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LOUISIANA 
EXPANDS 
MEDICAID
By Claudia S. Copeland, PhD

Take a drive down I-10 in 
Louisiana, and you’ll soon see 
billboards with smiling faces 
announcing the good news: 
starting July 1st, you may qualify 
for expanded Medicaid!  Yes, at 
long last, Medicaid expansion 
has come to Louisiana.  

Challenge 
Accepted



or three years, Louisiana gover-
nor Bobby Jindal declined Medic-
aid expansion, saying it would be 
too expensive. e reality, though, 
is that all states will lose federal F Medicaid at the beginning of the year, 

though, Louisianans with incomes up to 
$16,395 per year for individuals to $33,534 
for a family of four are now eligible for 
healthcare coverage. is is good news for 
the newly eligible individuals, but it’s also 
smart in terms of state-level finances: while 
Gov. Edwards’ primary goal was to improve 
the health of Louisianans, “in the process, we 
are saving Louisiana taxpayers more than 
$180 million.” Unlike many hard choices he 
has had to make upon taking the helm from 
former governor Jindal, “expanding Medic-
aid in Louisiana was the easiest decision I’ve 
made since taking office in January, and I 
meet people from all walks of life who will 
be positively impacted by expansion.”

While the decision may have been easy, 
implementation was another matter. Put-
ting together a statewide health program 
for hundreds of thousands of people in just 
under six months is no small task. Luckily 
for Louisiana, the state had Medicaid Direc-
tor Ruth Kennedy on board. 

A month after Gov. Edwards took office, 
Kennedy left her position as Medicaid Direc-
tor to concentrate all her energies on the 
ambitious goal of expansion in less than 6 
months. As Louisiana’s first Medicaid Expan-
sion Project Director, she had her hands full: 
“Edwards did not say that we would start 
signing people up by July 1st; he said that 
people should have cards in their hands by 
July 1st. It’s been highly challenging, and we 
are proud of what we’ve been able to achieve 
in such a compressed time frame.” 

is is not the first time Kennedy has 
expanded Medicaid. In the late 1990s, Loui-
siana was facing a crisis in uninsured chil-
dren, and it was Kennedy who expanded 
Medicaid into what we know today as LA-
CHiP, the Louisiana Children’s Health Insur-
ance Program. LACHiP, together with its sis-
ter program, the LaCHiP Affordable Plan, a 

funding for indigent care; according to the 
original Affordable Care Act plan, Medic-
aid expansion would replace these funds 
in a more cost-efficient way to cover the 
uninsured. Without Medicaid expansion, 
Louisiana would lose billions. Now, with 
the election of Governor John Bel Edwards, 
Louisiana has turned on a dime—after just 
six months’ time for organization and imple-
mentation, over 200,000 Louisianans had 
Medicaid cards in their hands by the target 
start date of July 1st, 2016. 

In the past, among non-pregnant adult 
Louisianans, only the very poor or dis-
abled were eligible for Medicaid. Mean-
while, wealthy residents and professionals 
with benefits provided by their jobs were 
covered by private insurance. e working 
poor, small business owners, and creative 
professionals like musicians and artists were 
stuck in the middle—neither wealthy enough 
to afford private insurance, nor poor enough 
to qualify for Medicaid. e original ACA was 
written to close this gap, but when a supreme 
court ruling allowed states to refuse to 
expand Medicaid, some states like Louisiana 
refused the offer to expand—even though the 
state would pay none of the costs in the first 
years, and then slowly increase to only 10% 
of the costs. Since the original ACA planned 
for moderately low income Americans to be 
covered by Medicaid, there was no provision 
for them to get subsidized health insurance 
through the federal Health Insurance Mar-
ketplace. is left working class residents in 
the paradoxical position of not qualifying for 
Medicaid but being too poor to qualify for 
the federal subsidies.

With Edwards’ decision to expand 
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the uninsured, but now many can enroll in 
Medicaid, which will pay for hospitalization.”

For philanthropy-funded clinics, Medic-
aid expansion can be a godsend. e New 
Orleans Musicians’ Clinic, funded through 
donations and grants to the New Orleans 
Musicians Assistance Foundation, has been 
providing healthcare for New Orleans musi-
cians and other performers since before 
the ACA. Medicaid payments allow them 
to stretch their donors’ dollars and pro-
vide more care. Megan McStravick, Social 
Services Intake Coordinator for the Clinic, 
says “It’s fantastic, actually. Before, a lot of 
patients had GNOCHC—partial Medicaid. 
ey could get their free care here every 6 
months, but had to go to University Hospi-
tal to get their labs done—biopsies, X-Rays, 
mammograms. ey had trouble getting the 
care, getting all their paperwork together.” 
ey also just did not feel good about hav-
ing to detail their income at every step, with 
some feeling ashamed that they did not earn 
more money. “Now, it’s a lot easier; they can 
get all that done right here.” All of the GNO-
CHC musicians were automatically enrolled, 

but there were a substantial number who 
had incomes above that limit, but below 
138% FPL. Many of these do not know they 
are eligible, so McStravick has sent out post-
cards to all Musicians’ Clinic patients, with 
clear instructions on how to apply, income 
limits for different family sizes, and her per-
sonal contact information for questions. She 
said they were initially a bit concerned that 
musicians might go elsewhere, since now 
they could get their care anywhere. “We 
thought we’d be kind of slow, but actually, 
we are a little bit busier than we were before.” 
e Musicians’ Clinic plans to use the money 
they save through Medicaid reimbursements 
to pay for things that aren’t covered, such as 
expanding counseling or dental coverage. 

And the patients? McStravick doesn’t hes-
itate: “ey’re really excited about it. We’re 
seeing a pretty positive response, in terms 
of involvement, people coming back in who 
haven’t come in for three or four years. e 
only thing that seems to be not up to par is 
the dental. It was also retroactive, which was 
amazing. A lot of people had bills, for exam-
ple from the emergency room, from before 

[July 1st]. Medicaid is taking care of the bills 
from the last three months.” 

One group of patients who may partic-
ularly benefit from expanded Medicaid is 
people living with HIV (PLWH). Dorian-Gray 
Alexander, Policy Fellow at the CHANGE 
Coalition, chair of the NO/AIDS Task Force 
community advisory board, and member of 
the LSU Health Sciences Center HIV Malig-
nancy Consortium Advisory Board, says that, 
while it’s too early to measure impact, they 
have seen an outstanding level of enrollment. 
“Sadly, in Louisiana, most PLWH, approxi-
mately 67%, lived below 138% FPL and many 
had never been insured before or have been 
uninsured from lack of steady employment.” 
HIV is an expensive disease. Almost all cur-
rently prescribed anti-retrovirals cost $1800 
- $3200 per month, and that is just the cost 
of the medications themselves. Crucial to the 
care of HIV-positive patients has been the 
Ryan White Care Act (RWCA), which pro-
vides “payer of last resort” funding for HIV 
care. e original intention of Ryan White 
“was as an emergency measure at a time 
when HIV/AIDS still had high mortality and 

“For philanthropy-funded clinics, 
Medicaid expansion can be a 

godsend. The New Orleans 
Musicians’ Clinic, funded 

through donations and grants to 
the New Orleans Musicians 

Assistance Foundation, has been 
providing healthcare for New 
Orleans musicians and other 
performers since before the 

ACA. Medicaid payments allow 
them to stretch their donors’ 

dollars and provide more care.”

From the New Orleans Musicians’ Clinic, pictured, 
Margeurite Clark, LPN; Megan McStravick, MSW; Catherine 

Lasperches, FNP; and Felice Guimont, RN.



 HEALTHCARE JOURNAL OF NEW ORLEANSISEPT / OCT 201631

treatment options were fewer.” Today, RWCA 
serves as a wrap-around safety net for HIV 
treatment and care coordination. 

However, while RWCA funds have been 
critical for HIV+ patients, “all care must be 
tied to their HIV disease with few excep-
tions.” is can be especially problematic 
when it comes to comorbid conditions, such 
as hepatitis C, highly prevalent in Louisiana, 
as well as day-to-day medical problems. 
“RWCA can only address HIV concerns, not 
the bad knee or a hernia in need of repair. 
Another restriction is that services must be 
outpatient or ambulatory. RWCA funds can-
not be used for hospitalizations.” Alexander 
believes that Medicaid expansion will help 
smooth out these gaps. “Medicaid expan-
sion gives PLWH, for the first time, greater 
options to access care, more choice in choos-
ing where they receive care, and the ability to 
not only manage their HIV disease but also 
other health needs requiring specialized care. 
e current systems of care have been from 
ASO [AIDS service organizations] clinics or 
State-operated public facilities with HIV-spe-
cific clinics. PLWH have been at the mercy of 
shifting access points for care and dwindling 
funding, often leading to reduced hours of 
services, lengthy appointment settings, and 
long waiting room times.” 

On the other hand, RWCA has provided 
such comprehensive HIV care coordina-
tion that it “has insulated PLWH from the 
‘real world’ when they access HIV care, with 

coordination done by both medical case 
management and non-medical case man-
agers. Many PLWH have complex needs 
depending on the level of HIV disease, but 
also timing. For example, a newly diag-
nosed person with HIV may have adjust-
ment issues in understanding what HIV is, 
may need behavioral counseling, and assis-
tance in navigating healthcare. An adolescent 
who was born with HIV may be dealing with 
medication adherence and disclosure issues. 
Someone who is a long-term survivor living 
with HIV may have a complex medical his-
tory, including long-term side effects of prior 
ARV [anti-retroviral] treatment and/or aging 
or inconsistent HIV disease management. 
When a PLWH accesses care outside the RW 
system, they are reminded that the ‘hand-
holding’ of case management rarely exists.” 
Medicaid is more streamlined than most 
private insurance systems, sparing patients 

“One group of patients 
who may particularly 
benefit from expanded 
Medicaid is people 
living with HIV (PLWH).”

the confusing and voluminous bureaucracy 
inherent in most private plans. A key con-
cern for Medicaid expansion, though, is 
the level of case management and quality 
of Medicaid-based care. “What training do 
they need to effectively and compassionately 
deal with a disease still fraught with stigma 
and misperceptions even among health care 
professionals?” Also, “Great efforts are being 
made to make sure PLWH, who are eligible 
for Medicaid, don’t experience treatment 
interruption or delays in services, chemo-
therapy, or planned surgeries during a tran-
sition from RW care to Medicaid.” 

Megan McStravick of the Musicians’ Clinic 
also favors a “whole-person” approach. e 
Musicians’ Clinic offers counseling, and has 
unique approaches such as an “emergency 
fund” for issues that are not technically medi-
cal, but affect patients’ health. Depending on 
how much savings Medicaid expansion can 
give, they would like to expand these types of 
programs. “It would be great to make a finan-
cial stability impact on people as well.” Basic 
medical care is an important first step, but 
the overall goal is wellness and good health.

Kennedy feels the same way. Even while 
still in the thick of enrolling eligible resi-
dents, her eyes are on the future—how to 
not just get patients into Medicaid, but to 
also make sure the system leads to genu-
ine health improvements. “e real success 
is not just achieving 375,000 enrollees, but 
improving people’s health outcomes, their 
well-being, and their productivity.” n

“This will be an ongoing 
process... There is 
the recognition that 
enrolling people is not 
our endgame.”
—Ruth Kennedy,




















