
medicaid expansion    
is April, for the third year in a row, the Louisiana Legislature 

joined Governor Bobby Jindal in saying “No” to Medicaid 
expansion. Just two months later, though, the Senate approved 
House Concurrent Resolution 75, a framework for funding 
a possible Medicaid expansion in the future. e hospital-
supported resolution, which will go into effect only if the next 
governor approves expansion, allows hospitals themselves 
to pay for the state’s share of the cost. But wait—with many 
Louisiana hospitals already struggling, why would they elect to 
take on extra fees? (And what will happen if Louisiana instead 
continues on its path not to expand Medicaid?) 
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THE SHORT ANSWER IS LOUISIANA’S 

healthcare systems stand to lose a crip-

pling amount of money if the state does not 

expand Medicaid. According to a RAND cor-

poration analysis, states not accepting Med-

icaid expansion were slated to lose billions 

of dollars in federal funds, while substan-

tially increasing their uncompensated care 

costs after 2016. On the other hand, while the 

federal government would cover all Med-

icaid expansion costs through 2016, start-

ing in 2017, states will have to pay a gradu-

ally increasing percentage of the costs for 

the newly eligible Medicaid enrollees; even-

tually, 10%. While this may seem small, it 

has been a concern in light of Louisiana’s 

tight budget and overwhelming number 

of low-income and uninsured residents. 

"e five states with the highest numbers of 

uninsured residents before the Affordable 

Care Act were Texas, Arkansas, Mississippi, 

Florida, and Louisiana. With the exception 

of Arkansas, all of these highest-uninsured 

states have chosen not to participate in Med-

icaid expansion. (Since accepting expansion, 

Arkansas has cut its uninsured population 

by a third and is therefore no longer in the 

most-uninsured group.) 

HCR 75 would address this by essentially 

billing the hospitals for the state share of the 

Medicaid expansion, capped at 1% of total 

net patient revenues. "is should largely 

solve the problem, except for three issues: 

(1) the 1% cap (hospital revenue could dip 

such that 1% of total revenues is not sufficient 

to cover the state share); (2) costs related to 

the “woodwork” population (residents who 

are eligible for, but not enrolled in Medicaid, 

but who might sign up when the publicity of 

expanding the program raises their aware-

ness); and (3) unanticipated costs. While little 

concern has been expressed over the abil-

ity of hospitals to cover the state share of 

expansion, the “woodwork” effect is more 

of an unknown. "e funding for this “regu-

lar Medicaid” population would not get the 

90-100% subsidies that cover the “expan-

sion” population, so in theory this could be 
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A joint team of researchers from Tulane 

and Georgia State University, Cole et al., 

sought to better clarify the nature of the 

financial risk from the DSH funding cuts. 

"ey found that 225 out of the 529 hospitals 

that rely most heavily on DSH funding are 

already in a weak financial state. Medicaid 

expansion has been projected to provide a net 

benefit to such hospitals, but those in non-

expansion states are left facing the DSH cuts 

empty-handed. "is could be partially miti-

gated by targeting—allocating the DSH funds 

to hospitals with high percentages of Medic-

aid and uninsured patients—but this approach 

could have unintended consequences. "e 

study found that in Georgia, a non-expansion 

state, 9 out of 17 heavily DSH-reliant hospi-

tals with few Medicaid/uninsured patients, 

i.e. non-targeted DSH payments, were nev-

ertheless in weak financial shape. Taking a 

closer look, many of the low Medicaid/unin-

sured hospitals are located in rural areas, and 

are key service providers for the communi-

ties they serve, so cutting their DSH funding 

in order to target high Medicaid/uninsured 

hospitals would have serious consequences 

for those populations.

Clearly, the cuts in DSH funding mean 

that, if Louisiana continues to reject Medic-

aid expansion, alternative sources of funding 

will need to be established to avoid the col-

lapse of vital services to key populations. No 

such alternatives have been proposed. Con-

sidering that the Louisiana Hospital Asso-

ciation played a key role in crafting HCR 75, 

it seems clear that Louisiana hospitals are 

convinced that it would be better to take on 

the costs of expanding Medicaid than to suf-

fer the alternative.

Patients, providers,  
costs, and benefits
While the DHH emphasizes the view that 

Medicaid is not the ideal solution for the 

uninsured, for many Louisianans, it is the 

only affordable option. It is also an option 

that would provide much-needed income to 

struggling hospitals. However, at the same 

time, there are concerns about the costs it 

could bring to the state. Expanding Medic-

aid would clearly expand the rolls of patients 

using the program, including “woodwork” 

patients, those who are eligible already but 

would only learn of their eligibility when 

investigating the option of expanded Med-

icaid. While the humanitarian perspective 

favors providing healthcare for all, the reality 

of Louisiana’s tight budget has to be consid-

ered. Predicting the impact on state coffers 

is complicated. On the one hand, accord-

ing to researchers Dorn et al. of the Robert 

Wood Johnson Foundation, new enrollees 

are likely to be healthy, with fewer medical 

needs than currently insured patients. On the 

other hand, the state could be surprised by 

unanticipated costs. "en again, those costs 

might be offset by long-term benefits. 

One of the clearest insights into unan-

ticipated effects of expansion comes from 

a rare, randomized controlled study of Med-

icaid expanded enrollment. Some lines 

of thought—and preliminary study 

results—have suggested that expand-

ing Medicaid will lead to increased 

utilization of primary care and a cor-

responding drop in use of emer-

gency departments. To objec-

tively investigate whether this 

intuitive outcome would materi-

alize, the study, reported in Science 
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Cotton-Balls So the thinking goes “I need more fiber and 
fewer calories and I want to feel full…” and that’s where they 
lose me. Sure, cotton balls (how does one even swallow one?) 
fit the bill, but their complete lack of nutritional value, taste, or 
any other food-like quality make this idea a little too fluffy.

Juicy Juicing, the art of creating healthy 
cleanses or dietary supplements by combining 
various vegetables, leafy greens, and 
sometimes fruit, takes off. Experts warn that 
a liquid only diet should not exceed 5 days.
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Macrobiotic A restrictive 
Japanese diet based on whole 
grains and veggies creates a 
brief buzz.
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in January 2014, used a randomized, con-

trolled design in which 90,000 uninsured 

Oregon residents were entered into a lot-

tery, and 30,000 of them “won” Medicaid 

coverage. Comparing these expanded-Med-

icaid lottery winners to the still-uninsured 

residents, they found that self-reported use 

of primary care increased, accompanied by 

improvement in self-reported general health 

and depression, and the near elimination of 

catastrophic expenses. However, surpris-

ingly, this did not result in the anticipated 

reduction in emergency room visits. 

On the contrary, the Medicaid lottery 

winners visited the emergency department 

41% more than the non-winners. To further 

scrutinize the visits, they were classified into 

four categories: emergent not preventable (a 

visit to the emergency room was unavoid-

able); emergent but preventable by timely 

ambulatory care; immediate care needed, 

but primary care treatable; and nonemer-

gent (visits that did not require immediate 

care). "e increases in emergency depart-

ment use were solely in the latter three cate-

gories—in other words, conditions that could 

have been treated elsewhere. Further, the 

increases were seen during business hours 

as well as off-hours, another indication that 

patients were using the emergency depart-

ment when they could have used primary 

or urgent care. "e authors estimated that 

the expanded Medicaid increased ER costs 

by about $120/year per individual enrolled.

"e importance of these findings in con-

sidering cost-benefit predictions for Med-

icaid expansion is clear. If the state does 

not wish for the unintended consequence 

of Medicaid expansion leading to more, not 

less, emergency room use, careful attention 

“If the state does not wish for the unintended 
consequence of Medicaid expansion leading to 
more, not less, emergency room use, careful 
attention must be paid to how to prevent newly 
enrolled patients from using the emergency 
department for primary care and urgent care 
conditions. Preventive measures could include 
education, incentives, penalties, and/or increased 
ease of access to primary or urgent care.” 
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Raw Another siren call away 
from the joys and dangers of 
processed food, the Raw Food 
Diet has some traction. 

South Beach A less drastic low-carb 
diet than Atkins, Dr. Arthur Agatston’s 
South Beach Diet is an instant hit.

Master Cleanse This concoction 
of hot water, lemon juice, maple syrup, 
and cayenne pepper, promises quick 
results. I think we can work out how.
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must be paid to how to prevent newly 

enrolled patients from using the emer-

gency department for primary care and 

urgent care conditions. Preventive mea-

sures could include education, incentives, 

penalties, and/or increased ease of access 

to primary or urgent care. (Patients may be 

going to the emergency department because 

they find it too complicated to figure out the 

appropriate alternative. User-friendly direc-

tive systems could prevent this. For example, 

a nurse telephone line could direct patients 

to the appropriate treatment location for 

their condition.) Implementing such sys-

tems would cost money, of course. On the 

other hand, they would provide the added 

benefit of helping prevent ER misuse by cur-

rent Medicaid enrollees as well—enrollees for 

whom the state is covering a higher percent-

age of the cost than the 0-10% for the expan-

sion enrollees.

While the increase in emergency room 

visits meant increased costs from Medic-

aid expansion in the Oregon experiment, 

another result was a significant reduction 

in stress. Stress is correlated with a num-

ber of chronic physical disease conditions, 

and stress reduction is preventive. "ere-

fore, the short-term cost increases due to 

emergency department misuse, even if not 

prevented, might end up offset to a greater 

or lesser degree by a reduction in chronic 

illness due to stress reduction.

Diabetes is one chronic condition for 

which early detection and care (especially 

lifestyle change) can yield big returns in 

terms of decreased costs. A recent study 

published in Diabetes Care in May of this 

year found that states that accepted Med-

icaid expansion experienced a surge of new 

diagnoses of diabetes (a 23% 

increase in newly diag-

nosed diabetes in Med-

icaid expansion states 

vs. a 0.4% increase in 

non-expansion states). 

In the short term, 

more patients means 

increased expense for 

treatment. In the long term, 

though, early detection and 

treatment of diabetes lowers the rates 

of long-term complications, which are much 

more expensive to treat.  

Another area that could experience a 

surge in new costs is that of mental illness. A 

2015 analysis by US Health and Human Ser-

vices researchers Han et al. compared rates 

of mental health treatment among Medicaid 

patients and non-enrolled but Medicaid-eli-

gible patients. Looking at the 28 states that 

had accepted Medicaid expansion, outpa-

tient mental health treatment was more than 

30% greater among the Medicaid patients 

than the Medicaid-eligible non-insured. "is 

could add up to substantial short-term costs, 

but also could yield savings; for example, 

if major mental health issues are managed 

without hospitalization. It may also save 

court and jail/prison costs, since without 

treatment, the mentally ill often end up in 

prison—some estimates say 50% or more of 

the prison population—and they stay lon-

ger than other prisoners. Add to this the 

probability that a released prisoner with 

an untreated mental illness will most likely 

return, and it becomes clear that untreated 

mental illness is not just a matter of human 

suffering, but can also become a very large 

expense for the state.  

Finally, the Robert Wood 

Johnson researchers 

predict macroeco-

nomic advantages due 

to the influx of fed-

eral dollars into states 

that expand Medic-

aid. "ese include jobs 

in healthcare, increased 

revenue to providers, and 

other economic activity related 

to the implementation of the pro-

gram. Administrative costs and savings are 

more complex, with a likely net increase in 

cost in the short term and net benefit in the 

long term as states streamline in terms of 

information technology, and save in hard-to-

pin-down areas like “churning”, or the move-

ment of people in and out of Medicaid eligi-

bility. While the effect on each state will vary, 

based on their 2013 analysis of 10 states, they 

conclude that, “In each state where relatively 

comprehensive analyses of costs and fiscal 

gains were conducted, the net result showed 

that, on balance, Medicaid expansion would 

yield state fiscal advantages.” "e models for 

the ten analyzed states predicted increases in 

state revenues ranging from $1.7 million for 

Alabama to $60.6 million for Oregon from 

macroeconomic side effects of expansion.  

All in all, it’s clear that Louisiana can 

expect a net positive effect from accepting 

Medicaid expansion, and that continuing to 

reject it would be detrimental to hospitals 

and a lost opportunity for the state econ-

omy. "e time has come to move forward, 

but with flexibility, careful monitoring, and 

the readiness to respond quickly to the inevi-

table complexities that change—even posi-

tive change—can bring. n
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Alli The latest thing since Dexatrim, this 
nonprescription diet supplement keeps your 
body from absorbing some of the food you eat, 
with some rather disturbing side effects.

2010

Weight What? Perennial favorite 
Weight Watchers gets a big plug when 
singer/actress Jennifer Hudson loses 80 
pounds on the plan.
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HCG If you want underweight triplets, 
the HCG diet is for you. This weird fad 
combines a fertility drug with a 500- to 
800-calorie-a-day regimen.


