. 

Figure 13. Percentage of Group VIII Enrollees Who Have Fewer, More, or the Same Level of  
Unmet Health Care Needs Since Enrolling in Medicaid 

 
Source: Group VIII Telephone Survey.  

Results from the 2015 OMAS indicate that 37.7% of Group VIII enrollees reported general unmet health care 
needs, 21.0% reported unmet dental needs, 15.0% reported unmet vision needs, 6.9% reported unmet mental 
health care needs, and 11.2% reported unmet health care supplies needs. 
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Key Findings 
Nearly two-thirds of Group VIII enrollees (64.3%) reported that Medicaid improved their access to general 
health care. Similar improvements were reported for access to care in the areas of pharmacy, vision, and 
dental.  
Medicaid has enabled most new enrollees who previously lacked a usual source of care to obtain one.  
Access to care through Medicaid has reduced unmet medical needs and likely contributed to many 
individuals reporting less ED use. 
These results are consistent with research from other states demonstrating that Medicaid expansion has 
resulted in improved access to care and medications, increased likelihood of having a usual source of care, 
and reduced unmet needs. Previous studies have reached inconsistent results about whether Medicaid 
expansion increases or decreases ED use.1 The findings from this study suggest that Ohio Medicaid expansion 
has, on balance, reduced ED use by Group VIII Medicaid enrollees. 
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IV. Changes in Physical Health 

Better integration into the health care system should result in better physical health. However, measuring physical 
health improvement in the short run is challenging. Although Medicaid expansion is in its third year, this 
assessment focuses on people who had received coverage for between 12 and 24 months at the time they were 
studied. 

This assessment was able to examine numerous sources that suggest possible impacts on the physical health of 
Group VIII enrollees. First, survey data were used to determine how many new enrollees were diagnosed with 
previously undetected chronic health conditions. Preferably, these diagnoses would occur at earlier stages of the 
disease, soon after enrollees had obtained Medicaid coverage, which has been Ohio Medicaid’s experience with 
those on pre-expansion Medicaid. Second, survey data were combined with Medicaid administrative data and 
medical records from a subset of participants to examine whether Group VIII enrollees were better able to 
manage their chronic health conditions. Effective management of chronic conditions is vital to Medicaid given 
that enrollees with chronic conditions account for 70% to 80% of total Medicaid spending. Finally, individual self-
reports of changes in health status served as an additional measure for assessing Medicaid expansion’s impact 
on health. 

Because of the short amount of time that has transpired since Medicaid expansion, dramatic improvements in 
physical health among Group VIII enrollees were not expected. Since enrollment, Group VIII enrollees have (1) 
been connected to usual health care (as discussed in Section III); (2) obtained diagnoses for preexisting chronic 
conditions; and (3) accessed appropriate health care for the treatment and management of those conditions.  

“[Medicaid is] a life saver. It’s got my blood pressure back down to almost normal. I'm 
just grateful for the coverage because I wouldn't get this care without it because I know 
it isn't cheap.” 

“I can go to the doctor for my bronchitis and asthma and can get care. I'm able to be 
healthier and be more functional at work and able not to miss work because I can get 
health care that I can afford.” 

“It means that I am healthier, I have asthma and before I couldn’t afford my inhaler. It's 
been a lifesaver.” 

Source: Group VIII Telephone Survey. 

 

1. Chronic Disease Diagnoses 

When assessing health status, data collection for this assessment focused on issues relating to key chronic 
diseases. The analyses of the Group VIII enrollees showed that selected chronic disease diagnoses are prevalent 
in this population. The costs associated with chronic disease treatment are a source of tremendous financial 
disruption and family stress. They have significant impacts on morbidity and mortality for Medicaid recipients 
and represent many of the leading causes of death. 

Many Group VIII enrollees (38.8%) reported having been diagnosed with at least one chronic condition prior to 
obtaining Medicaid coverage, indicating that many in the Group VIII population had serious preexisting health 
needs. Since enrolling in Medicaid, more than one-quarter of Group VIII enrollees (27.0%) have been newly 
diagnosed with at least one chronic condition (Group VIII Telephone Survey). The most common new diagnoses 
are shown in Figure 14. A review of medical records of Group VIII enrollees who visited their usual source of care 
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in both 2013 and 2015-2016 also identified increases in chronic disease diagnoses. For example, more than twice 
as many Group VIII enrollees who participated in the medical records case study were diagnosed as having 
diabetes in 2016 compared to 2013 (21%, up from 10%), and the percentage diagnosed with depression 
increased from 13% to 22%. 

These new diagnoses make it difficult to assess changes in health status for Group VIII enrollees before and after 
Medicaid enrollment. The new diagnoses could superficially—and incorrectly—be read to suggest that some 
Group VIII enrollees have experienced worsened health since enrolling on Medicaid. It is far more likely, however, 
that these new diagnoses represent conditions that were previously undiagnosed. Thus, enrollment in Medicaid 
has enabled enrollees to better understand their current health status and to seek treatment for existing—and 
potentially life-threatening—risk factors and chronic diseases. 

Enrollment in Medicaid was instrumental in both identifying previously undiagnosed health conditions and 
increasing the likelihood of appropriate care for such conditions. In response to the question about what getting 
Medicaid has meant to respondents, some mentioned having a better understanding of their health or a health 
condition.  

When asked what getting Medicaid meant to them, 31.3% of respondents specifically 
mentioned improved access to care, with many mentioning reduced use of the 
emergency department. 

“I'm happy that I can make appointments without going to the emergency room.” 

“It brought some comfort to know if I was to get sick I can go to a hospital and get 
treatment and not have to get emergency room care.” 

“It has helped me a lot. When I didn't have Medicaid I wouldn't go to doctor or hospital. 
I would use the hospital emergency room as a clinic.” 

Source: Group VIII Telephone Survey. 
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Figure 14. Percentage of Group VIII Enrollees Who Reported Receiving a  
Chronic Condition Diagnosis Since Enrollment 

 
*Coronary Heart Disease, Heart Attack, or Congestive Heart Failure. 
**Emphysema, Chronic Obstructive Pulmonary Disease, or Chronic Bronchitis. 
Source: Group VIII Telephone Survey.  

2. Management of Chronic Conditions 

As noted, many Group VIII enrollees (38.8%) had been diagnosed with a chronic condition prior to obtaining 
Medicaid coverage. However, prior to Medicaid expansion, many of these people were unable to obtain or afford 
appropriate medical treatment for these conditions. 

After Medicaid expansion, as access to care improved and many Group VIII enrollees acquired a usual source of 
care, large percentages of Group VIII enrollees with preexisting chronic conditions reported that managing their 
conditions had become easier. Overall, 59.1% of individuals with a chronic condition reported that their condition 
was easier to manage after enrolling in Medicaid. Changes in ability to manage preexisting hypertension, high 
cholesterol, and diabetes are reported in Figure 15. As can be seen, more than half of Group VIII enrollees with 
these conditions reported that their condition had become easier to manage since enrolling in Medicaid, and 
very few people stated that managing their condition had become harder.  
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Figure 15. Changes in Ability to Manage Preexisting Chronic Conditions 

 
Source: Group VIII Telephone Survey. 

Group VIII enrollees who participated in the medical records review were more likely to have appropriate care 
for their chronic conditions after enrolling in Medicaid. For example, among Group VIII adults aged 40 to 64 years 
with Type 2 diabetes who visited their usual source of care in both 2013 and 2015-2016, there was nearly a 50% 
relative increase for statin treatment between the two time periods (29%, up from 21%). Similarly, a substantially 
greater percentage of Group VIII enrollees diagnosed with depression were receiving antidepressant medications 
in 2016 (61%), compared to 2013 (48%). 

In Medicaid claims data analyses, HEDIS-derived measures were used to assess whether Group VIII enrollees were 
receiving appropriate clinical care for their chronic conditions, and whether diagnosed risk factors were being 
effectively treated. As detailed in the Methodology Report, these analyses demonstrated that Group VIII enrollees 
are making progress in controlling chronic conditions and that Group VIII enrollees were receiving evidence-
based treatments at roughly equivalent rates to pre-expansion enrollees. For instance, 79.6% of Group VIII 
enrollees with diabetes and high blood pressure had their blood pressure under control, compared to 80.5% of 
pre-expansion enrollees blood pressure was analyzed because hypertension is a leading risk factor for 
cardiovascular disease. 

Although Group VIII participants had only been enrolled in Medicaid for no more than 2 years, some 
improvements in physical health were detectable. For example, the medical records review found that, among 
participants with medical records from both 2013 and 2015-2016, the percentage of patients with high-risk levels 
of blood pressure (systolic readings of 140 mmHG or above) decreased from 33.8% to 21.9% (Figure 16). Similarly, 
the percentage of these Group VIII enrollees with a BMI of 40 or greater (very severe obesity) decreased from 
17.9% to 16.3%, and the percentage with high-risk levels of cholesterol (240 mg/dL and above) decreased from 
10.0% to 3.3%. 
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Figure 16. Percentage of Group VIII Enrollees in the Medical Records Case Study  
with High Blood Pressure 

 
Source: Medical Records Case Study. 

3. Self-Rated Health Statuses 

Group VIII enrollees have experienced improvements in self-rated health statuses (general, dental, vision and 
mental health). Literature indicates that survey respondents’ self-rated health status is a better predictor of overall 
and general health than many clinical observations.43,44,45,46 Since Medicaid enrollment, nearly half of Group VIII 
enrollees (47.7%) reported improvements in their general health status. Only 3.5% stated that their health had 
gotten worse, while 48.4% stated that their health remained the same. Sixty percent of those who received 
evidence-based treatment for their chronic conditionsviii reported improved health status, compared to 46.9% of 
those who did not receive evidence-based care. Of those reporting a usual source of care, 57.5% reported 
improved health status, versus 45.5% of people without a usual source of care.ix 

Compared to Group VIII enrollees, pre-expansion enrollees were less likely to report improvements in their 
general health status in the past 2 years. Pre-expansion enrollees were about as likely to report that their health 
had declined as improved, although a majority (65.8%) reported that their health stayed the same (Figure 17). 
This suggests that enrollment in Medicaid produces a short-term increase in self-rated health status, because 
people are able to obtain treatment for preexisting conditions (whether previously diagnosed or undiagnosed). 
As these conditions are managed, Medicaid enrollees—like the general population—are then less likely to report 
significant improvements in their health from year to year.  

Many individuals reported, in response to the question about what getting Medicaid had meant to them, that 
their physical health, mental health, or quality of life had improved. 

 
viii HEDIS-derived measures, Statin Therapy for Patients with Diabetes and Statin Therapy for Patients with Cardiovascular 
Disease.  
ix Differences significant at p < 0.001.  
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“It's meant that I can treat my Type 2 diabetes correctly, have it under control, which 
allows me to feel better, and work, and all around my quality of life has improved.” 

“[Medicaid has] been a godsend. I was diagnose[d] with diabetes and high blood 
pressure which I did not know I had, and I'm now on medication to take care of those 
two situation[s].” 

“It has saved my life. I have severe mental issues and I have depression and bipolar 
insanity ADD (Attention Deficit Disorder) and I am on several medications and I would 
not be able to take care of me if I didn’t have Medicaid.” 

Source: Group VIII Telephone Survey. 

 

Figure 17. Changes in Self-Reported Health Since Enrolling in Medicaid (Group VIII Enrollees) or  
During the Past Two Years (Pre-Expansion Enrollees) 

 
Source: Group VIII Telephone Survey.  
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Key Findings 
More than one-quarter of Group VIII enrollees were diagnosed with a chronic condition after enrolling 
in Medicaid, suggesting a high level of unmet medical needs. 

Medicaid has enabled those with chronic conditions to obtain evidence-based care. Medical records 
and Medicaid administrative data demonstrate that Group VIII enrollees are obtaining needed care for 
their chronic conditions. 

Despite the limited time that has passed since Medicaid expansion, Group VIII enrollees are showing 
improvements in the management of their chronic conditions, including reductions in high-risk levels 
of blood pressure and cholesterol.  

Self-rated health improved for Group VIII enrollees in Ohio; nearly half of all Group VIII survey 
participants reported that their health is now better than when they enrolled in Medicaid, compared to 
very few (4%) who reported that their health is worse.  

Similar to this study, previous research examining Medicaid expansion has found that enrollment in 
Medicaid improves self-rated health and enables adults with chronic conditions to receive regular care for 
those conditions.1 
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V. Changes in Mental Health  

Individuals with mental illness historically have higher rates of chronic disease47 and incur health care costs that 
are 2-3 times greater than individuals without these conditions.48 This section identifies the incidence of these 
complex conditions for Group VIII enrollees and discusses whether they can effectively access treatment with 
their Medicaid coverage. 

Data from this assessment confirmed that Group VIII enrollees with symptoms of mental illness had higher rates 
of chronic disease – there is evidence that these Group VIII participants are integrating into the health care system 
at rates comparable to or exceeding those of other Group VIII enrollees. Interviews with Medicaid providers 
suggest Medicaid expansion has greatly improved access to behavioral health care, but that limited numbers of 
available providers may pose a challenge in the future. 

Several survey respondents mentioned access to mental health and behavioral health care when asked what 
Medicaid has meant to them. 

“It’s helped my mental health and I feel better about myself because I can get the care I 
need.” 

“It's meant I've been able to get treated for depression, get prescriptions, go to the 
doctor and get annual checkups. And dental and vision as well, I couldn't afford health 
care before.” 

“Medicaid has meant a great deal. It has enabled me to see my psychiatrist and family 
doctor. I’m grateful I have Medicaid.” 

“It has helped me get through the tough times I'm in, as far as getting help with alcohol 
addiction and mental health care.” 

Source: Group VIII Telephone Survey 

 

1. Prevalence of Anxiety or Depression 

Compared to pre-expansion enrollees, Group VIII enrollees had modestly lower rates of anxiety and depression. 
Over one-third of pre-expansion enrollees (35.7%) met survey screening criteriax for depression, anxiety or both 
conditions compared to 31.9% of Group VIII enrollees. However, mental health conditions remain a barrier for 
employment within the Group VIII population, with 17.5% of Group VIII enrollees, compared to 22.5% of pre-
expansion enrollees, reporting that a mental health condition kept them from work or other usual activities for 7 
days or more in the last month. Overall, Group VIII enrollees meeting the screening criteria for mental illness had 
an employment rate that was half that of Group VIII enrollees without evidence of mental illness (28.8% versus 
51.0%, respectively). 

2. Mental Health and Chronic Disease Diagnoses 

Consistent with prior analyses from the research team, Ohio Medicaid Group VIII Assessment findings suggest 
that Group VIII enrollees who met screening criteria for depression and anxiety had higher rates of chronic 

 
x A brief screening questionnaire on the PHQ4 standardized screening measure (Kroenke et al., 2010) was used to assess 
symptoms of depression and anxiety. High scores on this scale suggest that an individual is likely to meet the diagnostic 
criteria for depression or anxiety. 
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disease and risk behavior. Comparatively, Medicaid enrollees with a positive depression or anxiety screen were 
more likely to have a diagnosis for one or more of the following: high blood pressure, high cholesterol, diabetes, 
heart disease, stroke, chronic obstructive pulmonary disease, and cancer (Figure 18).  

Figure 18. Percentage of Group VIII Enrollees With Chronic Condition Diagnoses by  
Mental Health Screening Status 

 
*Coronary Heart Disease, Heart Attack, or Congestive Heart Failure. 

**Emphysema, Chronic Obstructive Pulmonary Disease, or Chronic Bronchitis. 

Source: Group VIII Telephone Survey.  

3. Access and Utilization of Mental Health Treatment 

The survey findings suggest that since Medicaid expansion, Group VIII enrollees with mental illness are making 
progress in obtaining needed mental health care. Close to half of Group VIII enrollees (44.0%) who met mental 
health screening criteria reported that access to mental health treatment had become easier, compared to 5.0% 
who indicated that access had become harder and 43.0% who indicated that it was the same. 

Pharmacotherapy treatment for Group VIII enrollees met quality guidelines established by the National 
Committee for Quality Assurance for 61.7% of enrollees with a clinical diagnosis of depression during the acute 
phase of their illness, and for 50.9% during their continuation phase. Additionally, 29.4% used psychosocial 
treatments such as counseling, case management, care coordination, psychotherapy, or relapse prevention in 
the past year compared to 28.7% for pre-expansion enrollees (psychosocial treatment indicates assistance to 
psychological development in interaction with an individual’s social environment). 
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4. Access and Utilization of Physical Health Care for Individuals with Mental Health 
Conditions 

Since Medicaid expansion, Group VIII enrollees with mental illness are making progress toward obtaining needed 
medical care. As mentioned in Section III, 32.2% of Group VIII enrollees reported not having a usual source of 
care prior to Medicaid expansion. Group VIII enrollees who screened positive for anxiety or depression were more 
likely to obtain a usual source of care than those who did not screen positive (60.6% versus 57.3%). Those with 
evidence of a mental health condition also showed greater improvements in access to health care (68.5% versus 
62.4%) and access to needed prescriptions (71.2% versus 62.5%). 

Despite these results, many Group VIII enrollees who screened for anxiety or depression were more likely than 
other Group VIII enrollees to report going to the ED more often since enrolling in Medicaid (20.9% versus 13.4%). 

5. Substance Use and Misuse 

Considering substance use, Group VIII enrollees reported lower tobacco use than pre-expansion enrollees (37.9% 
versus 39.6%) but higher rates of binge drinkingxi (25.5% versus 20.5%). However, claims data showed equivalent 
rates of clinically diagnosed substance abuse or dependence (32.3% for Group VIII enrollees versus 33.8% for 
pre-expansion enrollees),xii and equal rates of diagnosed opiate abuse and dependence (3.6% for each group).xiii 
However, Group VIII enrollees were less likely than pre-expansion enrollees to receive prescriptions for 
medications associated with abuse and dependence, such as opioids and benzodiazepines (25.6% versus 32.0% 
for opioids, 10.4% versus 13.6% for benzodiazepines). (Literature and Ohio-specific studies indicate that opioid 
prescription reforms for pain conditions have lessened the prevalence of prescribing opioids.) 

Those with substance use disorders were more likely to report improvement in overall access to care (72.1% 
versus 60.9%), access to prescription medication (74.4% versus 61.2%), and access to mental health care (44.7% 
versus 27.7%) than enrollees without substance use disorders. This improvement was even more evident for 
Group VIII enrollees with an opioid use disorder (75.4% versus 64.0% for overall access to care; 82.7% versus 
64.8% for access to prescription medications; and 59.3% versus 32.2% for access to mental health care). This 
improvement in access to care since enrollment in Medicaid is consistent with research indicating improved 
access to treatment for opioid and other substance use disorders because of changes in state and federal health 
policies.49,50,51,52,53  

These findings suggest that many enrollees with substance use disorder do not receive substance abuse 
treatment. Only 29.9% for Group VIII enrollees and 28.8% for pre-expansion enrollees with substance use 
disorders receive psychosocial treatment for substance abuse and, based on pharmacy claims, only 17.9% for 
Group VIII enrollees and 21.0% for pre-expansion enrollees with opioid use disorders receive Medication Assisted 
Treatment. 

 
xi Binge drinking was defined as having more than four (for women) or five (for men) drinks on one occasion within the 
past 30 days. 
xii Including alcohol, cannabis, opioids, sedatives, hypnotics, anxiolytics, cocaine, stimulants, hallucinogens, inhalants, and 
other psychoactive substances. 
xiii This finding is based on diagnosed opioid use disorder, which is likely to be an underestimate of the actual prevalence 
of opioid use disorder. 
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6. Impact of Medicaid Expansion on the Mental Health and Substance Abuse 
Treatment System 

Stakeholder interviews with behavioral health provider groups found a uniformly positive view of the Medicaid 
expansion, but stakeholders expressed concern about meeting the increased demand for services, including 
behavioral health services (particularly substance abuse treatment). In the past, there were not many options for 
low-income individuals to have coverage for substance abuse treatment. Enrollees with behavioral health issues 
are now able to get care for their chronic diseases, which are prevalent in this population. Additionally, Medicaid 
assists individuals with mental illnesses with obtaining housing and employment. Often, these social services 
contribute to recovery and improvement of mental illness. 

Although demand on providers has increased, the supply of providers has remained stagnant. In some public 
settings, the number of providers has actually decreased because counselors now have more, higher paying 
options in the private sector. 

Key Findings 
Compared to pre-expansion enrollees, the Group VIII Telephone Survey screening questions indicated 
that Group VIII enrollees had modestly lower rates of anxiety and depression, but mental health 
conditions remain a barrier for employment within the Group VIII population. 
Of Group VIII enrollees with positive screens for anxiety or depression, 44.0% reported that access to 
mental health treatment had become easier since enrolling in Medicaid, while 5.0% indicated that it had 
become harder. 
Group VIII enrollees with evidence of mental illness were more likely to have chronic health conditions, 
but were integrating into the health care system as levels comparable to or exceeding those of other 
Group VIII enrollees. 
Research from other states has similarly found that Medicaid expansion has increased access to mental 
health services.1 
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VI. Changes in Financial Hardship and Employment 

A goal of all health insurance is to assist in the reduction of family financial stress by providing people with a 
measure of financial security in the face of medical bills. Prior studies on Medicaid expansion have shown 
reduction of financial stress to be a key benefit of Medicaid expansion.1 Research shows that reducing financial 
stress provides clear physical and mental health benefits.54,55,56 In addition, reduction of financial stress is 
associated with lower levels of child and domestic abuse, which reduces health care utilization, and people with 
less experience of trauma have lower levels of future chronic disease.57 

Medicaid reduces financial risks for recipients because it covers most medical costs. This can make household 
budgeting easier and less stressful because health care utilization and medical expenses are often unpredictable. 
Group VIII enrollees reported that Medicaid enrollment has enabled them to purchase basic necessities and pay 
down debt, supported their ability to seek employment, and reduced anxieties about seeking medical care. 

1. Changes in Family Finances 

Given that for many families health care costs are a major factor that influences household finances, Medicaid 
has the potential to reduce financial strain by facilitating access to needed care without large out-of-pocket costs.  

Among Group VIII enrollees, 22.9% reported an improvement in their financial situation, 10.0% reported 
worsening finances, and 66.1% reported no change in financial position since enrolling in Medicaid (Figure 19). 
In other words, Group VIII enrollees, a financially distressed population, were nearly twice as likely to report that 
their finances were improving instead of worsening since obtaining Medicaid, although the degree to which this 
result is attributable to Medicaid (as opposed to other changes in a family’s financial situation) is unknown. Group 
VIII enrollees who met screening criteria for depression and anxiety and those who were unemployed were the 
most likely to report that their financial situation had worsened since joining Medicaid. 

Figure 19. Percentage of Group VIII Enrollees Reporting That Their Financial Situation is Better,  
Worse or the Same Since Enrollment 

 
Source: Group VIII Telephone Survey.  

One of the ways that Medicaid can promote financial well-being is by freeing up space in the family budget for 
other necessities, such as food or housing. A majority of Group VIII enrollees (58.6%) reported that it is easier to 
pay for groceries since getting Medicaid. Close to half of Group VIII enrollees (48.1%) also reported that since 
getting Medicaid it is easier to remain current on their rent or mortgage and pay off debt (43.6%) (Figure 20). 
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When asked what getting Medicaid meant to them, nearly one-quarter of Group VIII enrollees mentioned some 
sort of financial improvement in their household. 

“It has meant me being able to afford food, and paying my rent, and me not worrying 
about paying for a doctor's visit.” 

“It has greatly helped me out financially and helped me put food on my table and 
survive.” 

“It has given us the freedom to see doctors now to be treated for medical reasons. It 
also has opened up that now we have more money left for our other expenses like food 
and such.” 

Source: Group VIII Telephone Survey. 

 

Figure 20. Group VIII Enrollees Reporting That it is Easier to Buy Food, Pay for Housing, and  
Pay off Debt Since Getting Medicaid Coverage 

 
Source: Group VIII Telephone Survey. 

Among the 55.8% of Group VIII enrollees who had medical debt prior to enrollment, 68.0% reported that these 
debts led them to fall behind on paying bills (Figure 21). At the time of the study, only 30.8% of Group VIII 
enrollees reported having any medical debt, a 44.8% reduction. 
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Figure 21. Percentage of Group VIII Enrollees With and Without Medical Debt Before and  
After Enrolling in Medicaid 

 
Source: Group VIII Telephone Survey. 

2. Employment 

An additional question about Medicaid expansion is what, if any, influence it has on employment. Studies to date 
on employment and Medicaid expansion have not reached consensus concerning employment changes or 
reductions directly related to Medicaid coverage.58, 59 The Group VIII telephone survey collected information from 
enrollees on whether having Medicaid assisted in finding work or in maintaining existing work. 

A majority of Group VIII enrollees reported that Medicaid has made it easier to secure and maintain employment. 
Among Group VIII enrollees who are currently employed, 52.1% reported that having Medicaid makes it easier 
to continue working (Figure 22). Among unemployed Group VIII enrollees looking for work, 74.8% reported that 
Medicaid makes it easier to look for work. For instance, one focus group respondent mentioned that she had a 
severe hernia and could not even get out of bed to go to work. After she enrolled in Medicaid, she had the 
needed surgery and could move around again. She was back to work and feeling much better. When asked what 
getting Medicaid meant, multiple survey respondents mentioned an improved ability to work when discussing 
their financial situation. 
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“I had a lot of health problems before but a lot had changed in my life. Now I am able 
to work more.” 

“I am finally getting everything that was wrong with me fixed so that I can go back to 
work. It's a great help.” 

“Give me the ability to seek employment without worrying about my health.” 

Source: Group VIII Telephone Survey. 

 

Figure 22. The Effects of Medicaid Enrollment on Employment for Group VIII Enrollees 

 
Source: Group VIII Telephone Survey. 

3. Worry about Illness, Injury, and Medical Bills 

By reducing concern about unaffordable medical costs, enrollment on Medicaid relieves anxiety about becoming 
ill or injured. Nearly three-fourths of Group VIII enrollees (72.0%) reported having less anxiety about becoming 
ill and having to go to a doctor since enrolling in Medicaid (Figure 23). Similarly, more than two-thirds of Group 
VIII enrollees (68.8%) reported less anxiety about getting injured and having to seek medical care. 
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Figure 23. Group VIII Enrollees’ Worry About Getting Sick and Going to  
Doctor Since Getting Medicaid Coverage 

 
Source: Group VIII Telephone Survey. 

Likewise, a large majority of Group VIII enrollees (81.1%) reported that their worry about medical bills has 
declined since they obtained Medicaid eligibility (Figure 24). Even enrollees who had health insurance in the past 
reported less worry about medical bills. Over one-quarter of respondents (27.9%) mentioned “relief” in their 
response to the question about what getting Medicaid meant. Many of these individuals linked relief to less 
worry about bills. 

“It seems like less stress knowing when having an emergency you don't have to worry 
about not affording it or been refused services from a hospital.” 

“[Medicaid] allows me to go to the doctor when I need to instead of not going. It’s less 
worrying about it. It helped me with my mental health.” 

“It has been a blessing, without it I would be so far in debt from my cancer treatment 
and medical bills that I incurred. It’s been fantastic.” 

Source: Group VIII Telephone Survey. 
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Figure 24. Worry About Medical Bills Since Medicaid Eligibility 

 
Source: Group VIII Telephone Survey.  

Key Findings 
Participation in Medicaid has made it easier for Group VIII enrollees to pay for basic necessities including 
food and housing.  
Medicaid coverage has enabled currently employed Group VIII enrollees to maintain their positions, and 
it has helped enrollees without jobs to seek employment.  
The protection that Medicaid provides against unexpected and unaffordable medical costs significantly 
reduces enrollees’ anxiety about becoming ill or injured.  
These findings align with previous research from other states concluding that Medicaid expansion stabilizes 
participants’ household finances, reduces unpaid medical bills and unpaid debt, and reduces stress 
associated with health care costs.1 Reduction in stress is associated with improvements in self-rated health. 
18, 60, 61 
Prior research comparing expansion and non-expansion states have not found Medicaid expansion to have 
any significant effects on labor force participation.59 Group VIII Medicaid enrollees in Ohio, however, believe 
that Medicaid enrollment has meaningfully enhanced their ability to find and maintain employment. 
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VII. Conclusions 

Ohio’s 2014 Medicaid expansion extended health care coverage to more than 702,000 low-income Ohioans as 
of May 2016. For Group VIII enrollees, access to Medicaid has facilitated access to care, reduced emergency 
department utilization, improved self-reported health, and supported employment and job-seeking. 

In response to the General Assembly’s request, this assessment has comprehensively reviewed the effects of 
Ohio’s Medicaid expansion on Group VIII enrollees. This assessment drew on a wide range of data sources 
including a telephone survey of Medicaid participants, biometric screenings, medical records examinations, 
Medicaid claims and administrative data, and qualitative interviews. Detailed information about the methodology 
is included in the Ohio Medicaid Group VIII Assessment Methodology Report.  

Key conclusions include the following: 

1. Group VIII Participants 

Prior to enrolling on Medicaid, most Group VIII enrollees (89.0%) had no health insurance coverage. Medicaid 
expansion has contributed to the lowest uninsured rate for low-income Ohioans ever recorded. In comparison 
to pre-expansion enrollees, Group VIII enrollees are more likely to be white, male, with a high school degree or 
less, and unmarried. They are also more likely to have been diagnosed with a chronic disease and to have at-risk 
levels of various health indicators. 

2. Access and Utilization of Care 

Medicaid has improved access to care. Large majorities of Group VIII enrollees report that obtaining care and 
filling prescriptions has become easier. Additionally inappropriate health system use patterns have shifted, with 
Group VIII enrollees reducing their use of EDs and connecting instead to usual and appropriate sources of health 
care.  

The reviews of medical records and Medicaid administrative data confirmed that Group VIII participants were 
increasingly connecting to usual and appropriate sources of care, reducing ED utilization, and obtaining access 
to evidence-based treatments. 

3. Physical Health 

Nearly half of Group VIII participants (47.7%) reported that their health has improved since enrolling in Medicaid, 
compared to only 3.5% reporting worsening health. Those who allowed access to their medical records showed 
improvements in the treatment of chronic diseases and health risk factors. Since Medicaid enrollment, more than 
one-quarter of Group VIII participants (27.0%) have been diagnosed with at least one chronic health condition. 
Many of these chronic conditions would likely have remained undiagnosed and untreated without Medicaid 
expansion. 

4. Mental Health 

Approximately one-third of Group VIII enrollees met screening criteria for depression or anxiety disorders, which 
was slightly lower than the percentage of pre-expansion enrollees with anxiety or depression. These Medicaid 
participants reported higher levels of improvement in access to care than those without depression and anxiety, 
and they were more likely to connect to usual and appropriate sources of care after enrolling on Medicaid. 
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5. Financial and Employment  

Enrollment on Medicaid has allowed Group VIII participants to pay for basic necessities such as food and housing, 
and to pay off medical debt. For example, 58.6% reported that enrollment in Medicaid has made buying food 
easier.  

Group VIII enrollees overwhelmingly reported that having Medicaid coverage made it easier to look for work or 
to remain employed. 

In survey responses, Group VIII enrollees stressed the importance of Medicaid enrollment to their health and 
their financial situation. 

6. Providers and Stakeholders 

Providers and stakeholders also discussed the positive impacts of Medicaid expansion and the role it had played 
in expanding access to health care for low-income Ohioans. Some providers and stakeholders did, however, 
object to the reimbursement rates provided by Medicaid—an issue that predates Medicaid expansion and is 
beyond the scope of this assessment. 

Many reported that the access to care facilitated by Medicaid allowed enrollees to learn about and seek treatment 
for previously undiagnosed—and sometimes life-threatening—medical conditions.  

7. Final Conclusion 

In summary, the consensus of data collected in the Ohio Medicaid Group VIII Assessment is that Ohio’s Medicaid 
expansion has been beneficial to Ohio’s Group VIII enrollees in terms of the following: 

 Expanding access to care 

 Facilitating more appropriate forms of health care utilization 

 Detecting previously undiagnosed health conditions 

 Supporting employment and job-seeking 

 Reducing financial hardship and medical debt 

These results suggest that Medicaid expansion has and will continue to improve the health of low-income 
Ohioans enrolled in Medicaid expansion. 

Note: The Ohio Medicaid Group VIII Assessment project was conducted by a partnership of the Ohio Colleges of 
Medicine Government Resource Center, The Ohio State University College of Public Health, Ohio University, and 
RTI International for submission to the Director of the Ohio Department of Medicaid. The content of this report 
is the responsibility of this partnership. 
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NEW ORLEANS – Most low-income Michigan residents who signed up for the
state’s expanded Medicaid program say their new health insurance helped them do
a better job at work, or made it easier for them to seek a new or better job, in the
first year after they enrolled, according to a new study.

That’s on top of the positive health effects that many said their new coverage
brought them, University of Michigan researchers report at the annual research
meeting of the AcademyHealth research organization.
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Renuka Tipirneni, M.D., M.Sc.

In all, 69 percent of those who had jobs said they did better at work once they had
health insurance under the Healthy Michigan Plan, the name of Michigan’s
Medicaid expansion under the Affordable Care Act.

And 55 percent of those who were out of work said the coverage made them better
able to look for a job. Eighty percent of the 4,090 people surveyed had incomes
below the federal poverty level, and 28 percent were out of work.

Better health through coverage

In all, nearly half of the newly covered Michiganders said their physical health
improved in the first year of coverage, and nearly 40 percent said their mental or
dental health got better.

Those who said their health improved also had the most chance of experiencing an
effect on their work life. As a group, they were four times more likely to say that
getting Medicaid coverage helped them do a better job at work. And those who felt
their health had improved, but were out of work, were three times as likely to say
that their coverage helped them look for a job.

Lead researcher Renuka Tipirneni, M.D., M.Sc.,
says that she and her colleagues at the U-M
Institute for Healthcare Policy and Innovation
were surprised at how many reported better
health after a short period of coverage. Studies in
other expansion states have not shown overall
improvement so soon.

But the impact on employment was even more
surprising, she says, and has implications for
current debates in state and federal public policy,
including proposals to require Medicaid enrollees
to work or actively seek work.

“Having health insurance, and being able to take care of one’s health as a result,
has a large positive impact on a person’s ability to do a better job at work or seek
employment,” she says. “Given that a large portion of those with chronic illness or
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poor health are already working, this has many implications for the way we
structure Medicaid programs.”

How the study was done

Tipirneni and her colleagues performed the survey of a representative sample of
Healthy Michigan Plan enrollees, and detailed structured interviews with 67
participants, in 2015 and 2016 as part of the official federally mandated evaluation
of the program. They communicated with participants in their choice of English,
Spanish or Arabic.

IHPI holds a contract with the Michigan Department of Health and Human Services
to carry out that evaluation, and the new data are also described in a report that will
be made available on the website of the federal Medicare/Medicaid agency. In all,
672,576 Michigan residents are covered by the plan.

At the AcademyHealth meeting, Tipirneni laid out the findings of the survey,
including new data about what Healthy Michigan plan enrollees say about their own
health.

Impact of coverage on work

Working-class Michiganders with chronic health conditions made up more than two-
thirds of all those surveyed and nearly half of those who were working. They
reported a significant increase in their ability to do a good job at work in their first
year of coverage.

One-third of the participants who said they were in fair or poor health held down
jobs nonetheless – and a slightly smaller percentage of this group said they were
out of work.

“Our findings show that many people in the Healthy Michigan Plan who aren’t
healthy overall are working nonetheless, and so are many people with chronic
conditions,” says Tipirneni. “We intend to study these participants in future work, to
understand what factors influence their ability to hold or seek employment.”

The remaining third of those who said their health was fair or poor said they weren’t
working because illness, disability or other issues made them unable to. The
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researchers did not ask about caregiving responsibilities that might have accounted
for some people’s inability to work.

The in-depth, structured interviews with selected participants revealed some of the
personal stories behind the numbers. For instance, they described how receiving
mental health care had made them more able to work, or how having dental work
done under the plan’s coverage had allowed them to feel more professional when
looking for jobs.

The Healthy Michigan Plan coverage is open to any Michigan resident making less
than 133 percent of the federal poverty level. A person working a full-time job at
Michigan’s 2016 minimum wage of $8.50 per hour would make just over that
threshold if they lived alone, but would be eligible for Healthy Michigan Plan
coverage if they support a child or another adult who doesn’t or can’t work.

More information about the Healthy Michigan Plan evaluation, and other Medicaid-
related research being conducted by IHPI members based at the University of
Michigan, is available at http://ihpi.umich.edu/initiatives/healthy-michigan-plan
(http://ihpi.umich.edu/initiatives/healthy-michigan-plan)

Tipirneni’s co-authors on the study are IHPI members and U-M faculty Jeffrey
Kullgren, John Ayanian, Edith Kieffer, Ann-Marie Rosland, Tammy Chang, Adrianne
Haggins, Sarah Clark, Sunghee Lee, and Susan Goold, and research staff Erica
Solway, Erin Beathard, Christina Mrukowicz and Matthias Kirch. Other IHPI
evaluation team members that contributed to this study include Erin Sears, Lisa
Szymecko, Tolu Olorode, Cengiz Salman, Zachary Rowe, and Community Advisory
Board members.

The team is also presenting other findings about Michigan’s Medicaid expansion in
research posters at the AcademyHealth meeting, including:

Survey results
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16329) and
structured interview results
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16388)

suggesting that Healthy Michigan Plan enrollees reduced their reliance on
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Renuka Tipirneni , M.D., M.Sc. (/our-experts/rtipirne) ,
John Ayanian , M.D., M.P.P. (/our-experts/ayanian) ,
Jeffrey Kullgren , M.D., M.S., M.P.H. (/our-experts/jkullgre) ,
Susan Goold , M.D., M.H.S.A., M.A. (/our-experts/sgoold) ,
Edith Kieffer , Ph.D., M.P.H. (/our-experts/ekieffer) ,
Ann-Marie Rosland , M.D., M.S. (/our-experts/arosland) ,
Tammy Chang , M.D., M.P.H., M.S. (/our-experts/tachang) ,

urgent care clinics and emergency departments, and increased their use of
primary care, after enrolling.
Data showing
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/18196) that
enrollees who had mental health or substance use issues had better access to
care and better mental health after enrolling
Findings
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16388) about
the impact of the Michigan plan’s dental care provisions, showing that it
improved the health of their teeth and gums but that many enrollees were not
aware of the benefit.
 An evaluation
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16388) of the
early impact of the Michigan plan’s cost-sharing features, which were intended
to encourage enrollees to be cost-conscious about their care.
An exploration
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16237) of the
program’s impact on enrollees who have chronic health conditions, or were
found to have them after seeking medical care with their new coverage.
A report
(https://academyhealth.confex.com/academyhealth/2017arm/meetingapp.cgi/Paper/16391) on
how low-income Michiganders would want to allocate coverage if they were
designing a plan for people like themselves, given a set amount of resources,
including the cost and access tradeoffs they would be willing to make.
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| BYBLOG POST | OCTOBER 16, 2018 AT 10:45 AM

Some 4,109 Arkansas Medicaid bene ciaries lost coverage on October 1 for not reporting at least 80 hours of work
or work-related activities for three months, the state reports. That brings the total to 8,462 bene ciaries who have
lost coverage since the state implemented its rigid work requirement. These individuals are locked out of Medicaid
for the rest of 2018 even if they report 80 hours of work or work-related activities in future months or become
exempt from the requirement due to illness or other reasons.

Over 16,000 bene ciaries (23 percent of those subject to the work requirement) didn’t report su cient work hours in
September (see chart). Almost 5,000 bene ciaries now have two months of non-compliance with the work
requirement and will lose coverage if they don’t report 80 hours of work or work-related activities for another month
this year. And another 7,500 have one month of non-compliance and will lose coverage if they have two more non-
compliance months. Thousands of them will likely lose coverage in the coming months.

4,109 More Arkansans Lost Medicaid in October for Not
Meeting Rigid Work Requirements

JENNIFER WAGNER
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TOPICS: Health, Medicaid and CHIP

Good cause exemptions, which are available for bene ciaries who can’t comply or report compliance due to
circumstances beyond their control, don’t appear to be protecting vulnerable bene ciaries. In September, Arkansas’
Medicaid agency granted only 140 good cause exemptions for August — though over 16,000 bene ciaries didn’t
comply with the reporting requirement that month. Good cause exemptions were available for bene ciaries who
couldn’t report due to a statewide computer outage that affected the online reporting portal on the last day to report
compliance in September, but few bene ciaries apparently knew it was available. Like other provisions of the work
requirement, bene ciaries bear the burden to know the exemption exists, understand that they qualify, and email a
request to the agency, which may be hard for bene ciaries with limited Internet and email access.

A new Kaiser Family Foundation brief, based on interviews with state o cials, health plans, providers, and
bene ciary advocates, details some of the factors that are likely leading eligible Medicaid bene ciaries to slip
through the cracks and lose coverage in Arkansas:

Many bene ciaries are likely unaware that they face a work requirement. The state and health plans have
conducted much of their outreach through phone calls, but the state has no phone numbers, or incorrect
numbers, for many bene ciaries. Other outreach through social media or online videos didn’t likely reach
bene ciaries without Internet access. Finally, the state’s notices contain incomplete information and aren’t
available in Spanish.

Many enrollees have trouble using the online portal to report exemption and compliance activities. Even if
bene ciaries have Internet access and su cient computer literacy — which many don’t — setting up an online
account and reporting work hours requires multiple steps. And although the state has authorized “registered
reporters” to log hours for bene ciaries, many bene ciaries aren’t using them because they don’t know about
the service or may not understand the new work requirements.

Bene ciaries are likely struggling to meet the rigid work requirements. Transportation is a major barrier to
work, and there are few jobs in the state’s rural areas and for workers with low education levels. Medicaid funds
can’t be used for work supports, which are key to overcoming barriers to work, and the number of bene ciaries
seeking assistance from the Department of Workforce Services will likely strain the Department’s resources
because the state hasn’t boosted its funding to meet this need. Further, although bene ciaries can comply with
the work requirement by volunteering, that may not be practical for those with limited information about
available opportunities and limited transportation options to do so.

As we’ve explained, research suggests that only a small minority of Medicaid bene ciaries potentially subject to the
state’s work requirement aren’t already working and wouldn’t qualify for an exemption. The Arkansas experience
thus far shows that many eligible bene ciaries who are working or qualify for an exemption are nevertheless getting
caught up in the complex policy and restrictive reporting requirements and losing coverage.
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Over 4,300 Arkansas Medicaid bene ciaries lost their coverage on September 1, likely becoming uninsured, because
they didn’t report at least 80 hours of work or work-related activities for June, July, and August, the state reports.
These people, the rst Medicaid bene ciaries in any state to lose coverage because they couldn’t comply with
complex work requirements, represent about 17 percent of the rst cohort subject to Arkansas’ requirement. They’re
locked out of Medicaid for the rest of 2018 even if they report 80 hours of work or work-related activities in future
months or become exempt from the requirement due to illness or other reasons.

Roughly 5,000 other bene ciaries now have two months of non-compliance with the work requirement and will lose
coverage if they don’t report that they’ve complied for another month this year. And over 6,100 have one month of
non-compliance and will lose coverage if they have two more. Thousands of these bene ciaries are likely to lose
coverage in the coming months.

Many of these bene ciaries likely complied with the requirement or quali ed for an exemption but struggled with the
problem-ridden online portal — the only way that Arkansas lets bene ciaries report. Adding to the portal-related
challenges, the state acknowledged that it experienced a computer problem that may have limited access to the
website during the crucial reporting window and is extending the reporting deadline for one month for those
affected if they request a “good cause” exemption due to the computer issues. As with other good cause
exemptions, however, bene ciaries have the burden of knowing the exemption exists and emailing a request to the
agency, which may prove hard for bene ciaries with limited Internet and email access.

The good cause exemptions, intended to protect bene ciaries who can’t comply with the requirements due to life
events such as hospitalization, serious illness, or domestic violence, have proven ineffective at protecting vulnerable
bene ciaries. The state granted only 45 good cause exemptions for July even though almost 12,000 bene ciaries
didn’t comply with the reporting requirement that month.

As we’ve explained, research suggests that only a small minority of Medicaid bene ciaries potentially subject to the
state’s work requirement aren’t already working and wouldn’t qualify for an exemption. Yet a much larger number of
bene ciaries are accruing months of non-compliance and losing coverage, which suggests that the complex policy
and reporting requirements are tripping up many eligible bene ciaries. Recent interviews with 18 Arkansas Medicaid
bene ciaries support this conclusion:

Twelve of the 18 weren’t aware of the new work requirement.

Most of the interviewees who, based on their age, should have received a letter from the state letting them
know they were subject to the work requirement weren’t sure they received one. And those who did were
confused or overwhelmed by the new requirements.

Many reported the online portal would be a challenge for them or their family members to use because they
lacked a smartphone or Internet access.

Over 4,300 Arkansas Bene ciaries Lost Medicaid This Month
for Not Meeting Rigid Work Requirements

JENNIFER WAGNER
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Most importantly, none of the interviewees reported that the policy had led them — or would lead them — to
change their work-related activities, as most of them were already working, actively seeking work, or exempt.

Governor Asa Hutchinson claimed yesterday that more than 1,000 bene ciaries have found work since the work
requirements took effect in June, but there’s no evidence that that occurred due to the work requirement. Some
bene ciaries start new jobs every month regardless of the threat of losing coverage. The state’s data show that in
August, almost 2,000 bene ciaries in the state’s Medicaid expansion population — most of whom aren’t yet subject
to the requirement — left Medicaid because their incomes rose above program limits.

Even if some bene ciaries sought help nding a job due to the work requirement, that impact must be balanced
against the fact that 4,300 bene ciaries lost coverage — many of whom likely are working or qualify for an
exemption. A far better approach for Arkansas would be to implement a robust voluntary workforce program, which
would provide job training and other services to the small group of bene ciaries who aren’t working and can work
without causing thousands to lose health insurance.
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July 30, 2018 

 
Commentary: As Predicted, Eligible Arkansas Medicaid 

Beneficiaries Struggling to Meet Rigid Work Requirements 
By Jennifer Wagner 

 

Nearly 8,000 Arkansas Medicaid beneficiaries had to report compliance with the state’s rigid new 
work requirement or risk losing coverage by July 5.  Of that group, only 4451 — less than 6 percent 
of those who had to report — successfully navigated the complex requirements and reporting 
structure to log their hours.  Over 7,000 others now have one month of non-compliance with the 
new requirement and will lose coverage if they have two more.  This group is just the first of three 
cohorts that will become subject to work requirements this summer, and Arkansas is planning to 
extend its policy to more Medicaid beneficiaries next year.  

 
As we and others have explained,2 state Medicaid waivers that take coverage away from people 

who don’t work or engage in work-like activities for a set number of hours each month will lead to 
large coverage losses — including among those who comply with the requirements or should be 
exempt from them.3  Arkansas is making the barriers to maintaining enrollment particularly high by 
requiring beneficiaries — many of whom lack internet access — to use a problem-riddled online 
portal to report exemptions and log hours.4 

1 Max Brantley, “Work Rule ‘works’ in first month report; 26 percent flunk,” Arkansas Times, July 13, 2018, 
https://www.arktimes.com/ArkansasBlog/archives/2018/07/13/work-rule-works-in-first-month-report-26-percent-
flunk. 
2 MaryBeth Musumeci, Rachel Garfield, and Robin Rudowitz, “Medicaid and Work Requirements: New Guidance, State 
Waiver Details and Key Issues,” Kaiser Family Foundation, https://www.kff.org/medicaid/issue-brief/medicaid-and-
work-requirements-new-guidance-state-waiver-details-and-key-issues/, Hannah Katch, Jennifer Wagner, and Aviva 
Aron-Dine, “Medicaid Work Requirements Will Reduce Low-Income Families’ Access to Care and Worsen Health 
Outcomes,” Center on Budget and Policy Priorities, February 8, 2018,  
https://www.cbpp.org/research/health/medicaid-work-requirements-will-reduce-low-income-families-access-to-care-
and-worsen.   
3 Jennifer Wagner and Judith Solomon, “States’ Complex Medicaid Waivers Will Create Costly Bureaucracy and Harm 
Eligible Beneficiaries,” Center on Budget and Policy Priorities, May 23, 2018, 
https://www.cbpp.org/research/health/states-complex-medicaid-waivers-will-create-costly-bureaucracy-and-harm-
eligible. 
4 Jennifer Wagner, “Arkansas Medicaid Waiver Will Mean More Enrollees Lose Coverage,” Center on Budget and Policy 
Priorities, updated June 14, 2018, https://www.cbpp.org/blog/arkansas-medicaid-waiver-will-mean-more-enrollees-
lose-coverage. 



Arkansas instituted its work requirement policy for the first cohort of almost 26,000 Medicaid 
beneficiaries June 1.  The state deemed more than 15,000 of those beneficiaries to be exempt or 
meeting the requirement based on information already available to its Medicaid agency, such as the 
fact that they had a dependent child in their home.  Another 2,395 reported exemptions after the 
state notified them that they were subject to the new requirement.  That left nearly 8,000 
beneficiaries needing to complete 80 hours per month of work or work-like activities and report it 
through the online portal.  Just 445 successfully navigated the portal and reported sufficient hours. 
(See Figure 1.) 
  

FIGURE 1 

 
 

Many of the more than 7,000 beneficiaries who did not report hours — 29 percent of the first 
group subject to Arkansas’s work requirement — likely were already working or should be exempt 
from the requirement.  Research analyzing which Medicaid beneficiaries are already working or 
qualify for an exemption suggests that only a small minority of Medicaid beneficiaries potentially 
subject to the state’s work requirement aren’t already working and wouldn’t qualify for an 
exemption.5   
 

A substantial majority of those who lose coverage due to work requirements will be working 
beneficiaries and beneficiaries with health challenges or caregiving responsibilities that should qualify 

5 Anuj Gangopadhyaya et al., “Medicaid Work Requirements in Arkansas,” Urban Institute, May 24, 2018, 
https://www.urban.org/research/publication/medicaid-work-requirements-arkansas/view/full_report. 



them for exemptions, but who get tripped up by red tape, Kaiser Family Foundation researchers 
recently estimated.6  Based on past experience with Medicaid eligibility restrictions, the Kaiser 
researchers projected that 5 to 15 percent of people in these two groups will lose coverage, an 
estimate they describe as conservative.   

 
The initial data from Arkansas suggest the share of eligible beneficiaries at risk could be higher 

than the Kaiser projection, at least initially.  Many of those who have failed to report likely didn’t 
understand the reporting requirements, lacked internet access or couldn’t access the reporting portal 
through their mobile device, couldn’t establish an account and login, or struggled to use the portal 
due to a disability.  Of the beneficiaries losing coverage who weren’t already working and didn’t 
qualify for an exemption, many likely couldn’t comply because they faced serious barriers to work, 
including low levels of education and lack of access to transportation. 

 
Most of those who did report compliance with the requirement did so by satisfying exemptions or 

work requirements for SNAP (formerly known as food stamps).  Only 94 beneficiaries reported at 
least 80 hours of work, education and training, or other allowable activities.  Even if none of these 
beneficiaries were already working — which is unlikely — that would imply that the work 
requirement influenced just 94 beneficiaries out of about 26,000 to participate in work or work-like 
activities for 80 hours in June.  In contrast, over 7,000 Arkansas Medicaid beneficiaries — likely 
including many who would qualify for an exemption or are already working and complying with the 
requirement — will lose Medicaid coverage if they fail to report or otherwise struggle to meet these 
requirements for two more months before the end of the year.   

 
The number of Arkansas beneficiaries at risk of losing coverage will almost certainly rise as 

Arkansas phases in the work requirements for additional groups of Medicaid beneficiaries over the 
coming months.  And more eligible beneficiaries may lose coverage in other states with approved 
work requirements.  Kentucky and New Hampshire will suspend Medicaid benefits after just one 
month of non-compliance (compared to three in Arkansas), and Kentucky, New Hampshire, and 
Indiana will apply the work requirement to a larger share of Medicaid beneficiaries, including some 
low-income parents.  Moreover, Arkansas is deeming many workers as in compliance and therefore 
exempt from reporting requirements due to reported monthly earnings equal to the minimum wage 
times 80 hours, something the other states may not do.  These factors are likely to lead to more 
eligible beneficiaries losing coverage for failing to report their exemption or compliance in these 
other states.   

 
Arkansas’ experience shows how rigid work requirements put working families and beneficiaries 

who qualify for exemptions at risk of losing coverage for failing to navigate complex bureaucracy.  
Despite Arkansas Governor Asa Hutchinson’s claim that “The first report is encouraging,”7 these 
numbers show that work requirements don’t work. 
 

6 Rachel Garfield, Robin Rudowitz, and MaryBeth Musumeci, “Implications of a Medicaid Work Requirement: National 
Estimates of Potential Coverage Losses,” Kaiser Family Foundation, June 27, 2018, 
https://www.kff.org/medicaid/issue-brief/implications-of-a-medicaid-work-requirement-national-estimates-of-
potential-coverage-losses/. 
7 Associated Press, “7,000 People Fail to Meet Arkansas Medicaid Work Requirement,” New York Times, July 13, 2018, 
https://www.nytimes.com/aponline/2018/07/13/us/ap-us-medicaid-arkansas.html. 
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Volatile Job Schedules and 
Access to Public Benefits  

 
For many low-wage workers, Monday-through-Friday, nine-to-five jobs are a thing of the past. Instead, volatile 
schedules are the norm, especially in retail, restaurant, and other service jobs. Among early career workers (ages 
26 to 32) in hourly jobs, more than 40 percent receive one week or less advance notice of their job schedules.1  
Half of these workers have no input into their schedules and three-quarters experience fluctuations in the 
number of hours they work, with hours varying by more than eight hours per week on average. Many workers 
receive less than three days’ notice.2 
 
These schedules make it difficult for workers to secure child care, hold a second job, or attend job training. 
Scheduling instability also leads to income instability. When workers do not know whether they will work 10 
hours or 40 hours in a given week, it is nearly impossible for them to budget and to make ends meet. A recent 
study found that nearly one-third of Americans experience considerable fluctuations in their income; of these 
individuals, more than 40 percent attribute the ups and downs to irregular work schedules.3 
  
When combined with low wages and low income, workers with volatile schedules often find themselves in need 
of income support from public benefits programs, such as cash assistance under Temporary Assistance for 
Needy Families (TANF) and nutritional assistance under the Supplemental Nutrition Assistance Program 
(SNAP). These safety net programs are crucial to reducing poverty. One recent estimate found that government 
tax and transfer policies reduced the share of people who were poor by almost half (from 29 percent to 16 
percent) in 2012.4  Safety net programs also support work, especially for low-income parents, providing crucial 
stability that helps them advance in their jobs and ensures their children’s healthy development. For millions, 
the safety net has made work pay and lifted families out of poverty.5    
  
Ironically, the very job scheduling issues that contribute to many workers’ financial insecurity and consequent 
need for public benefits often create obstacles to accessing these benefits.6 Some of these programs require 
recipients to work a certain number of hours.  As a result, when workers are scheduled for fewer hours, their 
wages and their public benefits go down.7 Temporary increases in work hours can also be cause for concern. 
Workers who fail to report increased earnings—even if temporary—can be denied benefits or even charged 
with fraud. Workers who report increased earnings may have their benefits cut or become ineligible. This is 
often referred to as the “benefits cliff.” Yet many workers whose income increases as a result of additional 
hours may quickly lose those hours, making them eligible for benefits once again. The reapplication process can 

Introduction 
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be cumbersome and time consuming, contributing to a process known as “churn” that is as costly for 
administrative agencies as it is a hardship for families. 
 
Volatile job schedules also exacerbate logistical problems that hinder benefits access. From trying to schedule 
an appointment with a caseworker to attempting to project one’s income to calculate benefits, workers with 
volatile job schedules find that the path to benefit eligibility is anything but straightforward. Rules related to 
quitting one’s job and technological flaws in the system used to verify income may also present challenges for 
these workers. 
  
Despite playing an essential role in lifting American workers out of poverty when their employers fail to pay 
them adequately and treat them fairly, the social safety net needs to be updated to keep up with the changing 
nature of work. In particular, states’ rules and practices are in need of revisions.  Workers and advocates can 
help drive this change; already, their advocacy for stronger workplace protections and collective bargaining 
rights has effectively increased public support for state and local policy solutions to volatile scheduling. Further 
advocacy can also drive change at the level of public benefits rules.  
  
This brief examines the ways that volatile schedules complicate and constrain access to public benefits, 
including those provided under TANF, SNAP, the Child Care Development Fund (CCDF), and Medicaid.8 (See 
Appendix A for brief descriptions of each program.) Many of these programs vary considerably across states—
both in law and in practice. Because no source tracks state choices in all of these areas, the brief does not offer a 
comprehensive, state-by-state analysis. Instead, after providing overviews of how scheduling issues may affect 
benefit access within the context of several categories of rules, requirements, and circumstances, we pose a 
series of questions to help advocates, policymakers, and researchers assess the effects of their state’s practices 
on recipients and applicants employed in jobs with volatile schedules.  We also offer some broad best practices 
to consider across program areas. 
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Volatile Schedules: Background  
 
Common scheduling challenges include: little advance notice of shifts; fluctuations in shifts from day to day or 
week to week; highly variable hours per week; being sent home from work early or called in at the last moment; 
split shifts (nonconsecutive hours); working late-night closing shifts followed by early morning opening shifts 
(“clopening”); and inadequate hours. These practices are symptomatic of the “just-in-time” approach to 
scheduling. Under this model, employers modify employee schedules in response to even small changes in sales 
and demand without regard for the impact on workers, often using scheduling systems that automatically limit 
hours. However, scheduling software itself is not inherently unfair to workers; when combined with human 
intervention, it can improve business success and worker wellbeing.9 There is evidence that this collaborative 
approach is more profitable for businesses than scheduling practices that don’t take workers’ needs into 
account.10  
 

New and emerging research demonstrates that volatile schedules are remarkably common. According to an 
analysis of the National Longitudinal Study of Youth, more than 40 percent of early career hourly-workers 
(ages 26 to 32) receive one week or less advance notice of their job schedules. Half of these workers have no 
input into their schedules and three-quarters experience fluctuations in the number of hours they work, with 
hours varying by more than eight hours per week on average.11 According to a study of workers of all ages, 
about 17 percent of the workforce experiences unstable work shift schedules, which includes irregular, on-call, 
split, and rotating shifts.12 Parents of young children—the primary recipients of a number of benefits 
programs—are among those most likely to experience volatile job schedules. Nearly 70 percent of mothers and 
80 percent of fathers of children 12 or younger who work in hourly jobs receive hours that fluctuate by up to 40 
percent.13 
 
Erratic schedules have severe effects on workers’ lives. Workers struggle to arrange child care, transportation, 
medical appointments, and higher education; they experience fatigue and stress that affects family life and 
health outcomes; and they struggle to stay afloat financially.14 To curb these devastating effects, a growing 
movement of workers and advocates across the country is fighting to pass new labor standards that would 
require employers to improve scheduling practices. At the federal level, the Schedules that Work Act (S. 
1772/H.R. 3071) would give all employees at firms with more than 15 people the right to request scheduling 
accommodations; it would also provide employees in certain categories a right to receive those accommodations 
unless employers have bona fide business reasons to refuse. For workers at firms with more than 15 people in 
the retail, restaurant, and building cleaning industries, the bill includes additional provisions that require 
advance notice of schedules and compensation for last-minute changes, on-call work, and split shifts, as well as 
minimum pay for showing up to work (even if they are sent home early).15 Legislation to address schedule 
volatility has also been introduced in 12 states, as well as several local jurisdictions, over the past year. In 2015, 
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San Francisco passed the Retail Workers Bill of Rights, which will improve scheduling for workers employed 
by large chain retailers in the City and County of San Francisco.16  

Low-wage Workers and Public Benefits  
 
About 4 in 10 children (more than 31 million) are poor or near poor, with racial and ethnic minorities 
disproportionately affected.17 These children live in families that have difficulty paying the rent or mortgage 
and keeping food on the table.18 Yet more than half of poor and near-poor children live with a full-time, year-
round worker.19 Despite the many challenges they face, three-quarters of poor and near-poor single mothers 
with very young children are participants in the labor force.20  Among those who work less than full time, more 
than 6.5 million people would like more hours but aren’t able to get them.21 An additional 1.9 million people are 
working two part-time jobs.22 Despite a lot of hard work, many low-wage workers simply can’t make ends 
meet. 
 
Safety net programs, particularly SNAP, Medicaid, and refundable tax credits, have come to play a critical role 
in filling the gap between what low-wage jobs provide and what families need to get by. In 2013, Medicaid 
served 57.4 million individuals23 and SNAP supported 47.6 million individuals.24 The Earned Income Tax 
Credit (EITC) benefitted 28 million individuals.25 Programs with capped funding reached smaller shares of 
needy families. TANF served 1.75 million families, while child care subsidies through the Child Care and 
Development Fund reached 1.46 million children.26 Overall, government tax and transfer policies reduced the 
share of people who were poor by almost half in 2012. 27   
 
Many of those who benefit from these programs are in working families. In some cases, such as the EITC or 
child care, eligibility is directly linked to employment. Most parents receiving child care subsidies are working; 
94 percent are either employed or in education or training programs.28 But even in other programs, participants 
have significant work attachment. For example, among all SNAP households with at least one working-age 
adult not receiving disability benefits, more than half have a member who works while receiving SNAP. 
Additionally, more than 80 percent work either in the year prior to or in the year following SNAP receipt. The 
rates are even higher for SNAP households with children.29 These figures reflect deliberate actions by federal 
and states governments over the past two decades to increase support for low-income working families who are 
unable to make ends meet based on wages and benefits earned. 

 
 
 
 



      
 

 

1200 18th Street NW • Suite 200 • Washington, DC 20036 • p (202) 906.8000 • f (202) 842.2885 • www.clasp.org 

5 

Volatile Job Schedules and Access to Public Benefits 
 

September 16, 2015 

Public Benefits Challenges for Workers with Volatile Job Schedules 
 
Although the programs covered in this brief vary widely along legal, policy, and practice lines, a common set of 
challenges related to volatile job schedules emerges for affected applicants and recipients. Below, we consider 
how certain broad requirements or rules affect each program’s capacity to serve workers with volatile 
schedules. Since these programs are administered by states, with the exception of certain federally mandated 
requirements, policies and practices may vary widely depending on geographic location. The specifics of how 
states apply these requirements will shape workers’ experiences.  
 
Work requirements  
 
Since workers with volatile schedules experience instability and unpredictability in their hours, programs that 
impose work hour requirements pose a particular challenge. Work requirements vary significantly between 
programs. 

 
 States must engage a specified share of TANF recipients in a limited set of countable activities for a 

minimum number of hours per week. To be counted toward the federal work participation rate (WPR), 
recipients must participate a minimum of 20 to 35 hours per week depending on family composition.30 
States have the option of setting their work requirements higher; some have elected to do so, partly 
because they anticipate variation in weekly hours among recipients. There is no partial credit for 
recipients who fall just short of the federal standard; consequently, states want a cushion to increase the 
likelihood of receiving credit.  

 
 SNAP recipients who are not working 30 hours per week (or are otherwise exempt due to age, 

caregiving responsibilities, disability, or student status) may be required to participate in employment 
and training activities.31 (Earning a weekly average of 30 hours per week times the minimum wage is 
deemed equivalent to working 30 hours.) So-called “able-bodied adults without dependents” 
(“ABAWDS”) can only access SNAP for three months out of a three year-period unless they are 
working or participating in a qualified work activity for a minimum of 20 hours per week.32 SNAP 
regulations specify that recipients who are subject to this time limit must report any instances in which 
their work hours fall below 20 hours per week, averaged across a month, even if they would otherwise 
not need to report fluctuations in income.33 

 
 To qualify for child care assistance under CCDF, parents must participate in a work or education activity 

or have a child in need of protective services. States each establish their own policies defining 
acceptable work activities for the purposes of eligibility. Those activities may include employment, job 
search, job training, or educational programs. The federal child care assistance law prescribes no 
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minimum work requirement. Nearly half of states have policies requiring parents to work a minimum 
number of hours.34 Of those that have set such a minimum, more than half require 20 hours of work or 
more per week for assistance with full-time care; some require 30 hours of work. States with these 
higher minimums for full-time care sometimes also establish a lower minimum threshold for part-time 
care.35 However, within the context of federal parameters, states have the freedom to modify their rules 
to ensure that programs meant to support work are in sync with the challenges of today’s low-wage 
labor market. 

 
As Susan Lambert and Julia Henly note in their study of early career workers, work-hour requirements are 
based on an assumption that workers have control over how many hours they work (meaning those that work 
less are doing so because of a preference or personal barriers).36 Yet existing data and workers’ stories show 
this is far from true. While eligibility rules for TANF do not require recipients to find jobs that pay a certain 
wage or offer specific benefits, they do require a minimum number of hours. This requirement does not reflect 
the realities of low-wage work.37    
 
During the Great Recession, high unemployment meant that most states became eligible for—and took up—
state-wide waivers for the ABAWD time limit. Unemployed individuals in these states were not automatically 
cut off from SNAP if they reached their 3-month time limit and were unable to obtain 20 hours a week of 
employment or training. However, with the economic recovery, many states are no longer eligible for—or are 
no longer taking up—the state-wide waivers, despite the ongoing struggles many recipients face in finding 
sufficient hours of work. In 2015, 31 of the 37 states eligible for state-wide waivers took them up. 38 According 
to an analysis by the Center on Budget and Policy Priorities, roughly one million people are likely to lose SNAP 
benefits in 2016 as state-wide waivers expire.39 While the population expected to lose benefits is often 
completely unemployed, it will also include those who are underemployed (either on an ongoing basis or as a 
result of volatile scheduling practices that cause hours to fluctuate). 
 
Work requirements may also present unique challenges for recipients who have part-time jobs or jobs with 
fluctuating schedules. For example, TANF recipients with part-time jobs may not be offered enough hours of 
work to meet their state’s participation requirements. To meet the requirement, they may be assigned to “job 
club” (a formal job search group). However, these assignments may not account for workers’ job schedules, 
especially those that fluctuate. In some cases, recipients may need to choose between missing work and 
attending their mandated “work activities.”40 
 
The reasons for and ways in which workers leave jobs may also affect their eligibility for benefits. Workers 
who “voluntarily quit” their jobs are typically disqualified from receiving certain benefits, including SNAP and 
TANF.41 Yet “quitting” may be the only option for workers with erratic schedules that cause untenable conflicts 
between their work obligations and their family, school, and health obligations. Some states may have 
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exceptions for quits deemed to be motivated by “good cause,” but TANF rules vary from state to state. For 
SNAP, by statute, good cause for leaving employment may include discrimination by an employer, 
unreasonable work conditions (such as working without pay), or acceptance or enrollment in a recognized 
education or training program on at least half-time basis.42 
 
Fluctuating benefit amounts 
 
Means-tested programs are designed to provide more support to those with the greatest need; therefore, they 
adjust benefit levels in response to changes in recipients’ earnings or other income. However, when benefits are 
adjusted in response to even small or temporary changes in income, the resulting fluctuations in benefit levels—
on top of fluctuating earnings—can make it difficult for workers and their families to maintain stability in all 
aspects of their lives. It may be particularly challenging for families that experience a lag between when 
earnings change and when they are reflected in benefit amounts. High earnings one month may result in lower 
benefits the following month. Meanwhile, workers’ earnings may well drop and return to previous levels, 
leaving them struggling to make ends meet on the lower benefits. This can have severe, potentially long-lasting 
consequences. One report found that in families who experienced decreases in  SNAP benefits, children were 70 
percent more likely to experience developmental delays; 55 percent more likely to be food insecure; 36 percent 
more likely to be in poor health; and 12 percent more likely to be hospitalized.43  
 
As with work requirements, state policies and practices are critical in determining how volatile schedules will 
affect benefit levels. States and programs use different methods to calculate benefit amounts; some project 
earnings in advance of work (prospective budgeting), while some use actual earnings information to budget 
(retrospective budgeting). States also vary in their requirements regarding how frequently recipients must report 
income changes or what level of change warrants reporting (see the eligibility verification section below). 
  
Many states now require SNAP recipients to report on their income and household circumstances only at 
defined intervals—typically every three to six months—unless household income rises above a threshold level. 
(Recipients who lose income may choose to report it sooner in order to have their benefits adjusted up.) 
However, other states require monthly reporting. 44 In addition, individuals subject to the SNAP time limits 
must report reductions in work hours below the 20-hour-per-week threshold. 
  
In recent years, nearly all states have adopted “simplified reporting” processes for SNAP; these require 
recipients to submit information every six months. Under this system, households must only immediately report 
changes that push their income over 130 percent of the federal poverty level (FPL).  
  
State policies regarding child care assistance sometimes require care hours to closely match parents’ work 
hours; as a result, children experience instability in their care arrangements as parents’ hours fluctuate.45 
Researchers have found that such instability is harmful to children’s development. In addition, parents in these 
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circumstances may find it difficult to identify quality child care providers that will accept their children. This is 
because in the unsubsidized child care market, families typically pay for care regardless of whether their 
children are present on a given day. (This is necessary for providers to maintain financial stability.)  Even 
working parents who receive child care subsidies may have difficulty finding quality care. Their struggles with 
unstable, unpredictable schedules may discourage providers from accepting their children. 
  
There are no federal rules mandating that states impose such requirements on work and care hours. The federal 
Office of Child Care has clarified that states need not authorize care based on the work, training, or educational 
schedule of parents. Furthermore, the recently reauthorized child care law specifically encourages states to 
support fixed costs of care and to use generally accepted payment practices in compensating care providers. 
Colorado provides one example of a state that does not impose restrictions on child care hours by tying them to 
parents’ work hours. In 2014, it passed legislation prohibiting such rules.46 
  
Historically, the need to report changes in employment or other family statuses and to regularly recertify has led 
to fluctuations in benefit amounts and barriers to maintaining subsidies. In the past, many states required parents 
to report any changes to income and work schedules to state agencies as they occurred, both for the purposes of 
maintaining eligibility and to adjust required parent co-payments. For workers with variable schedules, frequent 
reporting requirements can be burdensome. These restrictive policies, imposed by states, are not federal 
requirements. States can minimize the changes that must be reported, simplify reporting, and minimize how 
often they act upon reported changes. State implementation of the new Child Care and Development Block 
Grant (CCDBG) law, which requires 12-month eligibility unless family income goes over the federal eligibility 
level (85 percent of state median income), is likely to reduce the burden of reporting requirements for families 
during their eligibility period. 
  
The new CCDBG law also includes several other provisions that should limit benefit fluctuations and increase 
child care stability. These include a requirement that states not terminate child care assistance based on parental 
job loss or cessation of education and training unless they continue assistance for a period of at least three 
months, in order to provide time for job search. States are also required to demonstrate how they will take 
irregular fluctuations in parents’ earnings into account when determining and redetermining eligibility.47 
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Utah's Approach to Benefits for Workers with Volatile Schedules and Incomes 

Utah takes a common-sense approach to calculating income and eligibility for workers with volatile schedules who receive public 
benefits. Many of the state’s policies are designed to reduce barriers for these workers. Nevertheless, continued training and policy 
refinements are needed to ensure adequate access. 

 
Utah’s eligibility workers are trained to estimate recipients’ prospective income for cash assistance, SNAP, and child care programs 
by averaging, anticipating, and/or annualizing income.  While check stubs continue to be the gold standard for documenting income, 
they are not always indicative of expected earnings for the prospective eligibility period (typically 6 or 12 months). Agencies can use 
other methods to obtain income information, such as documents, collateral contacts, electronic data interface, and the professional 
judgment approach.48 

Agency staff may call an employer to inquire about a recipient’s expected hours and potential for overtime. The professional-
judgment approach allows an eligibility worker to estimate income in cases without check stubs and when collateral contact 
information may be minimal or unattainable. This subjective area, meant to allow for flexibility, highlights the importance of 
comprehensive agency training. Income estimates must be carefully narrated in the case file for case reviewers and auditing 
purposes.49 

Utah has increasingly relied on electronic data sources to obtain information pertinent to a recipient household’s case. This serves 
several purposes, including: reducing the verification burden for families, who are focused on finding and maintaining jobs; 
streamlining eligibility processes for agency staff; and improving case accuracy. A customized system called eFind pulls data from 
dozens of state and federal databases, including motor vehicles, new hire registry, social security, and wage match information.50 As 
part of the eligibility determination process, agencies use this data to verify customer-provided information or to access newly 
reported information. When information from the data is straightforward and clear, eligibility workers can take action on a case, with 
appropriate notice requirements (typically 1 day or 10 days) for negative actions, such as benefit decreases and case closures. Workers 
are, however, encouraged to follow up on information that is inconsistent or does not provide a clear picture their particular situation 
(e.g., wage data from several quarters ago). 

Another component of Utah’s technologically advanced eligibility process is myCase, which is a customer-friendly website where 
basic case information can be accessed, including EBT balances, application or review status, and outstanding information needed. 
Recipients can report changes and complete applications and reviews online, as well as opt in to receive all notices electronically. This 
allows recipients to access information 24/7 and provides a modern channel through which to communicate with eligibility workers.51 

Utah has developed technological systems to streamline eligibility processes, enabling recipients to reduce their verification burden 
when information can be obtained through data interfaces. While these systems are generally a good thing, there are still potential 
pitfalls to this approach. Eligibility workers should continue to be trained and encouraged to apply common sense and good judgment 
to estimate prospective income. This includes considering job scheduling fluctuations in the context of the current labor market, 
characterized by volatile jobs; engaging with employers to approximate expected work hours; and ensuring transparency with 
recipients regarding how income was calculated so that discrepancies or inconsistencies can be properly communicated and addressed. 

Benefit Cliffs 

Most means-tested programs are designed to gradually phase out benefits as income increases. TANF programs 
typically allow recipients to keep all of their initial earnings and phase out benefits over time. With SNAP, an 
additional dollar of earnings typically results in a loss of 24 to 36 cents worth of benefits.52 However, some 
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programs have “benefit cliffs,” meaning a small change in income can lead to a large decline in benefits or even 
lost eligibility.  In these instances, recipients may end up worse off when they work more hours or earn 
additional income. That’s fundamentally unfair to people working hard to get ahead. 
 
One benefit cliff that low-wage workers with volatile schedules may encounter is the “gross income limit” 
under SNAP.  Under SNAP eligibility rules, households without an elderly or disabled member typically must 
have gross or total income below 130 percent of FPL. However, benefits are based on net income after taking 
into account deductions such as child care and other work-related expenses or excessive housing costs. This 
means that small increases in earnings that push a household over the gross income limit may result in a 
significant loss of benefits. (States can keep SNAP cases open for a month with zero benefits in order to avoid 
churn, but if income remains above the gross income limit for a longer period, the case must be closed.) 
 
However, states have the flexibility to raise the gross income limit income limit through a policy called “broad-
based categorical eligibility.” As of April 2015, 27 states and the District of Columbia had used this option to 
raise the gross income limit up to as much as 200 percent of FPL. for at least some SNAP recipients.53 In these 
states, SNAP benefits will phase out gradually with increased income, without a sharp “benefits cliff.”  
 
In its recent reauthorization of the federal child care assistance program, Congress required all states to adopt 
policies that transition families off child care assistance when they are no longer eligible and provide children 
with stable care as families’ earnings fluctuate (a common occurrence among low-wage workers). First, states 
are now required to offer 12 months of continuous coverage to children receiving child care assistance, as long 
as their income stays below the federal cap of 85 percent of state median income—a relatively high threshold. 
Second, at the end of the 12-month eligibility period, states must have provisions in place to ease families who 
are no longer income eligible under state eligibility rules off subsidies over some period of time. Combined, 
these two policy changes could help workers with volatile schedules. However, they may come with additional 
costs—and most states do not have new money available to cover them. Without significant federal investment, 
states may choose to reduce the number of families served. 
 
In the 30 states that have adopted the Medicaid expansion under the Affordable Care Act (ACA), one of the 
most damaging cliffs is gone. Parents no longer have to take the enormous risk of going without health 
insurance if they add hours to a low-wage job and exceed a pre-ACA Medicaid eligibility ceiling that, in many 
states, was far below the poverty level. Under ACA, working parents have access to Medicaid coverage at the 
lowest income levels and, as their income rises, subsidized coverage on a sliding scale through the health 
insurance exchange. However, in states that have not expanded their Medicaid eligibility to 138 percent of FPL, 
there is still a steep benefit cliff. Adults in these states will experience a benefit cliff when their income exceeds 
the state’s income eligibility level and they do not earn enough to receive APTCs (Advance Premium Tax 
Credits) through the Marketplace (see Appendix B for a description of APTCs). For example, in Kansas, the 
Medicaid eligibility limit for parents with dependent children is 38 percent of FPL (adults without dependent 
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children are not eligible at all). Therefore, if a parent in Kansas receives her health care through Medicaid and 
her income rises above 38 percent, she will not have access to affordable health insurance until her income 
reaches at least 100 percent of FPL, making her eligible for APTCs through the Marketplace. Children have 
higher eligibility and do not experience a benefit cliff between Medicaid and APTC eligibility. 
 
Eligibility Verification and Program Churn  
 
Recipients of public assistance must verify their eligibility at designated time intervals; if they no longer meet 
eligibility requirements, they will lose their benefits. In addition, whether or not they are actually ineligible, if 
they fail to provide adequate documentation of their eligibility, they may also lose their benefits. Many 
recipients who are denied benefits at redetermination due to lack of documentation later reapply and resume 
receiving benefits. This cycle of losing and then regaining eligibility is called “churn.” In addition to creating 
turmoil and instability in the lives of recipients and their families, churn leads to increased costs and 
administrative burdens for states. Logistical challenges related to unstable work schedules make it difficult for 
workers to meet (often burdensome) administrative requirements. Requalifying for benefits after a loss of 
eligibility is also difficult and involves lengthy waiting periods that delay access to critical services.54 
 
A study by the U.S. Department of Agriculture (USDA) found that the rate of churn for SNAP is between 17 
and 28 percent. The vast majority of those who leave and then return to the program are gone for less than one 
month.55 Churn can result from procedural complications or increased income, both likely scenarios for workers 
with volatile schedules.56 
 
Provisions in the newly reauthorized CCDBG law will reduce the frequency of eligibility redetermination for 
child care assistance, which has contributed to churn in the past. When families were unable to meet the 
requirements for eligibility redetermination—because it interfered with employment or because they were 
unable to gather the required information —they often lost their child care assistance, even if they were still 
technically eligible. 
 
Prior to reauthorization, churn was common in child care subsidy programs, and it may continue to be an issue 
until states have fully implemented the eligibility provisions of the new law. One study from 2002 found that 
35-58 percent of families returned to the program within one year.57 Loss of child care assistance is particularly 
devastating because child care subsidies are not guaranteed to all eligible families. Each state serves only a  
small fraction of eligible families because of limited funding. At present, 18 states have waiting lists or have 
frozen intake for child care assistance.58 This means that losing eligibility temporarily due to administrative 
challenges may ultimately lead to a lengthy wait before regaining access. Families may spend anywhere from a 
week to over a year on states’ child care assistance waiting lists. Even when families who lose and regain 
benefits are not placed at the bottom of the waiting list, their child care providers may not be able to hold their 
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spot without compensation. This forces parents to seek out a new provider, creating instability for children. 
Further, parents may have difficulty identifying a new provider that can accommodate their volatile job 
schedules.  
 
While churning at the point of redetermination has been a consistent struggle for Medicaid programs, new 
options provided by the Affordable Care Act are beginning to contribute to improvements. States are now 
required to use existing data sources to automate renewals (known as “ex parte renewals”) when possible and 
provide enrollees with prepopulated renewal forms when ex parte renewals are not possible. States also have the 
option to implement 12-month continuous eligibility, an ideal approach that ensures recipients will not have to 
report income fluctuations and other work changes for an entire year once approved for Medicaid. States have 
had this option for children since 1997; those that have exercised it have experienced reduced churn. In states 
that have not opted for 12-month continuous eligibility, recipients must report income changes throughout the 
year, potentially causing them to churn on and off Medicaid if their income fluctuates above and below the 
eligibility threshold.   
 
Missed appointments can also lead to churn. Workers with volatile job schedules may have as little as one day’s 
notice of their work hours, making it difficult to arrange and keep appointments. Even phone interviews can be 
difficult to schedule. While they reduce the need for travel, workers with inflexible jobs may not have enough 
break time to take calls related to benefits. Some states issue sanctions to workers who miss appointments, 
potentially leading to case closure. Other states are more accommodating of workers’ job schedules. Some 
allow phone appointments (which are only helpful to some), weekend or evening in-person meetings, or other 
concessions that acknowledge the severe challenges recipients face when trying to arrange meetings.  
One strategy that can be particularly useful for workers with volatile schedules is “on-demand interviews,” 
where instead of assigning a client a specific time for an interview, the state provides clients with a several-day 
window during which they may call in at times of their own choosing and be connected with a caseworker who 
will conduct the interview. Implementing on-demand interviews for SNAP requires a waiver from the USDA’s 
Food and Nutrition Service, which will monitor states to ensure clients’ calls are being answered and processed 
in a timely manner.59 
 
The new CCDBG law attempts to explicitly address barriers that workers may encounter as they juggle work 
and benefit access. It requires states to describe how their redetermination procedures and policies will ensure  
working parents, particularly those enrolled in TANF, are able to comply without disrupting their 
employment.60 
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Addressing Logistical Barriers to Benefit Access: A Legislative Approach 

A bill recently proposed in the California State Assembly (AB 357) takes an innovative approach to addressing 
the logistical hurdles many workers with volatile job schedules face when they seek out benefits.61  In addition 
to requiring employers to provide more notice to workers and accommodate scheduling needs, the proposed 
legislation sought to make broad changes to labor standards. It included the following provisions: 

 Employers cannot take adverse actions against an employee who takes an unscheduled absence to attend 
an appointment with a county human services agency, provided the employee provides documentation. 

 Welfare agencies cannot sanction employees who refuse employment or requirements related to 
employment if the employer is not complying with fair scheduling rules proposed under the same law. 

Many states use electronic verification systems to track workers’ income and verify reports from employees and 
employers. Electronic verifications can reduce the burden on recipients when they are used to automatically 
redetermine eligibility and to substitute for paperwork.  However, such verifications can be burdensome and 
counterproductive when recipients are forced to explain and document even minor discrepancies between 
clients’ self-reported income and income reported electronically. 

Best Practices 62 

For many of the programs discussed above, states have considerable leeway in adopting practices that could 
make their safety net more accommodating to workers with volatile schedules. The following recommendations 
apply to most programs and are in effect in some states already: 

Work requirements 
 Use the maximum flexibility allowed under federal law to project work hours or average hours over 

time. 
 TANF allows documented hours of work to be projected forward for 6 months. 
 States may request a waiver to average hours of work across a month for students (who are subject to 

restrictions on SNAP eligibility unless they work at least 20 hours per week).63 
 Provide recipients with flexible “add-on activities,” such as online education programs, self-directed job 

search, or self-organized community service that can be fit around fluctuating work hours, rather than 
requiring them to attend programs at fixed hours.64 
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 Consider allowing TANF recipients to participate for less than the minimum hours needed to count 
toward the federal work participation requirement if staying in the same job is a wise decision for their 
long-term economic prospects. For example, workers may wish to stay in a job that offers fewer hours 
now but will later give them the seniority to get better shifts/hours. 

 Do not tie child care subsidies tightly to actual hours of work. 
 Implement new CCDBG rules that allow children to retain subsidies while parents are searching for 

work after unemployment. 
 Treat highly volatile scheduling practices as “good cause” for voluntarily quitting a job, particularly 

when child care is not available. 
 
Variable benefit amounts  

 Allow for variation of income and work hours within a reasonable range without requiring reporting, 
and/or 

 Allow for income calculations that take into account income fluctuations by averaging income over a 
period of time or incorporating anticipated changes into calculations. 

 Disregard temporary increases in earnings that are not expected to last. 
 Raise asset limits that restrict the amount of assets, including emergency savings, that benefit recipients 

can save.65 
 

Eligibility cliffs  
 Implement new CCDBG rules that provide 12 months of continuous eligibility. 
 Offer transitional benefits for recipients that exceed income thresholds for benefit access. 
 Adopt eligibility rules that minimize cliff effects, including Medicaid expansion and raising the gross 

income limit under SNAP. 
 

Verification/churn  
 Lengthen recertification periods and assess income eligibility less frequently. 
 Minimize the need for face-to-face appointments with caseworkers. 
 Allow on-demand interviews, which enable recipients to determine the best time for phone interviews. 
 Use electronic verifications to substitute for paperwork and streamline redetermination processes. 

Develop systems that disregard minor discrepancies and that do not generate constant verification 
notices for workers with variable schedules. 
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Conclusion  
 
As workers struggle with employer scheduling practices that leave them with little stability, predictability, and 
flexibility, many must turn to the safety net for support. While some aspects of public benefits programs are 
adapting to the realities of the labor market, others are premised on an assumption that recipients can find full-
time, standard-hour, predictable employment when desired. This is clearly not the reality for most recipients of 
income support. Further, some states administering public benefit programs ignore the many logistical 
challenges created by volatile job scheduling. Keeping an appointment or taking a phone call may be out of 
reach for a worker who receives little notice of her schedule or faces the constant threat of losing much-needed 
hours at work. 
 
Across the country, workers’ rights advocates are making a strong case for labor standards that create a floor for 
fair scheduling. But as the scheduling fight proceeds on the labor front, it is also critical that public benefits 
advocates work to ensure program rules and state policies and practices accommodate workers with volatile 
schedules. Advocates from each field should collaborate to encourage states to adopt the changes workers need 
and that are often allowed under federal law. CLASP looks forward to working with partners engaged on both 
issues to improve the lives of low-income families. 
 

 

 
 
 
 
 
 
 
 
 
 
 
 



      
 

 

1200 18th Street NW • Suite 200 • Washington, DC 20036 • p (202) 906.8000 • f (202) 842.2885 • www.clasp.org 

16 

Volatile Job Schedules and Access to Public Benefits 
 

September 16, 2015 

Appendix A: Key Public Benefits Programs 
 
In this brief, we focus on four means-tested public benefit programs where workers who experience volatile 
schedules may have challenges accessing and sustaining eligibility. While schedule volatility may affect access 
to other programs as well, these programs illustrate the range of challenges that workers may face. Brief 
descriptions of each program covered in this paper follow.  
 
Temporary Assistance for Needy Families (TANF) 
TANF is a federally funded block grant that state use to provide cash assistance and other benefits and services 
to poor families with children. States have full flexibility to determine benefit levels and eligibility rules. A key 
feature of TANF is its emphasis on work for families receiving benefits; states require most adult TANF 
recipients of cash assistance to be employed or participate in specified “work activities.” If adults fail to comply 
with work requirements, families receive penalties ranging from removing the adult from the case (resulting in a 
lower benefit) to termination of the entire family’s benefit. Federal work participation rates require states to 
engage half of families receiving TANF in a countable work activity for a minimum of 35 hours per week (for 
2-parent families), 30 hours a week (for single parents of children over 6), or 20 hours per week (for single 
parents with children 6 and under).66 There is no partial credit for hours worked below these thresholds; 
consequently, a single parent who works 19 hours per week counts towards the federal rates the same as one 
who does not have any work at all. 
 
Supplemental Nutrition Assistance Program (SNAP) 
The Supplemental Nutrition Assistance Program (SNAP), formerly known as food stamps, is the nation’s 
largest and one of the most important anti-hunger programs, providing nutrition assistance to over 46.5 million 
people in low-income households in 2014.67 SNAP benefits are fully federally funded, and the federal 
government sets the benefit levels and eligibility rules, although applications and eligibility determinations are 
conducted by the states. SNAP is responsive to the needs of individuals and households, expanding to serve 
more people during economic decline and retracting once the economy recovers. It is a critical part of the 
nation’s safety net. And unlike most other means-tested programs, which are often restricted to particular 
categories of low-income individuals, SNAP is available to all who are eligible. 
 
Child Care and Development Fund (CCDF)68 
The Child Care and Development Fund (CCDF) provides child care assistance to low-income families who are 
employed or enrolled in education or training programs. In 2014, CCDF served over 1.4 million children.69 The 
federal law allows states to establish their programs within broad parameters that allow for considerable 
discretion. States determine what activities count as work or education; whether recipients must work a 
minimum number of hours to be eligible; procedures for verifying working hours; and procedures related to 
reporting changes to schedules and work hours. In 2014, CCDF was reauthorized by Congress. The updated law 
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includes provisions that are meant to make access to the program less burdensome for families and improve 
children’s continuity of care; several of these provisions are particularly important for parents with volatile 
work schedules. If implemented as intended, they could considerably improve access to and retention of child 
care assistance among families struggling with scheduling challenges. 
 
Medicaid 
Medicaid is a joint program between the federal government and states that provides health care to low-income 
individuals and families. Eligibility and exact medical benefits vary across states, with some states offering 
more robust health care access than others. There are multiple eligibility categories for Medicaid, including 
low-income seniors, persons with disabilities, pregnant women, and general income eligibility. Information 
included in this paper refers only to the general income eligibility population. One intent of the Affordable Care 
Act (ACA) was to create a uniform minimum income eligibility standard of 138 percent of the Federal Poverty 
Level (FPL) for Medicaid across all states. However, the 2012 Supreme Court ruling on the ACA gave states 
the option of whether or not to expand their Medicaid eligibility to 138 percent. Thirty-one states (including the 
District of Columbia) have chosen to expand Medicaid eligibility to 138 percent eligibility, while 19 states have 
not expanded eligibility. One state is still considering whether to expand.70 In the states without Medicaid 
expansion, income eligibility ranges from zero eligibility for adults with no dependent children to 148 percent 
of FPL for parents with dependent children. In the majority of non-expansion states, there is no Medicaid 
eligibility for adults without dependent children and an eligibility limit below 67 percent of FPL for adults with 
dependent children.71 Eligibility for children is consistently higher than that for adults and is less affected by 
fluctuating income. 

Appendix B: Programs not covered in this report 
 
Earned Income Tax Credits (EITCs) 
The EITC program is a refundable tax credit granted to families who, despite working, earn a low or moderate 
income. Eligibility and benefit amount depend on the size of families and earnings of working family 
members.72 Families receive the EITC in a lump sum when they file their taxes annually; it is based on annual 
income for the previous calendar year. We do not discuss the EITC in this report because while many families 
receiving this benefit are affected by volatile work schedules and income, annual income-based calculations 
mean EITC access is not affected by this volatility. Rather, the EITC acts as a cushion for many families, 
providing support to help alleviate the effects of income volatility.73  
 
Advance Premium Tax Credits (APTCs) 
APTCs are subsidies provided through the tax system to individuals and families who enroll in health insurance 
through the Marketplace (federal or state-based). While exact eligibility requirements can be complicated,  
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people generally qualify for APTCs if their household income is between 100 percent and 400 percent of FPL 
and they do not have another source of affordable health insurance, such as through an employer or Medicaid. 
In 2015, approximately 84 percent of all persons receiving insurance through the Marketplace are receiving 
APTCs, totaling 8.3 million enrollees.74 Like EITC, APTCs are calculated on the basis of annual income. 
However, because credits are paid to insurance companies during the year, recipients must estimate or project 
their income for the remainder of the year in order to determine their subsidy. Therefore, if they have schedules 
changes that significantly affect their annual incomes, they should report their income changes to the 
Marketplace in order for APTCs to be adjusted accordingly.  
 
Workers with volatile incomes, including those with erratic schedules, may find it difficult to project income. 
They may either overestimate or underestimate their income. If income is overestimated, they may not receive 
the full amount of APTCs for which they qualify, increasing their monthly out-of-pocket expense for health 
insurance. Though they will receive a tax refund for the additional APTC amount they should have received, 
many workers may be unable to wait until tax time to receive such support and may drop their coverage. If a 
worker underestimates her income, she may receive more ATPCs than she is eligible for and be required to pay 
back some or all of the difference when filing taxes, potentially imposing a significant and unexpected burden at 
tax time.75 
 
Unemployment Insurance (UI) 
 
UI provides an important safety net for jobless workers, including workers with volatile schedules who must 
quit their jobs or are fired due to conflicts created by such scheduling practices. The program also offers support 
(“partial UI”) to workers whose hours are significantly cut. We explore the implications of volatile scheduling 
for access to UI in another publication, Out of Sync: How Unemployment Insurance Rules Fail Workers with 
Volatile Job Schedule.76 

Appendix C: Questions for Advocates to Ask 
 
With so much state variation in practices regarding public benefits access, advocates concerned with the 
intersection of volatile scheduling practices and benefits access must look closely at their local requirements. 
Following are a series of questions that advocates may want to consider as they evaluate the types of changes 
and improvements that are needed in their states to ensure workers with volatile schedules can access the 
income supports they need. 
 
Work requirements 

 What is the minimum number of hours of work required to receive benefits? 
 Does the state allow for variation in work hours within a certain range? 
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 How frequently must the recipient report on work hours?  
 What amount of change in work hours is considered large enough to warrant reporting the change to 

the agency? 
 Are benefits available to workers employed in part-time jobs? What is considered part time? Full time? 
 What are the consequences for workers who fail to report changes in hours or who inaccurately 

estimate their work hours? 
 Is the change reporting process user-friendly? 

 
Benefit fluctuations 

 Does the state use a prospective or retrospective budgeting system for each benefit program? 
 In prospective systems, what are the consequences for recipients who inaccurately estimate their work 

hours? 
 How often to do recipients have to recertify their eligibility/report changes in their schedules or work 

hours? 
 Does the state impose restrictions or requirements that cause benefits to fluctuate and are not required 

by federal law? 
 

Eligibility verification and churn 
 How often is eligibility assessed? 
 Has the state adopted 12-month continuous eligibility for any/all of its programs? 
 How user-friendly is the eligibility assessment process? 
 How burdensome is the process of reapplying for benefits when hours are reduced? 
 Are there waiting lists for programs? What is the waiting list policy for recently ineligible recipients 

who are reapplying for benefits?  
 Does the state collect data on churn? 
 Do programs share information when conducting redeterminations? Are redetermination processes for 

various states coordinated with one another to reduce burden on recipients?  
 

Benefit cliffs 
 Does the state have “transitional benefits” for workers that have earned enough to become ineligible, so 

that they do not face a steep “cliff?” 
 Has the state expanded Medicaid for adults to 138 percent of FPL? 
 Is funding available to enact policy changes that would ease cliffs? 
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Other issues 
 Does the state have a policy regarding sanctions for missed or rescheduled appointments? Does the 

policy take into account recipients’ job schedules? 
 Does the state take into account workers’ job schedules when assigning them to “job club” or other 

activities? 
 Are evening, weekend, or phone appointments available to help accommodate workers’ schedules? 
 How does the state treat voluntary quits? Are scheduling challenges considered “good cause” to quit? 
 What electronic verification systems are in use? Have there been reports of mistakes, particularly for 

workers with volatiles schedules?  
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Key Facts about the Uninsured Population 
The Affordable Care Act (ACA) led to historic gains in health insurance coverage by extending Medicaid 
coverage to many low-income individuals and providing Marketplace subsidies for individuals below 400% of 
poverty. Under the law, the number of uninsured nonelderly Americans decreased from 44 million in 2013 (the 
year before the major coverage provisions went into effect) to less than 28 million as of the end of 2016. Recent 
efforts to alter the ACA or fundamentally change the structure of Medicaid may pose a challenge to further 
reducing the number of uninsured and may threaten coverage gains seen in recent years. This fact sheet 
describes how coverage has changed under the ACA, examines the characteristics of the uninsured population, 
and summarizes the access and financial implications of not having coverage.   

How has the number of uninsured changed under the ACA?  
In the past, gaps in the public insurance system and lack of access to affordable private coverage left millions without health 
insurance. Beginning in 2014, the ACA expanded coverage to millions of previously uninsured people through the expansion of 
Medicaid and the establishment of Health Insurance Marketplaces. Data show substantial gains in public and private 
insurance coverage and historic decreases in uninsured rates under the ACA. Coverage gains were particularly large among 
low-income people living in states that expanded Medicaid. Still, millions of people—27.6 million in 2016— remain uninsured. 

Why do people remain uninsured? 
Even under the ACA, many uninsured people cite the high cost of insurance as the main reason they lack coverage. In 2016, 
45% of uninsured adults said that they remained uninsured because the cost of coverage was too high. Many people do not 
have access to coverage through a job, and some people, particularly poor adults in states that did not expand Medicaid, 
remain ineligible for financial assistance for coverage. Some people who are eligible for financial assistance under the ACA 
may not know they can get help, and undocumented immigrants are ineligible for Medicaid or Marketplace coverage.  

Who remains uninsured?  
Most uninsured people are in low-income families and have at least one worker in the family.  Reflecting the more limited 
availability of public coverage in some states, adults are more likely to be uninsured than children. People of color are at higher 
risk of being uninsured than non-Hispanic Whites. 

How does the lack of insurance affect access to health care? 
People without insurance coverage have worse access to care than people who are insured. One in five uninsured adults in 
2016 went without needed medical care due to cost. Studies repeatedly demonstrate that the uninsured are less likely than 
those with insurance to receive preventive care and services for major health conditions and chronic diseases. 

What are the financial implications of lacking coverage?  
The uninsured often face unaffordable medical bills when they do seek care. In 2016, uninsured nonelderly adults were over 
twice as likely than their insured counterparts to have had problems paying medical bills in the past 12 months. These bills can 
quickly translate into medical debt since most of the uninsured have low or moderate incomes and have little, if any, savings.  



 

Key Facts about the Uninsured Population 2 

In the past, gaps in the public insurance system and lack of access to affordable private coverage left millions 
without health insurance, and the number of uninsured Americans grew over time, particularly during periods 
of economic downturns. By 2013, more than 44 million people lacked coverage. Under the ACA, as of 2014, 
Medicaid coverage has been expanded to nearly all adults with incomes at or below 138% of poverty in states 
that have expanded their programs, and tax credits are available for people who purchase coverage through a 
health insurance marketplace. Millions of people have enrolled in these new coverage options, and the 
uninsured rate has dropped to a historic low. Coverage gains were particularly large among low-income adults 
living in states that expanded Medicaid. Still, millions of people—27.6 million nonelderly individuals in 2016—
remain without coverage.1  

Key Details:  
 The share of the nonelderly population that 

was uninsured hovered around 16% between 
1998 and 2007, then peaked during the 
ensuing economic recession (Figure 1). As 
early provisions of the ACA went into effect in 
2010, and as the economy improved, the 
uninsured rate began to drop. When the major 
ACA coverage provisions went into effect in 
2014, the uninsured rate dropped dramatically 
and continued to fall in subsequent years. In 
2016, the nonelderly uninsured rate was 
10.3%, the lowest in decades.  

 Coverage gains from 2013 to 2016 were 
particularly large among groups targeted by 
the ACA, including adults and poor and low-
income individuals. The uninsured rate among 
nonelderly adults, who are more likely than 
children to be uninsured, dropped from 20.5% 
in 2013 to 12.2% in 2016, a 40% decline. In 
addition, between 2013 and 2016, the 
uninsured rate declined substantially for poor 
and near-poor nonelderly individuals (Figure 
2). People of color, who had higher uninsured 
rates than non-Hispanic Whites prior to 2014, 
had larger coverage gains than non-Hispanic Whites. Though uninsured rates dropped across all states, they 
dropped more in states that chose to expand Medicaid, decreasing by 7.1 percentage points compared to 3.7 
points in non-expansion states.2 (See Appendix A for state-by-state data on changes in the uninsured rate).  

 Coverage gains were seen in new ACA coverage options. As of February 2017, over 10 million people were 
enrolled in state or federal Marketplace plans,3 and as of June 2017, Medicaid enrollment had grown by over 
17 million (29%) since the period before open enrollment (which started in October 2013).4  

Figure 1
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NOTES: Includes nonelderly individuals ages 0-64.
SOURCE: Kaiser Family Foundation analysis of the 2016 National Health Interview Survey.
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Most of the nonelderly in the United States obtain health insurance through an employer, but not all workers 
are offered employer-sponsored coverage or, if offered, can afford their share of the premiums. Medicaid 
covers many low-income individuals, and financial assistance for Marketplace coverage is available for many 
moderate-income people. However, Medicaid eligibility for adults remains limited in some states, and few 
people can afford to purchase coverage without financial assistance. Some people who are eligible for coverage 
under the ACA may not know they can get help, and others may still find the cost of coverage prohibitive.  

Key Details:   
 Cost still poses a major barrier to coverage for 

the uninsured. In 2016, 45% of uninsured 
nonelderly adults said they were uninsured 
because the cost is too high, making it the 
most common reason cited for being 
uninsured (Figure 3). Though financial 
assistance is available to many of the 
remaining uninsured under the ACA,5 not 
everyone who is uninsured is eligible for free 
or subsidized coverage. In addition, some 
uninsured who are eligible for help may not 
be aware of coverage options or may face 
barriers to enrollment.6 Outreach and enrollment assistance was key to facilitating both initial and ongoing 
enrollment in ACA coverage, but these programs face challenges due to funding cuts and high demand.7 

 Access to health coverage changes as a person’s situation changes. In 2016, 23% of uninsured nonelderly 
adults said they were uninsured because the person who carried the health coverage in their family lost 
their job or changed employers (Figure 3). Nearly one in ten was uninsured because of a marital status 
change, the death of a spouse or parent, or loss of eligibility due to age or leaving school (9%), and some 
lost Medicaid because of a new job/increase in income or the plan stopping after pregnancy (12%).  

 As indicated above, not all workers have access to coverage through their job. In 2016, 74% of nonelderly 
uninsured workers worked for an employer that did not offer health benefits to the worker.8 Moreover, nine 
out of ten uninsured workers who do not take up an offer of employer-sponsored coverage report cost as 
the main reason for declining (90%).9 From 2006 to 2016, total premiums for family coverage increased by 
58%, and the worker’s share increased by 78%, outpacing wage growth.10  

 Medicaid and CHIP are available for low-income children, but eligibility for adults is more limited. As of 
January 2017, 31 states plus DC had expanded Medicaid eligibility for adults under the ACA.11 However, in 
states that have not expanded Medicaid, eligibility for adults remains limited, with median eligibility level 
for parents at just 44% of poverty and adults without dependent children ineligible in most cases.12 Millions 
of poor uninsured adults fall in a “coverage gap” because they earn too much to qualify for Medicaid but not 
enough to qualify for Marketplace premium tax credits.13  

 Undocumented immigrants are ineligible for Medicaid or Marketplace coverage.14 While lawfully-present 
immigrants under 400% of poverty are eligible for Marketplace tax credits, only those who have passed a 
five-year waiting period after receiving qualified immigration status can qualify for Medicaid. 

Figure 3

NOTES: Includes nonelderly adults ages 18-64. Respondents can select multiple reasons. Status change includes marital status 
change, death of spouse or parent, or ineligible due to age or leaving school. 
SOURCE: Kaiser Family Foundation analysis of the 2016 National Health Interview Survey.
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Most remaining uninsured people are in working families, are in families with low incomes, and are nonelderly 
adults.15 Reflecting income and the availability of public coverage, people who live in the South or West are 
more likely to be uninsured. Most who remain uninsured have been without coverage for long periods of time. 

Key Details:   
 In 2016, three quarters of the uninsured (75%) 

had at least one full-time worker in their 
family, and an additional 11% had a part-time 
worker in their family (Figure 4).  

 Individuals below poverty16 are at the highest 
risk of being uninsured. In total, eight in ten of 
the uninsured were in families with incomes 
below 400% of poverty in 2016 (Figure 4). 

 While a plurality (44%) of the uninsured are 
non-Hispanic Whites, people of color are at 
higher risk of being uninsured than Whites.  
People of color make up 42% of the nonelderly 
U.S. population but account for over half of the 
total nonelderly uninsured population (Figure 
4). Hispanics and Blacks have significantly 
higher uninsured rates (16.9% and 11.7%, 
respectively) than Whites (7.6%).17   

 Most (85%) of the uninsured are nonelderly 
adults. The uninsured rate among children was 
just 5% in 2016, less than half the rate among 
nonelderly adults (12%),18 largely due to 
broader availability of Medicaid/CHIP for 
children than for adults. 

 Most of the uninsured (78%) are U.S. citizens, 
and 22% are non-citizens.19 Uninsured non-
citizens include both lawfully present and undocumented immigrants. Undocumented immigrants are 
ineligible for federally funded health coverage, but legal immigrants can qualify for subsidies in the 
Marketplaces and those who have been in the country for more than five years are eligible for Medicaid.20 

 Uninsured rates vary by state and by region, with individuals living in the South and West the most likely to 
be uninsured. The eight out of the twelve states with the highest uninsured rates in 2016 were in the South 
(Figure 5 and Appendix A). This variation reflects different economic conditions, state expansion status, 
availability of employer-based coverage, and demographics.  

 Over two-thirds (67%) of the remaining uninsured in 2016 have been without coverage for more than a 
year.21 People who have been without coverage for long periods may be particularly hard to reach in outreach 
and enrollment efforts. 

Figure 4
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race/ethnicity groups are non-Hispanic.
SOURCE: Kaiser Family Foundation analysis of the March 2017 Current Population Survey, Annual Social and Economic Supplement.
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Health insurance makes a difference in whether and when people get necessary medical care, where they get 
their care, and ultimately, how healthy they are. Uninsured adults are far more likely than those with insurance 
to postpone health care or forgo it altogether. The consequences can be severe, particularly when preventable 
conditions or chronic diseases go undetected. 

Key Details: 

 Studies repeatedly demonstrate that the 
uninsured are less likely than those with 
insurance to receive preventive care and 
services for major health conditions and 
chronic diseases.22, 23 One in five (20%) 
nonelderly adults without coverage say that 
they went without care in the past year 
because of cost compared to 3% of adults with 
private coverage and 8% of adults with public 
coverage. Part of the reason for poor access 
among the uninsured is that many (49%) do 
not have a regular place to go when they are 
sick or need medical advice (Figure 6).  

 Because of the cost of care, many uninsured people do not obtain the treatments their health care providers 
recommend for them. In 2016, uninsured nonelderly adults were three times as likely as adults with private 
coverage to say that they postponed or did not get a needed prescription drug due to cost (18% vs. 6%).24 

And while insured and uninsured people who are injured or newly diagnosed with a chronic condition 
receive similar plans for follow-up care, people without health coverage are less likely than those with 
coverage to obtain all the recommended services.25  

 Because people without health coverage are less likely than those with insurance to have regular outpatient 
care, they are more likely to be hospitalized for avoidable health problems and to experience declines in their 
overall health. When they are hospitalized, uninsured people receive fewer diagnostic and therapeutic 
services and also have higher mortality rates than those with insurance.26,27,28,29   

 Research demonstrates that gaining health insurance improves access to health care considerably and 
diminishes the adverse effects of having been uninsured. A seminal study of a Medicaid expansion in Oregon 
found that uninsured adults who gained Medicaid coverage were more likely to receive care than their 
counterparts who did not gain coverage.30 A comprehensive review of research on the effects of the ACA 
Medicaid expansion finds that expansion led to positive effects on access to care, utilization of services, the 

affordability of care, and financial security among the low-income population.31 

 Public hospitals, community clinics and health centers, and local providers that serve disadvantaged 
communities provide a crucial health care safety net for uninsured people. However, safety net providers 
have limited resources and service capacity, and not all uninsured people have geographic access to a safety 
net provider.32,33  

Figure 6

Barriers to Health Care Among Nonelderly Adults by 
Insurance Status, 2016
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NOTE: Includes nonelderly adults ages 18-64. Includes barriers experienced in past 12 months. Respondents who said usual 
source of care was the emergency room were included among those not having a usual source of care. All differences between 
uninsured and insurance groups are statistically significant (p < 0.05).
SOURCE: Kaiser Family Foundation analysis of the 2016 National Health Interview Survey.
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The uninsured often face unaffordable medical bills when they do seek care. These bills can quickly translate 
into medical debt since most of the uninsured have low or moderate incomes and have little, if any, savings.34  

Key Details: 

 Those without insurance for an entire year 
pay for one-fifth of their care out-of-pocket.35 
In addition, hospitals frequently charge 
uninsured patients much higher rates than 
those paid by private health insurers and 
public programs.36,37  

 Medical bills can put great strain on the 
uninsured and threaten their financial well-
being. In 2016, nonelderly uninsured adults 
were over twice as likely as those with 
insurance to have problems paying medical 
bills (29% vs. 14%; Figure 7) with two thirds 
of uninsured who had medical bill problems unable to pay their medical bills at all (67%).38 Uninsured 
adults are also more likely to face negative consequences due to medical bills, such as using up savings, 
having difficulty paying for necessities, borrowing money, or having medical bills sent to collection.39   

 Uninsured nonelderly adults are also much more likely than their insured counterparts to lack confidence 
in their ability to afford usual medical costs and major medical expenses or emergencies. Uninsured 
nonelderly adults are over twice as likely as insured adults to worry about being able to pay costs for normal 
health care (63% vs. 26%; Figure 7). Furthermore, over three quarters of uninsured nonelderly adults (76%) 
say they are very or somewhat worried about paying medical bills if they get sick or have an accident, 
compared to 44% of insured adults. 

 Lacking insurance coverage puts people at risk of medical debt. In 2016, three in ten (30%) of uninsured 
nonelderly adults said they were paying off least one medical bill over time (Figure 7). Medical debts 
contribute to over half (52%) of debt collections actions that appear on consumer credit reports in the 
United States40 and contribute to almost half of all bankruptcies in the United States.41 Uninsured people 
are more at risk of falling into medical bankruptcy than people with insurance.42 

 Though the uninsured are typically billed for medical services they use, when they cannot pay these bills, 
the costs may become bad debt or uncompensated care for providers. State, federal, and private funds 
defray some but not all of these costs. With the expansion of coverage under the ACA, providers are seeing 
reductions in uncompensated care costs, particularly in states that expanded Medicaid.43 

 Research suggests that gaining health coverage improves the affordability of care and financial security 
among the low-income population. Multiple studies of the ACA have found larger declines in trouble paying 
medical bills in expansion states relative to non-expansion states. A separate study found that, among those 
residing in areas with high shares of low-income, uninsured individuals, Medicaid expansion significantly 
reduced the number of unpaid bills and the amount of debt sent to third-party collection agencies.44 

Figure 7

29%

63%

76%

30%

14%

26%

44%

24%

Problems paying or
unable to pay medical

bills

Worried about being able
to pay costs for normal

care

Worried about paying
medical bills if get sick

Medical bills being paid
off over time

Uninsured Insured

NOTE: Includes nonelderly adults ages 18-64. All differences between uninsured and insured groups are statistically significant 
(p < 0.05).  
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Millions of people have gained coverage under the ACA provisions that went into effect in 2014, and current 
debate over rolling back ACA coverage threaten these gains in coverage and make it difficult to reach the 27.6 
million who remain without coverage. Proposed policies to change the structure of the Medicaid program or 
cut back subsidies for Marketplace coverage may lead to even more uninsured individuals. On the other hand, 
if additional states opt to expand Medicaid as allowed under the ACA, there may be additional coverage gains 
as low-income individuals gain access to affordable coverage. Going without coverage can have serious health 
consequences for the uninsured because they receive less preventive care, and delayed care often results in 
serious illness or other health problems. Being uninsured also can have serious financial consequences. The 
outcome of current debate over health coverage policy in the United States has substantial implications for 
people’s coverage, access, and overall health and well-being.  



 

Key Facts about the Uninsured Population 8 

 
Expansion States 13.6% 8.1% -5.5% -9,110,784 
Alaska 15.8% 15.2% -0.5% -4,605 
Arizona 21.2% 14.0% -7.1% -383,719 
Arkansas 17.8% 9.1% -8.7% -206,013 
California 16.4% 8.7% -7.6% -2,526,529 
Colorado 13.8% 10.8% -3.1% -139,372 
Connecticut 11.8% 7.2% -4.6% -145,215 
Delaware 8.3% 10.6% 2.3% 20,756 
District of Columbia 8.9% 5.9% -2.9% -15,885 
Hawaii 5.7% 6.3% 0.6% 7,414 
Illinois 11.9% 8.6% -3.3% -403,107 
Indiana 14.6% 7.6% -7.0% -382,508 
Iowa 9.5% 6.2% -3.3% -87,375 
Kentucky 16.3% 7.2% -9.1% -351,749 
Louisiana 16.4% 12.1% -4.3% -158,238 
Maryland 13.3% 7.2% -6.0% -309,202 
Massachusetts 3.6% 6.4% 2.7% 161,492 
Michigan 12.1% 7.4% -4.8% -412,911 
Minnesota 7.9% 6.9% -1.0% -52,380 
Montana 19.0% 8.5% -10.4% -85,493 
Nevada 22.0% 10.2% -11.8% -270,526 
New Hampshire 13.2% 7.6% -5.6% -65,367 
New Jersey 13.4% 9.0% -4.4% -339,457 
New Mexico 19.5% 13.0% -6.5% -112,780 
New York 11.1% 6.6% -4.5% -775,319 
North Dakota 12.1% 8.9% -3.2% -19,617 
Ohio 13.9% 6.5% -7.4% -708,788 
Oregon 14.2% 6.2% -8.0% -257,142 
Pennsylvania 11.6% 5.7% -5.9% -647,343 
Rhode Island 10.7% 5.8% -5.0% -43,871 
Vermont 9.1% 6.5% -2.6% -13,549 
Washington 13.4% 8.1% -5.4% -299,746 
West Virginia 14.2% 8.8% -5.4% -82,642 
Non-Expansion States 18.1% 13.3% -4.8% -4,575,853 
Alabama 17.8% 10.1% -7.7% -305,483 
Florida 22.0% 14.6% -7.5% -1,128,462 
Georgia 18.5% 13.7% -4.7% -334,624 
Idaho 16.8% 10.2% -6.6% -87,058 
Kansas 11.5% 9.8% -1.7% -41,999 
Maine 11.3% 8.7% -2.6% -30,792 
Mississippi 16.4% 13.9% -2.6% -63,174 
Missouri 13.1% 9.8% -3.2% -168,358 
Nebraska 10.6% 8.2% -2.4% -38,713 
North Carolina 17.3% 12.4% -5.0% -377,650 
Oklahoma 18.1% 12.4% -5.7% -163,857 
South Carolina 18.9% 10.8% -8.1% -297,343 
South Dakota 11.6% 9.4% -2.2% -15,268 
Tennessee 15.2% 13.2% -2.0% -90,107 
Texas 22.8% 17.1% -5.7% -1,191,130 
Utah 13.7% 13.5% -0.2% 16,342 
Virginia 13.1% 11.5% -1.7% -125,841 
Wisconsin 10.4% 8.3% -2.2% -98,298 
Wyoming 17.5% 11.2% -6.3% -34,040 
SOURCE: Kaiser Family Foundation analysis of the March 2017 Current Population Survey, Annual Social and Economic Supplement. 
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Total Nonelderly 271.1 100.0% 27.5 100.0% 10.1% 
Age 

   
  

Children - Total 78.2 28.8% 4.2 15.3% 5.4% 
Nonelderly Adults - Total 192.9 71.2% 23.3 84.7% 12.1% 

Adults 19 - 25 29.8 11.0% 3.9 14.2% 13.1% 
Adults 26 - 34 39.7 14.7% 6.2 22.7% 15.7% 
Adults 35 - 44 40.0 14.8% 5.3 19.1% 13.1% 
Adults 45 - 54 42.0 15.5% 4.3 15.8% 10.3% 
Adults 55 - 64 41.3 15.2% 3.5 12.8% 8.5% 

Annual Family Income 
   

  
<$20,000 35.9 13.3% 6.7 24.3% 18.6% 

$20,000 - <$40,000 43.1 15.9% 6.8 24.9% 15.9% 
$40,000 + 192.1 70.8% 13.9 50.8% 7.3% 

Family Poverty Level 
   

  
<100% 36.5 13.5% 6.5 23.6% 17.7% 

100% - <200% 44.2 16.3% 6.8 24.7% 15.3% 
200% - <400% 78.8 29.1% 8.6 31.4% 10.9% 

400%+ 111.6 41.2% 5.6 20.4% 5.0% 
Household Type 

   
  

Single Adults Living Alone 45.0 16.6% 6.7 24.5% 15.0% 
Single Adults Living Together 35.7 13.2% 4.9 17.7% 13.6% 

Married Adults 37.1 13.7% 3.2 11.5% 8.5%     
  

1 Parent with Children 23.4 8.6% 2.2 8.1% 9.5% 
2 Parents with Children 83.4 30.7% 5.5 19.9% 6.6% 

Multigenerational 14.2 5.2% 1.6 5.9% 11.4% 
Other with Children 32.3 11.9% 3.4 12.4% 10.5% 

Family Work Status 
   

  
2+ Full-time 93.4 34.4% 6.8 24.8% 7.3% 

1 Full-time 131.1 48.4% 13.7 49.9% 10.4% 
Only Part-time 19.4 7.2% 2.9 10.7% 15.1% 

Non-Workers 27.2 10.0% 4.0 14.6% 14.7% 
Race/Ethnicity 

   
  

White 157.5 58.1% 12.0 43.9% 7.6% 
Black 34.9 12.9% 4.1 14.9% 11.7% 

Hispanic 53.6 19.8% 9.1 33.0% 16.9% 
Asian/N. Hawaiian and Pacific Islander 17.1 6.3% 1.4 5.2% 8.3% 

American Indian/Alaska Native 2.1 0.8% 0.4 1.5% 18.9% 
Two or More Races 5.8 2.1% 0.4 1.6% 7.4% 

Citizenship      
U.S. Citizen - Native 233.7 86.2% 19.8 72.3% 8.5% 

U.S. Citizen - Naturalized 15.7 5.8% 1.6 6.0% 10.4% 
Non-U.S. Citizen, Resident for <5 Years 5.9 2.2% 1.4 5.0% 23.2% 
Non-U.S. Citizen, Resident for 5+ Years 15.8 5.8% 4.6 16.7% 29.0% 
Health Status      

Excellent/Very Good 186.8 68.9% 16.9 61.5% 9.0% 
Good 61.9 22.8% 8.0 29.0% 12.9% 

Fair/Poor 22.4 8.3% 2.6 9.5% 11.7% 
NOTES: Includes nonelderly individuals ages 0-64. The U.S. Census Bureau’s poverty threshold for a family with two adults and one child 
was $19,318 in 2016. Parent includes any person with a dependent child. Multigenerational/other families with children include families 
with at least three generations in a household, plus families in which adults are caring for children other than their own. Part-time 
workers were defined as working <35 hours per week. Respondents who identify as mixed race who do not also identify as Hispanic fall 
into the “Two or More Races” category. All individuals who identify as Hispanic ethnicity fall into the Hispanic category regardless of race.  
SOURCE: Kaiser Family Foundation analysis of the March 2017 Current Population Survey, Annual Social and Economic Supplement. 
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INTRODUCTION 

Despite widespread discussion of the problems of being uninsured, there is still 
disagreement regarding the nature of the condition.  Is it a problem of brief duration or a problem 
that persists over longer periods of time?  The answer to this question could shape the types of 
policies that might be considered.  If people who become uninsured remain so for very short 
periods of time, then policies designed to plug gaps in coverage (e.g., subsidies that would make 
COBRA coverage affordable to more people) might seem sensible.  However, if people tend to 
be without coverage for longer periods of time, then policies aimed at making structural changes 
in health insurance that would enhance accessibility and affordability over the long run (e.g., 
permanent tax credits, insurance market reforms and/or expansions of public coverage beyond 
low income groups) might be needed. 

  A major reason that the nature of the problem remains unsettled is that the survey data 
that have been used to study the uninsured vary with respect to the reference periods for which 
insurance coverage is measured (Lewis, Ellwood, and Czajka 1998; Short 2001; Department of 
Health and Human Services 2002).  For example, the Current Population Survey (CPS) – the 
most widely cited estimate of the number of uninsured – collects data that literally implies that 
its estimate refers to people who are uninsured for a full year.  However, some analysts believe 
respondents report data about coverage at the time of the survey rather than throughout the prior 
year (Lewis, Ellwood, and Czajka 1998).  Alternatively, other surveys focus on people uninsured 
at the time of the survey (e.g., the National Health Interview Survey [NHIS] and Community 
Tracking Study [CTS]), while others can produce multiple estimates because they track people 
over time (e.g., the Medical Expenditure Panel Survey [MEPS] and Survey of Income and 
Program Participation [SIPP]).  Although a careful interpretation of these data suggests that lack 
of coverage has been wrongly depicted as a temporary problem (Swartz 1994), this has not 
expunged the notion from the policy debate (National Association of Health Underwriters 
[NAHU] 2000).1    

This paper produces alternative estimates of the numbers of uninsured within the context 
of a single survey and explores the distribution of the duration of uninsured spells for people who 
lacked coverage at some time during a 12-month period.  We consider uninsured spells overall 
and for a variety of socioeconomic and demographic subgroups.  Estimates are presented for the 
share of the population uninsured for short time periods as well as for the share uninsured for at 
least one year.  We focus on people who lacked coverage at some time during a 12-month period 
instead of the narrower group that is uninsured at a point in time, because the 12-month period 
allows us to capture all uninsured spells that occurred during that year.  To show the potential 
consequences of short and long spells without health coverage, we also examine the relationship 
between length of time without coverage and health care access and utilization.  This paper uses 
the 1999 National Survey of America’s Families (NSAF), a survey of nonelderly adults and 
children in over 42,000 households, which contains information on insurance coverage at the 
time of the survey and in the prior 12 months. 

Based on NSAF, 36 million nonelderly individuals were uninsured at the time of the 
survey.  A much larger number – 49 million – were uninsured at the time of the survey or at 
some point during the 12 months prior to the survey.  Of these 49 million, 22 million 



 

experienced short-term uninsured spells (i.e., were uninsured for less than a full year), while 27 
million were uninsured for a year or more, indicating that a large share of the uninsured are 
experiencing long spells without coverage.  The Congressional Budget Office (CBO, 2003) used 
data from the 1998 SIPP and MEPS to estimate that almost 60 million nonelderly people were 
uninsured at some time during the year.  Another recent study estimated that 75 million 
nonelderly Americans were uninsured for at least one month over a recent two-year period 
(Families USA 2003).  These estimates are substantially larger than the estimate based on NSAF 
for a number of methodological reasons related to differences in estimates of the number of 
people uninsured at the time of the survey, differences between the surveys with respect to how 
they measure changes in insurance coverage over time, and the timeframe of the estimates.  
These issues are discussed in more detail in the Discussion section of this paper. 

BACKGROUND 

There are excellent reviews of the surveys that are commonly used to produce estimates 
of the uninsured and how the differences between the surveys may yield different estimates 
(Short 2001; Fronstin 2000; Lewis, Ellwood and Czajka 1998).  These studies typically address 
issues related to the design of the questionnaire, the time frame covered by the survey, the 
primary reason for conducting the survey, the sample frame and how the survey was 
administered.  The timeframe referenced in the uninsured estimates has a direct effect on the 
number of uninsured.  Estimates of those uninsured at the time of the survey (or on an average 
day) are larger than estimates of the numbers of full-year uninsured, but are not as large as the 
estimate of those uninsured at some time during, say, a one- or two-year period.  Although these 
differences are not always apparent looking at estimates across surveys, they are displayed in the 
context of the MEPS (Rhoades, et al., 2002).  The MEPS study showed that uninsured rates can 
vary up to twofold depending on the reference period for the estimates. 

The most relevant research related to the present study comes from a series of analyses 
that used data from the SIPP.  These studies (e.g., CBO 2003; Swartz and McBride 1990; 
Swartz, Marcotte, and McBride 1993; Nelson and Short 1990) showed that the majority of new 
uninsured spells (i.e., those that began within a specified time frame) end within 9 months and 
that the median spell length is 6 months.  However, McBride (1994) showed that, although 
nearly 70 percent of all new spells ended in less than 9 months, over 50 percent of the people 
who were uninsured at a point in time had been without coverage for more than 2 years.  In fact, 
the recent CBO report contains a detailed technical appendix that explains how three apparently 
different SIPP estimates of the distribution of uninsured spells are all consistent with one 
another.  CBO shows that 29 percent of new uninsured spells last more than a year, 59 percent of 
people uninsured at some time during a year lack coverage for more than a year and 78 percent 
of people uninsured in a given month have been uninsured for at least a year. 

As both McBride (1994) and Swartz (1994) point out, their findings were misinterpreted 
to conclude that the majority of ongoing uninsured spells are short and that, as a result, the 
severity of the problem was being overstated (e.g., Wall Street Journal 1993; Reynolds 1993; 
Council for Affordable Health Insurance 1993; Crane 1993).  As recent evidence suggests, the 
notion still persists that a large share of the uninsured would be helped if policymakers 
developed approaches that carried people through their short periods without coverage (NAHU 



 

2000).  In part, this appears to be the motivation behind the tax credits provided in the Trade 
Adjustment Assistance Act of 2002. 

In this paper, we reexamine the distribution of uninsured spells using data from 1999.  In 
addition to focusing on many demographic and economic subgroups, we pay particular attention 
to differences across states and, for adults, differences related to eligibility for public coverage.  
Given that states have the primary responsibility for developing policies and approaches for 
covering the uninsured (e.g., through Medicaid, the State Children’s Health Insurance Program 
[S-CHIP] or state programs), it is important to understand if the short- or long-term nature of the 
problem is fundamentally different across states and if eligibility for public coverage affects how 
long people are uninsured.  

DATA AND METHODS 

National Survey of America’s Families 

This analysis uses the 1999 National Survey of America’s Families (NSAF), conducted 
by the Urban Institute as part of its Assessing the New Federalism (ANF) project.  NSAF is a 
nationally representative survey of nonelderly adults and children in over 42,000 households that 
represents the non-institutionalized civilian population under age 65.  It over-samples the low-
income population (those with family incomes below 200 percent of the federal poverty level 
[FPL]) and populations in 13 states.2  The survey contains detailed information on health 
insurance coverage, access, and utilization for up to two sampled children (one age 5 or under 
and one between ages 6 and 17) and one sampled adult in each household.  The sample was 
weighted to population totals, and weights adjust for the design features of the sample, including 
over-sampling low-income households and those in the 13 study states, as well as non-response 
and under-coverage.   

Measurement of Health Insurance Coverage 

Respondents were asked about selected family members’ health insurance coverage, 
including a question that confirmed lack of coverage for those not originally identified as having 
any type of coverage (Rajan, Zuckerman, and Brennan 2001).  The health insurance coverage 
sequence allows for assessment of coverage both at the time of the survey and in the 12 months 
prior to the survey.   

Individuals identified as having no health insurance coverage at the time of the survey are 
classified as being uninsured at a point in time.  Those uninsured either at the time of the survey 
or at any time in the prior 12 months are classified as having been uninsured during the previous 
12 months.  Among those without coverage at some time during the 12-month period, a long-
term spell was defined as being uninsured for a full year or more (that is, at the time of the 
survey and for all of the prior 12 months); individuals uninsured for less than 12 months are 
divided into two groups of short-term uninsured: those uninsured for 1 to 5 months and those 
uninsured for 6 to 11 months.   



 

Measurement of Eligibility for Public Coverage 

 Adults and children were further classified according to whether or not they appeared to 
be eligible for public health insurance coverage (Medicaid or S-CHIP for children and Medicaid 
or other state programs for adults).  The determination of eligibility mimics the eligibility 
determination process faced by families by comparing information collected in the survey on 
family structure, work status, income, and assets to the various state standards and eligibility 
thresholds in place at the time of the survey.  Further information about these measures is 
available elsewhere (Dubay, Haley, and Kenney 2002; Davidoff et al. forthcoming). 

Analyses Conducted 

 In this paper, we conduct bivariate analysis examining uninsured rates and length of 
uninsured spells by a variety of socioeconomic status and demographic characteristics, including 
the family’s poverty level, highest education level among adults in the family, health status, age, 
race/ethnicity, citizenship status, state of residence, community type (inside or outside a 
metropolitan area), and whether or not individuals are eligible for public insurance coverage (the 
eligibility results are only presented for adults).  Additional results about variations in health care 
access and utilization by length of time without coverage are based on regression-adjusted means 
derived from a two-step process.  First, we estimated logistic regression models that control for 
differences in socioeconomic status, demographic characteristics and insurance status.  Then, we 
predicted values of the access and utilization variables for each uninsured group using the full-
year insured as a comparison group.  Variances of estimates for both the bivariate and 
multivariate analysis were adjusted to account for the survey’s complex sample design. 

Limitations to the Data 

While NSAF is a useful survey for examining insurance status over the course of a year, 
there are some limitations to using the data in this way.  First, while many analyses of insurance 
coverage use longitudinal data, NSAF collects information on coverage during a 12-month 
period at a single point in time.  Because information on past year coverage is retrospective, 
some respondents may forget about conditions in the past or report those conditions erroneously.  
In addition, for cases with between 2 and 11 months without coverage, the survey does not 
collect information about transitions between statuses – i.e., whether the person experienced one 
uninsured spell or intermittent periods without coverage.  Finally, some characteristics examined 
in this report may not reflect the conditions during the time the person was uninsured.  For 
instance, the family income measure reflects conditions during the entire calendar year prior to 
the survey and may not necessarily represent conditions during an uninsured spell. 

RESULTS 

Estimates of the Uninsured 

 Figure 1 presents the number of nonelderly uninsured in NSAF using three different time 
frames.  Thirty-six million people were uninsured at the time of the survey (a single point in 
time).  An additional 13 million were uninsured during at least one of the 12 months prior to the 
survey but received coverage by the time of the survey.  Combining these two groups, 49 million 
people were uninsured at the time of the survey or at some point in the 12 months prior to the 



 

survey.  Of those 49 million people, over half—27 million—were uninsured for the entire 12 
months.  As these estimates show, the size of the uninsured population varies considerably by 
time frame, even within a single survey. 

Figure 1

Size of Uninsured Population, 1998-1999
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Source: 1999 National Survey of America’s Families.

 
For the 49 million people who were uninsured at some point during the year, Figure 2 shows the 
number of months they spent without coverage.  About 20 percent (10 million) were uninsured 
for five months or less, and 24 percent (12 million) were uninsured for more than five months 
but less than a year.  Thus, 44 percent (22 million) were uninsured for part of the year and are 
defined in this study as the short-term uninsured, while 55 percent (27 million) lacked coverage 
for at least a full year, and are classified as long-term uninsured.  (See Appendix A for a detailed 
comparison between this distribution of uninsured spells and the distribution presented in the 
recent CBO report.)  

Figure 2

Length of Uninsured Spells, 1998-1999

20%

24%
55%

Uninsured 
12 Months 
or More

Uninsured 5 
Months or 
Less

Uninsured 
6-11 Months

Percent of Nonelderly Uninsured

49 Million Uninsured at Some 
Point in the Past 12 Months

Numbers may not total due to rounding.
Source: 1999 National Survey of America’s Families.  



 

Variation in Uninsured Spells Across Subgroups 

 Health insurance coverage varies by several social and economic factors, as well as by 
state.  We find that the share who are long-term uninsured varies more than the share who are 
short-term uninsured across subgroups and states, and, in fact, that the differences in long 
periods without coverage largely explain the disparities across groups in lacking coverage at all.  
Tables 1-4 present the share of the total population and selected subgroups that were uninsured at 
any point in the year and, of those, the share uninsured for various lengths of time.   

Differences by Income, Education, Health Status, and Age 

The first panel in Table 1 shows that the likelihood of being uninsured at some time 
during the year varied greatly with family income.  Over 40 percent of people living in families 
with incomes below poverty experienced an uninsured spell, compared with just 9 percent of 
people in families with incomes greater than three times the poverty level.  Although there were 
significant differences across income groups with respect to the probability of having a short 
episode without coverage, the most dramatic differences occurred among those lacking coverage 
for a year or more.  The likelihood of a person in the highest income group being uninsured for a 
long spell was about 4 percent compared to 25 percent for people living in poverty.  Looking just 
at the uninsured, about 40 percent of the uninsured in the highest income group were uninsured 
for a year or more, compared to over 60 percent of the poor uninsured.   

 
The overall uninsured rates, as well as long-term uninsured rates, varied dramatically by 

education as well.  Only 14 percent of those in families with the highest education experienced a 
spell without coverage, compared with almost half of those in families with no high school 
graduates.  While both short- and long-term uninsured rates were higher among those with less 
education than among the more highly educated, the differences in long-term uninsured rates 
were larger.  As a result, the share of the uninsured who were long-term uninsured was under 
half in the highest education group but nearly three-quarters in the lowest education group. 

The differences in health coverage by health status were also large, with higher uninsured 
rates among those in fair or poor health status than among those in good health or better.  The 
differences in short-term uninsured rates were small, but there was a twofold difference in the 
long-term uninsured rate (10 percent for those in excellent, very good, or good health, compared 
with 21 percent for those in fair or poor health). 

There were interesting differences in the uninsured rates and length of time without 
coverage for different age groups.  Overall, children had low uninsured rates of about 17-19 
percent, young adults (ages 19 to 34) had the highest rate (about 30 percent), the rate of 35 to 54 
year olds was about that of children, and the near elderly (ages 55 to 64) had the lowest rate of 
about 13 percent.  However, these differences were due to several different underlying factors.  
The higher likelihood of being uninsured among young adults compared to children was due to a 
larger share of young adults with both short- and long-term spells without coverage, but 
particularly due to their higher frequencies of long-term spells.  For example, 19 to 34 year olds 
had over twice the long-term uninsured rate of young children.  While the overall uninsured rate 
for adults ages 35 to 54 was similar to the rate for children, adults in this age group were less 
likely to have short-term uninsured spells but more likely to have long-term uninsured spells than 



 

young children.  Finally, the near elderly (ages 55-64) were less likely than young children to go 
without coverage overall, particularly for short spells, but they had higher long-term uninsured 
rates.  Interestingly, the near elderly had the lowest overall uninsured rate among the age 
subgroups (13 percent) but the highest long-term uninsured rate among those who lacked 
coverage (69 percent). 

 
Table 1 

Duration of Uninsured Spells: Rates by Family Income, Education, Health Status, and 
Age, Nonelderly Population, 1998-1999 

 

  
Length of Uninsured Spells  

 

Number 
in Group 
(Millions) 

Percent Ever 
Uninsured 

During 
Previous 12 

Months 
< 5 Months 6-11 Months > 12 Months 

Ratio of 
Full-Year 

Uninsured 
to Ever 

Uninsured

Total Nonelderly Population 238.6 20.5 % 4.1 % 5.0 % 11.4 % 0.56 
           
Poverty Level          

<100% FPL 31.7 40.8 *** 6.3 *** 9.6 *** 25.0 *** 0.61 
100-200% FPL 43.3 35.9 *** 6.1 *** 7.7 *** 22.1 *** 0.62 
200-300% FPL 41.9 21.8 *** 4.7 *** 5.5 *** 11.6 *** 0.53 
>300% FPL 121.7 9.3  2.7  2.7  3.9  0.42 

        
Education^        

Less than High School 23.0 47.3 *** 5.4 *** 6.9 *** 34.9 *** 0.74 
High School Degree or GED 65.3 25.4 *** 5.0 *** 6.4 *** 13.9 *** 0.55 
Attended College 148.0 14.0  3.6  4.1  6.4  0.46 
        

Health Status        
Excellent/Very Good/Good 215.1 19.2  4.1  4.8  10.3  0.54 
Fair/Poor 23.5 32.2 *** 4.0  7.3 *** 20.8 *** 0.65 
        

Age        
0-5 23.6 17.2  5.2  5.1  7.0  0.41 
6-12 28.6 18.6 * 4.3  5.0  9.3 *** 0.50 
13-18 24.1 18.1  3.4 *** 4.1 * 10.6 *** 0.59 
19-34 59.8 31.4 *** 6.7 *** 8.8 *** 15.9 *** 0.51 
35-54 79.5 17.0  2.7 *** 3.3 *** 11.0 *** 0.65 
55-64 23.0 12.5 *** 1.7 *** 2.3 *** 8.6 ** 0.69 

           
Source: 1999 National Survey of America's Families (NSAF).       
Notes: Italics indicate reference category for tests of statistical significance.      
*** indicates group is significantly different from the reference category at the 0.01 level.   
** indicates group is significantly different from the reference category at the 0.05 level.   
* indicates group is significantly different from the reference category at the 0.10 level.   
^ Education indicates the highest level of education among adults in the family.     



 

Differences by Race/Ethnicity and Citizenship Status 

As seen in Table 2, overall uninsured rates differed by race/ethnicity.  Black non-
Hispanics, Hispanics, and Native Americans were more likely to experience an uninsured 
episode than white non-Hispanics.  There were statistically significant, but small, variations in 
the share of each of these groups without coverage for short periods and much larger disparities 
in long-term uninsured.  For example, Hispanics were only slightly more likely than whites to be 
uninsured for a short period of time, but they were over three times as likely to be uninsured for a 
full year or more.  As a result, just half of uninsured white non-Hispanics were long-term 
uninsured, while this is the case for nearly 70 percent of uninsured Hispanics. 

 The differences by citizenship status were also considerable – over half of non-citizens 
were uninsured during a 12-month period, compared with less than a fifth of citizens.  Short-term 
uninsured rates were only slightly higher for non-citizens, but long-term uninsured rates were 
very different; less than 10 percent of citizens were uninsured for a year or more, compared to 
nearly 40 percent of noncitizens.   Accordingly, just half of uninsured citizens were long-term 
uninsured, compared with over three-quarters of uninsured non-citizens.   

Table 2 
Duration of Uninsured Spells: Rates by Race/Ethnicity and Citizenship Status, Nonelderly 

Population, 1989-1999 
 

Length of Uninsured Spell 

 

Number in 
Group 

(Millions)

Percent 
Ever 

Uninsured 
During 

Previous 
12 Months

< 5 Months 6-11 Months > 12 Months

Ratio of 
Full-Year 

Uninsured 
to Ever 

Uninsured

Total Nonelderly Population 238.6 20.5 % 4.1 % 5.0 % 11.4 % 0.56 
       
Race/Ethnicity        

White, non-Hispanic 167.0 16.2  3.7  4.3  8.2  0.51 
Black, non-Hispanic 30.9 26.3 *** 6.0 *** 6.7 *** 13.7 *** 0.52 
Hispanic 29.1 39.1 *** 4.6 ** 7.5 *** 27.1 *** 0.69 
Native American 2.2 42.4 *** 6.4 ** 9.3 *** 26.8 *** 0.63 
Asian American 9.3 14.7  4.3  3.3  7.1  0.48 

        
Citizenship Status        

US-Born or Naturalized Citizen 224.2 18.5  4.1  4.9  9.6  0.52 
Non-Citizen 14.4 51.7 *** 5.3 ** 7.2 *** 39.2 *** 0.76 

                       
            
Source: 1999 National Survey of America's Families (NSAF). 
Notes: Italics indicate reference category for tests of statistical significance.  
*** indicates group is significantly different from the reference category at the 0.01 level. 
** indicates group is significantly different from the reference category at the 0.05 level. 
* indicates group is significantly different from the reference category at the 0.10 level. 



 

Differences by State and Residential Location 

Table 3 presents the various uninsured rates by state and community type.  We see that 
there is much less variation across states in short-term uninsured rates than in long-term 
uninsured rates.  For example, in only 6 of the 13 NSAF states is the share of the population 
uninsured for 1 to 5 months significantly different from the national average of 4 percent.  In 
contrast, the long-term uninsured rate in each of the 13 NSAF states is significantly different 
from the national average rate of 11 percent.  Moreover, the range of uninsured rates varies 
dramatically across states when disaggregated by the amount of time uninsured.  The rate of 
spells that are less than 5 months ranges from 3 to 5 percent, whereas the rate of long-term spells 
(those at least 12 months long) varies from 4 to 20 percent. 

Table 3 
Duration of Uninsured Spells: Rates by Geographic Characteristics,  

Nonelderly Population, 1989-1999 
 

 Length of Uninsured Spell 

 

Number in 
Group 

(Millions) 

Percent 
Ever 

Uninsured 
During 

Previous 
12 Months

< 5 Months 6-11 Months > 12 Months

Ratio of 
Full-Year 

Uninsured 
to Ever 

Uninsured

Total Nonelderly Population 238.6 20.5 % 4.1 % 5.0 % 11.4 % 0.56 
       
State of Residence        

Texas 18.2 31.2 *** 3.9  7.0 *** 20.3 *** 0.65 
Mississippi 2.5 25.6 *** 5.0 * 6.2 ** 14.5 *** 0.57 
Florida 12.4 24.6 *** 4.4  7.3 *** 13.0 * 0.53 
California 29.7 23.8 *** 3.9  5.1  14.8 *** 0.62 
New York 15.9 19.7  5.1 ** 4.7  10.0 ** 0.51 
Colorado 3.6 19.3  4.9  5.2  9.3 *** 0.48 
Alabama 3.8 18.2 ** 4.1  4.8  9.3 *** 0.51 
Washington 5.1 16.5 *** 4.1  4.8  7.5 *** 0.45 
New Jersey 7.2 16.3 *** 3.3 ** 3.9 *** 9.2 *** 0.56 
Michigan 8.7 14.4 *** 4.0  4.2  6.3 *** 0.44 
Wisconsin 4.6 13.2 *** 3.2 *** 3.7 *** 6.3 *** 0.48 
Massachusetts 5.4 11.1 *** 3.2 ** 3.1 *** 4.9 *** 0.44 
Minnesota 4.2 11.1 *** 3.4 ** 4.0 *** 3.8 *** 0.34 
        

Community Type        
Metropolitan Area 190.1 19.5  4.1  4.8  10.6  0.54 
Non-Metropolitan Area 48.5 24.4 *** 4.2  5.7 ** 14.5 *** 0.59 

           
Source: 1999 National Survey of America's Families (NSAF). 
Notes: Italics indicate reference category for tests of statistical significance. For state, the reference category is 
the national average. 
*** indicates group is significantly different from the reference category at the 0.01 level. 
** indicates group is significantly different from the reference category at the 0.05 level. 
* indicates group is significantly different from the reference category at the 0.10 level. 



 

The four states with the highest probabilities of being uninsured at some time during the year 
show how much of a role moderate length spells (between 6 and 11 months) and year-long spells 
play in determining state differences.  Although residents of Texas, Mississippi, Florida and 
California are all significantly more likely to be uninsured at some time during the year, there are 
virtually no differences in the probability of residents of these state experiencing an uninsured 
spell of less than 5 months.  For these states, differences in overall uninsured rates are the result 
of differences in moderate length (between 6 and 11 months) and long (at least 12 months) 
spells.  The most extreme example of this occurs in Texas.  Thirty-one percent of Texans 
experienced an uninsured spell during the year and two-thirds of them were uninsured for at least 
12 months.  For contrast, consider Minnesota – one of the states with the lowest probability of 
being uninsured.  Of the 11 percent of Minnesotans who were uninsured at some time during the 
year, only about one-third were uninsured for a year or more. 

 Differences between metropolitan and non-metropolitan communities follow a similar 
pattern.  The rate of being uninsured at some time during the year is significantly higher for 
people living outside of metropolitan areas, but there is no significant difference in the 
probability of the shortest spells and a significant, but small, difference in the probability of a 
moderate spell.  Again, most of the difference in uninsured rates between metropolitan and non-
metropolitan residents is related to differences in their chances of being long-term uninsured. 

Differences Among Adults by Eligibility for Public Coverage 

 Among low-income adults, Table 4 shows the relationship between eligibility for public 
coverage and duration of uninsured periods.  Overall, low-income adults have one of the highest 
uninsured rates of the subgroups studied in this paper.  However, the data show that poor adults 
are significantly less likely to be uninsured over the course of the year if they are eligible for 
some type of public coverage (38 percent for those who are eligible versus 53 percent for those 
who are ineligible).  Virtually all of this difference is due to the fact they are less likely to be 
uninsured for a long period of time (12 months or longer).   

The story is somewhat different among near-poor adults.  Although the probability of 
being uninsured at some time during the year is still lower for eligible adults, the difference 
between eligibility groups is much smaller than for poor adults.  In part, this is due to the higher 
probability of short-term episodes among the near-poor who are eligible for public programs 
compared to those not eligible.  However, among the near-poor, those eligible for public 
coverage are still less likely to have a long episode without health coverage.   



 

Table 4 
Duration of Uninsured Spells: Rates by Public Program Eligibility Status, Nonelderly 

Low-Income Adult (Age 19-64) Population, 1998-1999 
 

 

 
Length of Uninsured Spell 

 

Number 
in Group 
(Millions) 

Percent 
Ever 

Uninsured 
During 

Previous 
12 Months

< 5  
Months 

6-11  
Months 

> 12  
Months 

Ratio of 
Full-Year 

Uninsured 
to Ever 

Uninsured

           
Low-Income Adult Population 44.1 40.2  6.4  9.2  24.6  0.61 
           
<100% FPL        

Eligible for Public Coverage 6.8 38.0 % 7.5 % 10.5 % 20.0 % 0.53 
Ineligible for Public Coverage 11.2 53.1 *** 5.2 * 10.0  38.0 *** 0.71 
        

100-200% FPL        
Eligible for Public Coverage 3.8 35.0  8.5  11.5  15.0  0.43 
Ineligible for Public Coverage 22.3 40.4 ** 5.0 *** 7.3 *** 28.1 *** 0.70 

           
Source: 1999 National Survey of America's Families (NSAF). 
Notes: Italics indicate reference category for tests of statistical significance. 
*** indicates group is significantly different from the reference category at the 0.01 level. 
** indicates group is significantly different from the reference category at the 0.05 level. 
* indicates group is significantly different from the reference category at the 0.10 level. 
Low-income indicates below 200% of poverty. 

Relationships Between Duration of Uninsured Spells and Health Care Access and Utilization 

Previous evidence (e.g., Sudano and Baker 2003) suggests that lack of insurance 
coverage for even short periods of time results in lower rates of preventive service use.  In this 
section, we examine differences in a variety of access and use indicators across individuals with 
varying lengths of uninsured spells.  We use a series of multivariate models to control for the 
differences in the characteristics of people in the uninsured groups (e.g. health status and 
income) in order to measure the association between access, use and time without coverage.  The 
results are presented in Table 5 as regression-adjusted means for each uninsured group and for 
the full-year insured.   

All three of the access to care indicators deteriorate significantly if an insured individual 
becomes uninsured, even for a short period of time.  For example, relative to having insurance 
for the full year, people who are uninsured for less than 6 months are 8 percentage points less 
likely to have a usual source of care that is not an emergency room, 8 percentage points more 
likely to lack confidence in their ability to get care and 12 percentage points more likely to have 
unmet medical or prescription drug needs.  The problems associated with lacking insurance get 
worse with respect to having a usual source of care and lacking confidence in getting access to 
care as the amount of time without insurance increases.   



 

In contrast, as the length of time without coverage increases, the chances of reporting 
unmet need decrease—that is, the long term uninsured report fewer unmet needs.  This may 
reflect their increasing disconnection with the health care system, which is evidenced by the 
health service utilization measures (Table 5), and, consequently, a growing lack of awareness of 
health care problems.  The chances of seeing a physician during the 12 months prior to the 
survey is 77 percent among those covered for the full year, but only 50 percent for those 
uninsured for at least a year.  Similarly, the probability of seeing a health professional other than 
a physician (e.g., nurse practitioner or midwife) drops from 31 percent for the full-year insured to 
19 percent for the long-term uninsured.  Even emergency room use falls; 23 percent of the full-
year insured visit an emergency room compared to 17 percent of the long-term uninsured. 

Table 5 
Patterns of Access to Care and Utilization, by Insurance Status, Nonelderly Population, 

1998-1999 
 

 
Ever Uninsured During Previous 12 
Months: Length of Uninsured Spell 

 

 
Full-
Year 

Insured < 5  
Months 

6-11  
Months 

> 12  
Months 

Access to Care         
Has a Usual Source of Care (Other than ER) 90.7 % 82.7 % *** 77.9 % *** 72.0 % *** 
Is Not Confident in Access to Care 5.4  12.6 *** 16.8 *** 19.3 *** 
Had Unmet Medical and/or Prescription Drug Need in Past Year 6.9  18.7 *** 17.4 *** 14.3 *** 

         
Utilization         
Had a Doctor Visit in Past Year 77.4  72.4 *** 65.1 *** 50.1 *** 
Had a Health Professional Visit in Past Year 30.5  31.7  29.2  19.1 *** 
Had an Emergency Room Visit in Past Year 22.6  24.0  22.7  16.8 *** 

         
Source: 1999 National Survey of America's Families (NSAF).         
Notes: Estimates are regression-adjusted means that control for differences in socioeconomic and demographic 
characteristics, including race/ethnicity, age, education level, poverty level, gender, citizenship, health status, work status, 
community type, state of residence, eligibility status, and insurance status. 
*** indicates group is significantly different from the full-year insured at the 0.01 level. 
** indicates group is significantly different from the full-year insured at the 0.05 level. 
* indicates group is significantly different from the full-year insured at the 0.10 level. 

DISCUSSION 

 This study shows that lacking health insurance cannot simply be characterized as a short- 
or long-term problem.  The majority of people (55 percent) who are uninsured at some point 
during a 12-month period lack coverage for a year or more; a substantial minority (44 percent) 
was uninsured for less than a year, and only 1 in 5 people (20 percent) experienced an 
interruption in coverage of less than six months.  These data, along with data from other studies 
(e.g., Rhoades et al., 2002), show that the uninsured are not largely composed of people 
experiencing short-term gaps in coverage as they move between employers or between public 
and private coverage. 



 

 The persistence of a sizable short-term uninsured population among all the subgroups we 
examined is largely a byproduct of the existing health insurance system within the United States.  
This voluntary system of mixed public and private coverage creates many transitions that can 
result in short-term gaps in coverage.  People may experience gaps in private coverage when 
they or their spouse change jobs, lose a job or get divorced.  Although public coverage can fill 
gaps for most low-income children and some low-income adults, enrolling and staying enrolled 
in these programs can often be difficult (Ku and Cohen Ross 2002).  To the extent that short-
term gaps in coverage will persist in this type of system, our findings suggest that it may be 
difficult to reduce the uninsured rate below the 3 to 6 percent range.  This range is based on 
estimated differences across demographic subgroups and states in the share of the population that 
experienced gaps in coverage of less than six months. 

 If policymakers want to tackle the uninsured problem and the associated health risks, they 
will need to consider approaches that meet the needs of both the short- and long-term uninsured.  
Focusing solely on “bridging” policies such as offering subsidies or tax credits that allow more 
people to purchase COBRA coverage or assuring that more eligible people fill coverage gaps by 
participating in Transitional Medicaid, regular Medicaid or S-CHIP, will not address the needs of 
the long-term uninsured.  For this latter group, more basic structural reforms are likely to be 
needed.  These reforms might include acceptance of a greater role for publicly subsidized care 
(through either tax credits or expansions in public programs) or extensive reforms in the 
insurance marketplace (e.g., broad purchasing cooperatives as a substitute for the non-group 
market or government reinsurance to ease private insurers’ fears of catastrophic costs).  When 
taken together, the policies needed to address both the short- and long-term uninsured may seem 
daunting.  However, when studies show that almost 50 million Americans lack coverage in a 
given year, and the majority are uninsured for a full year or more—small incremental approaches 
are likely to leave many people without coverage.   

 Despite the need for extensive and potentially complex policy changes, reality suggests 
that efforts to move toward universal coverage are not likely in the near future.  If policymakers 
need to prioritize their actions, the data presented here provide reasonably clear guidance as to 
which groups are most in need.  The long-term uninsured are at a greater disadvantage than those 
who experience shorter uninsured spells. Those who have low incomes, are less educated, are in 
fair or poor health, are Hispanic or Native American or are not citizens are more likely to have 
been uninsured for a year or more.  Among low-income adults, those who are not eligible for 
public coverage also are more likely to be long-term uninsured than those who are eligible.  In 
fact, across the subgroups examined in this paper, it is long-term uninsured rates as opposed to 
short-term uninsured rates that drive differences in overall uninsured rates.   These differences in 
coverage are also associated with more serious access problems and significantly lower levels of 
health care utilization among the long-term uninsured. 

 To the extent that policymakers agree that the most immediate focus should be on the 
long-term uninsured, these data show that the burden will not be evenly distributed across states.  
States such as Texas, California and Mississippi have estimated long-term uninsured rates among 
their non-elderly population that are almost three times the rates estimated for Minnesota and 
Massachusetts.  These differences tend to parallel differences in employer-sponsored insurance 
(ESI) rates than have been shown to be largely beyond state control (Shen and Zuckerman 2003).  
In fact, as a result of having a strong base of ESI and broad eligibility for public coverage among 



 

those without ESI (Spillman 2000), a few states face long-term uninsured rates that are 
comparable to their rates of short-term coverage gaps.  However, it may be impractical at this 
time to expect states, with current levels of federal financial support, to address the needs of the 
long-term uninsured when these differences are so large.   

 This analysis indicates that a substantial proportion of the population experienced 
problems obtaining insurance coverage in 1998-1999: nearly 50 million people were uninsured at 
some point during the year, and more than half of them were uninsured for a full year or more.  
Another recent study estimated that over 70 million people were uninsured at some time over the 
two-year period covering 2001 and 2002 (Families USA 2003).  The most direct reason that our 
estimate is smaller than the estimate from the Families USA study is that we look at health 
coverage over a shorter period of time.  In fact, the recent CBO (2003) estimate of almost 60 
million nonelderly persons experiencing some period without coverage during 1998, although 
greater than the NSAF estimate, is closer to NSAF because both studies focus on a 12-month 
time frame. The bigger time frame through which coverage is being observed in the Families 
USA study leads to a greater probability of observing someone without coverage.  Nevertheless, 
the NSAF estimates of the number of uninsured from 1998-1999 are substantial and are likely to 
understate the current number of uninsured now that economic conditions have worsened.  Thus, 
it is even more important to find solutions to the uninsured problem, both for those experiencing 
short-term episodes without coverage and for the long-term uninsured.  



 

Appendix A 
The Distribution of Uninsured Spells in NSAF and SIPP 

 A recent CBO report (2003) presented SIPP data on the distribution of the length of 
uninsured spells for three reference periods: (1) spells that began between July 1996 and June 
1997; (2) spells in progress during March 1998 (a point-in-time context); (3) spells in progress 
between June 1997 and July 1998 (a full-year context).  In this paper, we use NSAF to focus on 
the length of uninsured spells in progress at some time during a full year, i.e., mid-1998 through 
mid-1999.  With the exception of the specific time period covered, our reference period 
corresponds to the concept behind the third of the CBO categories.  NSAF can also be used to 
estimate the length of uninsured spells in progress at the time of the survey (approximately mid-
1999), although we did not do that in this paper.  Health coverage at the time of the survey is a 
point-in-time concept comparable to the second of the CBO reference periods.  The goal of this 
Appendix is to compare the estimates of the share of the uninsured who are without coverage for 
short periods of time across the NSAF and CBO estimates based on SIPP. 

 Before turning to this comparison, we consider the results presented by CBO on their 
own.  In Figure 2 of the CBO report, there are two pieces of data on short-term uninsured spells 
that could be compared to each other and could lead to different conclusions about the nature of 
uninsured spells.  Based on SIPP, CBO reports that 45 percent of spells that began between July 
1996 and June 1997 ended in 4 months or less.  This would imply that a large number of spells 
end quickly.  In fact, we know from other sources that many uninsured spells that begin and end 
quickly go unobserved in studies that estimate the uninsured during a fixed period of time.  The 
other estimate in Figure 2 of the CBO report establishes this point quite clearly.  CBO reports 
that only 8 percent of spells in progress during March of 1998 were for 4 months or less.  This 
implies that, in any given month, very few uninsured spells are short spells.  However, CBO 
explains in Appendix B of its report that these results are entirely consistent with each other and 
differ only because they are based on different reference periods and focus on spells in progress 
versus new spells.   

A figure can be useful for explaining the relationship between the distribution of the 
length of uninsured spells, the nature of spells (new versus in-progress) and the length of the 
fixed reference period.  Assume we observe 10 people who are uninsured at some time during a 
fixed calendar year.  A hypothetical distribution of the length of the uninsured spells is shown in 
Appendix Figure 1.  If we examine the distribution of new uninsured spells, we find four new 
spells during this hypothetical year, of which half are for 5 months or less and half are between 6 
and 11 months.3  If, instead, we look at the distribution of those uninsured at any time during the 
reference year, we would find that all ten people were uninsured at some point during the year 
and estimate that 20 percent were uninsured for 5 months or less, 20 percent were uninsured for 
between 6 and 11 months, and 60 percent were uninsured for at least the full year.  However, if 
we observe the distribution of uninsured spells at a point in time such as December, we would 
find eight people were uninsured and that, of those people, 12.5 percent were uninsured for 5 
months or less, 12.5 percent were uninsured for between 6 and 11 months, and 75 percent were 
uninsured for at least the entire year.  This comparison shows that moving from the full year as 
the reference period to a single month of the year increases the share of long-term uninsured and 
reduces the share of the short-term uninsured.  
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Appendix Figure 1 

Hypothetical Distribution of Uninsured Spells Within a Fixed Calendar Year 
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In this paper, we estimate that 20 percent of people who were uninsured at some time 

during the year were uninsured for 5 months or less.  The CBO estimate of the share of short 
spells, either based on new spells or the March 1998 point in time estimate, is much different 
from our NSAF estimate largely because of differences that stem from the different reference 
periods.  4  The CBO estimate of the share of short-term spells based on new spells is larger than 
the NSAF estimate, because it fails to count long-term uninsured who became uninsured before 
the reference period.  However, the NSAF estimate of the share of spells that are short-term is 
larger than the CBO March 1998 point-in-time estimate.  The CBO estimate refers to uninsured 
spells observed during a single month, while the NSAF estimate is based on spells observed 
during a single year.   As the reference period shortens, the likelihood of observing short 
uninsured spells decreases.   

 
Appendix Table A provides a more comprehensive comparison of the CBO/SIPP 

estimates and those derived from NSAF.  For the purpose of this table, we present NSAF 
estimates of the distribution of the length of uninsured spells for spells in progress at the time of 
the NSAF survey in addition to spells that occurred at some time during a 12-month period.  In 
light of the differences in the time periods of the surveys, as well as between the definitions of 
short, moderate and long uninsured spells, we did not expect the results to line up exactly.  
However, for the two reference periods in which CBO/SIPP and NSAF estimates can be 
compared, we find that the results are quite similar.  



 

Appendix Table A 
Comparison of CBO/SIPP and NSAF Estimates of Distribution of Uninsured Spells 

 

 CBO/SIPP NSAF 
     
New Spells Beginning During a Fixed Time Period July 96-June 97  

Short 45 % n/a 
Moderate 26  n/a  
Long 29  n/a  
    

Spells in Progress at a Point in Time March 98 Mid-Year 99*
Short 8 % 13 % 
Moderate 14  12  
Long 78  75  

  
Spells in Progress at Some Time During a Year July 97-June 98 

Mid-Year 98-
Mid-Year 99**

Short 22 % 20 % 
Moderate 19  24 
Long 59  56 

          
     
Sources:      
CBO/SIPP: Congressional Budget Office. 2003. “How Many People Lack Health Insurance and 
For How Long?” The Congress of the United States, Washington, DC.   
NSAF: 1999 National Survey of America's Families (NSAF).    
Notes:      
Short: 4 months or less for CBO/SIPP; 5 months or less for NSAF.    
Moderate: 5 to 12 months for CBO/SIPP; 6 to 11 months for NSAF.    
Long: More than 12 months for CBO/SIPP; 12 or more months for NSAF.   
*NSAF's point-in-time estimate is based on the point in time the survey was administered; 
NSAF was administered between February 1999 and October 1999. 
**NSAF's estimate of spells in progress at some time during the year is based on the 12 
months prior to the time the survey was administered and approximately represents the period 
from July 1998-June 1999. 

 
 
 
 
 
 
 
 
 
 
 
 



 

ENDNOTES 
                                                 
1 Recent legislation that provided tax credits to allow certain displaced workers to purchase coverage through 
COBRA suggests that Congress and the Administration see the short-term uninsured as worthy of a policy response. 
2 The 13 NSAF states are Alabama, California, Colorado, Florida, Massachusetts, Michigan, Minnesota, Mississippi, 
New Jersey, New York, Texas, Washington, and Wisconsin.  The rest of the sample was drawn from the balance of 
the nation to allow for nationally representative results. 
3 One of the uninsured spells – the one that is 9 months long - is still in progress at the end of this calendar year and 
could turn out to be a spell of much longer duration. 
4 We defined our short-term uninsured category as including spells of 5 months or less, whereas CBO defined its 
short-term category as 4 months or less.  As a result, for comparable reference periods, one should expect to find 
fewer short-term uninsured in the CBO estimates than in the NSAF estimates.   
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 Short-Term Impacts of Coverage Loss 

in a Medicaid Population: Early Results 

From a Prospective Cohort Study 

of the Oregon Health Plan

ABSTRACT
PURPOSE Medicaid programs in all 50 states recently implemented cost-saving 
strategies, including benefi t reductions, cost sharing, and tightened administra-
tive rules. These changes resulted in loss of insurance coverage for thousands of 
low-income adults nationwide. In this study we assessed the immediate impacts 
of disrupted and lost Medicaid coverage on adults enrolled in the Oregon Health 
Plan (OHP) when program changes were implemented. 

METHODS Data come from baseline survey results of a prospective cohort study 
designed to assess the impacts of OHP changes on adult benefi ciaries. We used 
bivariate and multivariate analyses to examine the effects of disrupted and lost 
insurance coverage on unmet health care needs, utilization, and medical debt 
occurring in the fi rst 10 months after OHP changes were implemented.

RESULTS After OHP changes were implemented, 31% of enrolled adults reported 
losing coverage, and another 15% reported disrupted coverage. Controlling for 
demographic characteristics, income, and health status, those with disrupted 
coverage were less likely to have a primary care visit (odds ratio [OR] = .66; 
P <.05) and more likely to report unmet health care needs (OR = 1.85; P <.01) 
and medical debt (OR = 1.99; P <.01) when compared with those continuously 
insured. Those who lost coverage were less likely to have a primary care visit (OR 
= 0.18; P <.01) and more likely to report unmet health care needs (OR = 5.55; 
P <.01), unmet medication needs (OR = 2.05; P <01), and medical debt (OR = 
3.06; P <.01) than those continuously insured. 

CONCLUSIONS Medicaid program changes that increase cost sharing and limit 
enrollment have signifi cant negative impacts on health care access and utiliza-
tion among Medicaid benefi ciaries; these impacts occur rapidly, within the fi rst 
10 months after changes.

Ann Fam Med 2006;4:391-398. DOI: 10.1370/afm.573 .

INTRODUCTION

M
edicaid plays a major role in ensuring access to care for more than 

50 million low-income Americans. A growing body of research 

shows that the expansion of Medicaid programs during the last 

2 decades resulted in improved health care access for millions of low-

income adults and children.1-5 During the recent economic downturn, how-

ever, all 50 states implemented cost-containment strategies affecting mil-

lions of Medicaid benefi ciaries nationwide.6 For example, in 2004, 19 states 

reduced benefi ts, including those for vision, dental, and mental health; 

21 states restricted eligibility by tightening administrative rules or expand-

ing premiums; and 20 states expanded or added co-payments.1 Recent 
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research examining the impacts of Medicaid changes 

suggests that several states reported declining enroll-

ment after the implementation of program changes.7 

Losing public insurance coverage has serious 

consequences for low-income adults. Most who lose 

Medicaid coverage do not have access to other health 

insurance and become uninsured.1,8-10 Abundant lit-

erature shows that uninsured persons, especially those 

with low incomes, are more likely to have unmet health 

care needs and poorer health than those with insur-

ance. In contrast, persons with insurance and a usual 

source of care have better access to care and better 

overall health outcomes.9-22 

Most research examining the impact of uninsurance 

on low-income populations compares uninsured with 

insured populations or assesses the impact of lost cov-

erage after a 1- to 2-year period.23,24 There is very little 

information about the more immediate effects of lost 

coverage on low-income adults enrolled in Medicaid. 

Recent Changes in the Oregon Health Plan
In March 2003, Oregon implemented cost-containment 

mechanisms in the Oregon Health Plan (OHP). Oregon 

developed OHP2, which comprised 2 distinct Medicaid 

benefi t packages: OHP Plus and OHP Standard. OHP 

Plus serves the categorically eligible Medicaid popula-

tion (families receiving Temporary Assistance for Needy 

Families and disabled adults) and remained largely 

unchanged. OHP Standard covers the expanded eligi-

bility population (low-income single adults and couples 

with no children) and included several changes. First, 

premiums and co-payments were increased. The amount 

of sliding-scale premiums remained the same for single 

persons but doubled for couples, with the new monthly 

premiums ranging from $6 to $20 per person. Groups 

with previous premium exemptions, including the home-

less and those with no income, were also required to pay 

premiums. Second, certain benefi ts, including behavioral 

health services, dental services, durable medical equip-

ment, and vision services, were eliminated. Finally, a 6-

month lockout was instituted for members who missed a 

monthly premium payment. 

To help understand the impact of these changes on 

OHP benefi ciaries, a 3-year cohort study was launched 

in 2003 with the intention of observing a representative 

sample of the Oregon Medicaid population for 3 years. 

The objectives of the ongoing study are to assess the 

short and long-term impact of policy changes on indi-

viduals’ insurance coverage, access to and utilization of 

health care, family fi nances, and health status. 

The fi ndings presented here describe the short-

term impacts of lost or disrupted coverage on health 

care access, utilization, and fi nancial outcomes. Three 

groups of adults are compared for the 8- to 10-month 

period immediately after the OHP program changes: 

persons with stable insurance coverage, those who 

lost coverage but regained insurance before the end 

of the study period, and those who lost coverage and 

remained uninsured.

METHODS
Study Population
The study population included adults aged 19 years 

and older who were enrolled in the OHP for at least 

30 days before program changes were implemented 

in the OHP Standard population. A stratifi ed random 

sample of 10,600 potential cohort members was drawn 

from Medicaid eligibility fi les, divided evenly between 

adults in OHP Standard and OHP Plus. Oversampling 

was used to ensure adequate representation of African 

American, Native American, and Hispanic adults. After 

excluding those who had died, had moved out of state, 

or had no current address, 8,260 persons were eligible 

for panel recruitment. 

We recruited study participants using multiwave 

mail methods, with reminder cards and a second 

request sent to nonrespondents. A total of 2,783 adults 

responded and became part of the panel, for a response 

rate of 34%. The research protocol was approved by 

Portland State University’s Human Subjects Research 

Review Committee.

Data Collection
An unique survey instrument was designed to assess 

insurance status, heath care access, utilization, and 

fi nancial and health outcomes. The instrument was 

created using widely accepted data collection tools, 

including the Consumer Assessment of Health Plans 

(CAHPS) survey, the Community Tracking Study, and 

the SF-12 health assessment instrument.25-27 Cognitive 

pretesting of the survey instrument was conducted with 

a small sample of OHP members who agreed to partici-

pate in a validation interview. Spanish language survey 

instruments were translated and then independently 

back-translated to ensure fi delity. Survey instruments 

were mailed between November 2003 and January 

2004, approximately 8 to 10 months after the policy 

changes were implemented in March 2003. To mini-

mize recall bias, the survey instrument asked respon-

dents about their experiences in “the last 6 months.” 

Principal Measures
Coverage Pattern
Based on responses to a set of insurance status ques-

tions, respondents were placed into 1 of 3 groups. The 

stable coverage group comprised those who remained 

continuously enrolled in OHP after the program rede-
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sign and were still enrolled in OHP at the time of the 

survey. The disrupted coverage group comprised those 

who left OHP after the redesign, but returned to OHP 

or found other insurance by the time of the initial sur-

vey. The lost coverage group comprised those who left 

OHP after the redesign and remained uninsured at the 

time of the survey. 

Access to Care
Unmet need was the principal measure of access. 

Respondents were asked whether, at any time in the 

past 6 months, they needed care but failed to receive 

it. Respondents were also asked whether they were 

unable to afford needed prescription medications at 

any time in the last 6 months. 

Health Care Utilization
Respondents were asked how many times they had a 

visit with a clinician, excluding hospitals and emergency 

departments, in the preceding 6 months. They were also 

asked how many times they had visited a hospital emer-

gency department in the previous 6 months. Responses 

to each question were collapsed into 2 categories: those 

with no visits, and those with at least 1 visit. 

Financial Impacts
Respondents were asked to estimate how much money 

they currently owed health care providers, credit cards, 

or other loan companies for medical expenses. Responses 

were collapsed into 2 categories: those owing less than 

$500, and those owing $500 or more in medical debt. 

Analyses 
Statistical tests were performed using SPSS version 

13.0; χ2 tests of independence were conducted to assess 

associations between insurance status and access to health 

care and medications, utilization, and medical debt. 

To assess the net effect of insurance status on out-

comes, we used multivariate logistic regression to esti-

mate the relative odds of each outcome while controlling 

for age, sex, race, language, education, income as a 

percentage of federal poverty level, self-reported health 

status, and chronic illness. We defi ned respondents as 

chronically ill if they reported any of the following 

conditions: diabetes, asthma, congestive heart failure, 

chronic obstructive pulmonary disease, or hypertension. 

RESULTS 
Insurance Status
A total of 2,783 adult OHP benefi ciaries returned 

survey instruments (34% response rate). Although 

demographic characteristics of the study sample were 

similar to those of the OHP population, respondents 

were more likely to be female, white, and English-

speaking than nonrespondents, as shown in Table 1. 

Because program changes were implemented only in 

OHP Standard, analyses are limited to this population. 

A total of 1,378 OHP Standard enrollees returned 

baseline survey instruments. Of those responders, 95% 

(n = 1,300) reported their insurance status and are thus 

included in the analyses. African Americans, Hispanics, 

and individuals with less than a high school education 

were signifi cantly less likely to report insurance infor-

mation. There were no differences by age, sex, income, 

or health status. 

In the fi rst 10 months after OHP changes were 

implemented, 55% (n = 712) of OHP Standard cohort 

members reported maintaining stable coverage, 14% 

(n = 183) reported disrupted coverage (left OHP, but 

regained coverage), and 31% (n = 405) reported lost 

coverage (left OHP and remained uninsured). Demo-

graphic characteristics of each group are displayed in 

Table 2. Those who reported disrupted or lost cover-

age were younger, more likely to be male, white, and 

in the highest income group (100% of federal poverty 

level). Those with stable coverage were more likely to 

be Native American, have very low or no incomes, and 

have a chronic illness compared with those who had 

disrupted or lost coverage.

Access to Health Care and Medications
Lost or disrupted coverage was signifi cantly associated 

with unmet need. As shown in Figure 1, 67% of those 

Table 1. Comparison of Study Respondents 
with Eligible Sample

Demographic 
Characteristics

Eligible 
OHP Sample
n = 8,260

%

Study 
Respondents
n = 2,783

%

Sex, female* 60.6 67.3

Race/ethnicity*   

Asian 3.5 2.1

African American 10.0 8.1

Hispanic 14.1 11.4

Native American/
American Indian

9.5 9.3

White 62.8 69.1

Primary language*   

English 87.9 92.1

Spanish 7.6 5.9

Other 4.5 1.7

Eligibility category   

OHP Plus 51.6 50.5

OHP Standard 48.4 49.5

OHP = Oregon Health Plan.

* P <.05. 
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who lost coverage reported unmet health care needs, 

compared with 40% of those with disrupted coverage 

and 28% of those with stable coverage. The proportion 

of respondents reporting unmet medication needs were 

similar among those with stable and disrupted coverage 

(46%). Those who lost coverage, however, reported sig-

nifi cantly higher rates (61%) of unmet medication needs. 

When all respondents were asked to identify why 
they did not get needed care, the principal access bar-

rier for most was cost: 74% of those with disrupted or 

lost coverage indicated that cost was the reason, com-

pared with 52% of those with stable coverage (P <.001, 

analysis not shown).

Health Care Utilization
Respondents were asked how many times they had a 

primary care visit in the preceding 6 months. As shown 

in Figure 2, respondents who lost coverage were sig-

nifi cantly less likely than the other groups to 

have a primary care visit. Only 45% of those 

who lost coverage had a visit compared with 

74% of those with disrupted coverage and 

82% of those with stable coverage. Visits to 

hospital emergency departments were compa-

rable across all 3 coverage groups. 

Financial Impacts
There was also a signifi cant relationship 

between medical debt and insurance status. 

Forty percent of those who lost coverage 

reported owing $500 or more in medi-

cal debt compared with 31% of those with 

disrupted coverage and 20% of those with 

stable coverage. Those who lost coverage 

were also signifi cantly more likely to have 

been denied care because of unpaid medical 

bills (Figure 3). 

 Multivariate Analysis
To estimate the net effect of insurance cover-

age on outcomes, multivariate logistic regres-

sion was performed for each of the signifi cant 

outcome measures: unmet health care and 

medication needs, primary care utilization, 

and medical debt. Models were adjusted for 

age, sex, race, language, education, income 

as a percentage of the federal poverty level, 

health status, and chronic illness. Adjusted 

odds ratios for coverage patterns are dis-

played in Table 3, and full models are shown 

in Table 4. 

As shown in Table 3, compared with those 

with stable coverage, respondents with dis-

rupted coverage were signifi cantly more likely 

to report unmet health care needs, were less 

likely to have a primary care visit, and were 

more likely to have medical debt of $500 or 

more. Also compared with the stably insured, 

those who lost coverage were signifi cantly 

more likely to report unmet health care needs 

and medication needs, were less likely to have 

a primary care visit, and were more likely to 

owe $500 or more in medical debt. 

Table 2. Sample Characteristics by Insurance Status

Demographic
Characteristic

Stable 
Coverage
(n = 712) 

%

Disrupted 
Coverage
(n = 183) 

%

Lost 
Coverage
(n = 405)

%

Mean age, y* 42 38 39

Sex†    

Female 67 58 60

Male 33 42 40

Total 100 100 100

Race/ethnicity*    

White (non-Hispanic) 67 71 72

Black (non-Hispanic) 5 5 7

American Indian/
Alaskan Native 
(non-Hispanic)

12 9 4

Other (non-Hispanic) 5 3 6

Hispanic 11 12 11

Total 100 100 100

Primary language    

English 92 92 95

Spanish 8 8 5

Total 100 100 100

Education    

> High school 45 54 46

High school/GED 35 29 36

< High school 20 17 18

Total 100 100 100

Income as percentage of FPL*   

100+ 8 18 20

26-100 45 55 39

1-25 23 14 20

0 18 10 15

Not reported 6 3 6

Total 100 100 100

Health status    

Very good, excellent 21 28 22

Good 34 37 37

Fair, poor 45 35 41

Total 100 100 100

Any chronic illness†    

No 47 55 55

Yes 53 45 45

Total 100 100 100

GED = general equivalency diploma; FPL = federal poverty level. 

* χ2, P <.01.
† χ2, P <.05.
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DISCUSSION
Results from the baseline OHP cohort survey indicate 

that nearly one half (45%) of the OHP Standard popu-

lation experienced disrupted or lost coverage in the 

fi rst 10 months after the OHP redesign. This result is 

consistent with the OHP administrative data, which 

show a 46% decline, from 88,874 to 47,957 covered 

lives, between February and December 2003. This 

decline stands in stark contrast to the same period 

1 year before the policy changes, when enrollment 

among the same population declined by only 3% from 

93,722 (February 2002) to 91,174 (December 2002).28 

OHP program changes were identifi ed by respon-

dents as a primary reason for losing coverage. As 

reported in earlier research on the same popula-

tion, nearly one half (44%) of those losing coverage 

reported that program costs and ineligibility because 

of a missed premium were the main reasons for losing 

coverage. Other common reasons for leaving OHP 

included increased income (31%) and obtaining private 

insurance coverage (10%).29

OHP benefi ciaries who lost coverage reported sig-

nifi cantly worse health care and medication access and 

signifi cantly higher medical debt than those with stable 

coverage. These results are similar to the fi ndings of 

a study conducted on a clinical sample of California 

Medicaid enrollees more than 2 decades ago. Lurie et al9 

examined changes in access to care for a 6-month period 

among 215 Medi-Cal benefi ciaries whose benefi ts were 

terminated. Among those terminated, 62% reported 

being unable to obtain needed medical care compared 

with only 7% of those who remained insured. Moreover, 

clinically signifi cant increases in uncontrolled hyperten-

Figure 1. Unmet health care need by insurance status.

Unmet Need: P = .001, χ2 test.

Prescriptions: P = .001, χ2 test.
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Figure 2. Utilization of health care by insurance status.

Primary care: P = .001, χ2 test.

Emergency department visits: not signifi cant.
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Figure 3. Financial outcomes by insurance status.

Medical debt: P = .001, χ2 test.

Refused care: P = .001, χ2 test.
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Table 3. Adjusted Odds Ratios for Reporting Unmet Health Care Needs, Primary Care Utilization, 
and Medical Debt in the Past 6 Months

Insurance Status

Odds of Unmet 
Health Care Needs

n = 1,271

Odds of Unmet 
Medication Needs

n = 1,271

Odds of 
Primary Care Use 

n = 1,272

Odds of 
Medical Debt

n = 1,239

Stable coverage 1.00 1.00 1.00 1.00

Disrupted coverage 1.85* (1.28-2.67) 1.16 (0.81-1.68) 0.66†(0.44-0.99) 1.99* (1.35-2.93)

Lost coverage 5.55* (4.17-7.38) 2.05* (1.55-2.71) 0.18* (0.13-0.24) 3.06* (2.28-4.12)

Note: Model adjusted for age, sex, race, language, income, education, health status, and chronic disease. 

*  P <.01.
†  P <.05.

Table 4. Adjusted Odds Ratios for Reporting Unmet Health Care Needs, Primary Care Utilization 
and Medical Debt in the Past 6 Months—Full Model

Characteristics

Odds of Unmet 
Health Care Needs

n = 1,271

Odds of Unmet 
Medication Needs

n = 1,271

Odds of Primary 
Care Use

n = 1,271

Odds of 
Medical Debt

n = 1,239

Insurance status

Stable coverage 1.00 1.00 1.00 1.00

Disrupted coverage 1.85* 1.16 0.66† 1.99*

Lost coverage 5.55* 2.05* 0.18* 3.06*

Age 0.98† 0.99 1.00 0.97*

Sex     

Female 1.00 1.00 1.00 1.00

Male 0.95 0.74† 0.52* 1.46†

Race/ethnicity     

White (non-Hispanic) 1.00 1.00 1.00 1.00

Black (non-Hispanic) 1.06 0.99 0.89 1.31

American Indian/Alaskan 
Native (non-Hispanic)

0.68 0.49† 0.96 0.74

Other (non-Hispanic) 1.21 0.57 0.85 1.05

Hispanic 1.19 1.45 0.82 1.03

Primary language     

English 1.00 1.00 1.00 1.00

Spanish 0.32* 0.16* 0.60 0.41†

Education     

More than high school 1.00 1.00 1.00 1.00

High school/GED 0.61* 1.04 0.67* 0.74

Less than high school 0.74* 1.35 0.62† 1.42

Income as % of FPL     

100%+ 1.00 1.00 1.00 1.00

26%-100% 1.15 0.86 0.82 0.64

1%-25% 1.13 0.71 0.79 0.54

0% 0.99 0.61 0.56 0.44

Not reported 0.98 1.01 0.63 1.31

Health status     

Very good/excellent 1.00 1.00 1.00 1.00

Good 1.41† 1.92* 1.01 1.91†

Fair/poor 3.04* 3.76* 1.93† 4.38*

Any chronic illness     

No 1.00 1.00 1.00 1.00

Yes 1.18 2.24* 1.39† 1.33†

GED = general equivalency diploma; FPL = federal poverty level.

* P <.01. 
† P <.05.
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sion that were evident among those whose Medi-Cal 

coverage was terminated did not occur among those who 

retained insurance. A follow-up study at 1 year conducted 

on the same population indicated that although access 

 to care among those terminated remained far worse than 

those with insurance, there was no signifi cant decrease in 

access to care at 12 months than at 6 months.10 

In the current study, disruptions in insurance cover-

age were also associated with an increased likelihood 

of unmet need and medical debt. These fi ndings are 

similar to those of previous research conducted with 

a national sample of low-income adults.24 In the lat-

ter study, respondents who reported at least 1 gap in 

health insurance over a 2-year period were 2 to 3 times 

more likely to report unmet health care and medication 

needs and to have trouble paying medical bills than 

respondents with continuous insurance.

Interestingly, there was no relationship in the cur-

rent study between lost or disrupted coverage and 

emergency department utilization in the 6-month 

reporting period. It is possible that the reporting 

period was too brief for declining primary care or 

medication access to cause increased emergency 

department use. Another reasonable explanation is that 

there were fi nancial disincentives for all 3 groups. For 

those with stable insurance, the imposition of a $50 

co-payment may have acted as a disincentive; for the 

uninsured or unstably insured, fear of receiving medi-

cal bills with no insurance coverage may have done so.

Limitations
There were limitations in the current study. First, it 

relied heavily on self-report, which can be subject to 

recall bias.30 To limit this bias, multiple items were used 

to examine issues such as access to care, all based on 

well-validated surveys. Additionally, a 6-month recall 

period was used, rather than a 1-year period, to mini-

mize recall bias. 

Self-reported information about health care needs 

and chronic conditions are subject to bias as well. For 

example, it is not clear whether those who reported need-

ing health care actually needed it. On the other hand, 

it is also likely that many of those not reporting health 

care needs may have actually needed care. Similarly, the 

measure of chronic illness in this study depends both on 

having contact with a physician to obtain a diagnosis and 

accurately recalling that this event occurred. 

Finally, our survey response rate was approximately 

34%, a rate comparable to those of other studies of 

Medicaid populations, even those that used telephone 

follow-up.31 As in similar studies, questions still arise 

about nonresponse bias. For example, individuals with 

no current address were excluded from the study, 

which likely results in underreporting the experiences 

of some populations, including the homeless or persons 

in transitional housing. Additionally, although 95% of 

respondents reported insurance information, a higher 

percentage of African Americans, Hispanics, and less-

educated respondents did not report this information. 

It is possible, therefore, that these fi ndings underesti-

mate the extent to which these groups were affected 

by changes in insurance status. There is also the pos-

sibility of unmeasured differences between responders 

and nonresponders. For example, if those who were 

more adversely affected by program changes were also 

more likely to respond to the survey, results presented 

here may overestimate the impacts of coverage loss 

or disruptions. On the other hand, the proportion of 

responders in the survey cohort who reported losing 

coverage (45%) was very similar to the actual number 

known to have lost coverage based on Medicaid enroll-

ment data (46%). This similarity provides some measure 

of confi dence for the estimates reported in this analysis. 

Policy Implications
As many states continue to struggle with fi nancing 

their Medicaid programs and as the federal budget 

proposes deep cuts in Medicaid funding, the fi ndings 

presented here should give rise to a serious discus-

sion about the potentially negative impacts of policy 

options that include increasing cost sharing or limiting 

enrollment. 

Early fi ndings from this ongoing cohort study sug-

gest that increased cost sharing and tightened admin-

istrative rules in Oregon resulted in immediate loss of 

coverage, unmet health care needs, and increased debt 

for a substantial number of low-income adults. More-

over, even relatively brief gaps in coverage can lead 

to decreased access and increased fi nancial burden. 

It is reasonable to assume that short-term reductions 

in access to health care and medications may result 

in worsening health status with time and may lead to 

increased risk of emergency department utilization 

or hospitalization. Although it is too soon to address 

the long-term impacts of disrupted insurance coverage 

in Oregon, surveys of subsequent waves of the study 

cohort will be able to address more fully these impor-

tant questions.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/5/391. 

Submitted October 17, 2005; submitted, revised, February 9, 2006; 
accepted February 27, 2006.

Key words: Medicaid; insurance coverage; health care access; delivery 
of health care; organization and administration

A version of this manuscript was presented at the American Public 
Health Association, Washington, DC, 2004.



ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 4, NO. 5 ✦ SEPTEMBER/OCTOBER 2006

398

SHORT-TERM IMPAC TS OF COVER AGE LOSS

Funding support: This research was funded by RWJF State Coverage 
Initiatives in Health Care Reform Grant #0403017 and the Oregon 
Offi ce of Medical Assistance Programs.

Acknowledgments: The authors gratefully acknowledge the Oregon 
Health Research and Evaluation Collaborative, the Offi ce for Oregon 
Health Policy and Research, and the Oregon Offi ce for Medical Assis-
tance Programs. Additionally, this project would not have been possible 
without the efforts of the research team members, especially Charles 
Gallia, Lisa Krois, Jessica Miller, and Heidi Allen. 

References
 1. Schoen C, Lyons B, Rowland D, Davis K, Puleo E. Insurance matters 

for low-income adults: results from a fi ve-state survey. Health Aff 
(Millwood). 1997;16:163-171.

 2. Haber SG, Khatutsky G, Mitchell JB. Covering uninsured adults 
through Medicaid: lessons from the Oregon health plan. Health Care 
Financ Rev. 2000;22:119-135.

 3. Mitchell JB, Haber SG, Khatutsky G, Donoghue S. Impact of the 
Oregon Health Plan on access and satisfaction of adults with low 
income. Health Serv Res. 2002;37:11-31.

 4. Coughlin TA, Long SK, Shen YC. Assessing access to care under 
Medicaid: evidence for the nation and thirteen states. Health Aff 
(Millwood). 2005;24:1073-1083.

 5. Long SK, Coughlin T, King J. How well does Medicaid work in 
improving access to care? Health Serv Res. 2005;40:39-58.

 6. Smith V, Ramesh R, Gifford K, et al. The continuing Medicaid bud-
get challenge: State Medicaid spending growth and cost contain-
ment in fi scal years 2004 and 2005. Kaiser Commission on Medic-
aid and the Uninsured; 2004. 

 7. Artiga S, O’Malley M. Increasing premiums and cost sharing in 
Medicaid and SCHIP: Recent state experiences. Washington DC: 
Kaiser Commission on Medicaid and the Uninsured. 2005. 

 8. Wright BJ, Carlson MJ, Edlund T, et al. The impact of increased 
cost sharing on Medicaid enrollees. Health Aff (Millwood). 
2005;24:1106-1116.

 9. Lurie N, Ward NB, Shapiro MF, Brook RH. Termination from Medi-
Cal--does it affect health? N Engl J Med. 1984;311:480-484.

 10. Lurie N, Ward NB, Shapiro MF, et al. Termination of Medi-
Cal benefi ts. A follow-up study one year later. N Engl J Med. 
1986;314:1266-1268.

 11. Strunk BC, Cunningham PJ. Treading water: Americans’ access to 
needed medical care, 1997-2001. Track Rep. 2002:1-6.

 12. DeVoe JE, Fryer GE, Phillips R, Green L. Receipt of preventive care 
among adults: insurance status and usual source of care. Am J Public 
Health. 2003;93:786-791.

 13. The importance of primary care physicians as the usual source of 
healthcare in the achievement of prevention goals. Am Fam Physi-
cian. 2000;62:1968.

 14. Bindman AB, Grumbach K, Osmond D, Vranizan K, Stewart AL. 
Primary care and receipt of preventive services. J Gen Intern Med. 
1996;11:269-276.

 15. Hayward RA, Bernard AM, Freeman HE, Corey CR. Regular source 
of ambulatory care and access to health services. Am J Public Health. 
1991;81:434-438.

 16. Weissman JS, Stern R, Fielding SL, Epstein AM. Delayed access to 
health care: risk factors, reasons, and consequences. Ann Intern 
Med. 1991;114:325-331.

 17. Gross CP, Mead LA, Ford DE, Klag MJ. Physician, heal Thyself? 
Regular source of care and use of preventive health services among 
physicians. Arch Intern Med. 2000;160:3209-3214.

 18. Ettner SL. The timing of preventive services for women and chil-
dren: the effect of having a usual source of care. Am J Public Health. 
1996;86:1748-1754.

 19. Ettner SL. The relationship between continuity of care and the 
health behaviors of patients: does having a usual physician make a 
difference? Med Care. 1999;37:547-555.

 20. Yu SM, Bellamy HA, Kogan MD, et al. Factors that infl uence receipt 
of recommended preventive pediatric health and dental care. Pedi-
atrics. 2002;110:e73.

 21. Corbie-Smith G, Flagg EW, Doyle JP, O’Brien MA. Infl uence of usual 
source of care on differences by race/ethnicity in receipt of preven-
tive services. J Gen Intern Med. 2002;17:458-464.

 22. Sudano JJ, Jr., Baker DW. Intermittent lack of health insurance 
coverage and use of preventive services. Am J Public Health. 
2003;93:130-137.

 23. Kasper JD, Giovannini TA, Hoffman C. Gaining and losing health 
insurance: strengthening the evidence for effects on access to care 
and health outcomes. Med Care Res Rev. 2000;57:298-318; discus-
sion 319-225.

 24. Schoen C, DesRoches C. Uninsured and unstably insured: the 
importance of continuous insurance coverage. Health Serv Res. 
2000;35:187-206.

 25. CAHPS 2.0 Survey and Reporting Kit. Silver Springs, MD: Agency 
for Healthcare Research and Quality; 2002. 

 26. Community Tracking Survey, Household Survey Instrument 2000-
2001, Round Three. Washington DC: Center for Studying Health 
System Change; 2004. Technical Publication #54. 

 27. Ware J, Kolinski M, Keller S. How to Score the SF-12 Physical and 
Mental Health Summaries: A User’s Manual. The Health Institute, New 
England Centre; 1995.

 28. OHP Eligibility Report, Month Ending December 2002. Salem, OR: 
Oregon Department of Human Services; 2003. 

 29. Carlson M, Wright B. The Impact of Program Changes on Enrollment, 
Access, and Utilization in the Oregon Health Plan Standard Popula-
tion. Salem, OR: Offi ce for Oregon Health Policy and Research; 2005. 

 30. Guyatt GH, Feeny DH, Patrick DL. Measuring health-related quality 
of life. Ann Intern Med. 1993;118:622-629.

 31. Annual Report of the National CAHPS Benchmarking Database 2000. Rock-
ville, MD: U.S. Agency for Healthcare Research and Quality; 2001.



 

 

 

 

 

  
 

 

The fiscal year 2018 (FY 2018) omnibus spending bill, passed by the U.S. House of Representatives today, 
includes the largest-ever single-year increase in federal funding for the Child Care and Development Block Grant 
(CCDBG). The bill increases CCDBG discretionary funding by $2.4 billion.1 

This investment will fully fund the 2014 child care reauthorization, according to estimates from the U.S. 
Department of Health and Human Services (HHS).2 The reauthorization included provisions to improve the 
health, safety, and quality of child care and make child care assistance a more stable support for families.3 The 
funds will also allow states to expand access to child care assistance—reversing course from years of decline. 
Over nine years, CCDBG served 21 percent fewer children in an average month—resulting in the smallest number 
of children served in the program’s history in 2015.4 

CLASP estimates that after funding the reauthorization costs, the increase will provide resources for more than 
151,000 additional children to gain child care assistance.5 The actual number of children served will depend on 
states’ current compliance with the reauthorization as well as state policy choices, including quality initiatives 
and provider payment rates. 

 

State Impact of $2.37 Billion Increase in  
CCDBG Funding 

State Additional Funding in FY 186 Additional Children to Receive 
CCDBG-funded Child Care

Alabama $44,088,000 2,690 

Alaska $4,417,000 388 

Arizona $59,281,000 2,643 

Arkansas $27,862,000 803 

California $252,727,000 11,770 

Colorado $29,321,000 1,833 

Connecticut $15,248,000 923 

Delaware $6,358,000 783 

District of Columbia $3,823,000 161 

March 2018 

Child Care in the FY 2018 Omnibus Spending Bill
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State Additional Funding in FY 187 Additional Children to Receive 
CCDBG-funded Child Care 

Florida $139,521,000 8,906 

Georgia $98,679,000 6,384 

Hawaii $8,496,000 736 

Idaho $13,888,000 723 

Illinois $82,813,000 5,005 

Indiana $53,575,000 3,767 

Iowa $20,369,000 1,787 

Kansas $21,465,000 1,519 

Kentucky $42,802,000 1,097 

Louisiana $41,585,000 1,994 

Maine $7,505,000 301 

Maryland $29,960,000 1,887 

Massachusetts $29,497,000 3,199 

Michigan $69,675,000 3,480 

Minnesota $31,734,000 2,536 

Mississippi $32,679,000 2,222 

Missouri $44,556,000 3,901 

Montana $6,680,000 348 

Nebraska $12,932,000 1,258 

Nevada $21,247,000 609 

New Hampshire $4,930,000 596 

New Jersey $42,478,000 5,199 

New Mexico $20,106,000 1,780 

New York $106,694,000 11,811 

North Carolina $79,943,000 6,946 

North Dakota $3,689,000 241 

Ohio $79,631,000 5,112 
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State Additional Funding in FY 188 Additional Children to Receive 
CCDBG-funded Child Care 

Oklahoma $32,660,000 2,630 

Oregon $26,860,000 1,660 

Pennsylvania $69,759,000 10,131 

Rhode Island $5,467,000 649 

South Carolina $42,045,000 1,171 

South Dakota $5,969,000 442 

Tennessee $55,449,000 2,764 

Texas $242,556,000 12,105 

Utah $27,580,000 1,171 

Vermont $3,064,000 468 

Virginia $45,878,000 2,690 

Washington $40,547,000 4,865 

West Virginia $14,937,000 890 

Wisconsin $35,482,000 3,005 

Wyoming $2,937,000 348 

Total $2,370,000,0009 151,370 

 

Endnotes 
 

1 The federal government provides states with mandatory funding, or the Child Care Entitlement, authorized in Section 418 
of the Social Security Act, and discretionary funding, authorized in the CCDBG Act and appropriated annually by Congress. 
The increase in discretionary funding would bring total annual federal funding, including mandatory and discretionary funds, 
for child care assistance to $8.1 billion in FY 2018—an increase of $2.4 billion over FY 2017 funding. 
2 Final Rule of September 30, 2016, Child Care and Development Fund Program, Federal Register, Vol. 81, No. 190 
https://www.gpo.gov/fdsys/pkg/FR-2016-09-30/pdf/2016-22986.pdf. 
3 Hannah Matthews, Karen Schulman, Julie Vogtman, Christine Johnson-Staub, Helen Blank, Implementing the Child Care 
and Development Block Grant Reauthorization: A Guide for States, CLASP, 2017, 
https://www.clasp.org/publications/report/brief/implementing-child-care-and-development-block-
grantreauthorization-guide.  
4 Hannah Matthews, Christina Walker, CCDBG Participation Drops to Historic Low, CLASP, 2017, 
https://www.clasp.org/sites/default/files/public/resources-and-publications/publication-1/CCDBGParticipation-
2015.pdf. 
5 CLASP estimated the number of children served based on a per-child cost derived from CCDF expenditures and 
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participation. We also accounted for the costs of implementing the 2014 child reauthorization as outlined in the CCDF Final 
Rule and the costs of maintaining current caseloads.    
6 Estimated allocations based on FY 2017 CCDF Allocations, U.S. Department of Health and Human Services, Administration 
for Children and Families, 2017, https://www.acf.hhs.gov/occ/resource/fy-2017-ccdf-allocations-including-
redistributedfunds. Actual amounts may differ due to Secretary discretion in set-aside funding. 
7 Estimated allocations based on FY 2017 CCDF Allocations, U.S. Department of Health and Human Services, Administration 
for Children and Families, 2017, https://www.acf.hhs.gov/occ/resource/fy-2017-ccdf-allocations-including-
redistributedfunds. Actual amounts may differ due to Secretary discretion in set-aside funding. 
8 Estimated allocations based on FY 2017 CCDF Allocations, U.S. Department of Health and Human Services, Administration 
for Children and Families, 2017, https://www.acf.hhs.gov/occ/resource/fy-2017-ccdf-allocations-including-
redistributedfunds. Actual amounts may differ due to Secretary discretion in set-aside funding. 
9 Included in the $2.4 billion is funding for U.S. territories; tribes; technical assistance; research and evaluation; and a 
national hotline and website. 
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Understanding the Intersection of Medicaid and Work  
Rachel Garfield, Robin Rudowitz and Anthony Damico 

Medicaid is the nation’s public health insurance program for people with low incomes. Overall, the Medicaid 
program covers one in five Americans, including many with complex and costly needs for care. Historically, 
nonelderly adults without disabilities accounted for a small share of Medicaid enrollees; however, the 
Affordable Care Act (ACA) expanded coverage to nonelderly adults with income up to 138% FPL, or $16,642 
per year for an individual in 2017. As of December 2017, 32 states have implemented the ACA Medicaid 
expansion.1 By design, the expansion extended coverage to the working poor (both parents and childless 
adults), most of whom do not otherwise have access to affordable coverage. While many have gained coverage 
under the expansion, the majority of Medicaid enrollees are still the “traditional” populations of children, 
people with disabilities, and the elderly.  

Some states and the Trump administration have stated that the ACA Medicaid expansion targets “able-bodied” 
adults and seek to make Medicaid eligibility contingent on work. Under current law, states cannot impose a 
work requirement as a condition of Medicaid eligibility, but some states are seeking waiver authority to do so.  
These types of waiver requests were denied by the Obama administration, but the Trump administration has 
indicated a willingness to approve such waivers. This issue brief provides data on the work status of the nearly 
25 million non-elderly adults without SSI enrolled in Medicaid (referred to as “Medicaid adults” throughout 
this brief) to understand the potential implications of work requirement proposals in Medicaid.  Key takeaways 
include the following:   

Among Medicaid adults (including parents and childless adults — the group targeted by the Medicaid 
expansion), nearly 8 in 10 live in working families, and a majority are working themselves. Nearly half of 
working Medicaid enrollees are employed by small firms, and many work in industries with low employer-
sponsored insurance offer rates.   

Among the adult Medicaid enrollees who were not working, most report major impediments to their ability 
to work including illness or disability or care-giving responsibilities.   

While proponents of work requirements say such provisions aim to promote work for those who are not 
working, these policies could have negative implications on many who are working or exempt from the 
requirements.  For example, coverage for working or exempt enrollees may be at risk if enrollees face 
administrative obstacles in verifying their work status or documenting an exemption.   
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Data Findings 
Among nonelderly adults with Medicaid coverage—the group of enrollees most likely to be in 
the workforce—nearly 8 in 10 live in working families, and a majority are working themselves. 
Because policies around work requirements would be 
intended to apply to primarily to nonelderly adults 
without disabilities, we focus this analysis on adults 
whose eligibility is not based on receipt of 
Supplemental Security Income (SSI, see methods box 
for more detail). Data show that among the nearly 25 
million non-SSI adults (ages 19-64) enrolled in 
Medicaid in 2016, 6 in 10 (60%) are working 
themselves (Figure 1). A larger share, nearly 8 in 10 
(79%), are in families with at least one worker, with 
nearly two-thirds (64%) with a full-time worker and 
another 14% with a part-time worker; one of the 
adults in such families may not work, often due to 
caregiving or other responsibilities.  

Because states that expanded Medicaid under the ACA cover adults with family incomes at higher levels than 
those that did not, adults in Medicaid expansion states are more likely to be in working families or working 
themselves than those in non-expansion states (Table 1). Adults who are younger, male, Hispanic or Asian were 
more likely to be working than those who are older, female, or White, Black, or American Indian, respectively 
(Figure 2 and Table 2). Not surprisingly, adults with more education or better health were more likely to work 
than others (Figure 3 and Table 2). Perhaps reflecting job market conditions, those living in the South were less 
likely to work than those in other areas, though similar rates of enrollees in urban and rural areas were working 
(Table 2).      

 

 

Figure 1

64%

42%

14%

18%

21%

40%

Family Work Status Own Work Status

None
Part-Time
Full-time

NOTE:  Totals may not add due to rounding. Includes nonelderly adults who do not receive Supplemental Security Income (SSI). 
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 

Work Status of Non-SSI, Nonelderly Adult Medicaid 
Enrollees, 2016

Total = 24.6 Million Non-Elderly Adults without SSI

Figure 2

62%
67%

50%

65%

56%
59% 57%

63% 62%

45%

Under 26 26-45 46 or older Male Female White,
Non-

Hispanic

Black, Non-
Hispanic

Hispanic Asian AI/AN

NOTE: Includes nonelderly adults who do not receive Supplemental Security Income (SSI). “Asian” includes Asian, Native Hawaiian, 
or Pacific Islander. “AI/AN” includes American Indian or Alaska Native.
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 

Work Status of Non-SSI, Nonelderly Adult Medicaid 
Enrollees by Key Demographics, 2016
Share who are working themselves:

Age Sex Race/Ethnicity

Figure 3

51%

58%
64%

69%

61% 62%

55%

63%

70%

63%

33%

NOTE: Includes nonelderly adults who do not receive Supplemental Security Income (SSI). “Asian” includes Asian, Native Hawaiian, 
or Pacific Islander. “AI/AN” includes American Indian or Alaska Native.
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 

Work Status of Non-SSI, Nonelderly Adult Medicaid 
Enrollees by Key Demographics, 2016
Share who are working themselves:

Education

< High 
School

High 
School
Grad

Some 
College

BA or 
higher

Region

North
east

Mid
west

South West

Health Status

Excellent/
Very 
Good

Good Fair/
Poor
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Most Medicaid enrollees who work are working full-time for the full year, but their annual 
incomes are still low enough to qualify for Medicaid. Among adult Medicaid enrollees who work, the 
majority (51%) worked full-time (at least 35 hours per week) for the entire year (at least 50 weeks during the 
year) (Table 3).2 Most of those who work for only part of the year still work for the majority of the year (26 
weeks or more). By definition (that is, in order to meet Medicaid eligibility criteria), these individuals are 
working low-wage jobs. For example, an individual working full-time (40 hours/week) for the full year (52 
weeks) at the federal minimum wage would earn an annual salary of just over $15,000 a year, or about 125% of 
poverty, below the 138% FPL maximum targeted by the ACA Medicaid expansion.  

Many Medicaid enrollees working part-time face impediments to finding full-time work.  Among 
adult Medicaid enrollees who work part-time, many cite economic reasons such as inability to find full-time 
work (10%) or slack business conditions (11%) as the reason they work part-time versus full-time. Other major 
reasons are attendance at school (14%) or other family obligations (14%).  

Nearly half of working adult Medicaid enrollees are employed by small firms, and many work 
in industries with low employer-sponsored coverage offer rates.  Working Medicaid enrollees work 
in firms and industries that often have limited employer-based coverage options. More than four in ten adult 
Medicaid enrollees who work are employed by small firms with fewer than 50 employees that will not be 
subject to ACA penalties for not offering coverage (Figure 4). Further, many firms do not offer coverage to part-
time workers. Four in ten Medicaid adults who work are employed in industries with historically low insurance 
rates, such as the agriculture and service industries. A closer look by specific industry shows that one-third of 
working Medicaid enrollees are employed in ten industries, with one in 10 enrollees working in restaurants or 
food services (Figure 5). The Medicaid expansion was designed to reach low-income adults left out of the 
employer-based system, so, it is not surprising that among those who work, most are unlikely to have access to 
health coverage through a job. 

  

Among the adult Medicaid enrollees who were not working, most report major impediments to 
their ability to work.  Even though individuals qualifying for Medicaid on the basis of a disability through 
SSI were excluded from this group, more than one-third of those not working reported that illness or disability 

Figure 4

<50 
workers, 

42%

50-99 
workers, 8%

100+ 
workers, 

51%

By Firm Size

Notes: Data may not sum to 100% due to rounding. Includes nonelderly adults who do not receive Supplemental Security Income (SSI). 
Industry classifications: Agricult./Service includes agriculture, construction, leisure and hospitality services, wholesale and retail trade. 
Educ./Health includes education and health services. Prof/Public Admin includes finance, professional and business services, 
information, and public administration. Manufacturing includes mining, manufacturing, utilities, and transportation. 
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 

Agricult./
Service, 

40%

Educ. / 
Health, 

21%

Prof / 
Public 

Admin, 
18%

Manufacturing, 
14%

Other, 
6%

By Industry

Work Characteristics of Working Adult Medicaid Enrollees, 
2016

Total = 14.8 Million

Characteristics based on own work status:  

Figure 5

Industry Number of Adult Workers with Medicaid
Restaurant and food services 1,486,000
Construction 974,000
Elementary and secondary schools 461,000
Grocery stores 396,000
Hospitals 354,000
Department stores and discount stores 328,000
Home health care services 311,000
Services to buildings and dwellings 294,000
Nursing care facilities 275,000
Child day care services 274,000
Total for Listed Industries (38% of adult 
Medicaid enrollees who are workers) 5,153,000

NOTE: Includes nonelderly adults who do not receive Supplemental Security Income (SSI). 
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 

Industries with Largest Number of Workers Covered by 
Medicaid, 2016
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was the primary reason for not working. SSI 
disability criteria are stringent and can take a long 
time to establish. People can have physical and/or 
mental health disabilities that interfere with their 
ability to work, or to work full-time, without those 
impairments rising to the SSI level of severity. Other 
analysis indicates that nearly nine in ten (88%) non-
SSI Medicaid adults who reports not working due to 
illness or disability has a functional limitation, and 
more than two-thirds (67%) have two or more 
chronic conditions such as arthritis or asthma.3  

30% of non-working Medicaid adults reported that 
they did not work because they were taking care of home or family; 15% were in school; 6% were looking for 
work and another 9% were retired (Figure 6). Women accounted for 62% of Medicaid enrollees who were not 
working in 2016, and parents with children under the age of 6 accounted for 17%.   

Policy Implications 
Under current law, states cannot impose a work requirement as a condition of Medicaid 
eligibility. As with other core requirements, the Medicaid statute sets minimum eligibility standards, and 
states are able to expand coverage beyond these minimum levels. Prior to the ACA, individuals had to meet not 
only income and resource requirements but also categorical requirements to be eligible for the program. These 
categorical requirements provided coverage pathways for adults who were pregnant women or parents as well 
as individuals with disabilities, but other adults without dependent children were largely excluded from 
coverage. The ACA was designed to fill in gaps in coverage and effectively eliminate these categorical eligibility 
requirements by establishing a uniform income threshold for most adults. States are not allowed to impose 
other eligibility requirements that are not in the law.   

Some states have proposed tying Medicaid eligibility to work requirements using waiver 
authority that may be approved by the Trump Administration. Under Section 1115 of the Social 
Security Act, the Secretary of HHS can waive certain provisions of Medicaid as long as the Secretary 
determines that the initiative is a “research and demonstration project” that “is likely to assist in promoting the 
objectives” of the program. The Obama administration did not approve waivers that would condition Medicaid 
eligibility on work on the grounds that they did not meet the waiver test to further the purpose of the program 
which is to provide health coverage. The Trump Administration has indicated a willingness to approve waivers 
to require work.   

Research shows that Medicaid expansion has not negatively affected labor market 
participation, and some research indicates that Medicaid coverage supports work. A 
comprehensive review of research on the ACA Medicaid expansion found that there is no significant negative 
effect of the ACA Medicaid expansion on employment rates and other measures of employment and employee 
behavior (such as transitions from employment to non-employment, the rate of job switches, transitions from 
full- to part-time employment, labor force participation, and usual hours worked per week). In addition, focus 

Figure 6

Ill or disabled, 36%

Retired, 
9%

Taking care of 
home or family, 

30%

Going to school, 
15%

Could not find 
work, 6%

Other, 3%

Total = 9.8 Million

Main reasons for not working among non-SSI, adult 
Medicaid enrollees, 2016

NOTE: Includes nonelderly adults who do not receive Supplemental Security Income (SSI). 
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 
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groups, state studies, and anecdotal reports highlight examples of Medicaid coverage supporting work and 
helping enrollees transition into new careers. For example, individuals have reported that receiving medication 
for conditions like asthma or rheumatoid arthritis through Medicaid is critical in supporting their ability to 
work.  Addressing barriers to work requires adequate funding and supports.  While TANF spending on work 
activities and supports is critiqued by some as too low, it exceeds estimates of state Medicaid program spending 
to implement a work requirement. 

Implementing work requirements can create administrative complexity and put coverage at 
risk for eligible enrollees who are working or who may be exempt.  States can incur additional costs 
and demands on staff, and some eligible people could lose coverage.  While work requirements are intended to 
promote work among those not working, coverage for those who are working could be at risk if beneficiaries 
face administrative obstacles in verifying their work status or documenting an exemption.  In addition, some 
individuals who may be exempt may face challenges in navigating an exemption which could also put coverage 
at risk.   

 

 

Methods 

This analysis is based on Kaiser Family Foundation analysis of the March 2017 Current Population Survey 
(CPS), which reflects health insurance coverage in 2016. We included nonelderly adults (age 19-64) who 
indicated that they had Medicaid at some point during the year. We excluded people who indicated that they 
received Supplemental Security Income (SSI) during the year, since these individuals likely qualify for 
Medicaid on the basis of having a disability (and would likely be excluded from work requirements). To match 
timing of work variables to health insurance coverage, we used measures of work status throughout 2016. 
Individuals who worked at any point in 2016 were classified as “working.”  

  
Rachel Garfield and Robin Rudowitz are with the Kaiser Family Foundation. Anthony Damico is an 
independent consultant to the Kaiser Family Foundation. 
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Table 1: Family and Own Work Status of Non-SSI, Nonelderly Adult Medicaid Enrollees, 2016 
State Share in Working Family Share Working Themselves 
Expansion states (median) 79% 62% 

Alaska 76% 57% 
Arizona 81% 62% 
Arkansas 73% 57% 
California 84% 62% 
Colorado 86% 70% 
Connecticut 81% 70% 
Delaware 77% 60% 
DC 73% 58% 
Hawaii 74% 51% 
Illinois 81% 64% 
Indiana 75% 58% 
Iowa 87% 72% 
Kentucky 74% 62% 
Louisiana 69% 52% 
Maryland 87% 66% 
Massachusetts 80% 67% 
Michigan 75% 60% 
Minnesota 84% 66% 
Montana 81% 67% 
Nevada 78% 65% 
New Hampshire 77% 65% 
New Jersey 84% 53% 
New Mexico 80% 60% 
New York 78% 57% 
North Dakota 60% 49% 
Ohio 72% 61% 
Oregon 85% 69% 
Pennsylvania 79% 64% 
Rhode Island 76% 68% 
Vermont 80% 69% 
Washington 80% 62% 
West Virginia 69% 53% 
Non-expansion states (median) 74% 58% 
Alabama 65% 43% 
Florida 78% 61% 
Georgia 75% 58% 
Idaho 80% 59% 
Kansas 86% 69% 
Maine* 74% 64% 
Mississippi 65% 47% 
Missouri 71% 60% 
Nebraska 81% 59% 
North Carolina 76% 57% 
Oklahoma 67% 51% 
South Carolina 73% 51% 
South Dakota 69% 55% 
Tennessee 77% 57% 
Texas 76% 49% 
Utah 81% 63% 
Virginia 67% 48% 
Wisconsin 74% 62% 
Wyoming 74% 62% 
Note: * Maine adopted the Medicaid expansion through a ballot initiative in November 2017; due to uncertainty over the 
exact date of implementation, Maine is still categorized as a non-expansion state in this analysis. 
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey. 
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Table 2: Own Work Status of Non-SSI, Nonelderly Adult Medicaid Enrollees, 2016 

    Total Share 
Who 

Worked in 
2016 

Share Who 
Did Not 
Work in 

2016 

Total    24,580,000  60% 40% 

Age 
  
  

Under 26   5,379,000  62% 38% 

26 - 45 11,449,000  67% 33% 

46 or older  7,751,000  50% 50% 

Sex 
  

Male 10,718,000  65% 35% 

Female 13,862,000  56% 44% 

Race/Ethnicity  
  
  
  
  
  

White Non-Hispanic 11,478,000  59% 41% 

Black Non-Hispanic  4,035,000  57% 43% 

Hispanic  6,658,000  63% 37% 

Asian, Native Hawaiian, or Pacific Islander  1,626,000  62% 38% 

American Indian or Alaska Native  320,000  45% 55% 

Multiple Races   463,000  68% 32% 

Education 
  
  
  

Less than High School  4,488,000  51% 49% 

High School Graduate  9,185,000  58% 42% 

Some College  7,395,000  64% 36% 

Bachelor's Degree or Higher  3,513,000  69% 31% 

Geographic Region 
  
  
  

Northeast  5,104,000  61% 39% 

Midwest  5,095,000  62% 38% 

South  6,465,000  55% 45% 

West  7,915,000  63% 37% 

Metro Status 
  

Non-Metro*  3,720,000  58% 42% 

Metro 20,860,000  61% 39% 

Family Type 
  
  
  
  
  
  

One Parent with Children  2,336,000  73% 27% 

Two Parents with Children  4,815,000  68% 32% 

Multi-generational  1,824,000  58% 42% 

Married Adults  2,702,000  55% 45% 

Adults Living Together  4,688,000  52% 48% 

Single Person  4,513,000  56% 44% 

Other   3,704,000  62% 38% 

Family Work Status 
  
  
  

Multiple Full-Time Workers in Family   4,888,000  86% 14% 

One Full-Time Worker in Family  10,947,000  71% 29% 

Only Part-Time Workers in Family   3,519,000  81% 19% 

No Workers in Family   5,226,000  0% 100% 

Self-Reported 
Health  
  
  

Excellent/Very Good 11,866,000  70% 30% 

Good  7,705,000  63% 37% 

Fair/Poor  5,009,000  33% 67% 

* Includes people in not-identified areas 
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey.  

 

  



  

Table 3: Characteristics of Working Nonelderly Adult (19-64) Medicaid Enrollees, 2016  

Total   14,802,000  

Work Status 
  
  
  
  
  

Full-Time* 69% 

Full-Time, Full-Year 51% 

Full-Time, Part-Year 19% 

Part-Time 31% 

Part-Time, Full-Year 16% 

Part-Time, Part-Year 15% 

Number of Weeks 
Worked During the 
Year 
  
  

1-12 weeks 8% 

13-25 weeks 8% 

26-38 weeks 9% 

39-51 weeks 12% 

52 weeks 64% 

Firm Size 
  
  

< 50 employees 42% 

50 - 99 employees 8% 

100+ employees 51% 

* Full-Time is based on total number of hours worked per week (at least 35 hours). Full-time workers may be 
simultaneously working more than one-job.   
SOURCE: Kaiser Family Foundation analysis of March 2017 Current Population Survey.  

 

Endnotes 

1 Maine adopted the Medicaid expansion through a ballot initiative in November 2017; due to uncertainty over the exact date of 
implementation, Maine is still categorized as a non-expansion state in this analysis. 
2 Full-time workers include people working 35 hours or more, those who worked 1-34 hours for noneconomic reasons (e.g., illness) and 
usually work full-time, and people "with a job but not at work" who usually work full- time. People working full time may work at more 
than one job.  
3 Kaiser Family Foundation analysis of 2016 National Health Interview Survey.  
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Total # Non-SSI, Nonelderly 
Adult Medicaid Enrollees

No Worker in 
Family

Full-Time Worker in 
Family

Part-Time Worker 
in Family

Not 
Working

Working Full-
Time

Working Part-
Time

US TOTAL 24,580,000                                     21% 64% 14% 40% 42% 18%
ALABAMA 308,000                                          35% 58% 8% 57% 31% 12%
ALASKA 69,000                                            24% 61% 15% 43% 39% 19%
ARIZONA 636,000                                          19% 63% 18% 38% 41% 21%
ARKANSAS 178,000                                          27% 60% 13% 43% 40% 17%
CALIFORNIA 4,777,000                                       16% 69% 14% 38% 44% 18%
COLORADO 361,000                                          14% 73% 13% 30% 54% 16%
CONNECTICUT 337,000                                          19% 60% 21% 30% 47% 23%
DELAWARE 103,000                                          23% 67% 9% 40% 43% 17%
DISTRICT OF COLUMBIA 88,000                                            27% 62% 11% 42% 46% 12%
FLORIDA 1,069,000                                       22% 67% 12% 39% 44% 18%
GEORGIA 398,000                                          25% 65% NA 42% 40% 18%
HAWAII 96,000                                            26% 57% 18% 49% 32% 19%
IDAHO 87,000                                            20% 69% 11% 41% 41% 18%
ILLINOIS 1,040,000                                       19% 68% 13% 36% 46% 19%
INDIANA 541,000                                          25% 64% 11% 42% 45% 14%
IOWA 245,000                                          13% 66% 20% 28% 45% 27%
KANSAS 107,000                                          14% 68% 18% 31% 47% 21%
KENTUCKY 337,000                                          26% 64% NA 38% 47% 14%
LOUISIANA 421,000                                          31% 54% 15% 48% 34% 18%
MAINE 100,000                                          26% 52% 22% 36% 39% 25%
MARYLAND 390,000                                          NA 74% 12% 34% 51% 16%
MASSACHUSETTS 776,000                                          20% 64% 16% 33% 46% 21%
MICHIGAN 967,000                                          25% 61% 14% 40% 42% 18%
MINNESOTA 354,000                                          16% 73% 10% 34% 48% 18%
MISSISSIPPI 182,000                                          35% 57% 9% 53% 35% 12%
MISSOURI 285,000                                          29% 61% 10% 40% 44% 16%
MONTANA 86,000                                            19% 64% 16% 33% 46% 21%
NEBRASKA 65,000                                            19% 65% 16% 41% 40% NA
NEVADA 216,000                                          22% 66% 12% 35% 46% 18%
NEW HAMPSHIRE 56,000                                            23% 66% NA 35% 41% 24%
NEW JERSEY 639,000                                          16% 69% 15% 47% 37% 16%
NEW MEXICO 306,000                                          20% 63% 17% 40% 40% 20%
NEW YORK 2,114,000                                       22% 66% 13% 43% 39% 18%
NORTH CAROLINA 520,000                                          24% 60% 16% 43% 39% 18%
NORTH DAKOTA 28,000                                            40% 47% 12% 51% 33% 16%
OHIO 1,121,000                                       28% 58% 15% 39% 40% 21%
OKLAHOMA 203,000                                          33% 53% NA 49% 35% 16%
OREGON 459,000                                          15% 74% 11% 31% 53% 16%
PENNSYLVANIA 942,000                                          21% 60% 19% 36% 41% 23%
RHODE ISLAND 87,000                                            24% 60% 16% 32% 44% 24%
SOUTH CAROLINA 280,000                                          27% 63% NA 49% 41% 11%
SOUTH DAKOTA 38,000                                            31% 48% 21% 45% 36% 19%
TENNESSEE 482,000                                          23% 61% 16% 43% 37% 20%
TEXAS 1,016,000                                       24% 63% 13% 51% 33% 16%
UTAH 97,000                                            NA 63% 18% 37% 39% 24%
VERMONT 54,000                                            20% 59% 20% 31% 47% 22%
VIRGINIA 298,000                                          33% 53% NA 52% 35% 12%
WASHINGTON 705,000                                          20% 62% 18% 38% 38% 23%
WEST VIRGINIA 194,000                                          31% 54% 15% 47% 38% 15%
WISCONSIN 303,000                                          26% 51% 24% 38% 37% 25%
WYOMING 20,000                                            26% 59% 15% 38% 38% 24%
Notes: NA= estimate does not meet minimum standard for statistical reliability.  Full-Time is based on total number of hours worked per week (at least 35 hours). Full-time 
workers may be simultaneously working more than one-job. Note that total number of non-elderly, non-SSI adults from survey data may be lower than state administrative 
data. 
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey.

Appendix Table 1: Family and Own Work Status of Non-SSI, Nonelderly Adult Medicaid Enrollees, 2016
Family Work Status Own Work Status
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Ill or Disabled Caretaking
Attending 

School Other Reason
US TOTAL 36% 30% 15% 19%
ALABAMA 41% 23% 14% 22%
ALASKA 26% 26% NA 21%
ARIZONA 37% 34% NA 19%
ARKANSAS 53% 27% NA 14%
CALIFORNIA 28% 36% 18% 17%
COLORADO 36% 30% NA NA
CONNECTICUT 35% 30% 22% NA
DELAWARE 42% 21% 13% 24%
DISTRICT OF COLUMBIA 26% 27% 19% 28%
FLORIDA 36% 29% 14% 21%
GEORGIA 47% 28% NA NA
HAWAII 33% 32% NA 26%
IDAHO 39% 26% NA 24%
ILLINOIS 36% 26% 14% 24%
INDIANA 47% 26% NA 23%
IOWA 37% 30% 14% NA
KANSAS 42% NA NA NA
KENTUCKY 51% 27% NA NA
LOUISIANA 29% 27% 23% 21%
MAINE 52% 33% NA NA
MARYLAND 39% NA 17% NA
MASSACHUSETTS 42% 22% 9% 27%
MICHIGAN 39% 31% 12% 18%
MINNESOTA 35% NA NA 33%
MISSISSIPPI 48% 24% NA NA
MISSOURI 54% 31% NA NA
MONTANA 37% 33% 18% NA
NEBRASKA 40% NA NA NA
NEVADA 28% 39% NA NA
NEW HAMPSHIRE 49% NA NA 27%
NEW JERSEY 27% 23% 31% 19%
NEW MEXICO 29% 33% 19% 19%
NEW YORK 26% 28% 24% 22%
NORTH CAROLINA 40% 31% 20% NA
NORTH DAKOTA 32% NA NA NA
OHIO 58% 30% NA NA
OKLAHOMA 29% 40% NA 18%
OREGON 24% 39% NA 23%
PENNSYLVANIA 45% 19% 15% 21%
RHODE ISLAND 37% 29% NA 32%
SOUTH CAROLINA 52% 32% NA NA
SOUTH DAKOTA 29% NA NA NA
TENNESSEE 41% 27% 17% 15%
TEXAS 33% 35% 14% 17%
UTAH 39% 36% NA NA
VERMONT 56% 29% NA NA
VIRGINIA 46% 27% NA NA
WASHINGTON 29% 26% 15% 29%
WEST VIRGINIA 41% 34% 12% 14%
WISCONSIN 43% 39% NA NA
WYOMING 62% 30% NA NA

Appendix Table 2: Reason for Not Working Among Non-SSI, Nonelderly Adult Medicaid 
Enrollees, 2016

Notes: NA= estimate does not meet minimum standard for statistical reliability.  
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey.
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<50 
Employees

50-99 
Employees

100+ 
Employees

Agricult./ 
Service

Educ./ 
Health

Prof/Public 
Admin Manufacturing Top Industry

US TOTAL 42% 8% 51% 40% 21% 18% 14% Restaurants/Food Service
ALABAMA 34% NA 61% 40% 19% NA 26% NA
ALASKA 51% NA 41% 43% 23% 13% 11% Construction
ARIZONA 44% 6% 50% 44% 16% 24% 13% Construction
ARKANSAS 45% NA 48% 26% 30% 22% 13% NA
CALIFORNIA 47% 8% 45% 42% 17% 19% 15% Restaurants/Food Service
COLORADO 44% NA 52% 39% 16% 21% NA NA
CONNECTICUT 30% NA 60% 37% 28% 19% 15% Construction
DELAWARE 30% NA 61% 48% 21% 20% NA Restaurants/Food Service
DISTRICT OF COLUMBIA 31% 10% 59% 34% 27% 26% 6% Restaurants/Food Service
FLORIDA 40% 5% 55% 46% 18% 21% 8% Restaurants/Food Service
GEORGIA 36% NA 58% 42% 17% 21% NA NA
HAWAII 58% NA 38% 45% 18% 14% NA NA
IDAHO 39% NA 52% 39% 27% 19% NA NA
ILLINOIS 37% 9% 54% 40% 20% 16% 18% Restaurants/Food Service
INDIANA 33% 9% 58% 25% 18% 23% 27% NA
IOWA 33% NA 60% 35% 21% 19% 23% Elementary/Secondary Schools
KANSAS 39% NA 53% 39% 25% NA NA NA
KENTUCKY 47% NA 48% 43% 16% 21% 14% NA
LOUISIANA 37% 9% 53% 44% 24% 14% 11% Restaurants/Food Service
MAINE 52% NA 43% 57% 27% NA NA NA
MARYLAND 41% NA 55% 37% 27% 22% NA Restaurants/Food Service
MASSACHUSETTS 39% 10% 51% 40% 26% 18% 10% Restaurants/Food Service
MICHIGAN 37% 10% 53% 33% 23% 16% 19% Restaurants/Food Service
MINNESOTA 35% 13% 52% 39% 24% 19% 12% NA
MISSISSIPPI 42% NA 55% 52% 17% 12% 11% Furniture manufacturing
MISSOURI 33% NA 56% 30% 23% 20% 20% NA
MONTANA 56% NA 37% 48% 20% 21% NA Construction
NEBRASKA 35% NA 59% 35% 22% 32% NA NA
NEVADA 38% NA 55% 53% NA 24% NA NA
NEW HAMPSHIRE 38% NA 55% 47% 24% NA NA NA
NEW JERSEY 46% 10% 43% 36% 26% 13% 14% NA
NEW MEXICO 45% 8% 47% 50% 20% 16% 7% Construction
NEW YORK 46% 7% 47% 38% 25% 17% 14% Restaurants/Food Service
NORTH CAROLINA 44% NA 53% 42% 17% 19% 18% Construction
NORTH DAKOTA 43% NA 44% 44% NA NA NA NA
OHIO 36% 5% 59% 40% 23% 17% 16% Restaurants/Food Service
OKLAHOMA 37% NA 58% 42% 24% NA 13% NA
OREGON 53% 6% 41% 40% 21% 19% 14% Restaurants/Food Service
PENNSYLVANIA 35% 9% 57% 36% 23% 18% 17% Restaurants/Food Service
RHODE ISLAND 38% NA 55% 39% 25% NA 19% NA
SOUTH CAROLINA 29% NA 64% 41% 18% 17% 20% NA
SOUTH DAKOTA 37% NA 47% 47% NA NA NA NA
TENNESSEE 42% NA 53% 34% 19% 16% 26% Restaurants/Food Service
TEXAS 40% 6% 54% 41% 19% 22% 10% Restaurants/Food Service
UTAH 36% 0% 64% 44% NA 21% NA NA
VERMONT 58% NA 38% 36% 26% 18% NA NA
VIRGINIA 56% NA 41% 41% 26% NA NA NA
WASHINGTON 42% 13% 45% 46% 24% 16% 10% Glass manufacturing
WEST VIRGINIA 39% 10% 51% 38% 21% 15% 21% Restaurants/Food Service
WISCONSIN 43% NA 50% 38% 23% NA 16% NA
WYOMING 40% NA 50% 30% 25% NA 16% NA

Industry
Appendix Table 3: Characteristics of Working Nonelderly Adult Medicaid Enrollees, 2016

Notes: NA= estimate does not meet minimum standard for statistical reliability.  
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey.

Firm Size
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Age 19-25 Age 26-45 Age 46+ Women Men
White, Non-

Hispanic
Black, Non-

Hispanic Hispanic
Other Non-

Hispanic
US TOTAL 62% 67% 50% 56% 65% 59% 57% 63% 61%
ALABAMA 60% 45% 24% 40% 49% 47% 36% 63% NA
ALASKA 56% 60% 51% 49% 65% 57% 66% 67% 54%
ARIZONA 64% 67% 54% 55% 70% 58% 67% 64% 64%
ARKANSAS 76% 53% 50% 57% 57% 57% 56% 60% NA
CALIFORNIA 61% 66% 58% 58% 68% 62% 59% 63% 63%
COLORADO 65% 78% 62% 69% 71% 73% 77% 73% 50%
CONNECTICUT 63% 85% 53% 72% 67% 70% 56% 69% 93%
DELAWARE 64% 66% 49% 59% 61% 60% 59% 53% 91%
DISTRICT OF COLUMBIA 46% 67% 46% 54% 63% 94% 48% 72% 67%
FLORIDA 74% 63% 48% 57% 67% 59% 65% 62% 63%
GEORGIA 61% 67% 35% 55% 64% 58% 56% 65% 65%
HAWAII 62% 52% 44% 52% 49% 66% NA 49% 47%
IDAHO 56% 65% 50% 48% 74% 58% NA 58% NA
ILLINOIS 71% 70% 52% 61% 68% 65% 54% 69% 68%
INDIANA 72% 61% 49% 54% 64% 59% 47% 86% 61%
IOWA 71% 88% 46% 66% 80% 71% 81% 89% 48%
KANSAS 82% 82% NA 62% 83% 75% NA 48% 64%
KENTUCKY 76% 70% 38% 61% 62% 61% NA 80% NA
LOUISIANA 53% 63% 33% 53% 48% 46% 58% 45% 68%
MAINE 67% 70% 53% 57% 75% 60% NA NA 92%
MARYLAND 64% 76% 51% 63% 71% 63% 65% 57% 88%
MASSACHUSETTS 85% 70% 57% 67% 67% 65% 76% 72% 52%
MICHIGAN 74% 64% 43% 56% 65% 61% 55% 62% 52%
MINNESOTA 77% 71% 52% 65% 67% 67% 64% NA 57%
MISSISSIPPI 60% 53% 26% 42% 54% 53% 44% NA NA
MISSOURI 74% 64% 39% 55% 71% 60% 56% 69% 59%
MONTANA 68% 76% 53% 61% 75% 70% NA NA 48%
NEBRASKA 65% 70% NA 57% 62% 57% NA 65% NA
NEVADA 77% 67% 55% 59% 73% 62% 50% 74% 64%
NEW HAMPSHIRE 69% 84% 39% 66% 62% 62% NA NA 86%
NEW JERSEY 31% 72% 49% 48% 60% 53% 53% 54% 49%
NEW MEXICO 64% 67% 48% 57% 64% 60% 88% 61% 55%
NEW YORK 43% 62% 59% 54% 61% 51% 57% 63% 63%
NORTH CAROLINA 54% 67% 46% 50% 68% 58% 56% 70% 43%
NORTH DAKOTA NA 70% NA 53% NA 56% NA NA NA
OHIO 74% 69% 36% 55% 68% 59% 62% 63% 79%
OKLAHOMA 57% 54% 37% 46% 57% 54% NA 59% 49%
OREGON 74% 76% 55% 59% 79% 68% 85% 76% 64%
PENNSYLVANIA 57% 75% 51% 63% 64% 65% 55% 69% 66%
RHODE ISLAND 88% 73% 53% 65% 72% 70% 67% 58% NA
SOUTH CAROLINA 56% 55% 44% 48% 57% 49% 49% 85% NA
SOUTH DAKOTA 51% 63% 43% 47% 71% 65% NA NA NA
TENNESSEE 55% 67% 39% 61% 49% 56% 63% 45% NA
TEXAS 55% 56% 35% 47% 54% 43% 64% 45% 59%
UTAH 66% 64% 57% 54% 76% 61% NA 68% NA
VERMONT 67% 78% 60% 65% 74% 69% 75% NA 55%
VIRGINIA 60% 53% 36% 48% 46% 37% 54% 56% 65%
WASHINGTON 60% 67% 56% 57% 68% 61% NA 75% 50%
WEST VIRGINIA 55% 65% 34% 50% 58% 53% NA NA 70%
WISCONSIN NA 74% 44% 64% 59% 61% 72% 66% 47%
WYOMING 63% 66% 52% 62% 62% 63% NA 59% NA

Share Working Within Each Age Group Share Working Within Each Sex
Appendix Table 4a: Share Working among Non-SSI, Nonelderly Adult Medicaid Enrollees by Socio-Demographic Characteristics, 2016

Share Working Within Each Race/Ethnicity Group

Notes: NA= estimate does not meet minimum standard for statistical reliability.  
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey.
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< High 
School

High 
School 

Some 
College BA or Higher Fair/Poor Good

Excellent/ Very 
Good

US TOTAL 51% 58% 64% 69% 33% 63% 70%
ALABAMA 35% 40% 56% 43% 28% 40% 54%
ALASKA 49% 59% 58% 57% 42% 51% 75%
ARIZONA 57% 61% 68% 65% 31% 66% 74%
ARKANSAS 44% 60% 63% 60% 43% 50% 75%
CALIFORNIA 58% 60% 66% 69% 38% 64% 70%
COLORADO 33% 64% 87% 82% NA 75% 80%
CONNECTICUT 60% 62% 73% 88% 68% 65% 73%
DELAWARE 49% 57% 65% 73% NA 51% 79%
DISTRICT OF COLUMBIA 54% 49% 65% 69% 25% 65% 62%
FLORIDA 61% 58% 65% 62% 36% 50% 75%
GEORGIA 58% 60% 57% 51% NA 72% 64%
HAWAII 57% 47% 46% 66% NA 57% 59%
IDAHO 50% 53% 58% 76% 43% 61% 68%
ILLINOIS 41% 65% 72% 67% 34% 66% 75%
INDIANA 50% 53% 62% 79% 27% 53% 82%
IOWA 37% 77% 73% 78% 42% 85% 76%
KANSAS NA 79% 70% 57% 38% 62% 81%
KENTUCKY 54% 65% 55% 79% NA 79% 72%
LOUISIANA 34% 55% 58% 65% 40% 51% 58%
MAINE NA 64% 67% 66% 21% 66% 79%
MARYLAND 50% 71% 70% 65% 38% 65% 75%
MASSACHUSETTS 47% 69% 67% 75% 35% 68% 79%
MICHIGAN 46% 61% 60% 65% 35% 65% 67%
MINNESOTA 46% 61% 68% 81% 43% 67% 73%
MISSISSIPPI 33% 43% 54% 74% 20% 52% 59%
MISSOURI 38% 69% 57% 72% NA 55% 83%
MONTANA 53% 64% 65% 83% 41% 65% 77%
NEBRASKA NA 57% 68% NA NA 75% 61%
NEVADA 46% 69% 65% 69% 48% 65% 70%
NEW HAMPSHIRE 65% 64% 58% 85% 34% 78% 79%
NEW JERSEY 41% 63% 42% 55% 30% 61% 56%
NEW MEXICO 46% 60% 64% 72% 38% 57% 72%
NEW YORK 53% 51% 61% 68% 32% 61% 62%
NORTH CAROLINA 51% 53% 63% 61% 33% 58% 71%
NORTH DAKOTA NA 59% NA 60% NA NA 58%
OHIO 50% 53% 68% 79% 29% 64% 75%
OKLAHOMA 45% 41% 67% 58% NA 43% 64%
OREGON 72% 68% 63% 79% 35% 77% 79%
PENNSYLVANIA 52% 64% 61% 73% 39% 70% 74%
RHODE ISLAND 45% 68% 79% 73% 39% 62% 88%
SOUTH CAROLINA 30% 58% 54% 63% NA 51% 71%
SOUTH DAKOTA NA 55% 68% 74% NA 59% 64%
TENNESSEE 48% 48% 74% 70% NA 70% 72%
TEXAS 44% 40% 57% 73% 25% 57% 58%
UTAH NA 61% 75% 62% NA 74% 70%
VERMONT 52% 66% 71% 81% 44% 73% 76%
VIRGINIA NA 45% 83% NA 34% 46% 58%
WASHINGTON 55% 69% 54% 69% 42% 65% 69%
WEST VIRGINIA 37% 50% 68% 62% 30% 60% 63%
WISCONSIN 51% 55% 73% 75% 31% 77% 73%
WYOMING 67% 55% 68% 59% NA 75% 75%

Appendix Table 4b: Share Working among Non-SSI, Nonelderly Adult Medicaid Enrollees by Socio-Demographic Characteristics, 
2016

Notes: NA= estimate does not meet minimum standard for statistical reliability.  
Source: Kaiser Family Foundation analysis of March 2017 Current Population Survey.
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By Aparna Soni, Marguerite E. Burns, Laura Dague, and Kosali I. Simon

DATAWATCH

Medicaid Expansion And State
Trends In Supplemental Security
Income Program Participation
The Affordable Care Act made low-income nonelderly adults eligible for Medicaid in 2014
without requiring them to obtain disabled status through the Supplemental Security
Income (SSI) program. In states that participated in the Medicaid expansion, we found
that SSI participation decreased by about 3 percent after 2014.

T
he Affordable Care Act (ACA) au-
thorized the largest expansion of
Medicaid eligibility for nonelderly,
nondisabled childless adults since
the program’s inception.1 Before

2014, childless adults were eligible for Medicaid
via the Supplemental Security Income (SSI) pro-
gram but not through traditional Medicaid in
most states2—and in states where they were eli-
gible through traditional Medicaid, enrollment
was typically capped.3 SSI was also important to
parents whose state Medicaid income threshold
was lower than the SSI income criteria.4 After
2014, we would expect to see decreases in SSI
participation among populations newly eligible
forMedicaid. Indeed,weobserved a small (2 per-
cent) decline after 2014 in numbers of SSI
participants in expansion states and a small

(1 percent) increase in numbers of SSI partici-
pants innonexpansion states, for anet decline of
3 percent in expansion states (Exhibit 1). In the
current health policy environment, it is critical
to understand Medicaid’s potential spillover ef-
fects, to assess future changes to the program.
As of January 2017, thirty-two states and the

District of Columbia had adopted the ACA Med-
icaid expansion.5 In these states, low-income
adults may obtain Medicaid benefits without
completing the intensive SSI application proc-
ess.6 In states that have not expanded Medicaid,
nonelderly adults—particularly those without
children—continue to have fewer Medicaid cov-
erage options outside of SSI participation.
In addition to cash benefits, SSI typically con-

fers immediate Medicaid eligibility on adults
who have a work-limiting disability, low income,

Exhibit 1

Average number of people ages 18–64 participating in the Supplemental Security Income program in states that did or did
not expand eligibility for Medicaid, 2010–15

SOURCE Authors’ analysis of administrative data for 2010–5 from the Social Security Administration. NOTES The predicted numbers
show the quadratic line of best fit, based on 2010–13 trends. Under a provision of the Affordable Care Act, the state indicated
expanded eligibility for Medicaid as of January 1, 2014.
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and limited assets. TheMedicaid expansion pro-
vides services that are comparable to those cov-
ered for traditionally eligible populations,7 but it
makes those services available to adults regard-
less of disability status, allows them to have a
higher income than SSI does, and imposes no
asset test. This coverage creates an opportunity
for low-income adults to increase their earnings
and savings beyond SSI limits without jeopardiz-
ing their Medicaid benefits.
Although not uniform in their findings,

empirical studies that have considered inter-
actions between public health insurance and
adult participation in SSI provide support for
the possibility that increased access to Medicaid
decreases SSI participation.2,8–11 We tracked
the early impact of ACA Medicaid expansions
on SSI participation among low-income non-
elderly adults overall and on childless adults
specifically—a subgroup thatmay be particularly
responsive to the expanded availability of Med-
icaid coverage.We extend the literature by using
recent survey and administrative data to exam-
ine changes in SSI participation resulting from
these expansions.

Study Data And Methods
We used two data sources for 2010–15: the re-
ports of theSocial SecurityAdministration (SSA)
on SSI recipients by state, and responses to the
American Community Survey (ACS) of the Cen-
sus Bureau. The SSA data include counts of
SSI participants by age group (younger than
18, 18–64, and 65 and older), regardless of in-
come or family type. For each of the three age
groups, there were 306 state-year observations.
Our outcome variable was the number of SSI
participants ages 18–64 in a given state and year.
For the ACS data, we restricted the sample to

nonelderly childless adults. Although the expan-
sion made people with incomes of up to 138 per-
cent of the federal poverty level eligible for
Medicaid, we limited our sample to adults with
incomes below 100 percent of poverty. Adults
with incomes of 100–138 percent of poverty in
nonexpansion states effectively experienced an
expansion in insurance availability because they
became eligible for Marketplace subsidies in
2014. Therefore, including this subgroup would
have contaminated our control group. Finally,
we omitted noncitizens who had lived in the
United States for less than five years. This gave
us approximately two million observations. Our
outcome variable was an indicator for receiving
any SSI income in the previous year.12

We compared states that expanded Medicaid
in 2014 to those that did not expand, before and
after the expansion.13 Our analysis regressed SSI

participation on the interaction of Medicaid
expansion and the period after 2014, state un-
employment rates, and state and year fixed ef-
fects using ordinary least squares. For our anal-
ysis using data from the ACS, we also included
controls for individuals’ age, sex, and race/eth-
nicity. Standard errors are clustered at the
state level.
Supplementary analyses—including full re-

sults of our ordinary least squares logit models,
parallel trends tests, and falsification tests—are
available in the online Appendix.14

Our study had some limitations. First, wewere
unable to separate recipients by income level and
family type in the SSA data. Thus, in contrast to
our analyses using the ACS data, we could not
examine the subgroup thatmight bemost affect-
edby theMedicaidexpansion (low-incomechild-
less adults), given the previous absence of Med-
icaid coverage for this group in most states.
Second, our results can be interpreted causally
only to the extent that trends in SSI participation
did not influenceMedicaid expansion decisions.
Further study is warranted to tease out the vari-
ous factors related to Medicaid that affect SSI
participation.

Study Results
Descriptive Results SSI participation in-
creased in both expansion and nonexpansion
states during 2010–13, the period before the
Medicaid expansion (Exhibit 1). During 2014–
15, the period after expansion, the average
number of SSI recipients continued to rise in
nonexpansion states, whereas it declined in ex-
pansion states.
Before the expansion, an average Medicaid

expansion state had 97,946 SSI participants
ages 18-64, whereas an average nonexpansion
state had 88,312 (Exhibit 2). After 2014, the
average number of SSI participants ages 18–64
rose by 617 in expansion states and by 3,928 in
nonexpansion states.
Before 2014, the probability of participating in

SSI for people ages 18–64was0.109 in expansion
states and 0.107 in nonexpansion states. After
2014, the probability rose by 0.004 in expansion
states, versus 0.006 in nonexpansion states.
Difference-In-Differences Regression Re-

sults These findings suggest that SSI participa-
tion declined in expansion states compared to
nonexpansion states after 2014. We next con-
ducted a regression analysis to control for poten-
tial confounding economic and demographic
factors and to assess the significance of the
results.
The first rowofExhibit 3 displays the impact of

Medicaid expansion on SSI participation. Each

Medicaid
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subsequent row displays the estimated impact of
an economic or demographic covariate in the
regression model on SSI participation. On aver-
age, Medicaid expansion reduced the number of
a state’s SSI participants ages 18–64 by 3,593 per
year (Exhibit 3). This represents a 3.9 percent
decrease from the 2013 average SSI participation
level in nonexpansion states.
In our analyses using the ACS data where we

further controlled for age, sex, and race/ethnic-
ity, Medicaid expansion reduced the probability
of participating in SSI by 0.0035 for nonelderly
childless adults (Exhibit 3). This represents a
3.3 percent decrease from the 2013 level in non-
expansion states, which is close to the estimate
we obtained from the SSA data.

Discussion
Using data that spanned two full years after the
2014 Medicaid expansions, we analyzed how ac-
cess to health insurance that is independent of
work or disability status affected participation in
Supplemental Security Income. The results illus-
trated here point to a 3.3–3.9 percent decrease in
receipt of SSI in states that expanded Medicaid.
Although many studies have quantified the

impacts of the Medicaid expansion on coverage
and access, effects on cross-program participa-
tion are important secondary outcomes. Re-
duced reliance on SSI could generate savings
at the federal and state levels because, for people

who are on Medicaid but do not participate in
SSI, the government covers only heath care costs
and does not have to disburse additional cash
benefits. The expected cumulative expenditures
for a disabled adult from his or her entering SSI
through the first six years of enrollment are
about $12,000 in cash benefits and $55,000 in
Medicaid spending.15

While recent work suggests that the Medicaid

Exhibit 2

Average number of people ages 18–64 participating in SSI and the probability of
participating in states that did or did not expand eligibility for Medicaid, before and
after 2014

Average number of SSI
participants

Probability of
participating in SSIa

Expansion states
Before 2014 97,946.2 0.109
After 2014 98,563.6 0.113
Difference 617.4 0.004***

Nonexpansion states
Before 2014 88,311.9 0.107
After 2014 92,240.3 0.113
Difference 3,928.4 0.006***

Difference in differences −3,310.9 −0.002

SOURCE Authors’ analysis of data for 2010–15 from the Social Security Administration (for number
of Supplemental Security Income [SSI] participants) and from the American Community Survey (for
probability of participation). NOTE Under a provision of the Affordable Care Act, states could expand
eligibility for Medicaid as of January 1, 2014. In column 1, an observation is a state-year. aLimited to
nonelderly childless adults with incomes below the federal poverty level. ***p < 0:01

Exhibit 3

Regression results: impact of Medicaid expansion on SSI participation by adults ages 18–64

Average number of SSI
participants in state

Probability of participating
in SSI

Post X expansion −3,592.8** −0.0035*
State unemployment rate −1,880.8** −0.0018
Age —

a 0.0055***

Male —
a −0.0077***

Race/ethnicity —
a

White, non-Hispanic —
a Omitted

Black, non-Hispanic —
a 0.0232***

Asian, non-Hispanic —
a −0.0467***

Other, non-Hispanic —
a 0.0117***

Hispanic —
a −0.021***

Number of observations 306 1,989,856

2013 mean 91,647.9 0.107

SOURCE Authors’ analysis of data for 2010–15 from the Social Security Administration (for number of Supplemental Security Income
[SSI] participants) and from the American Community Survey (for probability of participation). NOTES For column 1, the outcome
variable is the number of SSI recipients in a state; an observation is a state-year. For column 2, the outcome variable is an
indicator for whether the person receives SSI income; the sample is limited to nonelderly childless adults with incomes below
the poverty level. The key independent variable, “Post X expansion,” is measured as the interaction between an indicator for
post-2014 years and expansion states; this term represents the “treatment effect” of Medicaid expansion on SSI outcomes. All
models include state and year fixed effects. Standard errors are clustered at the state level. The last row displays the mean of
the outcome variable for nonexpansion states before expansion. aThese variables are not included in the analysis because they
are not provided in the data set. *p < 0:10 **p < 0:05 ***p < 0:01
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expansions did not change employment, on av-
erage,16 our results support previous findings of
increased employment among disabled Ameri-
cans.17 Since future Medicaid policy may place

greater emphasis on cost-cutting features, un-
derstanding behavioral responses to the avail-
ability of new insurance coverage is essential. ▪
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For almost two years, the Ohio Association of Foodbanks has been assisting able-bodied 
adults without dependents (ABAWDs) receiving Supplemental Nutrition Assistance Program 
(SNAP) benefits in Franklin County with meeting the federal work requirement to maintain 
their food assistance as part of an ongoing partnership with the Franklin County Department 
of Job and Family Services (FCDJFS). The association  has been able to grow this Work 
Experience Program (WEP), offering more services and resources to ABAWDs in need. WEP 
provides work experience and job training for participants who are currently unemployed or 
underemployed, as a means to enhance their ability to secure sustainable employment.   

Prior to assigning a client in a job placement within our network of partner nonprofit and 
faith-based organizations, the association meets with each ABAWD to perform an in-depth 
assessment. To date, we have assessed close to 5,000 individuals. The data we have 
collected through these assessments continue to reinforce what we have been able to 
identify as key barriers for many of our clients as they seek gainful employment.  Our 
findings indicate that many of our clients struggle with accessing reliable transportation, 
unstable living situations, criminal records, education, and both physical and mental health 
problems. Our deeper understanding of these issues has led us to partner with 
organizations that can help ABAWDs navigate through many of their challenges, giving our 
clients a better chance at improving their lives and supporting themselves. 

The data has prompted many recommendations to FCDJFS including but not limited to: 
providing additional funding for programs that support WEP participants and low-income 
households; expanding enrollment of nationally certified educational programs as well as 
programs for youth aging out of foster care; and creating an employment pipeline into 
strategic aspects of the job market.  
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When Franklin County Department of Job and Family Services (FCDJFS) caseworkers make 
the determination that a client receiving SNAP benefits meets the criteria to be considered 
an able-bodied adult without dependents (ABAWD) and is required to work under federal 
regulations, the client is referred to their local opportunity center to meet with an Ohio 
Association of Foodbanks Work Experience Program (WEP) assessment specialist. Each 
specialist completes a comprehensive interview with each client using a series of questions 
on the Work Experience Assessment Portal. The assessment is designed to determine 
employability and identify barriers to employment.   

The assessment process is part of an ongoing contract targeting clients who are subject to a 
strict, three-month time limit in every 36-month period for SNAP eligibility. As we approach 
the second anniversary of this program, we have closely examined the data collected from 
4,827 ABAWDs and gathered from 5,434 self-reported employability and skills assessments 
that took place between December 10, 2013 and September 1, 2015. Over the past two 
years the information obtained for this ongoing project represents the most comprehensive 
and up-to-date information collected about this misunderstood population. These findings 
offer instructive, meaningful insight into who these individuals are and what will be needed 
to address the barriers and challenges faced by these individuals as they attempt to secure 
stable employment. 

The chart depicts the 
number of ABAWD 
assessments 
performed by 
association staff for 
each month. Clients 
coming in for an initial 
assessment each 
month appear in blue, 
second time visits in 
any given month 
appear in orange, and 
clients who are 
completing the 
assessment for the 
third or more times 
appear in gray. 
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From the total population of 4,827 
ABAWDs surveyed,, 1,880 clients  
(338.9%) were  female, and 22,945 
clients (661.0%) were mmale. Two  
clients preferred to be identified as 
transgender. 

The chart represents a distribution of 
the ABAWDs based on age and 
gender. This distribution does not 
include the 507 clients (176 female 
and 331 male) for which there was 
no age listed, nor does it include the 
83 clients (31 female and 52 male) 
who were over 50 at the time of the 
assessment and therefore exempted 
from the program.   

 

 

Only 156 clients (3.2%) reported 
that they were vveterans. While 
veterans make up a relatively small 
percentage of all ABAWD clients, 
they represent a significant portion 
of the male population over the age 
of 35 as represented in the chart. As 
we encounter veterans, we are able 
to help them find resources 
designated to assist them with 
housing, employment, and shelter. 
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Communication is critical to clients participating in WEP, and maintaining a reliable form of 
communication with clients has continued to be a challenge as FCDJFS and the association 
communicate with clients primarily by mail. Since we started collecting mailing information 
in April 2014, 65 clients have indicated that they do not have a mailing address, while 31 
clients provided a mailing address and identified themselves as homeless. Additionally, 152 
clients have provided a mailing address that is known to be a homeless shelter, check-in 
center, or mental health facility.  

 Faith Mission (245 N Grant Ave )  116 Clients 
 Friends of the Homeless (924 E. Main St.)  21 Clients 
 Open Shelter (61 E. Mound St.)  224 Clients 
 Holy Family Soup Kitchen and Shelter (57 S. Grubb St.)  117 Clients 
 Star House (1621 N. 4th)  44 Clients 
 YWCA (595 Van Buren)  117 Clients 
 YMCA (40 W. Long)  339 Clients 
 Southeast Community Mental Health Center (16 W. Long St.)  110 Clients 
 North Central Mental Health (1301 N. High St.)  44 Clients 

This indicates that at least 248 clients (5.1%) of our ABAWD clients are dealing with housing 
insecurity. These numbers do not capture the homeless clients who provide the mailing 
address of a relative or friend, and do not specifically identify that they are homeless. 

 

 Types of Communication Reported   

 4,625 clients (95.8%) listed phone 
numbers 

 1,800 clients (37.3%) listed e-mail 
addresses 

 4,381 clients (90.8%) listed mailing 
addresses  

 65 clients (1.3%) reported not having an 
address 

 380 clients (7.9%) were assessed before 
address information was asked  
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While 95.8% of clients reported having phone numbers, this does not mean that they have 
continuous access to a phone. Clients using subsidized government provided cell phones 
often run out of wireless minutes before the end of the month, or in many other cases their 
personal phones have been disconnected, or phone numbers are frequently changed due to 
using prepaid cellular devices. We can only assume that if we are unable to contact clients 
via phone, potential employers are also unable to reach them.  

The association always offers clients the opportunity to register for an e-mail address as a 
viable, dependable alternative to a phone. Because most major employers require clients to 
fill out job applications online, having an e-mail address is critical to the application process. 
We encourage clients to visit their local libraries to check their messages, but find that some 
clients may not have reliable or readily available community-based access to the Internet. In 
this process, we also find that many clients struggle with using technology and computers. 

   Client Locations 

While the clients who have reported addresses represent 58 different zip codes in Franklin 
County, oover 55% of clients come from 9 zip codes:  

 43223: 141 clients (7.0%) 

 43224: 140 clients (6.9%) 

 43211: 137 clients (6.8%) 

 43232: 133 clients (6.6%) 

 43204: 123 clients (6.1%) 

 43206: 117 clients (5.8%) 

 43207: 116 clients (5.7%) 

 43205: 112 clients (5.5%) 

 43219: 104 clients (5.1%) 

Additional information gleaned from the 531 repeat ABAWD clients reinforces our findings, and 
provides insight into other forms of stable communication for this population. This 11% of ABAWD 
clients who have taken the assessment more than once shows: 

 47% (253) have changed their phone number between assessments 

 34% (181) have changed their addresses between assessments 

This transiency can have real consequences for ABAWD clients who are sanctioned (cut off from 
their benefits) because they did not receive an appointment or assignment notice from FCDJFS 
which required action to avoid a disruption in their benefits. 
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As part of the ABAWD assessment, clients are asked if they are willing to complete an 
FBI/BCI background check. Over 96% of clients agree to comply with this request.  

A history of criminal activity or previous incarceration can have an incredibly damaging 
impact. The stigma of a felony conviction can follow someone for a lifetime, even if their 
release is meant to suggest that they have been rehabilitated. These restored citizens miss 
out on many opportunities, job related or otherwise.  

 Over 35.8% of the clients in our program reported having a felony conviction. Some 
clients have multiple felonies, or a combination of felonies and misdemeanors. 

 Close to 12.8% of clients are on probation or parole which means they may not qualify 
for services offered through legal aid, such as record sealing.   

 541 clients (11.2%) have indicated that they have domestic violence charges.   

 709 clients (14.7%) reported having DUI or OVI violation. These types of violations can 
severely limit a client’s ability to secure employment. 

18-21 22-25 26-29 30-33 34-37 38-41 42-45 46-49
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To apply for jobs, housing, and government benefits, to vote, or to obtain a driver’s license, 
most agencies usually require two forms of Identification (ID). Because the association 
requires all participants to have an FBI and BCI background check to be placed at one of our 
host organizations we offer vouchers for clients to receive government issued state IDs 
when they indicate that they do not already have an ID.  

 4,578 clients (94.8%) have some form of State Identification. 

o 1,963 (40.7%) of clients have indicated that they have a driver’s license. 

o 2,615 have indicated that their primary form of identification is a State ID. 

o 206 clients 4.3% indicated that they did not have any form of state 
identification. 

 4,369 clients (90.5%) reported having access to their Social Security card. 

o 370 clients (7.7%) do not have access to their Social Security card. 

 3,969 clients (82.2%) reported having access to their birth certificate.   

o An additional 752 (15.6%) do not have a birth certificate. 
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To assist with transportation, clients receive a monthly travel stipend from FCDJFS in the 
form of a $62 check. Many clients report that they have not received the travel stipend. This 
could be due to an inaccurate mailing address, the inability to contact their caseworker, or a 
delay in dispersing of funds. Some clients report that the travel stipend is not enough to 
cover travel to and from work sites. Some clients do not have bank accounts and have to 
pay a service fee to cash the check they receive from FCDJFS, leaving an insufficient amount 
to purchase a monthly bus pass which the stipend should cover. 

2,749 clients (57.0%) said they have access to reliable transportation, whether it is their 
own vehicle, the COTA bus system, or a ride from friends and family members.  It is 
important to note that the use of a friend or family member’s vehicle may not always be 
reliable. Owning a vehicle may pose its own challenges for low-income populations, as the 
car could break down and the client may not have the means to fix it.  

 40% of clients said they do not have reliable transportation. 

 3,565 clients (73.9%) indicated that they live near a bus stop.  

 610 clients (12.6%) indicated that they did not live near a bus stop. 

 Only 440% of clients indicated that they have a valid driver’s license, which indicates that 
clients are either using public transportation or are driving without a license.  

o Some clients may not be able to obtain a driver’s license if they owe child support 
and have had their driving privileges suspended, or if they have outstanding 
tickets or unpaid fines which they may be unable to resolve with their limited 
income.  

 904 clients (18.7%) indicated that they did have car insurance. 

o An additional 3,232 clients (67.0%) indicated that they did not have car 
insurance, inferring that some are driving without insurance which can be 
attributed to a variety of factors, including affordability. As it is the law to maintain 
car insurance for any vehicles owned, some clients could be making the tough 
choice to pay for utilities, food, or medicine instead of car insurance. 
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“Able-bodied” indicates that clients should not be medically certified and documented as 
physically or mentally unfit for employment. As part of the assessment, clients are asked to 
self-report disabilities or limitations, both physical and mental.  

 598 ABAWD clients (12.4%) have self-reported a disability.  Of these clients, 261 clients 
(44%) have indicated that they are not able to work and earn $1010 a month, which 
could make them eligible for disability benefits. 

o 74 clients (12%) indicated that they are able to work and earn $1,010 per month. 

 1 in 3 ABAWD clients (32.5%) have 
self-reported some type of physical 
or mental limitation. Of these clients, 
25% (392) have indicated that their 
condition limits their ability to 
perform daily activities.   

 70.3% (1,102) indicated some type 
of physical limitation. 

 30.1% (471) indicated some type of 
mental limitation. 

 
 

Most Common Types of Physical and Mental Limitations Reported: 

 Back Injuries 18.3%  

 Respiratory Difficulties 6.0% 

 Knee Injuries 5.9% 

 Diabetes 3%  

 Shoulder Injuries 2.8%  

 Arthritis 2.5%  

 Heart Conditions 2.3%  

18-21 22-25 26-29 30-33 34-37 38-41 42-45 46-49
Women 6% 7% 10% 4% 15% 15% 14% 16%
Men 5% 9% 9% 12% 16% 15% 15% 19%
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 Depression 10.1% 

 Bipolar Disorder 9.3% 

 Anxiety 8.1% 

 Post-Traumatic Stress Disorder 3.1% 
(PTSD) 

 Schizophrenia 1.5% 



Ohio Association of Foodbanks : Comprehensive Report on Able-Bodied Adults Without Dependents 10 

 

Additionally, a small percentage of clients reported physical difficulties due to crimes of 
violence. 

 27 reported physical difficulties as the result of gunshot wounds.  

 4 clients reported physical difficulties as the result of stab wounds. 

 

 

 

 

 

 

 

 

 

 

 

Social Security and Health Care 

1 in 5 ABAWD clients (18.6%) have reported filing for Supplemental Security Income (SSI) or 
Social Security Disability Insurance (SSDI). Of these clients, most have reported filing in the 
last two years:  

 82 (9%) reported filing in 2015 
 333 (37%) reported filing in 2014 
 155 (17%) reported filing in 2013 
 114 (13%) applied in 2012 
 223 (25%) applied in 2011 or earlier 

 
1 in 4 clients (25.0%) indicated said they were under a doctor’s care, and 1,347 clients 
(27.9%) indicated that they were currently on medications.    

Nearly 6 in 10 clients (58.2%) have reported already applying for Medicaid, although all 
clients may be eligible to receive this expanded necessary health coverage due to their low-
income status. 1,950 clients (40.4%) said they had not applied for Medicaid. As part of our 
outreach process, we invite health care navigators to our monthly WEP events to help clients 
sign up for health coverage.  

18-21 22-25 26-29 30-33 34-37 38-41 42-45 46-49
Women 21% 22% 28% 42% 35% 41% 37% 41%
Men 22% 22% 21% 25% 36% 34% 33% 44%
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According to the USDA definition of an ABAWD, it is assumed that all clients do not have 
dependents. We found that clients with children, although not in their custody, still spend 
time parenting their children on a regular basis while the custodial parent works. 

 1 in 4 clients (223.5%) indicated that they had cchildren not in their custody.  

 868 clients (118.0%) indicated that they oowe child support.   

 86 clients (11.8%) indicated that they nneed childcare.   

Having the status of caregiver to a relative should potentially exempt an individual from 
participating in WEP. Caregivers can often replace the services of a Medicaid or Medicare 
home-healthcare provider. 6618 clients (112.8%) indicated that they are caregivers for a 
parent, friend, or relative.   

 

 

Many of the clients in this 
population have not earned a 
degree or certification to 
work in industries that pay 
more than entry level wages.   

 3,342 clients (69.2%) 
report having earned a 
high school diploma or 
GED.   

 1,424 (29.5%) of clients 
report never having 
graduated high school.   
 
 

  

18-21 22-25 26-29 30-33 34-37 38-41 42-45 46-49
Women 32% 31% 30% 29% 39% 29% 28% 35%
Men 33% 32% 25% 35% 28% 23% 29% 25%
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Of those students that did not earn a GED or high school diploma: 

 121 (2.5%) report having attended last in the 12th grade 
 404 (8.4%) report having attended last in the 11th grade 
 316 (6.5%) report having attended last in the 10th grade 
 190 (3.9%) report having attended last in the 9th grade 
 86 (1.8%) report having left school before high school 
 5 clients (0.1%) report never having attended school before 

 

College Education 

Of the students who earned either a high school diploma or GED, an additional 1,324 (28%) 
attended college, and an additional 520 (11%) earned some type of degree or certification.  
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Working 20 or more hours of paid employment per week, every week can exempt an ABAWD 
from participating in WEP.  

 547 clients (11.3%) indicated that they are ccurrently working.   

o 16 clients (2.9%) indicate that they are working less than 10 hours per week 

o 62 clients (11.3%) indicate that they are working 10-20 hours per week 

o 75 clients (13.7%) indicate that they are working 20-30 hours per week 

o 34 clients (6.2%) indicate that they are working 30-40 hours per week 

o 23 clients (4.2%) indicate that they are working over 40 hours a week 

o 337 clients (61.1%) did not indicate how many hours they were working 

At least 91 clients (11.9%) reported that they generally work for ttemporary employment 
agencies (including day labor and labor pool agencies). These clients may be unable to 
identify how many hours they work per week due to inconsistent scheduling and availability 
of consistent job assignments. Because of this, clients may not be able to regularly fulfill the 
20 hour work requirement to qualify for an exemption. 

 

 

 

Most Common Employment Industry 

 Warehouse Work (including pick/pack, forklift)  

 Customer Service  

 Food Service (including fast food, restaurants, cooking, and food preparation)  

 Janitorial and Cleaning  

 Construction (including carpentry, masonry, drywall, and electric)  
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Employment History 

Having gaps in a resume can influence an employer’s decision in the hiring process, which 
can negatively impact a client’s chances of obtaining employment. Of the 4,284 clients who 
reported the time since they were last employed, 1,579 (36.8%) reported working last 
sometime within the current year. An additional 1,216 clients (28.4%) reported working last 
in the previous year, 665 clients (15.5%) reported working last within the last 2-3 years, 429 
(10.1%) reported working last within 4-6 years, 204 (4.8%) reported working last within the 
last 7-10 years, 109 clients (2.5%) reported working last between 11-15 years, 34 clients 
(0.7%) reported working last within the last 16-20 years, 12 clients (0.3%) reported working 
last over 20 years ago, and 36 clients (0.8%) reported having never worked before. 

 

 

 

 

In-Kind Work 

Just as traditional employment can exempt a client from participating in WEP, in-kind work 
may qualify clients from an exemption as well.  402 clients (8.3%) reported wworking in-kind 
for food or housing.  

 67 clients (16.7%) reported working less than 10 hours per week 

 84 clients (20.9%) reported working 10 to 19 hours per week 

 82 clients (20.4%) reporting working 20 to 29 hours per week 

 21 clients (5.2%) reported working 30 to 39 hours per week 

 28 clients (7.0%) reported working 40 or more hours per week 

 120 clients (29.8%) did not report the number of hours they were working per week 
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Employment Assistance 

The ABAWD assessment screens for additional assistance or equipment clients may need to 
perform tasks at their worksite.  

 435 clients (9.0%%) indicated that they needed sspecial accommodations at their worksite 
in order to do a job. The most commonly requested  accommodations were  no heavy 
lifting and nno standing or walking for long periods of time. 

 757 clients (15.7%) indicated that they need ssupportive services to obtain employment.  
The most commonly requested  services were  language interpretation (especially for 
Somalian refugees)  and help with ttransportation. 

 

Workforce Development 

In an effort to offer more job seeking resources to clients, they are referred to Ohio Means 
Jobs (www.ohiomeansjobs.com). 77 in 10 clients indicated that they were not registered to 
work through Ohio Means Jobs website. This shows that the outreach for the Ohio Means 
Jobs website has been ineffective in reaching this population.  

We assist clients with creating resumes so they are able to take them to career fairs and 
apply for jobs that require resumes.   

 2,594 clients (53.8%) indicated that they did not have a current resume. 

 2,183 clients (445.2%) indicated that they would like hhelp to write or update their resume. 

 2,410 clients (49.9%) indicated that they were not interested in help to write or update 
their resume. 

Unemployment Compensation Benefits 

Many job applications ask if applicants have ever been fired or dismissed from a previous 
position. 11 in 4 clients (24.0%) reported having been previously ffired or dismissed from a 
job. When this question appears on a job application it can be a deterrent for employers to 
hire an applicant.  

We inquire if clients have ever received unemployment compensation benefits, as this can 
qualify them for an exemption in participating in WEP if they are still receiving it. Nearly 88 in 
10 clients  (778.3%) reported that they have nnever received unemployment compensation 
benefits.  

 886 clients (18.4%) reported that they are receiving or have received unemployment 
compensation, ranging in time from 1984 to February 2015. 
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Immediate program goals for WEP participants are to actively ensure viable work 
opportunities for ABAWDs in Franklin County to fulfill the work requirement to maintain their 
SNAP benefits and prepare ABAWDs for reentry into the workforce. The long-term goals and 
objectives for WEP participants are focused on decreasing unemployment among Franklin 
County ABAWDs to break systemic cycles of poverty and hunger and ensure clients can 
become economically self-sufficient.  

 
 

Consistent Outreach 

During the initial ABAWD assessment at the 
FCDJFS opportunity centers, clients are given 
information about job openings and job fairs 
in Franklin County. When we find that one of 
the many barriers the assessment is meant to 
capture is stifling a client in their attempt to 
secure employment, we refer them to clothing 
banks, resources for homelessness, mental 
health facilities, educational opportunities, 
and food pantries. 

All new clients are required to attend a WEP 
employment and resource fair their first 
month in the program. We bring together 
employers (with assistance from FCDJFS 
Workforce Development and Franklin County 
Economic Development), health care navigators and certified application counselors, Legal 
Aid Society of Columbus lawyers, workforce development agencies, GED and adult education 
or vocational training organizations, and many more stakeholders to ensure we are able to 
offer clients a variety of valuable services.  

At this event, clients also receive a required background check for their job placements. 
They participate in hands-on activities and receive assistance with filling out job applications 
and creating or updating resumes, assistance with using computers, and referrals to obtain 
suiting for job interviews.  

Many clients 
who attend our 
monthly job and 

resource fair 
leave with jobs! 
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The recruitment process for developing new sites 
involves calling, mailing, e-mailing, and visiting 
numerous nonprofit and faith-based organizations 
in Franklin County. Each organization is required to 
sign a Memorandum of Agreement, establishing a 
strong partnership that also holds these 
organizations accountable for reporting hours for 
clients. 

Each volunteer experience through WEP is intended 
to give participants training, education, or 
experience that would be beneficial in an ABAWD’s 
search for future employment. Some sites even 
report hiring WEP workers when they have open 
positions available. 

A list of possible volunteer roles could include but is 
not limited to: 

 Janitorial Work 
 Painting 
 Grounds Maintenance & Landscaping 
 Warehouse Positions  
 Office and Clerical Work 
 Manual Labor 
 Customer Service 
 Food Preparation and Service 
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“One of our WEP clients began working at the Broad Street Food Pantry in October 2014 
as part of the Ohio Association of Foodbanks Work Experience Program. From the time she 
started, she demonstrated excellent work ethics – never missing a day, always working 
hard and making sure that customers were served efficiently, the shelves kept full, and the 
pantry kept clean and neat. Last winter when our assistant moved on to another job, our 
WEP client was one of the first candidates we identified. After a thorough search, we hired 
her for the permanent position.” 

-Kathy Kelly-Long, Broad Street Food Pantry Director 
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Placements 

Our network of nonprofits, workforce development partners, and faith-based organizations 
make it possible for Franklin County ABAWDs to obtain their required work hours through 
volunteer service or job readiness activities, while also offering work experience. Placements 
are made at these organizations after clients have completed a background check at the 
WEP monthly employment and resource fair.  

The Ohio Association of Foodbanks requires clients to have a background check to ensure 
that we are not placing clients in situations that may compromise the integrity of our 
partners, and to protect their clients and staff in the event of a known conflict of interest. 
Clients are not eligible to be placed at a volunteer host site until their FBI/BCI background 
check is received. 

Through the assessment process we gather an inventory of job skills from each clients. We 
are able to determine what jobs would best suit that client, and strategically place them at 
sites where we believe they will thrive. We do make accommodations for any client that is 
already volunteering in the community, and make an attempt to bring their volunteer site on 
as a host organization so that the client can maintain their relationship with that 
organization.  

WEP participants paint a mural at Fusion Bakery and Cafe 
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ABWAD Placement Compliance 

At times, it can be very difficult to place clients at a volunteer site. If the host location is not 
on the bus line or if it is not easily accessible by public transportation, clients can have a 
hard time getting to their placement. Some host sites even require a college education or 
degree, which many of our clients do not have. Some sites have a list of restricted felonies 
which would limit a large portion of our clients from volunteering with those sites. The same 
is true for workforce development programs. Many clients do not meet the minimum 
education requirements to enroll in such programs, or struggle with passing an entrance 
exam.   

The Ohio Association of Foodbanks placement specialist makes every effort to place all 
clients, no matter how limiting their personal situations may be. Even with the best effort to 
make sure that a client’s skills match the site’s needs, and that the location is less than an 
hour bus ride from their address, not all clients report to their assigned placements each 
month. In order for a client to remain compliant with WEP they must report to their worksite 
for 23 hours per month. When a client fails their work requirement hours they are 
sanctioned and at risk of losing their monthly SNAP benefits.  
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As we bring light to the situations this population faces, we are able to make the following 
insightful recommendations which are supported by the findings of the WEP assessment 
data. These recommendations have been presented to FCDJFS after the first analysis of this 
information. They are meant to encourage other government organizations to consider a 
further examination of the implication of programs like WEP. 

Program Next Steps 

The specific program needs of the Ohio Association of Foodbanks will enhance the overall 
client experience while strengthening relationships with our partners.  

 Coordinate with other Departments of Job and Family Services statewide in an effort to 
replicate the positive results we have seen in Franklin County, to expand this program to 
other metro and rural areas. 
 

 Increase the efficiency of our program in order to enhance client satisfaction and 
success while working with very limited resources. 

 
 Coordinate with Franklin County to offer more opportunities for clients to connect with 

available employment and training. 
 

 Improve quality assurance measures and outcomes as well as communication channels 
between the Ohio Association of Foodbanks, clients, host sites, and Franklin County 
Department of Job and Family Services.  
 

 
Increase Oversight to Improve Effectiveness  

 
 Analyze the expenditures of Workforce Development Programs funded by FCDJFS 

compared to outcomes. WEP at the Ohio Association of Foodbanks has proven a 24% 
success rate, compared to a 16% success rate of similar government funded workforce 
programs in Franklin County. 
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Provide Additional Funding to Organizations Supporting  WEP  
 

 When clients fail a WEP assignment and do not have access to their food stamp 
benefits, they may begin utilizing the services of their local emergency food programs. 
This warrants more emergency funding to be provided to Mid-Ohio Foodbank to support 
the purchase, acquisition, and distribution of additional food for Franklin County food 
pantries, soup kitchens, shelters, and churches who are feeding the individuals affected. 

 Utlize banked months of exemptions (estimated at 405,000) to reenroll participants in 
the food assistance program while Departments of Job and Family Services work to 
establish additional work experience program infrastructure. 

 Provide additional funding to the Ohio Association of Foodbanks to support the cost of 
emergency vouchers for transportation, travel vouchers, and basic needs. 

 To increase interest in becoming a part of the host site network, there needs to be more 
incentive for organizations to serve ABAWDs through WEP. By offering operating support 
to the nonprofit and faith-based organizations that are providing WEP services and slots, 
we can motivate more sites to partner with the Ohio Association of Foodbanks, while 
current sites may be able to effectively increase their capacity to serve more ABAWDs. 

 Provide supplemental support for the continuation, expansion, and analysis of workforce 
development programs operated by the Ohio Association of Foodbanks for young adults 
aging out of the foster care system. All youth who successfully complete these programs 
either enroll in school or start working, which in many cases exempts them from 
particpating in WEP as ABAWDs. 

 Improve the funding and training of a specialized unit dedicated to the implementation 
of this work requirement and the ABAWD population’s specific needs. 

 
 

Study the Social and Economic Impact of WEP 

 Monitor and report on the impacts to well-being, health, and safety of clients, WEP host 
site staff/volunteers, and the community at large.  
 

 Conduct an Economic Impact Analysis on the loss of food assistance/SNAP benefit 
issuance on the Franklin County economy. 
 

 Provide funding for comprehensive case-management, longitudinal tracking of 
employment, wages, public assistance participation, and well-being of the ABAWD 
population. 
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Provide More Work Support Opportunities for ABAWDs 
 

 Expand enrollment, participation, and successful completion of nationally certified 
programs such as the FastPath program at Columbus State Community College, 
including ServSafe, customer service, advanced logistics, and STNA. 
 

 Create an employment enterprise or pipeline into strategic aspects of the job market. 
This will help harder-to-employ individuals find opportunities to gain sustainable 
employment. 
 

 Prioritize Workforce Investment Act funding to provide education, training, and 
supportive services to ensure a seamless delivery of services. 
 

 Establish a relationship with the Ohio Department of Rehabilitation and Correction in 
order to address the specific concerns of the employer community in regard to the future 
employment of felons. 

 
 Examine opportunities to secure additional USDA/SNAP Employment and Training funds 

to enhance service delivery. 
 

 

Examine and Evaluate the Needs of Special Populations 

 Provide support and funding for a study on the mental and physical health status and 
outcomes of  the ABAWD population and their utilization of Medicaid. 
 

 Fund person-centered, community-based case management of ABAWDs applying for  
SSI/SSDI, and supportive services including Legal Aid assistance to non-custodial 
parents and individuals with criminal charges and felony convictions.  
 

 Convene a study group to examine the impact of temporary and day labor employment 
services and its effects on this population.  
 

 The Ohio Association of Foodbanks will continue to analyze assessments and data 
including current and previous encounters with the criminal justice system, community 
impact, and these associated costs. 
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Without the support of our wonderful network of nonprofit and faith-based organizations we 
could not offer so many meaningful volunteer opportunities to ABAWDs in Franklin County. 
We extend our sincere gratitude to each organization for their continued partnership and 
dedication to serving the community. 

 Agora Ministries 

 Authority of the Believers 

 Beatty Recreation Center 

 Brice UMC 

 Bridge Community Center 

 Broad Street Food Pantry 

 Broad Street UMC 

 Calhoun Memorial Temple   

 Cat Welfare Association 

 Catique 

 Center for Family Safety 

 Chalmers P Wylie VA Ambulatory Care Center 

 Charitable Pharmacy of Central Ohio, Inc. 

 Child Development Council of Franklin County 

 Christ Harvest Church 

 City of Whitehall 

 Clintonville Beechwold 

 Colony Cats (& dogs) 

 Columbus Arts Technology Academy 

 Columbus Chosen Generation Ministries 

 Columbus Growing Collective 

 Columbus Humanities Arts & Technology Academy 

 Columbus Urban League 

 Community Kitchen, Inc. 

 Core Resource Center, Inc. 

 East Columbus Development Company 

 EL Hardy Center 

 Family Missionary Baptist Church 

 Franklinton Gardens 

 Genesis of Good Samaritans Ministries 

 Glory Praise & Help Center 

 Greater Ebenezer Cathedral of Praise and 
Kingdom Kids Daycare 

 Habitat for Humanity's ReStore  

 Hands On Central Ohio 

 Heart Food Pantry 

 Heart of Christ Community Church 

 Helping Hands Health And Wellness Center, 
Inc. 

 Holy Family Soup Kitchen 

 House of Refuge for All People 

 HUB Community Development Corporation 

 J Ashburn Jr Youth Center 

 King Arts Complex MLK 

 Kingdom Alive Word Church 
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 Libraries for Liberia Foundation 

 Long Lasting Community Development 

 Loving Hands Learning Center 

 Lutheran Social Services Ohio Benefit Bank – SOUTH 

 Lutheran Social Services Ohio Benefit Bank – WEST 

 Magic Johnson Bridgescape Academy - New Beginnings 

 Mock Rd University for Children 

 National Parkinson Foundation Central & Southeast OH 

 New Salem Baptist Church and Community Development 

 NNEMAP, Inc. 

 Ohio Association of Foodbanks 

 Ohio Business Development Center 

 Ohio Empowerment Coalition 

 Pri-Value Foundation 

 Project Redeem  

 R F Hairston Early Learning Center 

 Reeb-Hossack Community Baptist Church 

 Seven Baskets Community Development Corp 

 Shiloh Christian Center 

 Short North Stage at The Garden Theater 

 Society Of St Vincent De Paul 

 Soldiers of Life Food Pantry 

 Somali Bantu Youth Community of Ohio 

 Southeast Friends of the Homeless 

 Southeast, Inc. 

 St Dominic Roman Catholic Church 

 St Marks United Methodist Church 

 St Philip Episcopal Church Food Pantry 

 St Stephens Community House 

 Stoddart Avenue Community Garden 

 Temple Israel 

 Trinity Assembly  

 United House of Prayer 

 Unity of Columbus 

 Welcome Home Ohio 

 Wesley Church of Hope UMC 
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