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Minutes:

Senator Urlacher: Opened the hearing on SB 2401, relating to the rate of tas on the sile off

cigareties.

Scnator Judy Lee: Co-sponsored the bill, testifies in support, Others can explain it

Murray Sagsveen: Community Healtheare Assoc., testified in support. Written testimony

attached.

Senator Kroeplin: Are you currently getting any of die 10% of the tobacco money??
8 L A

Murray Sagsveen: Last session that 10% was allocated into an account but no money wis

appropriated out of that 10%. It's just accumulating, This bill would not take any money out of

that 10%, but would add a little bit to it,

Scnhator Kroeplin: How much money is in the 10%?

Murray Sagsveen: 5-6 million per biennium,

Senator Wardner: According to OMB, it's about 5.3 million that's sitting in that fund,
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Senate Finance and Taxation Committee
Bill/Resolution Number 2401

Hearing Date 2/6/01

Guy Tangedal: Family Physician, testified in support, Shared some experience of his practice.

This bill is the step in the right direction of giving a break to some of the people that need it the
most.

Tin Cox: President of Northland lealthcare Alliance, testified in support. There's been a
number of things happening in recent years that have made access to health care for the
uninsured and underinsured even more ditficult and it's made it mare difficult for us to provide
service also. This bill will belp to provide another avenue to help those people that don*thave
coverige.

Mary Muhlbradt: Fledgling Free Clinie in Minot, testified in support. The City & Country

Health Clinie provides free service. 25% of our patients are from raral communities. We

operate solely on a volunteer basis. People without health insurance often put off getting medical
. help, This bill would be wonderful for our state.

Sheralyn Dahl: ED of Family Health Care Center in Fargo, testified in support, Gives some

statistics of uninsured patients that use their elinie. Explains sliding fee scale. The mos

important inypact that this bill can have is to case the burden of suffTering & worry that people are

facing today. 1t is an incremental ¢fTort, but it's one in the right dircetion,

Others signed the roster in support & opposition,

Henry Knoll: Frank McKone Cigar in Fargo, testified in opposition. 11" this passes. the state of

ND may lose tax revenue (o the state ol MN because of the difference in price of cigarettes,

Bruce Kaiser: Testifying as a taxpayer, testilicd in opposition, 1t's for a wonderful cause but it's

a targeted tax.,
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Scnate Finance and Taxation Commuittee
Bill/Resolution Number 2401

Hearing Date 2/6/01

Atan O’Neil: Dept. Of Family Medicine, UND, testified in opposition. viy feelings reflect those

of Dr. William Mann, Chairman of the Dept. Of Family Medicine. The primary function of our

residency program is education, not service to the uninsured.

Jeff Schwan: Schwan Wholesale, testified in opposition, Tagree that it's & wonderful program,

but my main concern is cigarette sales are already dropping and this would raise the tax even
more.

Clayton Jensen: President of Community Health Center in Fargo, testified in support, The

family practice centers are not required to aceept this funding.

Senator Urlacher: Closed the hearing, Action delayed.

Discussion held 2/7/01. Meter number 46.3-cnd, Side A & 0-15.5, Side B,
Jenny Witham: Community Healtheare Assoc., appeared to clarity some things and to explain

. _ the similar billdn-the House.

SOMMITTEE ACTION: 2/74

~

)P

Motion made by Senator Stenehjem for a DO NOT PASS, Sceonded by Senator

Kroeplin, Vote was § yeas, | nay, 0 absent and not voting, Bill carrier was Senator Nichols,




FISCAL NOTE

Requested by Legislative Council
01/30/2001

Bill/Resolution No.: SB 2401

Amendment {o:

1A. State fiscal effect: /dentify the state fiscal effect and the fiscal effect on agency approprialions

compared to funding levels and appropria r/'ons an(/'ci/m_r_rﬁ/ (/N({gr.c:‘t/‘f[?(_)__l_ faw.
[71999-2001 Biennium | 2007-2003 Biennium |  2003-2005 Biennium

|

General Fund | Other Funds [General Fund| Other Funds [General Fu:i.d| Other Funds |

Revenues ) | [ strzevod [ 1
Expenditures I D | }
Appropriations | [T [0 [ [ | |

1B. County, city, and school district fiscal effect: /dentify the fiscal ¢ffect on the appropricite pohtical

subdivision,

1999-2001 Biennium | 20012003 Biennium [ 2003-2005 Biennium
“School |7 | | School | School
Counties Cities Districts | Counties Cities Districts | Counties I Citigs Districts
S S (S E R l

2. Narrative: /dentify the aspects of the measure which cause fiscal nnpact and melude any coninents
relevant to your analysis.

SB 2401 increases the tax on cigarettes by $.02 per package.

3. State fiscal effect detail: For information shown under state fiscal effect i 1A, please:
A. Revenues: Explain the revenue amounts. Provide detail, whoen appropriate, lor vach tevenae type
and fund affected and any amounts includoed in the executive hudget.

SB 2401 is expected to generate $1,726.000 for the community health trust fund.

B. Expenditures: Explain the expenditure amounts.  Provide dotail, when appropriate, for eich
agency, fine item, and fund affected and the number of FTE positions affected.

C. Appropriations: Explain the appropriation amounts.  Provide detail, when appropriite, of the effect
on the biennial appropriation for each agency and fund affected and any amaounts included i the
executive budgel.  Indicate the relationship between the amounts shown for expenditures and

appropriations.

Name: Kathryn L. Strombeck [Agency: Tax Depariment |
Phone Number: 328-3402 Dafe Proparot 0200572001 |

l




. Date: 9/0/0/
Roll Call Vote #: [

2001 SENATE STANDING COMMITTEE ROLL CALL YOTES
BILL/RESOLUTION NO. }?H )
¢

Senate  Finance and Taxation Committee

Subcommittce on
or
Conference Commitiee

Legislative Council Amendment Number

Action Taken 60 NoT DP{&S

Motion Made By Seconded K
> By NHED

- — 1 e
| Senators Senators

Senator Urlacher-Chairman
Senator Wardner-Vice Chairman
Senator Christmann

Senator Stenchjem

Senator Kroeplin

Senator Nichols

Total (Yes) 5

Absent D
Floor Assignment &Mﬁ

If the vote is on an amendment, briefly indicate intent:




REPORT OF STANDING COMMITTEE (410) Module No: SR-23-2663

February 8, 2001 8:40 a.m. Carrier: Nichols
Insert LC:. Title:.

REPORT OF STANDING COMMITTEE

‘ SB 2401: Finance and Taxation Committee (Sen. Urlacher, Chairman) recommends DO
NOT PASS (5 YEAS, 1 NAY, 0 ABSENT AND NOT VOTING). SB 2401 was placed on

the Eleventh order on the calendar.

(2) DESK, (3) COMM Page No. 1 51.20-266%
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Testimony — In Favor of S.B. 2401

Senate Finance and Tax Committee — February 6, 2001 — 9:45 AM

John R. Baird, MD %W

I am John Baird, a family physician from Fargo. I am Medical Director of the Family
HealthCare Center and Program Director of the UND Family Practice Residency.

I grew up in Dickinson and have lived in North Dakota most of my life. I realize that the
people of our state are hard working. We make due with what we have and only ask for
help when absolutely necessary.

As a doctor I now understand the importance of routine, regular health care, including
preventive care, which includes immunizations, and early detection of discases such as
cancer, diabetes, hypertension, and heart disease.

There are many people in our state that do not have health insurance, These include
individuals and families who carn cnough to live, cat, and have shelter, but not enough to
pay the high cost of health insurance. They include young families starting out, pcople
working several part time jobs with no benefits, self-employed individuals, and woman
whose husbands have retired, but they are not old enough yet for Medicare. These people
don’t qualify for Medicaid and can’t afford health insurance. So they make due and

avoid medical care until they absolutely have to.

I have practiced in North Dakota for 22 ycars and have seen many individuals who could
not afford to take care of their health. They don’t have annual exams, don’t get tests
done for disease detection, and don’t take needed medications. It has been frusirating for
me to sce patients, make recommendations they can’t afford, and then to know that the
patients are not able to do the best they should for their health.

In the last five years, practicing at the Family HealthCare Center, with a sliding fee scale
available for patients, it has been more satisfying to be able to help people. One example
of a medical condition we are working with is diabetes. There have been very good
studies done that show early detection and vigorous treatment of diabetes are necessary to
prevent serious complications such as peripheral vascular disease leading amputation,
kidney problems leading to dialysis and transplantation, and heart disease.

At the Family HealthCare Center we are following over 350 individuals with diabetes,
Over half of them are on our sliding fee scale. With frequent office visits, education,
laboratory work, and vigorous treatment, we have been able to work with these patients
to screen them for prevention of major complications, improve their treatment
compliance, and their understanding of their disease. Without a sliding fee scale these
patients would not have come to the office as frequently, would not have been able to
afford their care, and could very likely develop more severe and costly complications.

1 speak in support of this bill as an excellent opportunity for the state of North Dakota to
care for our citizens in need. Thank you for your time and your thoughtful consideration
of S.B. 2401, ] ask that you vote for a “do pass” on this bill,




Testimony on SB 2401
Regarding a Tax on Tobacco Products to Fund a Primary Care Grant Program
before the
Senate Committee on Finance and Taxation
by
Darleen Bartz, Department of Health
February 6, 2001

Good Morning Chairman Urlacher and members of the Committee, I am Darleen Bartz,
Chief of the Preventive Health Section of the state Department of Health, | am here to
present testimony on SI3 2401 which imposes an additional tax on cigareties and provides
that all revenue received from this additional tax of one mill per cigaretie must be
deposited in the Community Health Trust Fund. Because this tax and grant program is
not included in the Governor’s budget, this testimony is neither in support of nor in
opposition to this bill.

Studies indicate that an increase in the price of tobacco products will lead to a decrease in
the sale of those products. However, given the modest increase in the cigarette tax
specified by SB 2401, one mil) per cigarctie, it is not possible to estimate with any
specificity the effect of this Jegislation on tobacco consumption,

Section 2 of the bill provides an appropriation of $1 million from the Community Health
Trust I'und to the State Department of Health for the purposce of providing “grants for
primary health care to community clinics offering a sliding fee scale and demonstrating a
commitment to serve a disproportionate share of fow income uninsured and underserved
populations in both rural and urban North Dakota.” Previous surveys conducted by or on
behall of the Department of Health indicate that approximately 8.6 percent of the
residents of North Dakota are not covered under any government or private health
insurance plan. These surveys also indicate that some people with health insurance have
large deductibles that do not provide coverage for ordinary primary care services. The
goal of this legislation is to provide some measure of access to health care, primarily to
low income working familics and individuals whose income exceeds the cligibility limits
for Mcdicaid, or in the case of children, the Healthy Steps program,

Turning to the specific provisions of section 2 regarding a grant program for community
health clinics, the Department of Health believes it might be useful to define “primary
health care,” “community clinics,” “sliding fee scale”™ (perhaps with specified income
limits), and “uninsured and underinsured™ individuals. Defining these terms, as well as
indicating whether there is any limit on the amount of funding that may be provided to a
single community clinic, would help to direct the Department’s efforts, if this program is
established.

Mr. Chairman this completes my testimony, 1 would be pleased to answer any questions
you or your Committee members have regarding this legislation.




Testimony on Senate Bill 2401
befor'e the
Senate Finance and Tax Committee
by
Murray G. Sagsveen
for the

Community HealthCare Association
February 6, 2001

1. Introduction

| am Murray G. Sagsveen. | represent the Community HealthCare
Association and am submitting this testimony in support of Senate Bill 2401,
which would provide funding to provide additional "safety net” healthcare to the
uninsured and underinsured in North Dakota.

The Community HealthCare Association is a nonprofit corporation in North
Dakota and South Dakota, established "to provide a network for advocacy and
support services to member organizations whose purpose is to provide primary
health care to the medically underserved residents of North and South Dakota."’
The Association is primarily funded by grants from federal agencies and private
foundations. The North Dakota Director is Jenny Witham, 311 North
Washington, P.O. Box 1734, Bismarck, ND 58502-1734 (telephone 221-9824,
fax 258-3161).

My testimony will explain that we should take additional steps to protect
the health of North Dakotans, that approval of this bill would be a positive step in
that direction, and this bill includes a method of funding the eftort.

2. We should take additional steps to protect the health of our children.

Recent scientific studles have explained the adverse health consequences
if children are uninsured. These consequences were eloquently summarized in a
foreword by the president of the American College of Physicians — American
Soclety of Internal Medicine to a recent study titled No Health Insurance? It's
Enough to Make you Sick:?

Uninsured Americans are far less likely to have a regular
source of care or to have recently seen a physician. They are more
likely to delay seeking care, even when ill or injured, and more
likely to teport unmet medical needs. They are more likely to
forego even those services that many of us take for granted, such

! Quoted from the mission statement of the Community HealthCare Assoclation (see

[1{oK .0 I hcare.net).
p‘#e study was completed by the Ametican College of Physiclans ~ Amerlcan Soclety of Internal
Medicine. See hitp://www.acponline.org/uninsured/lack-fore,him.




as annual exams, well-child care visits, prescription drugs,
eyeglasses, or dental care. .

As a result of this reduced access to care, uninsured
Americans are more vulnerable to adverse health outcomes.
Because uninsured Americans do not have the same access to
care, they are more often hospitalized for conditions, such as
diabetes, hypertension, pneumonia, or ulcers, that the insured are
able to manage as outpatients through physician care or
medications. Uninsured Americans are more often diagnosed with
cancer at a later stage and, as a result, suffer a lower survival rate.

Uninsured children are much less likely to receive medical
care for normal childhood ilinesses, such as a sore throat, an
earache, or asthma. They are also less likely to receive
recommended childhood immunizations. Even if an uninsured child
suffers a serious illness or injury, such as appendicitis or a broken
bone, they are often unable to seek medical care.

Evidence from these studies indicates that reduced access
to care and poorer medical outcomes do not affect only the
chronically uninsured. Even those with gaps in coverage ~ as short
as one month or as long as a year or more — are less likely to seek
care, pursue preventive care, or even to have prescriptions filled.

A lack of insurance is not simply an inconvenience. It is a

real barrier to access and definitely contributes to poorer health.

With 44 million Americans uninsured, and 100,000 more added to
their ranks each month, their vulnerability to poorer health has
reached epidemic proportions.

Lack of insurance Is a public health risk that results in poorer
health and earlier death. Ensuring that all Americans have health
insurance can reduce the total burden of iliness facing the United
States.

Many North Dakota families do not have access to adequate healthcare
for two basic reasons: they are uninsured or are underinsured.

There have beon several recent estimates concerning the number of
uninsured in North Dakota:®
o A 1994 survey funded by the Robert Wood Johnson Foundation indicated
that approximately 9.9 percent of North Dakota's population was
uninsured.
o A 1998 survey, also funded by the Robert Wood Johnson Foundation,
concluded that 8.6 percent of the state's residents were uninsured.

3 5ee the testimony of Alana Knudson-Burash, Ph.D., before tha interim Budget Committee on
Heallh Care at hitp://www.health.state.nd . us/testimony/interim/FarmHealthTestimony062700.pdf
tor additional Informatlon about the estimates of uninsured resldents of North Dakota.




e Alsoin 1998, the U.S. Bureau of the Census estimated (using the Current
Population Survey, a survey designed to provide national estimates) that
16 percent of the nation’s population was uninsured.

« In early 2000, the Department of Health and the Community HealthCare
Association contracted with the North Dakota Agricultural Statistics
Services to conduct a random survey of 1,571 farm and ranch households
to determine health insurance coverage in the agricultural community.
When almost 90 percent of the farm and ranch operators responded, we
learned that about six percent of the households have no health
insurance.

Based on the 1998 RWJF survey, we may be able to assume that about
8.6% (642,200 residents x 8.6% = 55,200 uninsured) of North Dakota residents
currently do not have health insurance coverage (approximately the population of
Bismarck). The Healthy Steps and other similar programs may have reduced
this number, but many North Dakotans still remain uninsured.

However, even families with health insurance may not have access to
adequate medical care — the underinsurance issue. For example, a family with a
high deductible, high co-payment requirements, and low co-insurance provisions
may not be able to afford necessary health care.

There are several volunteer free clinics that provide limited safety net
health care in this state, but these organizations do not have the funds to provide
the necessary primary and preventive health care to the uninsured and
underinsured in those cities.

There are also several government-funded organizations that do not have
adequate funds to provide necessary preventive and primary health care to the
uninsured and underinsured in North Dakota, including:

+ the reglonal campuses of the University of North Dakota School of

Medicine and Health Sclences; and

» the Fargo Family Health Care Center.

Private medical facilities also provide non-reimbursed care to the
uninsured and underinsured.

However, Is It realistic to expect volunteer clinics and private or public
facilities to continue to provide uncompensated medical care to an estimated
64,000 North Dakotans year after yaar?

* Preliminary 2000 census Information, See
hitp://www.census.govidmdivwwiresappory/states/northdakota.pdf.




3. The initiatives in this bill will be positive steps toward protecting the
health of our children. ,

No single approach will solve the challenge of improving the health of
North Dakotans. However, this blll could have a significant positive impact.

The proposed legislation would appropriate $1,000,000 to the Department
of Health to provide grants for additional medical care to uninsured and
underinsured residents. Such an appropriation could provide $125,000 in each
quarter of the state per year for necessary medical care.

The potential applicants for grants could include many existing
organizations, such as:

¢ the volunteer free c¢linics;

o the non-profit or for-profit hospitals and clinics that make a commitment to
provide safety net care;

o the UND School of Medicine and Heaith Sclence clinics located in the
major cities; and

o the Fargo Family HealthCare Center.

It is important to point out that the healthcare would not be free. Instead,
the grantees would adopt a sliding fee scale that would leverage the appropriated
dollars and ensure that the fee would be based on an ability to pay. Sherlyn
Dahl, administrator of the Fargo Family HealthCare Center, will testify about the
sliding fee scale currently used in that clinic.

4. This bill includes a mathod of funding the proposed initiatives.

The bill would Impose an additional 2¢ excise tax on each pack of
cigarettes sold in North Dakota to pay for this program and the supplement the
10 pero':‘nt of the tobacco settlement money allocated to the community heaith
trust fund.

To put this 2¢ ner pack increase In perspective, it is my understanding that
the tobacco manufacturers increased the wholesale price of a pack of cigarettes
by an additional 14¢ oh December 16, 2000 — seven times more than the excise
tax increase requested in this bill.

information about the current federal and state excise taxes on cigarettes
sold in North Dakota, along with information about the revenue to the state's
general fund, is attached to this testimony.

We realize that cigarette salos have declined since the tax was increased
from 20¢ to 44¢ per pack in 1993% and that cigarette sales for calendar years

® The sttached chari, which is based on the table at page 87 in the Tax Depertment’s “Red Book,"
ustrates an 11% decline in revenue over an 8 year period, or approximately 1.5% each year,

4




1999 and 2000 have decreased 8.9% (see the attached chart).® Therefore, a
decrease In cigarette sales next biennium is likely.

We also realize that some Interests may oppose increasing the state tax
on cigarettes. However, sclentific studies indicate an increased tax, even a very
modest 2¢ per pack tax increase, may have a secondary beneficial Impact of
de(':‘reaslng the number of cigarettes that are purchased and smoked in North
Dakota.

8. Conclusion,

Enactment of this bill will have a positive effect on the health of North
Dakotans. Therefore, the Community HealthCare Association urges this
committee to vote a “do pass” to Senate Bill 2401,

Murray G. Sagsveen

1221 N. Parkview Drive

Bismarck, ND 68501-1289
Telephone/fax: 701-260-7038
E-mall: mgsagsveen@earthlink.net
Lobbyist #309

- . * The number of cigarettes sold In ND deciined 3.7% in 1999 and 5.4% in 2000; the average
dechine In sales during 1909-2000 was 8.9%.




Attachments

1. Federal excise tax

The current federal excise tax is 34¢ per pack, and will increase to 39¢ per
pack in January 2002,

2. State exclse tax

Information about the state excise tax Is attached. The information is from
two sources:

a. State and Looal Taxes: An Overview and Comparative Guide 2000 [The

“Red Book"}, North Dakota Tax Department.
b. Campalign for Tobacco-Free Kids, www.tobaccofreekids.org.




"CAMPAION £ TOBACO 1811

U.S. CIGARETTE COMPANY PRICE INCREASES 1994-2000
(Compared to Federal Clgarette Tax & Retall Prices)

nas (wholesale, pre-tax) (per pac (Including federal &

state taxes)

November , 1893 $0.88 $0.24 $1.69
November , 1994 $0.88 $0.24 $1.76
May 1096 $0.91 $0.24 NA
November , 1996 $0.91 $0.24 $1.80
May 1996 $0.96 $0.24 NA
November , 1096 $0.96 $0.24 $1.85
[ March 1997 $1.00 $0.24 NA
September 1997 $1.07 $0.24 NA
November , 1997 $1.07 $0.24 $1.05
January 1998 $1.09 $0.24 NA
April 1998 $1.14 $0.24 NA
May 1668 $1.19 $0.24 NA
August 1998 $1.26 $0.24 NA
November 1998 $1.26 $0.24 $2.18

November 23, 1898 $1.70 $0.24 NA
NA

August 1999 $1.88 $0.24
. November 1999 $1.88 $0.24 $2.92
January 2000 $2.01 $0.34 NA
August 2000 $2.07 $0.34 NA
December 2000 $2.21 $0.34 NA

Sources: Economic Resource Service, U.S. Department of Agriculture, Tobacco Briefing Room,
www ers.Usds gov/BriefingAobacco; and cigarette company r.ress announcements. Average retall
cigarette pricas, including generic brands, from The Tax Burden on Tobacco (2000).

Wholesale cigarette prices are the prices charged by the cigarette companies to whoiesalers and
distributors. Wholesale prices are for regular packs of the leading brands, A 3-percent discount to
wholesalers Is typically made for payment within 10 days or 2 percent within 14 days. Wholesale
rigarette prices do not include federal taxes, which are levied when the cigarettes are sold by the
manufacturers. Nor do they include wholesaler or retailer price mark ups, or state or local cigarette or
sales taxes. The average retall prices are for all brands, including generics, and the prices include all
taxes but Jdo not include special discounts, coupons, and the like that may apply at the retail level (but are
frequently financed by the manufacturers), and which reduce final prices to consumers. Wholesale
cigarette price increases tend to produce siightly larger increases in retail cigarette prices. The federal
cigaretie tax is scheduled to increase by five cents per pack on January 1, 2002,

U.S. Cigarette Companies' Seltiement-Related Price Hikes Are Zxcessive
Increasing the Federal Cigarette Tax Reduces Smoking (and the ' »arette Companies Know I!)
State Cigarette Tax Rales

The Nationsl Center for Tobacco-Free Kids, Dscember 20, 2000

1707 L Street, NW Suite 800 Washington, DC 20036
Phone (202) 206-5469 Fax (202) 296-5427 www.tobaccofreekids.org




——

oon ony
(28 "d “oog pey) wawpedaq xe) ON
3AUN0Z

cied )

000'259'81$ 980'6SE'61$ (21 '619'6L$ 180 9¥8'0ZS [086'7SS 0ZS 10/6'671'1TS |L02'.6°0ZS 1809'856'0ZS | (Pun3 [esoue0) xe] apeebio — —;
1000°286'1.2S [229'528'TCS 100€'920'ETS [vey'S6Z'v2S [658'2L8'ETS (051 '€0Y'VTS [80S'E60'VTS 2EL'TE6ETS | SUORSOD) (B30 —m—|
L0z | 0002 6661 8661 1661 9661 5661 661 L
) L 9 S v € z L - -

SUONINOD

- 000'000°€ZS

-— 000°000'rZ$

000'000'52$

suofIe[jo) Xe] pajersy-0xoeqoL

B




/]

CURRENT LAW
Cigareite Tax
Imposition and Rates

The cigaretie tax is levied at two different tax rates.
Cigarettes weighing less than three pounds per thousand
are taxed at 22 mills per cigarette or 44¢ for a common
package of 20, and 55¢ for a package of 25, Cigarettes
weighing more than three pounds per thousand are taxed
at 224 mills per cigarette. Gray market or repatriated
cigarettes may not be sold or possessed in North Dakota.
All cigarettes sold must be in packages of 20 or more
cigarettes,

Roll your own cigarette tobacco is taxed at the cigarette
rate, One cigarette equals .09 ounces of roll your own
tobacco. Sales of bulk roll your own cigarette tobacco
are converted to taxable cigarettes, Only tobacco
advertised as roll your own is taxed at the cigarette rate,

. wholesalers and dealers must be licensed by the
Attorney General. Wholesalers pay the tax with monthly
reports filed with the State Tax Commissioner. For
administrative compensation, wholesalers who file and pay
on time may deduct 1%% of the tax due, up to a
maximum of $100 per month,

Distribution of Revenue

Three cents of the 44¢ per package are distributed to the
cities based on population and the remainder goes to the
State General Fund. Of the 55¢ on the larger packages,
3%¢ go to the cities with the remainder to the State
General Fund.

Reference: North Dakota Century Code ch, 57-36.

Tobaccco Products Tax

Imposition and Rates

A tobacco products other than cigarettes and specific roll
your own tobacco, such as pipe tobacco, ciewing

'CIGARETTE AND TOBACCO TAXES

tobacco, cigars, cigaretie papers and snuff, are subject to
a tobacco products tax. The tax rate is twenty-cight
percent of the wholesale purchase prics. The tobacco
products tax Is administered in a manner similar to the
cigarette tax,

" Distribution of Revenue

Revenue from the tobacco products tax s placed in the
State General Fund.,

Reference: North Dakota Century Code ch, 57-36 *
Iribal Cigarette And Tobaccco Jax

The Standing Rock Sioux Tribe levies a cigarette and
tobacco tax on all American Indian retailers operating in
the Standing Rock Sioux Reservation. The tax rates are
identical to the state tax rates, The State Tax
Commissioner acts as the agent of the tribe to collect the
tax. Seventy-five percent of collections, less a 3%
administrative fee, is returned to the tribe. Twenty-five
percent plus the administrative fee is deposited in the State
General Fund.

HISTORICAL OVERVIEW

Significant Changes in Law

1982 Sesslon, The legislature increased the cigaretie tax
from 6 mills to 9 mills per cigarette. This increased the
cigarette tax from 12¢ to 18¢ per package of 20,

1987 Session, The cigarette tax was increased from 9 to
132 mills per cigarette, or from 18¢ to 27¢ per package
of 20. The tobacco products tax was increased from 11%
to 20% of the wholesale purchase price.

1989 Sesslon, The cigarette tax was increased from
13% 10 15 mills per cigarette, or from 27¢ to 30¢ per
package of 20. The tobacco products tax was increased
from 20% to 25% of the wholesale purchase price.

Augusd 3060
Novsh Dabore Office of State Toa Commissinaer
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The cigaretie tax wus decreased from
1S mills to 14% mills per cigaretie, or from 30¢ to 29¢ per

_ package of 20. The tobacco products tax was decreased

"om 25% 1o 22% of the wholesale purchase price,
Jigaretie stamp requirements were repealed and replaced
with monthly reports and payments.

1993 Session, The cigarette tax was increased from
14% 10 22 mills per cigarete, or from 29¢ 1o 44¢ per
package of 20, The tobacco products tax was increased
from 22% to 28% of the wholesale purchuse price.

1993 Agreement, The State Tax Commissioner and the

Standing Rock Sioux Tribe signed a unlque agreement to
allow the commissioner to act as an agent of the tribe for
the collection of a tribal cigarette and tobacco tax.

L

1999 Sesslop, 'The sale of gray market cigurcties was
prohibited, taxuation of roll your own tobacco was moved
from Other Tobacco Products to taxation as a cigurcite
and a minimum package size was established at 20
cigarettes per package, North Dakota Century Code 51-
25 was passed and requires the State Tux Comenissioner
to accumulate information on purchases of cigarettes
from non-participating manufacturers in the cigarette
Master Settlement Agreement.

Comparison of State Tobacco Products Taxes

R T IAL Lo aumm-

State Tax Rate/Base !

January 1, 2000

Tax Rate/Base!"

State

Alabama Minnesota 35% Wholesale Price
Cigars 1" 1.5¢-20.25¢/10 cigars Mississippi 15% Manufactures Price
Tobacco/Snuff 0.6¢-4.4¢/ounce Missouri 10% Manufaclures Price

Alaska 75% Wholesale Price Montana 12.5% Manufactures Price

Arizona Nebraska 15% Wholesale Price
Cigars 6.5¢-64¢/10 cigurs Nevadan 30% Wholesale Price
Tobacco/Snuff 6.5¢/ounce New IHampshire 21.69 Wholesale Price

Arkansas 23% Manufactures Price New Jersey 24% Wholesale Price

California ® 66.50% Wholesale Price New Mexico 25% Product Value

Colorado 20% Manufactures Price New York 20% Wholesale Price

Connecticut 20% Wholesale Price Nerth Cavatinn 2% Manufacture Price

Delaware 15% Wholesale Price NCRL T K YTA 28% Wholesale Price

Florida Cihic 17% Wholesale Price
Tobacco/Snuff 25% Wholesale Price Ce i,

Qeorgia Lo M 9¢-30¢/10 cigars
Litle Cigars 2¢/10 cigars Tobaccu Snuff 30%-40% factory list price
Other Cigars 13% Wholesale Price Oregon 65% Wholesale Price

Hawaii 40% Wholesale Price Rhode Island 20% Wholesale Price

Idaho 40% Wholesale Price South Carolina

Hlinols 18% Wholesale Price Cigars ¥ 2.5¢-20¢/10 clgars

Indiana 15% Wholesale Price Tobacco/Snuff 5%-36% Manufacture Price

lowa 22% Wholesale Price South Dakota 10% Wholesale Price

Kansas 10% Muanufactures Price Tennessce 6% Wholesale Price

Louisiana Texas
Cigars 8%-20% Manufacture Price Cigars 1¢-15¢/10 cigars
Tobacco/Snwff 33% Manufactures Price Tobacco/Snuff 35.213% Manufactures Price

Muine Utah 35% Manufactures Price
Chewing Tob./Snuff 62% Wholesale Price Vermont 4% Manufactures Price
Smoking Tob./Cigars  16% Wholesale Price Washington 74,9% Wholesale Price

Maryland 15% Wholesale Price Wisconsin 20% Wholesa'e Price

Massachusettes 25% Wholesale Price Wyoming ¢/ 20% Wholesale Price

Michigan 16% Wholesale Price

SOURCE:  Compiled by Federation of Tax Administrators from various sources.

M The volume based lax rates were converied to cents per 10 cigars or per ounce fur consistency.

9 Tax raic on cigars varles, based on the selling price.

™ Tan sote is adjusted ~wnually by the state, effective July Ist of each year

or 10% of retall fasce.
® or 10% of the retall price.
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Tobacco Tax
(General Fund)

799,282

903,265
1,123,800
1,259,362
1,419,381
1,512,791
1,634,213
1,746,105
1,847,905
1,891,262
1,983,222
1,900,000

Cigaretie Tax and Tobacco Tax Collections

Cigarette Tax
(General Fund)

13,924,594
14,052,912
11,338,081
13,806,364
20,958,608
20,974,207
21,149,970
20,554,980
20,846,708
19,619,122
19,359,086
18,657,000

Cigaretteand

Cigarette Tox Tobacon T
__(Cltices) (Tribal)

1,520,939

1,561,644

1,307,730

1,593,037

1,497,925 56,818

1,532,674 73,835

1,545,546 73,421

1,502,113 69,661

1,523,488 75,534

1,440,232 75,684

1,414,712 68,602

1,365,000 T 65,000

SOURCE: North Dakota Office of State Tax Commissloner and estimates prepared with the Office of Management

| Comparison of State Cigarette Taxes §

Tota
Flscal Year Colleciions

1990 16,244,815

1991 16,517,821

1992 12,461,88)

1993 16,658,763

1994 23,932,732

1995 24,093,508

1996 24,403,150

1997 23,872,859

1998 24,293,434

1999 23,026,300

2000 22,825,622
2000 est.* 21,987,000
und Budget.

‘ Cents
Alaska 100
Hawaii 100
California 87
Washington 82.5
New Jersey 80
Massachusetts 76
Michigan 75
Maine 74
Rhode Island 74
Oregon 68
Maryland 66
Dist. of Columbia 65
Wisconsin 59
Arizona 58
IHinois " 58
New York (W 56
New Hampshire 52

Cents
State Per Pack
Utah 51.5
Connecticut 50
Minnesota 48
NORTHDAKOTA 44
Vermont 44
Texas 41
lowa 36
Nevada 35
Nebraska 34
Florida 339
South Dakota 33
Arkansas 3.5
Pennsylvania 3
Idaho 28
Delaware 24
Kansas 24
Chio 24

January 1, 2000

SOURCE: Compiied by Federation of Tax Administrators from various sources,

Sitate
Oklahoma
New Mexico
Colorado
Louisiana
Mississippi
Montana
Missouri !
West Virginia
Alabama
Indiana
Tennessee V2
Georgia
Wyoming
South Carolina
North Carolina
Kentucky @
Virginia "

U.S. (median)

Cents
Per Pack
23
21
20
20
18
18
17
17
16.4
15.%
13
12
12

7

5

3
2.5
340

" Countles and citics may impose an additional 1ax on a pack of cigarettes in AL, [¢ to 6¢; 1L, 10¢ (2 15¢; MO, 4¢ 1o 7¢: TN, I¢;

ond VA, 2¢ to 15¢.
™ Dealers pay an additional enfcrcement and sdministrative fee of 0.1¢ per pack in KY and 0.03¢
™ {1, cigaretie tax will incresse to $1.00 per pack on 6/30/98.

Ma*#“ Taa Commispmne?
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STATE CIGARETTE TAX RATES AND DATE OF LAST INCREASE

36 siates have not increased thelr cigareite tax rate for et ieast five years. Of these, 17 have nol increased th
en years. And six states have not increacad thelr taxes In at least twenty years, Virginla and Tennessee hav

sigarette taxes since the 1960s,

State Current National | Date of Last | Cig. Tax Clg. Pack Adub
Cigaretto Rank State Tax | Revenue in Sales FY Smokii

Tax increase FY 1999 1990 Rate

(per pack} -~ L {milllons) (millions) | (percent

State Average 0.42 4 V $150.8 422.3 23.2
Alabama 0.1658 43 7/1/84 $66.4 436.1 246
Alaska 1.00 2 10/1/97 $42.9 42.9 26.0
Arizona 0.68 16 11/26/94 $163.1 2811 21.9
Arkansas 0,316 29 7/1/93 $81.8 264.6 26.0
Californla 0.87 4 1/1/89 $6841.0 1623 16.2
Colorado 0.20 37 7/1/88 $60.6 309.0 22.8
Connecticut 0.60 19 7/1/94 $118.8 240 21.1
Delaware 0.24 32 171/91 $24.3 102.2 24.6
Washington, DC Q.65 13 7/1/93 $17.4 26.8 210
Florida 0.338 27 7/1/80 $428.6 1202.7 22.0
Georgla 0.12 46 4/1/71 $86.7 726.8 23,7
Hawall 1.00 2 7/1/98 $38.9 38.8 10.6
idaho 0.28 31 7/1/84 $24.2 909 20.3
llinois 0.68 16 12/16/97 $486.8 868.8 231
Indiana 0.166 44 7/1/87 $116.3 781.8 26.0
lowa 0.38 24 6/1/91 $92.3 261.6 234
Kansas 0.24 32 10/1/88 $61.0 216.2 21.2
Kentucky 0.03 50 71170 $17.6 646.2 30.8
Louisiana 0.20 a7 8/1/80 $62.8 439.6 26.6
Maine 0.74 9 11/1/87 $76.8 106.2 22.4
Maryland 0.66 12 7/11/99 $128.6 363.5 22.4
vMassachusetts 0.76 7 10/1/98 $270.8 369.4 20.9
Michigan 0.786 8 5/1/64 $607.2 768.6 274
Minnesota 0.48 20 711/92 $177.3 378.3 18.0
Mississippi 0.18 39 €/1/88 $47.2 283.8 241
Missourl 0.17 41 10/1/83 $105.0 637.5 26.3
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Current National Date of Last Clg. Tax Clg. Pack Aduli

Cigarette Rank State Tax Revenue In Sales FY Smokh

Tax increase FY 1999 1999 Rate

(per pack) (millions) (millions) | (percent

Montans 0.18 39 8/16/93 $12.7 72,8 21.6
Nebraska 0.34 26 7/1/03 $47.3 143.6 221
Nevada 0.38 26 7/1/89 $49.1 174.2 30.4
New Hampshire 0,62 17 7/1/69 $72.0 201.4 23.3
New Jerspy 0.80 6 1/1/98 $400.7 811.8 19.2
New Mexico 0.21 38 711103 $21.1 103.3 22.8
New York . 1.1 1 3/1/00 $637.0 1140.8 24.3
North Carolina 0.06 49 8/1/01 $41.8 830.8 24.7
North Dakota 0.44 21 7/1/03 $21.0 47.9 20.0
Ohlo 0.24 32 1/1/03 $260.3 1163.8 26.2
| Oklahoma 0.23 36 6/1/87 $64.2 369.7 23.8
Oregon 0.68 11 211197 $173.4 269.1 211
Pennsylvania 0.31 30 8/196/01 $333.3 1006.1 238
Rhode Island 0.71 10 7/1/87 $60.2 85.8 22.7
South Carolina 0.07 48 71177 $27.8 411.2 24.7
South Dakota 0.33 28 7/1/96 $16.4 61.6 27.3
Tennessee 0.13 45 6/1/69 $78.7 6820.7 26.1
Texas 0.41 23 7/1/80 $624.2 1314.7 22.0
Utah 0.518 18 71107 $46.6 80.4 14.2
Vermont 0.44 21 7/1/08 $23.7 66.4 22.3
Virginia 0.026 51 £/1/68 $16.6 687.8 229
Washington 0.825 5 711198 $2562.2 309.1 214
West Virginia 0.17 41 8/1/78 $33.3 204.1 27.9
Wisconsin 0.59 14 1111197 $257.4 443 .4 234
Wyoming 0.12 46 7/1/89 $5.7 50.3 22.8
|_State Average 042 W Vi $1808 | 4223 23.2

Sources: Tax data from Tax Burden on Tobacco (2000). Adult smoking data from the U.S. Centers for Disease
Prevention (CDC), 1998 Behavioral Risk Factor Surveliiance System (1998). Youth smoking rates from COC,
Survelliance - United States, 1999 (2000) and from the most comparable data avallable from those states not

YRBS.

n.qd..h‘“
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RAISING STATE TOBACCO TAXES ALWAYS REDUCES TOBACCO USE
(AND ALWAYS INCREASES STATE REVENUES)

For over 16 years, economic research studies have consistently documented the fact that
cigarette price increases reduce smoking, especlally among kids. These studies currently
conclude that every 10 percent increase In the real price of cigarettes will reduce the totai
amount of adult smoking by about four percent and reduce teen smoking by roughly seven
percent.! Over the past decade or so, many states have raised their cigarette tax rates and,

as the economic research predicts, the tax increases reduced cigarette consumption in each of
these states below what it would otherwise have been. Nevertheless, every single one of
these states also enjoyed increased cigarette tax revenues, desplle the reductions in smoking
and cigarelte sales. Put simply, In every state the revenue losses from fewer cigaretle sales
were more than made up for by the increased state revenues per pack.

Recent State Experiences With Tobacco Tax increases

State

Date

Tax Increase
Amount
(per pack)

New Tax
{per pack)

Consumptio
n Decline
(percent)

Revenue
Increase
(percent)

New
Revenues
(miltions)

$28.7
$6.4
$77.4
$30.8
$69.0
$64.1
$341.0
$10.2
$166.6
$70.8
$8.6
$6.1 J
$12.7

$1.00

$1.00
58¢
74¢
66¢
76¢
75¢
52¢
80¢
78¢
71¢
33¢

51.6¢

-13.6%
-8.1%
-8.9%
15.5%
-16.3%
-14.3%
-20.8%
-10.3
-16.8%
-8.3%
-1.5%
-6.6%
-25.7%

+202%
+18.9%
+19.0%
+66.7%
+53.9%
+28.0%
+139.9%
+26.2%
+68.5%
+77.0%
+16.2%
+40.4%
+42 4%
Vermont 1995 24¢ 44¢ -16.3% +84 2% $11.7
Wisconsin 1997 15¢ 59¢ -6.5% +25.8% $52.9

Sources. Orzechowski & Walker, Tax Burden on Tobacco (2000) {a tobacco Industry funded compilation of state
tobacco tax, price, and revenue data); Maryland and New Hampshire data from the slates’ revenue offices.
Consumption declines and revenue increases calculated from the first full fiscal year before the tax increase to
the first full year after the tax incroase.

1997
1998 |
1907
1997
1999
1696
1994
1999
1998
1997
1097
1985
1997

Alaska

Hawall

ltinols

Maine
Maryland
Massachusetls
Michigan

New Hampshire
New Jersey
Oregon

Rhode (sland
South Dakota
Utah

71¢
20¢
14¢
37¢
30¢
25¢
60¢
16¢
40¢
30¢
10¢
10¢
26¢

Final data from California, which increased their cigaretie taxes in 1999, is not yet available,
but preliminary reports indicate that in the fiscal year after California raised its tax by an
additional 50 cents per pack (to 87 cents per pack), state cigarette sales fell by eleven percent
while revenues increased by 38 percent (or mare than $300 million).? In addition, the early
aevidence from New York state -- which raised its cigarstte taxes by 55 cents to $1.11 per pack
(the highest rate in the country) in March 2000 -- shows that from April to July 2000 state
cigarette sales dropped by inore than 22 percent compared to the same months the previous
year but the stato's cigarette tax revenues had stiil increased by 47 percent (or more than $100

1707 L Street, NW Suite 800 - Washington, DC 20036
Phone (202) 296-5469 - Fax (202) 296-5427 - www.lobaccoireekids.org




Increasing Tobacco Taxes Reduces Tobacco Use /2

million).?

Cigarette Company Attacks on State Tobacco Tax Increases

internal tobacco industry docuinents that have been made public in the various lawsuits
against the cigareite companies show that since at least the early 1680s the companies have
fully accepted the fact {hat cigarette tax increases reduce their sales, especially among kids
{thelr replacement customers).* Accordingly, It is not surprising that the companies spend
millions of dollars to oppose any proposed state tobacco tax Increases. But when the clgarette
companies argue that state cigarette tax increases will not reduce smoking or that state
tobacco revenues will be eroded by cigarette smuggling and cross-border purchases they are
ignoring the firmly established fact that every single state that has significantly increased its
cigarette taxos has botir reduced cigarette sales and increased state revenues.

Despite this fact, 36 states have not increased their cigarette tax rates for at least five years,
and 17 of those states not having Increased their cigarette taxes for ten years or more. Six
states have not Increased their cigarotte taxes since the 1970s or 1960s, Compared to when
they were first passed into law, the cigarstte tax rates in most states have been substantially
eroded by inflation and now constitute a much smaller percentage of the total price of a pack
of cigarettes.

The National Center for Tobacco-Free Kids, September 18, 2000

' See, e.9., Chaloupka, F. J., “Macro-Social Influences: The Effects of Prices and Tobacco Control Policies on the
Demand for Tobacco Products,” Nicotine and Tobacco Research (forthcoming); Chaloupka, F. J. & R. Pacula , An
Examination of Gender and Race Differences in Youth Smoking Responsiveness to Price and Tobacco Control
Policlas, National Bureau of Economic Research, Working Paper 6541 (April 1998). See, also, Gruber, J. & J.
Zinman, *Youth Smoking In the U.S.: Evidence and implications,” National Bureau of Economic Research Working
Paper No. 7780 (July 2000); Purcell, W. D., Changing Prices, Changing Cigarette Consumption, Virginia Tech Rural
Economic Analysis Program (May 1898); Evans, W.N., and L.X Huang, "Clgarette Taxes and Teen Smoking: New
Evidence from Parels of Repeated Cross-Seclions,” Manuscript, Department of Economics, University of Marytand
(1998); Credit Svisse, “Sensllivity Analysis on Cigarette Price Elasticity,” First Boston Corporation (December
1998); Evans, W, N. & L. X. Huang, Cigarette Taxes and Teen Smoking: New Evidence from Panels of Repeated
Cross-Sections, working paper (April 16, 1998);Harris, J. E. & S. W. Chan, “The Continum-of-Addiction: Cigarette
Smok!ng in Relatlon to Price Among Americans Aged 15-28," Health Economics Letters 2(2) 3-12 {February 1968),
U.S. Centers for Disease Control and Prevention (CDC), “Responses to Cigarette Prices By Race/Ethnicity, Income,
and Age Groups - United States 1976-1993," Morbidity and Mortalily Weekly Report 47(29): 605-609 July 31,

*08); Institute of Medicine, Taking Action to Reduce Tobacco Use, the National Academy of Sclences (1998),;
+ oupka, F. J. & M. Grossman, "Cigareite Taxes: The Straw lo Break the Camel's Back,” Public Healkkh Reports
112(4): 291-97 (July/August 1997); Lewitt, EM., A Huland, N. Kertebrock, and K.M. Cummings, "Price, Public
Policy and Smoking in Young People," Tobacco Control, 6(S2)"17-24 (1997). Chaloupka, F ..., and M. Grossman,
“Price, Tobacco Control Policies, and Youth Smoking,” National Bureau of Economic Research Working paper
Number 4: <9 (1996); National Cancer Institute, The Impact of Cigarette Excise Taxes on Smoking Among Chikdren
and Adulls. Sumvmary Report of 8 National Cancer Instdule Expert Panel (1983); Lewit, E M., and D. Coate, "The
Potential for Using Excise Taxes to Reduce Smoking, " Journal of Heakh Economics, 1(2):121-04 (1982),
? See, e.g., Reulers, “California Cigarette Sales Plunge After New Tax" (Seplember 13, 1999},
* From NY State Department of Taxation and Finance, www.tax.state.riy, us.
‘ See, e.9., Philip Morris Executive Jon Zoler, *Handling An Excise Tax Increase,” (Seplember 3, 1887), PM Bates
Number: 2058122240/2241; R.J. Reynolds Executive D. S. Burrows, “Estimated Change In industry Trend
Following Federal Excise Tax Increase” (September 20, 1982), RJR Bates Number 500045052/5132; Phillp Morris
Research Executive Myron Johnsion, “Teenage Smoking and the Federal Excise Tax on Cigarettes” (September 17,
1981), PM Bates Number: 2001255224/5227.
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North Dakota’s uninsured --
Who are they and where do they live?

By Mary Schieve
He I8 a young man who works three part-

Uninsured by region

time joba to support his wite and two
chikiren, None providos bernefits, and he
call't afford 1o pay for health coverage on
his own. There are more Immediate needs
#uch as paying the rent and buying food
and clothes,

She /s & singlo parent and works il
time. She's eligibke for beniefits through
her employer, it her wages aren't

vieguate lo allow her to purchase
amily Insurance coverage.

He I3 a farmer who has seen his income
drastically reduced by low commodty
prices and the rising cost of aoing
business, He doesn’t want to drop his
family s health coverage, but he may
not have a chokee i he warts to keep
the farm,

ontrary to common belief, the uninsured in
North Dakota are more likely to fit profiles such

as those above than stereotypical images of the
homeless, A high percentage are the “working poor.” Quite
ofien, they are young adults who cither are not offered health
:'gsumncc through their employers or cannot afford 1o pay
riv
It's a trend that tracks with oher state and national
surveys. According to a 1999 repon issued by the Center on
Budget and Policy Priorities, children in Jow-incone working

mo-mawm

Who are they and where do they kve?............eies e e |
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Source: North Dakota Department of Health

femid  reciive assistance through Medicaid and, in some
states, throu,” newly established child health programs, but
the parents wnu v+ 1 these families remain at a high risk of
being uninsured. The same report revealed that working poot
parents are twice as likely to be uninsured as thei: unem-
ployed counterparts,

Dr. Alany ¥.nudson-Buresh, until recently data director
for the North Dakota Department of Hezlth, explained that
while Medicaid exists primarily for children and caretakers,
and Medicare is designed for the elderly, few governiment

ocomtinued on page 24

Taking the pulse of North Dekola's coronasy care ... page 15
Heart centers i North Dskots -
What is the problem with heatth cane? ..............c.e.cceeicranniens page 19
Can fower mean better? ...........cc...... Pt e e s page A
Charﬁngwwmbmbry ........................................................ page X




North Dakota’s uninsured
continued from front page

programs provide a safety net for low-income
working adults. These people are making a
contribution to our state, she said, yet in many
cases, it is difficult for them to pay the cost of
health insurance.
A longtime
advocate for those
who have access
-darriers to health
care, Sherlyn Dahl
believes this is an
jssue people need
to start discussing. S5
“There is a great deal -
of concern about o
access to health care gl

While many states rely on national surveys
to gather information about their uninsured,
North Dakota is able to draw extensive data
from two comprehensive statewide health
insurance surveys completed in the last six
years, one in 1994 and another in 1998 Con-
ducted for the North Dakota Department
of Health and funded by the Robert Wood
Johnson Foundation, both surveys assess the
percentage of uninsured in the state and
access to health care.

In 1994, an estimated 9.9 percent of North
Dakotans were uninsured, By 1998 that number
had actually declined to 86 percent, or an
estimated 55,000 uninsured out of a total
population of 638,244, That figure is lower

')DidYou

® Know...

In 1998 the number of
uninsured in North
Dakota was 8.6 percent,
of an estimated 55,000
out of a total poprla-
tion of 638,244, That
figure is lower than the
national avernge of 16
percent and lower than

that of other stutes.
-« ND Department
of Heanlth

(1 ¥

Discussion
Point

The uninsured in

North Dakota do not
indude only those with

minimal education.

Forty percent of
uninsured adults have
a high school diploma

or GED, 308 percent

have some college or

an associate degree,
94 percent hawe @

bachelory degree and

L5 percent have a
graduate degree.
~ ND Department
of Health

in rural communi-

ties in North Da-

kota,” she said, “but 1 would like to push the
dialogue further and tatk about the issue of
the uninsured. We need to recognize that this
is a problem.” |

Dahl is executive director of the Family
HealthCare Center in Fargo, a federally funded
community health center whose mission is to
deliver primary health care to anyone regardless
of ability to pay. One of 700 such facilities
across the country, it is the only one of its kind
in North Dakota and has been in operation
since 199,

“[ feel strongly about our role,” she sald,
"“but 1 dont think we're the answer to the
problem. We need to support programs like
ours, but we also have to look at the larger
issues of insurance and affordability. How can
we make insurance more affordable for low-
income families? We need to engage employers
and small businesses, legislators, insurance
companies and all the different providers in
the discussion. The answers will be found when
people start t0 talk about the problems.”

A closer look at North Dakota's

uninsured
In North Dakota, quite a bit is known
about the uninsured and why they lack health

coverage.

than the national average of 16 percent and

Knudson-
Buresh noted
several factors that
may have contrib-
uted to the de-
crease, among
them a strong
economy in North
Dakota between
1994 and 1998, “Our
unemployment
rate 1$ so low,” she
said, “that many
employers have had to offer insurance to be
competitive in the market” Also, she pointed
out, some health insurance reforms seem to
have had a positive impact on reducing the
number of unemployed in the state.

What else do we know about uninsured
adults in North Dakota from the 1998 survey?
We know this;

o The highest percentage of the state's
uninsured are 25 to 34, In 1998, 51
percent of the people in this age group
reported they were uninsured.

Dr. Alana Knudson-Buresh

There is very little difference in terms
of gender - 82 percent of women are
uninsured compared to 9 percent

of men,




Of uninsured aduits, half live alone,
and one in five is married,

The uninsured in North Dakota do not
include only those with minimal
education. Forty percent of uninsured
adults have a high school diploma or
GED, 308 percent have some college or
an associate degree, 94 percent have a

254 percent of the uninsured. Typically,
the uninsured rate their personal health
as slightly iess than their insured
counterparts. There are many theories
that account for this, said Knudson-
Buresh, “One is that insured people, by
virtue of being healthy, have an easter
time getting health insurance, while the
uninsured may have had some pre-

bachelor's degree

and 15 percenthm’ Wi orking pare nts

a graduate degree.
Of the uninsured

adults, 4 percent are

full-time students;
3 out of 4 are
employed. Two-
thirds of the 3 out
of 4 work for a
private company,
while 15 percent are
selfemployed.

Sixty percent of the
uninsured said they
wotked at firms
that offered health
insurance, but only
50 percent of them
were eligible to
apply. Their
ineligibility, said
Knudson-Buresh, is
mostly due to their
parttime status,

One out of 10 work |

at more than one

joh

Uninsured adults in
North Dakota are
more likely to be

employed in construction, farming,

The following information on

* working parents was takeh from

“Employed But Not Insured: A State-
by:State Analysis of the Number of
Low-Income Working Parents Who
Lack Health Insurance,” 1999, Center
ont Budget and Policy Priorities:

¢ Nationwide, more than one out
of three working parents with
income below 200 percent of the
poverty level ($27,300 & year for a
family of three in 1998) are
uninsured.

The uninsured rate among
working parents with income
below 100 percent of the federal
poverty level is even higher.
Nationwide, ckse to half of

all poor working parents are
uninsured,

In 1997, some 23 percent of poor
parents who had no eamings
throughout the year were unin-
sured compared to 46 percent of
parents who worked for 13
weeks or more during the year.

existing condition that
preciuded them from
being eligible,” she said.
Also, she notes, no
matter where you live, a
person’s socio-economic
status has a great impact
on health. People on the
lower end are often the
most challenged with
their health and have
poorer health outcomes,

Focus on children

According to the
1998 Robert Wood
Johnson survey, 14,663
of North Dakota's 175,822
children are uninsured.
That number may
improve with the latest
federal effort to insure
more of America’s
children,

An effort proposed
by President Clinton
and launched in 1997
1o provide coverage to
more uninsured chil-
dren, the State
Children's Health
Insurance Program

(SCHIP) is the largest single expansion of health

1 %

Discussion
Point

A high percentage of

North Dakota's unin-

sured are the “working

poor,” and very few

government programs

provide a safety net for

low-income working

adults,

—~ ND Department

of Health

insurance coverage for children in more than
30 years and is already having an effect, not
only in North Dakota, but also across the

country,

retail, restaurants and nursing homes,

Of the adults with insurance who
responded to the survey, 314 percent felt
they had excellent health compared 10
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Discussion
Point

More than 80 percent of
the uninsured in North
Dakota say they don

have insumnce because
it i 100 expensive.

—~ ND Department

of Health

North Dakota’s uninsured
continued from page 25

Just one month
afier North Dakota
faunched its version
of the program,
Healthy Steps, the
govemor announced
that 620 previously
uninsured children
had health coverage
through the plan. As
was intended by
federal legisiation,
the Healthy Steps
plan is projected to
meet the needs of
working families
who cannot afford
health insurance
coverage for their
children, yet earn t0o
much to qualify for
Medicaid The 1999
Legislature budgeted funds to cover an average
of 2,000 children per month during the bien-
nium, and Blue Cross Blue Shield of North
Dakota (BCBSND) was chosen to administer the
program. Healthy Steps is expected to reach its
goal by the end of the year. As of September 30,
3000, there were already 2,022 children enrolled,
according to Camille Eisenmann, Healthy Steps
outreach coordinator,

Applicants who do not meet the income
guidelines are referred to BCBSNDY's Caring
Program for Children, an older program also
designed to reach children who fall between
the cracks and are uninsured.

100% .
90% A
80% -
70% -
60% -
50% -
40%
30% -

A4v

Percent of uninsured

Focus on farmers and ranchers

A downturn in the agricultural economy
prompted a more recent survey on North
Dakota's uninsured, this time with a focus on
the state’s farmers and ranchers. Concerned
about anecdotal information that indicated
farm and ranch families were having a difficult
time maintaining their health insurance
coveruge due to low crop and cattle prices,
Jegislators wanted to know more about the
situation, The Health Department and Commu-
nity HealthCare Association partnered with the

Why do

Too expensive  Don't need it

Pre-existing
conditions

Soutrce: North Dakota Department of Health

North Dakota Agricultural Statistics Service to
examine coverage of the group and released the
findings of their work last June. Surprisingly,
only six percent of households surveyed reported
having no health insurance—-a relatively low
number.

Knudson-Buresh cautioned, however, that
rural health coverage problems have not
lessened. *We found that the six percent reflects
the number of uninsured, but it doesn't tell us
the number of underinsured,” she said. She
suspects that many farmers and ranchers buy
coverage at the catastrophic level, which is less
expensive but carries a higher deductible, It is
really more of a safety net for the operators who
believe their ability to farm is dependent upon
their health in an occupation that carries a high
risk of injury. These farm families who can't
afford more coverage may not be receiving
regular or preventive care, she said.

Also, she noted, many farmers have received
significant disaster payments over the last
couple of years that may have helped them
maintain their health insurance. *'If we have
another bad year and don't receive the level of
disuster payments we've had In the past, that six
pereent could change dramatically,” she added.




Clearly, she said, farm and
ranch operators are concerned
about health insurance based on
the volume of the comments and
the 90 percent response rate to the
survey. Other survey findings
include the following:

¢ Forty-two percent of the
respondents were at jeast 55.

Twenty percent lived in
households where the head
of the household was over ¢4
~ & percentage consistent
with other studies that
estimate 21 percent of North
Dakota’s farm and ranch
operators are over é4.

Younger farmers and
ranchers were more likely to
go without health insurance.
Of the farmers younger than
34, about 10 percent did not
have coverage - a figure
consistent with other state
and national surveys that show younger
workers are more likely to be uninsured
than older workers.

“Too expensive” or “cannot afford it”
were listed by 86 percent as the primary
reasons for not having health insurance.
Nearly half who responded offered
comments related to financial issues,
such as the cost of premiums, high
deduciibles and the need to seek off-farm
employment to secure health insurance

coverage.

What difference does health

insurance make?

Literature on the unirisured suggests that
there are negative consequences to living
without health insurance. The Kaiser Commis-
sion on Medicaid and the Uninsured, a
program of the Henty ). Kaiser Family Founda-
tion, reported that nationally:

X3 Q; "!
\ﬁ.-(ﬂ 4 l ‘5"'

Dr Deb Walker, left, wﬂh a panem at the Fargo Family
HealthCare Center

¢ More than half of uninsured adults and
one in five uninsured children do not
have a usual source of health care.

Preventive services are less commonly
used by the uninsured. Thirty-five
percent reported a routine check-up in
the past year compared to 6 percent of
the insured Uninsured children are less
likely to be up-to-date with the accepted
standard for well-child visits.

Dr. Deb Walker, a fumily physician at the
Faryo Family HealthCare Center, understands
the dilemmas faced by her uninsured patienss.
“We have family practitioners here,” she said. “If
someone comes in and needs a general surgeon,
computerized tomography (CT) scan or magnetic
resonance imaging (MRI), it can cost $1,200,
That's pretty prohibitive for people who don’t
have money. Uninsured people are very cateful
about costs, They don't want to run up bills they
can't pay. They're very reluctant to have workups
they can't afford.” continued

Did You

More than 44 million
Americans currently
lack health tnsummnce
covermge,

~— Health Insumnce
Association of America




North Dakota’s uninsured

continued from page 27

Fargo’s Family

HealthCare Center

Designed to meet the health care
needs of anyone in the community,
regardiess of ability to pay, Fargo’s Family
HealthCare Center served 9,884 people
with more than 32,000 visits in 1999.
Thirtytwo percent of its patients are
uninsured. Seventyfive percent are low
income, Sherdyn Dahl, the center's execu-
tive director, noted a 60 percent increase
in the number of uninsured patients from
1995 t0 1999, and pointed out that most of
that growth occurred from 1998 to 1999,
mostly among uninsured racial and
ethniic minority groups. _

While the center has not yet analyzed
its data to ietermine where the growth is
coming from, Dahl said, “My sense is that
the uninsurad we see tend to be a little
more weighted to those who are Cauca-
sian and working in jobs where employers
don't provide: health insurance. They are
the working poor”

By far, the majority of the uninsured
who apply to participate on the center’s
sliding fee scals are young people, accord-
ing to the center's eligibility worker. They
are young families, with one or two
parents and a couple of kids. They're
working parttime jobs or full-time jobs
where there is no provision for health
insurance, or if there is, they don't make
enough money to afford it They are akso
young single people just entering the work
world, who often work at one or two part-
time jobs where no insurance is provided.

While the center serves a large
number of minorities, they are often
insured primatily through medical
assistance,

The center has about 140 requests for
applications to lts sliding scale each
month, but center staff are quick to point
out that “some may think people take
advantage of our sliding fee scale, but that
is not the case. Most of these families are
working hard and really need the help.”

Therefore, the center's physicians try to
obtain discounts for their patients. “I've become
really good at begging,” said Walker, who ofien
asks specialists to donate or discount their
services. But even then, she says, people may
elect to go without treatment. Some people
can't afford half the cost of a $1,200 MRI.

Dahl agrees that both adults and children
who are uninsured are less likely than those who
are insured to receive preventive care and more
likely to require emergency services for condi-
tions that may have been avoided.

‘The difference in treatment occurs,” she
said, “before they show up at our door. The
uninsured have a tendency 1o take care of a
problem themselves or to ignore it, so we see
people seeking care late in an illness, They use
the emergency room to access care, which is
probably the most expensive way to do it”

With that in mind, the center takes a
preventive approach to health care, integrating
it into the system, “If we have a child in for an
ear infection, we check on immunizations, We
ask if the child has had a well<hild exam. We
try to address the full spectrum of health care,
not just deal with the sickness,” Dahl said. She
explained that the center is currently involved
in an effort to help its patients better manage
diabetes, making sure their feet are checked and
their blood sugars are maintained appropriately,

“Having a provider like us that focuses on
this population is a way of saying, ‘We under-
stand that you're concerned about the cost It's
OK for you to come in. We can help you, We
can take care of your illness before you get
really sick,” she said.

“We're paying for that care, anyway -~ the
providers, the insurance companies, the busi-
nesses who buy health insurance, the taxpayers
- 50 we might as well deal with it” said Dahl,

She noted that while it is primarily federal
dollars now that pay for the uninsured, more
states are beginning to Jook at their role and
developing grant programs for providers serving
higher percentages of low income people.
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Monitoring the Uninsured:
A North Dakota Perspective

Alana Knudson-Buresh, Ph.D.
Notth Dakota Department of Health
June 8, 2000

i 1994 RWIJF Household Survey

| 4 Funded by RWJF State Initiative Project
- ND Health Task Force
- $250,000
a 2,756 Households interviewed
- 6,116 peeple
- B3% response rate
u Mathematica Policy Research, Inc.

|| ® Same survey conducted in nine vther states

j 1994 RWJF Houschold Survey
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1994 RWJF Household Survey

Uninsured by Age Group

[

1998 RWIJF Household Survey

] w Grant to determine if 1997 flood impacted

health insurance rates
- $175,000
# Random telephone survey
# 5,027 households
- 76.2% response rate
» Mathematica Policy Research, Inc,

-

1 1998 RWIF Household Survey

Uninsured by Age Groups
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| 1998 RWJF Household Survey

Unissured Adults by FPL
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1998 RWIJF Houschold Survey

b4% are full-time students

=3 out of 4 are employed

*2/3 work for a private company

+15% are self-employed

+60% are offered frealth insurance through employer
*50% eligible

1 out of 10 work at more than one job

+Types of employment
Construction, Farming, Retail

Restaurants and Nursing Homes

E 2000 Farm and Runch Operator

Survey

| ® Pariners

l ® Release findings in late June, 2000

« North Dakots Department of Health
- Community HealthCare Assoclation
= ND Agricultura) Statistic Services
® Surveyed farm and ranch operators
- 1,374 households (about 90% response rate)
- 4,080 people
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Health Insurance on the Farm

&

PN

2000 Health Insurance Survey of North Dakota Farm and Ranch Operators

What is the current health
fusurance situation for North
Dakota’s farmexrs and ranchers?
How do farm families compare
with the general population in
terms of health insurance?

A recently completed survey on
health insurance coverage for North
Dakota’s farm population attempts
to answer these and other
important questions. The 2000
Health Insurance Survey of North
Dakota Farm and Ranch Operators
was a cooperative effort by the
North Dakota Department of
Health, the Community HealthCar

Association and USDA’s North
Dakota Agricultural Statistics
Service (NDASS).

The response and volume of
respondent comments on the
survey was extraordinary. This
brochure provides a summary of
comments as well as the results of
the survey and details on how the
survey was conducted.

HEALTH INSURANCE SURVEY, NORTH DAKOTA, MAY 2000
Health Insurance Coverage

. Reglons
Kem Tutal
1 2 | a1 4« 1T 5 | e 1 2 1 8
Households \Numbes) 1,374 87 239 148 118 170 239 245 133
: Households With No Heslth Insurence 78 2 16 4 4 10 17 14 1
A% 2% 7% A% % 6% 7% % 8%
: suseholds With Haalth Insurance \ 1,296 86 223 141 112 160 222 23 122
‘ 94% 28% 93% 97% 7% 94% 93% 94% 92%
Private Heshth insurance Coversge ¥ 1,240 80 214 136 109 158 215 219 109
80% 92% °  80% 94% 284% 03% 80% 89% 82%
Public Hestth Insurance Covarsge b 6?7 29 87 k] 30 31 54 .Y/ 41
6% N 20% 26% 26% 18% 23% 27% N%
’ Individuais (Numbaer) 4,080 228 716 426 349 646 708 729 37
k Uninsured 246 8 47 18 16 23 53 48 37
6% 4% 7% 4% 4% 4% 7% 7% 10%
Insured 3,034 220 668 411 334 623 655 €81 42
04 % 86% 93% 96% 6% 96% 93% 8% 20%

¥ Coverage may not exend 1o all household members,

F'nd‘ngs e e ]

Regions e e ]

: Findings indicate that 6 percent of the state's farm - e

k households had no health insurance. This number is slightly s - 3

” below the 8.6 percent for the state’s 1998 general hegion 1) L= =

population study. Twenty-six percent of all farm .
v households with insurance had some form of public health —n

; insurance, and 90 percent had private heaith insurance. -

Only 6 percent of houssholds declined to answer and 6.6 ' ) =

percent wers not accessible. On & regional basis, there n C Reglon §

tended to be more households in the southwestern regior

] ‘wlon 8) of the state without health insurance {8 percent). =

~ Not Copyright Protected - Complied and Published by ~
N.D. Aoﬂcumwnl Stalistics Service, USDA . PO. Box 3188, Fargo, ND 88108 3166 e 701-239.6306
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Health Insurance

Of all houssholds with private insuranice, 69 percent
vt d6li-insured snd 41 percent insured through sn
Wpltyer or union (group) membership.

W those In the latter group, 87 percent had insurance

.

costs. ;l’w'mty-fouf percent paid no insurance
premivms. Medicare was by far the leading form of public
health insurence, providing coverage in 22 percent of

| surveyed households.
, that covered sl housshold members. Of these, 76
percent paid some or sl of the cost of premiums and Totals often do not add to 100 because multiple coverages
simost half of these peid 50 percent or more of axist in many housohokds.
HEALTH INSURANCE SURVEY, NCRTH DAKOTA, MAY 2000
Households With Privete Health Insurence
- I T T s T T
Seit ineure” (17 59 140 98 77 108 180 148 20
: (1 74% 5% 72% 71% 87% 70% s 73%
Insured Through Employer/Union 508 30 98 - B3 43 a4 (T a7 43
4% 38% a5% % 39% “% “% 40% 9%
AN Household Members Coversd 441 24 83 48 41 g7 76 77 a7
87% 0% 0% 7% 95% 89% 5% 89% 88%
Some Household Members Covered 34 3 7 g 1 $ 5 (] 2
: 7% 10% % 9% 2% 8% 6% 7% 5%
Single Housshold Member Coversd 30 3 6 2 1 2 (] 4 4
% 10% 0% A% 2% 3% 9% 5% %
'; Pay 1 « 49% of Premium 200 1 42 28 19 22 as 28 18
: 40% 37% 45% 47% 44% 4% 39% 33% 43%
Pey > BO% of Premium 180 13 a3 13 13 27 k1. 30 18
3% 43% K113 28% 30% 42% 39% 36% 38%
No Premium Contribution 119 6 19 18 4" 18 19 26 e
24% 20% 20% 28% 26% 23% 21% 3% 19%
Households with Frivate Hesith insurance | 1,240 80 214 136 109 158 218 210 109
HEALTH INSURAMNCE SURVEY, NORTH DAKOTA, MAY 2000
Households With Public Haalth Insurance
Raglons
Totst 1§ 2 1 3 | « I s | e I » | &
308 27 81 30 26 28 47 56 a3
22% 31% 26% 21% 2% 18% 20% 23% 2%
57 4 7 ] s 4 ? 10 s
4% 5% I% 6% % 2% 3% 4% 6%
3 . . 1 - - ] | .
. . . 1% . . . . .
13 . 2 . . 3 . 4 4
% . 1% . . 2% . 2% %
' VA 21 1 1 4 . 1 s 8 3
. 2% 1% . % . 1% 2% 2% 2%
S 4 . 5 3 . . . . .
! . . a 2% - . . . .
f Other 14 1 ] 1 3 ] . 4 1
i 1% 1% 1% 1% 1) 1% . 2% 1%
' Heusshoids in Survey 1,974 87, 239 148 118 170 239 248 133

HEALTH INSURANCE SURVEY, NORTH DAKOTA, MAY 2000
Membar Not Receive Madical Care or Delay Madical Care Because of No Health

 In the Last 12 Montha, Did Any Housshold

or Inadequate Health insurance?

om Totel : "!Tg" -
w2 1 a3 1 4 s 1l e 1. 3 1 9
Yos 8 2 10 1" 4 s 18 24 10
% 2% 4% L% % 11 ) % 10% (1
2 134 12 . 162 221 221 123
8 ' 2

148 118 170 39




HEALTH INSURANCE SURVEY, NORTH DAKOTA, MAY 2000
Households With One or More Members Without Heelth insursnce

Totad

¢

1 Household Member not Covered

2 Housshold Members not Covered
3 Household Members not Covered
4 + Household Members not Covered

Ma‘h&my

60 4 1% 8
4% 5% % 4%
29 2 3 3
2% 2% % 2%
1¢ . 2 1
1% . 1% 1%
18 - 3 -
1% 1k
239

1JJ}J3|

4"%.‘6]3!7

4 12

2% 2% 4% 5%

. 3 7 (]

. 2% 3% 2%

1 1 2 1

1% 1% .

2 2 4 4

2% 1% 2% 2%
170

HEALTH INSURANCE SURVEY, NORTH DAKOTA, MAY 2000
Reasons Given for Not Having Health Insurance

kem

Towd

Too Expsnsive/Cen't Atford
Don’t Nesd ft/Heulthy
Medicsl Problema/Presxisting Conditions
Don't Believe in Insurance

Convictions
Free or Inavpensive Care Avsilable
Other

Households With st Least One o More Uninsured
Mombers

104 ]
88% 83%
18 .
12% .
] )
% 17%
4 .
%
1
1%
1
1%
4
an

Methods

This survey was conducted by North
Dakota Agricuitursl Statistics Service
{(NDASS) at the request of the North
Dakots Department of Heatth, Response
to this Inquiry was voluntery, A random
sample of 1871 Yerm and ranch
operators were selected from the
universe of sctive producers meintained
by the NDASS. Al individuel responses
e protected from discloture by statute,

instructions to the respondent sald,
"Plosss report for o members of the

unit was restricted to the household of
sctive farm operators. The questionnaire
was maHed on March 20, Included was
» cover letter from the State Health
Office requesting cooperation, and
POstage paid return snvelopes. A totatof
523 questionnaires, or 33 percent, were
returned by meil and only 9
questionnsires were returned with an
undeliversbie or unknown address,
Telephone Inlow-up began on April 3
ond continued through Apelt 12, A totel
of 843 (84 percent) questionnaires were
compiated by telephone, using computer
ssisted data collection techniques.

—— ]

Combining mall and telephone
response, only 88 (8 poroent)
respondents refused to complete en
interview. This s a remarkably low
refusal rate for e voluntary survey. The
residuat 117 respondents not tabuiated
as complete or refussl include operators
wio have left ferming, and those that
wete insccessible by phone during the
dsta collection period,

Respondents were piven the
opportunity (o comment on survey
content. Comments were prompted with
the statement “such as svallability,
affordabitity, coversge of your curremt
health Inswancs.® Commonts were
tabulsted by the subject they addressed.
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Respondent Comments S e S

'he volume of respondent comments on the 2000 from 1,374 interviews. s
h Insuisnce Survey of Ferm and ‘Ranch A tabulation of significant comment categories ‘
stors wes extrsordinsry, far exceeding the was made. . ‘
volume of comments recsived on typicel NDASS ° *The following representative comments from each
sutveys. A total of 619 comments was recorded category are paraphrased:

HIGH PREMIUMS: 55 percent of all comments (most frequent)
Very concemed about high monthly premiums. Can't afford not to carry it, we could lose the fam.

With low farm prices, we will have to cancel our insurance due to the coet.
) have a $1,000 deductible and pay 20 percent of the next $5,000; this costs $500 a month.
We are oid and just can't afford to keep up the premium for the medicare supplemant, we don't know what we're going to do.

Mom% premiums have more than doubled in two years. There is no prescription program. Have to pay $2,000 before insurance
pays 80 percent. Monttily premiums are too high.

S A g

Er .

HIGH DEDUCTIBLES: 13 percent of comments
All we have is major medical...can't alford better coverage. Our deductible is still $5,000, this is ridiculous.

m: mbhm' with high deductibles we can't go in for our eyes and ears, or annual checkups. Can't pay the premium and the ciinic

$5,000 deductible and premium Is still 3 imes the cost of food.
Health insurance never covers anything. 1 don't remember ever reaching our deductible so we always pay out of pocket.

ARM EMPLOYMENT: 11 percont
1arm wife: the only reason I'm working io the Ii:surance and retirement benefits. it is not for the take home pay.

My husband works off the farm 1o get us insurance. He works around the clock between his job and the farm.  What will we do
when he wants to retire?

We'rs OK because of wite's position, but if | had to do this solely from the farm, we would have dropped it. Neighbors have dropped
hecause they could not afford it and they have kids.

- PLEASED WITH COVERAGE: 5 Percent
: Happy with insurance we hava,

Just me in the household, I'm pleased with the coverage.

' PRESCRIFTION COVERAGE: 4 Percent
/- Wish Medicare would cover pils.

it takes almost all of my Social Security check to pay for medicine.

AP 2

NEED FULLY DEDUCTIBLE PREMIUMS: 4 percent
Premiume are too high for the seil-employed. We should be able lo deduct her health insurance premiums from taxes.

TITSTIL T

~ SAFETY NET ONLY: 3 Parcent
' qmmmmmm. Health insurance is 100 expensive.

L S °
s - for major madical only. Routine physicals and 1eets for preventative care are not covered.

~ Not Copyright Protected - Compiled and Publishad by ~ .
|0 N.D. Agricultural Statistics Service, USDA o P,0. Box 3168, Fargo, ND 68108-3168 ¢ 701-239-8308
B-mall: nass-nd@nass.usda.gov ¢ Internet: hitp://www . nass.usde.gov/nd/
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Public Health Coverage for Adults:
How States Compare

Brenda C. Spillman

Recent policy debate about the uninsured
has focused mostly on the need to expand
public coverage of children. However,
about three-quarters of Americans without
health insurance are nonelderly adults.
These adults are 40 percent more likely
than children to be uninsured and less
than half as likely to have public coverage.
Their chi.nces of obtaining public cover-
age vary widely, however, depending on
where they live. States differ in both the
degree to wirich they cover the nonelderly
adult population without private insur-
ance and the likelthood of public coverage
for different groups within that popula-
tion: women versus men, parents versus
nonparents, healthy versus sick, and poor
Versus nenpoor.

This brief uses data from the 1997
National Survey of America’s Families
(NSAF}! to compare the types of medical
assistance eligibility a state may provide—
Medicald with little or no expansion
beyond federal minimums (limited pro-
grams), more generous state options using
Medicaid (moderate programs), or even
more generous state options using
Medicald and state-only coverage (com-
prehensive programs)—and that state's
relative success in covering Its otherwise
uninsured adult residents. As expected,
states with more comprehensive
approaches to mecieal assistance cover
more otherwise uninsured adults than do
stutes with more limited approaches, For
example, states with comprehensive
approaches are twice as likely as states
with Emited approaches to cover other-
wise uninsured adults, regardless of
income, They also reach the largest pro-
portions of low-income adults—whether

{
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or not they are in groups that Medicaid
traditionally has covered (single parents
and disabled adults). |

Severing the link between cash wel-
fare and Medicaid, as the 1986 Personal
Responsibility and Work Opportunity
Reconcilfation Act of 1996 (PRWORA) did,
could significantly increase states’ willing-
ness to provide public health coverage.
However, many states have not taken
advantage of federally matched expansion
options Medicaid has provided since its
inception.z This suggests that major
expansion of adult coverage is unlikely
without further federal support.

State Differences in
insurance Status and
Coverage Gaps

The NSAF, in addition to being nationally
representative, contains representative
subsamples for 13 states. These focal states
are shown in table 1, grouped by the rela-
tive comprehensiveness of their policy
approaches to providing public coverage
for adults in 1897.3 For apparently close
cases, such as Massachusetts and New
Jersey, which both covered between 2 and
10 percent of their uninsured through
state programs beyond Medicaid, the final
designation was made by looking at other
dimensions--in this case, income eligibii-
ty limits and eligibility rates for ponr
adults, bath of which were considerably
higher in Massachusetts,

The Coverage Pheoure

The insurance status of the nonelderly
adult population in the United States and
in each of the focal states }s shown in
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table 2, The primary determinant of the
percentage uninsured is the percentage
privately insured, which is mostly
employment-related coverage. The four
states with the highest percentages of
adults uninsured in 1997 (Florida,
Mississippi, Texas, and Californla) had the
lowest levels of private coverage, ranging
from about 68 percent in Texas to about 70
percent in Florida, The five states with the
Jowest percentages uninsured (Michigan,
New Jersey, Wisconsin, Massachusetts,
and Minnesota) all had more than 80 per-
cent of their population privately insured,
This foundation of private insurance
largely defines the magnitude of the
health coverage problem states confront.
Military-relatcd and Medicare coverage,
which together covered about 4 percent of
nonelderly adults nationwide, slightly

ameHorated the impact of low private cov-

erage because they tended to be higher in
states where private coverage was lower,

Bridging the Coverage Gap
Assessing a state’s success in covering its
otherwise uninsured population requires a
measure of the insurance gap it faces. A
state’s insurance gap ts measured here as
the share of its adult residents who would
be uninsured in the absence of state-provided
medical assistance (that is, without Mexticald
and any state-funcied programs).¢ The last col-
umn of table 2 shows this coverage gap
for the United States and for each of the 13
focal states,

Nationwide in 1997, the coverage gap
comprised 21 percent of nonelderly adults.
The limited approach states exhibited the

largest coverage gaps—averaging 26 per-

| cent, compared with 22 percent for the

moderate states and 20 percent for the
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comprehensive states. At the extremes
were Texas, with a gap of 30 percent, and
Wisconsin, with a gap of slightly over 12

|
f

Table 3 shows the extent to which !
public coverage filled these gaps. The im- [
fted states—by and large those with the i
largest gaps—tended to cover lower pro- |
portions of their gaps than did the moder-
ate states, which, in tum, covered lower !
proportions of their gaps than did the ,
comprehensive states. In all states, the )
size of the coverage gap and the percent- |
age of the gap bridged fell as income rose |
{not shown). In every income group, the
moderate states as a group covered larger
pescentages than the limited states, and
the comprehensive states covered even
more—itwice the percentage for limited
states.

Texas, California, and New York pro-
vide a straightforward comparison of the
implications of the three public coverage

approaches for the poor. They were simi-
lar with respect to percentage of adult
population in poverty (14 to 16 percent)
and percentage of poor adults otherwise
uninsured (about 70 percent). However,
Texas reached only about one in five of its
otherwise uninsured poorest adults, com-
pared with 35 percent for California and
51 percent for New York.

Coverage Differences within
the Low-IncomePopulation

, Family Structure

Low-income unmarried parents (income
below 200 percent of the federal poverty
level) face substantially larger coverage
gaps than married parents or adults with-
out children in the home, Nationwide in
1997, for example, 67 percent of unmarried
pare..is lacked private coverage, compared
with 46 percert of both married parents
and adults with no children In the home.




With respect to
bridging their
insurance gaps, all
states do much
tter lor low -

ome unmarried
rents than for
other low-income
adults.

TABLE 3: Percentage of Coverage Gap Filled in the 13 Focal States

(Noneiderly Adult Population)
Of Oversit Gep  Poor Mr’ M
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Alsbema 17.5 261 w2
Colorado 130 239 89 4
Floride 136 269 100 .
228 R 154 o
Texss "5 - 21.8 9.0 .
Moderste 2.2 ne u,r L e
California 218 35.2 142
Michigen 20.2 50.6 189
New Jersey 200 406 4.6
Wisconsin 19.3 373 136
Comprehensive 02 son noe
Massachusetts 25,7 475 235
Minnesots 383 61.8 40.2
New York 30.2 514 15.2
Washington 286 426 280
Source: Urban instituie tabudations from the 1007 Nationsl Sunvay of Americs’s Families,
Notes!
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Even in Wisconsin, which has the smallest
coverage gap for unmarried parents, more
than half of Jow-income unmarried par-
ents lacked private coverage. In California,
the gap for this group was neasly 80 per-
cent, Married parents generally were no
more likely to have private coverage than
adults without children in this low-income
population,

With respect to bridging their insur-
ance gaps, all states do much better for
low-fncome unmarried parents than for
other Jow-income adults (table 4).
Nationally in 1997, about half of all Jow-
income unmarried parents without private
insurance obtained public coverage, rela-
tive to just under 20 percent of both mar-
ried parents and adults with no children
in the home. The limited states on average
covered 41 percent of their low-income
unmarried parents who lacked other cov-
erage, compared with 58 percent and 67
percent, respectively, in the moderate and
comprehensive states. Thus, state dispari-

ties in public coverage of low-income
unmarried parents, though still large, are
not as extreme as disparities for the low-
income adult population as 2 whole.

Low-income adults with no children
in the home are twice as likely to obtain
public coverage in comprehensive as in
limited states. However, their chances of
obtaining public coverage are not signifi-
cantly higher in moderate than in limited
states. Thus, on average, only states with
state-funded public programs in additon
to Medicaid do better in covering this

group.

Gender, Health, and Work Status
Gender does not make a large difference
in the size of the coverage gap facing low- -
income adults, but health and work status
do. For the country as a whole, the cover-
age gap for both men and women is about
50 percent, for those in fair or poor health
about 60 percent (versus 47 percent for
thase in excellent or good health), and for
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those in families with no full-time worker
about 58 percent (versus 44 percent for
those with at least one full-time workes).
These gaps do not vary systematically
with the public coverage approach a state
chooses,
Whatever their coverage approach,
most states bridge larger percentages of
r coverage gaps for the groups most
.:lh:‘sa!y assoclated with Medicaid eligibili-
ty—women, those in poorer health, and
nonworkers, The coverage approach a
state chooses, however, does have a major
effect on the likelthood of coverage by
gender, health, and work status (table 5).
Residing in a comprehensive state rather
than a limited one nearly doubles the like-
lihood that a person in only fafr or poor
health will obtain public coverage—an
advantage that is almost as great for
women and for nonworkers. However,
comprehensive states also bridge the
largest percentages of their coverage gaps
for the groups Jess associated with
Medicaid eligibility—men, those in better
health, and full-time workers and
Indeed, the refative advantage of living in a
comprehensive state Is greater for these
groups than for the Medicald-favored

ls:td:ly the fact that a state has a
medlnnyneedycompomntlnm
Medicaid p does not increase the
likelthood that its nonelderty adult resi-
dents obtain Medicaid coverage. Of the

five limited states, for example, two (Texas |

and Florida) have medically needy pro-

grams, Yet neither bridges a larger propor-
tion of the coverage gap for its less healthy
Jow-income population than do the other
three limited states. All four moderate
states have medically needy programs, but
they do not, as a group, cover a signifi-
cantly larger percentage of their low-
income, less healthy adults without
private coverage than do the limited states

as a group,

Implications for the Future

By removing the link between cash
welfare and Medicaid, PRWORA has sig-
nificant potential to increase states’
willingness to provide hzalth coverage.
This legislation provides options for cover-
ing additional adults by allowing states to
disregard higher Jevels of eamned income
and other resources, establish higher imits
on hours of work, and provide transitional
coverage. In theory, these new opportuni-
ties also give states with supplemental
programs the abjlity to shift some addi-
tional groups to Medicaid (with its subst-
dizing federal match) and thus cover more
persons with the same level of state fund-
ing. As of 1996, however, adult Medicald
enroliment was down in all but five states,
with decreases in cash assistance-related
enroliment not generally offset by increas-
es in noncash enrollment (Holahan, Bruen,
and Liska 1998). This trend appears to be
continuing (Ku and Bruen 1999).

The findings reported here make clear
that state approaches do matter in

The coverage .

approach a state
chooses has a major
effect on the
likelihood of
coverage by gender.
health, and work
status.
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TABLE 8: Percentage of Low-Incomes Coverage Gap Filled, by Gender, Health, and Work Status

(Noneiderly Adult Population) ,
Gender % M m-mmmum
Women Men m wOood None Au.ndm
us. s we wa o as 1
I ' ’ i"'l'
Limied 26.0 7.4 23.9 16.1 1.3 89
Moderate ;8. 13,60 27.0 27.0 445 14,4
Comprehensive 4.5 2% 4.9 ue 55.0 206

The findings here

Source: Urben instiine bulsations from the 1997 National Survey of Amarica’s Families.

Nodes:
2. Intome below 200 parcent of the lederal poverty level.
b. Sististically different Fom group mean fof limited siates.

¢. Statiatically differant kom group mean lor llled and moderate siates.

whether and which low-income adults
obtain public health coverage. Moderate
and comprehensive programs reach sub-
stantially larger of those with
traditional Medicaid characteristics than
limited programs do. In addition, compre-
henstve programs reach larger proportions
of other groups. However, even the most
expansive programs still fail to reach sub-
stantia) proportions of low-income adults

level, and even the poorest of those who
do not meet categorical eligibility criteria
remain ineligible, Under the current
Medicald structure, expansions of cover-
age for these groups will remain largely
under the purview of state programs. Of
the 50 states, 8 have comprehensive pro-
grams and 15 have moderate programs,
Given that the other 27 states have not
taken advantage of the flexibility that has

make clear that state who lack other coverage. always characterized Medicald—and only

approaches do Medicaid participation rates are one 8 have expanded significantly beyond

matter in whether contributing factor. Eligible persons may Medicaid—even the post-welfare reform
perceive Medicaid as a stigma or see little enhancements to flexibility and fiscal

and which low-
income adults obtain

value to coverage in states with shallow
benefit packages—a factor that may

incentives will not reduce the substantial
state variations in adult access to public

pu blic health become more important now that cover- health coverage., Barring a federal initia-
coverage age is no Jonger linked to cash benefits. tive to set and perhaps underwrite a high-
o More recent concerns in the context of er income floor for the Medicaid program,

n ‘ *

welfare reform are burdensome applica-
tion procedures, lack of informaton, and
rules that vary from group to group.
Evidence for children reveals that 22 per-
cent of Medicaid-eligible children remain

A T e — . e

expand or remove categorical require
ments, or establish an adult counterpart to
the Children’s Health Insurance Program,
state efforts alone are unlikely to signifi-
cantly expand health insurance coverage

uninsured and that participation is lower for adults.

among those in groups newly eligible

through edicald expans lden,

Bamhh.uu‘:dh::omn 1998). bors Selden. | Endnotes

Even more important than low partici- This brief is deawn from results in Spillman (2000).

pation are the income and categorical im- mmmdmuw%%

its that restrict adult Medicaid eligibility. information on househo

Among the focal states, the highest INCOME | cvcvampios hocacholds with incormes ok 200
percent of the federal poverty Jevel and households

Emit for welfare-related eligibility is only
sbout 60 percent of the federal poverty

in each of 13 targeted states. The NSAF provides
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Public Health Céyerage for Adults:

How States Compare

Brenda C, Spillman

Recent policy debate about the uninsured
has focused m on the need to expand
public coverage of children. However,
about three-quarters of Americans without
health insurance are nonelderly adults,
These adults are 40 percent more likely
than children to be uninsured and less
than half as likely (o have public coverage.
Thelr chances of obtaining public cover-
age vary widely, however, depending on
where they live. States differ in both the
degree to which they cover the nonelderly
adult population without private insur-
anvz and the likelihood of public coverage
for different groups within that popula-
tion: women versus men, parents versus
nonparents, healthy versus sick, and poor
Versus nonpoor.

This brief uses data from the 1997
National Survey of America’s Families
(NSAF)! to compare the types of medical
assistance eligibility a state may provide—
Medicajd with little or no expansion
beyond federal minimums (imited pro-
grams), more generous state options using
Medicald (moderate programs), or even
more generous state options using
Medicaid and state-only coverage (com-
prehensive programs)—and that state’s
relative success in covering its otherwise
uninsured adult residents. A3 expected,
states with more comprehensive
approaches to medical assistance cover
more otherwise uninsured adults than do
states with more limited approaches. For
example, states with comprehensive
approaches are twice as likely as states
with limited approaches to cover other-
wise uninsured adults, regardless of
income. They also reach the largest pro-
portions of low-income adults—whether

nr not they are in groups that Medicaid
traditionally has covered (single pmnu
and disabled adults).

Severing the link between cash wel
fare and Medicaid, as the 1996 Personal
Responsibility and Work Opportunity
Reconciliation Act of 1998 (PRWORA) did,
could significantly increase states’ willing-
ness (o provide public health coverage.
However, many states have not taken ,
advantage of federally matched expanslon
options Medicaid has provided since its
inception.? This suggests that major
expansion of adult coverage is unlikely
without further federal support. ‘

State Differences in
Insurance Status and
Coveragoe Gaps

The NSAF, in addition to belng nationally
representative, contains representative
subsamples for 13 states. These focal states
are shown in table 1, grouped by the rela-
tive comprehensiveness of thelir policy
approaches to providing public coverage
for adults in 1997.3 For apparently close
cases, such as Massachusetts and New
Jersey, which both covered between 2 and
10 percent of their uninsured through
state programs beyond Medicaid, the final
designation was made by looking at other
dimensions—in this case, income eligiblli-
ty limits and eligibility rates for poor
adults, both of which were considerably
higher in Massachusetts.

The Coverage Pleture

The insurance status of the nonelderly
adult population in the United States and
in each of the focal states is shown in
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“The test of our progress
is not whether we add
more to the abundance
of those who have much:
it is whether we provide
enough for those who
have oo linde,”

Pravklin Dolano Roosevelt

I n Seprembier 1999, Fhe Robere Wood Jolson Foundation approved @ dueeyea
grant of $60Y.96.3 w the Stie of North Dakota's Children's Sevvices Coodinating
Comminee in suppore ol ity paticipation in the Foundation’s program, Cosering
Kids: A Nadional Fealth Access Iniiaive for Low-Income, Uniosared Children, 'The
poals of the inidative are theee-lold:

o design and conduct ourreach programs that identify and enzoll eligible children

imo Medicaid and other coverage programs,
o simplify enrollinenr processes, and

o conrdinate esisting coverage progriams for low-inconie children,

The purpose of this study is w evaluate the carrent enrollment processes and identily
apportnities for dmplilicaton and increased coordination bevween Medicaid for
childeen and tamilivs and die Stare’s Children's Healeh Tosurance Program, Healthy
Steps, Prograns siiapliticanon and increased coordination will not only increase the
enrollment of cligible children, butahso reduce the adminisirative costs associaed widy
program implementation, Thiv study makes several recommendarions thar Gin be Jow

cost and sometimes no cost 1o dhe State of North 1akota,

A top priority for our staes Jeadership has abways been improving the qualiny of life
for all North Dakotans. Anintepral component to achiceving chis goal is the
promotion of berter healdh and strong, selt-safticiens families. However, o realize the
vision of a healihy workforee and a healthy future for Nosth Dakota, it is fundamental

that we set a high priority on Gie healih of our children.




Exccutive Summary

. v
; ! l Uhe purpose of this study is 1o evaliane e coment enpalliens proceses and
: identify opportunities for simplificasion and increased comdinanon benween

Medicaid for childeen and famsilies sind the Stae's Childaen’s Vlealeh Tisonnee

Program, Heahby Sieps. Specilically we were interested i answering, the

following guestions:

1. What are the atticudes, pereepiions, issaes and/or barviers associared with
inereasing the number of fow-income children receiving medical assissanee?

2. What recommendations should be considered 1o enroll and cover mare
uninsured children?

3. Whiat amhaority and/or Liinide does a connty or the stice have in
changing policies or procedures which impace die number of
fow-income children receiving healdheare coverage?

4. What can we learn from secondary research to impact the objectives

of the study?

“Every child needs
medical anention aind
early care saves everyone
time and money.”

Suctal Service Buird e -




“While the goal is
heatthier children, the
challenge is creating a
program that fills the
coverage gap, isn't too
cumbersome for county
cligibility workers and
parents, and is offered in
such a way that parents
feel comforcable applying
for it and using it.”

Conal Obion, Exeentive Divecror,

Depariment of Human Services

In July 2000, the Commumiey HeahhCane Associaion engaged Bopd & Company,
Inca a Jocad hasiness developaent, phaiing and markering o, o condu the
study’s focus gronps, administer die wrigeen sarveys and compile she findings.
Theoughaur Ociober and November, focus groups were condicted with parenss and
caregivers, county social service board divecions, and eligibituy workens The parem
focus groups included 147 pardcipants and were held in Bismarck, Dickinson, Fargo,
Grand Forks, Minon, and the owo reservation communities of St Michaed (Spiric Lake

Reservation) and New Town (Fore Berthold Reservacion).

Additionally, iformation was gathered from a parent sursey of all registered focus

group participants and state wide suiveys of conny social serviee chpibility workess,

dircctors and board members,

This study found the primary issue that affects Medivaid envoltmient is not the stigma
assumed to be associated with applying for public assistance, but rather a basic lack of

knateledge and awareness regarding the programs themselves,

It alser was clear that no one orgagization has embraced o public awarences program as
their primary responsibility. An opportunity exists o ereate partnerships with
arganizations and agencies than have w special ineerest in recucing the number of
uninsured children in their respecrive communities, A deaailed and concise straregy
can be implemented o build commimment and assist in education and oaereach o
low-income parents and guardians. The stratepy should be a muhi-facered campaign
involving the stakeholders, employers, health care providers and agencies, schools and

advocates such as the parents themselves,

A limited coordination between the Medicaid and Healthy Steps application processes
compounds the difficuliies a parent encounmers when navigaung the ensollment
pracess. 1t is the recommendation of this study 1o ereate a joint application and more
closcly align the application processes and eligibility criteria for Medicaid and Healdhy Steps.
Although low-income famiies in Nordh Dakata highly value access 1o healih care
coverage for their children, the process of obraining that coverage is exuemely

frustrading,
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Barrivrs to Medicaid eovoliment, bath actial and perceived, tias were most ofien
identified by parents in this study were as follows:

o Confusion abour the programs

» Lengthy and intrusive enrollment process

* Complicated, burdensome and redundant process to maintin eligibilicy

¢ Over-burdened county social service system

o Access and transportadion to county social seevice offices, particularly in rural

arcas and Native American communities \

Norch Dakota designed a simple application and enrollment system for the healthy
Steps program in 1999, Although there is considerable flexibiliny under corvent Jaw o
take similar stepy to simplify and sucamline the Medicaid application and enrollment
procedures, the state is not taking advantage of these opportunities, (Center on Budget
and Policy Priorities, December 1999,)

Recently the Health Care Financing Administration (HCFA), the federal agency
charged with administering the Medicaid program, has encouraged states to simplify
their application process, In letters to state health officials issued on January 23, 1998,
and on Seprember 10, 1999, HCFA promoted a range of strategies including,
cliimination of the test for assets, allowing applications to be submitted by mail
without requiring an interview at a welfare office, adopting presumpuive eligibility
procedures, and reducing verification requirements, (The Kaiser Commission on

Medicaid and the Uninsured, October 2000.)

On September 12, 2000, HCFA issucd anothier letter to stae otticials assuring them
that simplification measures can be implemented without compromising program
integrity. According to the letter, “...some states have voiced concern that the Federal
Medicaid Eligibility Quality Control (MEQC) program is a barrier to the
simplification cfforts. However, there is no indication that states” simplification
pracedures have contributed 1o an increase in errors.” This study strongly encourages
North Dakota to exploe its options for simplifying the existing application and

enrollment processes.
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Novth Dakota’ uninsured children
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“A high percentage of North
Dakota’s uninsured are the

‘working poor.”; .Qtiitc often.

they are young adults who
ehther nave not offered health

“insurance throin‘g‘ﬁ"tlfclr'
cmploycrs OF CHNOL, aﬂund (0

- Mary Sehievt,
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a ceording to a 1998 Robere Waod Johnson Foundarion Eamily Survey, 8.3
percent of Norgh Dakotas 175,822 children are uninsured -approximaly 14,593
chitdren, "This Is lower than the national figure of 139 percent, however, the Carren

Populaion Survey from 1996 to 1998 averaged Nonh Dakoras uninsused as high as 13.1%.

The highest percentage of the state’s iminsured s found between the ages of 25 and
34. In 1998, 51 percent of the peaple in this age group reported they were uninsured.
Fhis age group is of particular significance due o the fact that they rpresent Norh
Dakota’s young parents, ‘Chis compares nationally with only 23.2 percent of this age
group being uninsured. Three out of four uninsuved are employed, and one out of ten
work at more than one job. Sixty percent of the uninsured said they worked at firms
that offered health insurance, but only 50 percent of them were eligible to apply.
Their eligibility is mostly due to their part-time status, Uninsured persons in North
Dakota are more likely to be employed in construction, farming, rewil, restaarants,

and nursing homes.!

Many of the parents surveyed in this study have personal insurance for themselves, but
have uninsured children because the proportion of their tke-home pay required for
premiums for their children’s coverage can be as much as 30 to 50 percent or more,
Due 1o the level of income these parents make, the premium cost to them means chag,

if they pay the premiums, they go without foad or shelter,

Nationally, the number of uninsured Americans is estimated at 42,5 million people, or
15.5 percent of the population, down from 44.2 million or 16.3 percent, in 1998, !
Within the last decade, however, the number of uninsured has grown over 10 million,
or approximately | million per year. The decline in the st year is che firs since the

Census Bureau began collecting daea in 1947,
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Why Health Coverage is Important

Recent rescarch has documented that uninsured chitdren are more likely 1o be
hospualm'd for conditions that could have been reated through primary care.,
Uninsured children are less likely to be up-to-date with well-child care and all
recommended immunizations.  Not only are uninsured children less likely o receive
treatment for common childhood illnesses, but also they are Jess likely to receive
treatment even for a serious injury, a chronie illness, or a special need. Additionally,
uninsured children, when compared with insured, are: *

» Up to 6 times more likely to have gone without needed medical, dental or

other health care.
* ‘Twice as likely not to have seen a physician during the previous year.
* Up to four times as likely to delay sceking carc.

* Up to ten times less likely to have a regular source of care,

The scope of this study did not include determination of the financial impacts of the
costs or benefits to enrolling more uninsured children. However, throughout the
study, respondents shared their thoughts about the impact o society when children do
not have healtheare coverage, when parents do not wtilize medical services because of
concern over the cost of services, when parents miss days at work due to sick children,
and when children miss or cannot participate in school because of health problems

and lack of preventive health care,

Uninsured persons in
North Dakota are more
likely to be employed in
construction, farming,
retail, restaurants and
nursing homes.
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Enrollment Trends
. a

I n this era of post welfare reform, there is continued concern nationally regarding
the affect of welfare policy changes has had on the number of cligible children
enrolled in Medicaid.'  Between 1996 and 1998 Nosth Dakota experienced a
dramatic downward trend in enrollment of children and adult carctakers, but in the

{ past two years the numbers have somewhat stabilized.

It was anticipated that the implementation of the Healthy Steps” progeam in October

1999 would provide for increased enroliment in the children’s Medicaid program duc
to the requirement that Healthy Steps’ applicants first be screened for Medicaid
cligibility. The impact, however, has not been as great as initially anticipated. In fact,
3 the overall increase in Medicaid enrollment since the inception of Healthy Steps has

; been about 196.¢ With approsimately onc-third of all Healthy Steps’ applicants

refetred to Medicaid over the past fourteen months, it appears applicants are falling

through the gap created by the lack of coordination between the administration of

i these two programs.

'- Detailed information reparding income cligibility limits for these programs is outlined

in Appendix A,

j
i

Medicaid Envollment Tiends 1996-2000
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“Medicaid
Mcdicaid is a joimly funded, Federal-State heatth insurance program for cerain low-income
“and needy people, It covers approximately 36 million individuals including children, the aged,
blind, and/or disabled, and people who are eligible 10 reccive federally assisted income
maintenance payments, Medicaid, or Title XIX of the Social Security Act, was enacted by
Congress in 1965 and began in North Dakota on January 3, 1966. The program is supervised

by the Depariment of Human Seevices and administered by the 51 county social service boards.,

State Children's Health lnsurance Program , “Healthy Steps”

With overwhelming bipartisan support, Congress created the State Children’s Health Insurance
Program (SCHIP) in 1997, allocating $48 billion over the nexe 10 years to expand health care
coverage o uninsured children, This new program, together with Medicaid, provides
‘meaningful healds care coverage to millions of previously wninsured children, Today, every
state has implemented SCHIP, providing health coverage to over 3.3 mitlion children

nationwide since the beginning of the program,

This program is also a jointly funded, Federal-State health insurance program and is the most
significant funding increase for children’s health since 1965, North Dakota SCHID, “Healthy
Steps”, Is administered at the state level through the Department of Human Services.,
Established by the 1999 Legislative Assembly and authorized by Section 12 of the 1999 Senate
Bilt No. 2012, Healthy Steps began providing coverage for uninsured children in October
1999. With an income cligibility limit of 140 percent of the federal poverty Jevel, Healthy
Steps currently provides medical, vision, and dental coverage for approximately 50 percent of

the estimated 4,000 cligible children at the income level,

ltdian Health Services
Indian Health Services is often mistaken for health insurance. It is in face a trust responsibility “This is one case where

of the U.S. government based on treaty obligations and federal statues 10 provide health careto e should help get the

members of federally recognized tribes « a responsibility chat dhe Indian Health Service (IHS) " facts about the progtam

hus partially fulfilled since 1955, However, because these services are predominately available  out to the public elther -
through reservations, in 1997 only 20% of Native Americans reported having access to THS. pcrsonally orasa board,”
(Kaiser Commission on Medicaid and the Uninsured: Health Insurance Coverage and Access Giml &wicé BM"J member
to Care Among American Indlans and Alaska Natives, June 2000) In North Dakota, THS

autpatiene facilities exist on the Fore Berthold, Standing Rock, Turtle Mountain and Fort

Totwen reservations, Inpatient THS facilities are focared on both the Standing Rock and ‘urde

Mountain reservations. ~\
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posc and Scope

Purpose

The purpose of this study is 1o evaluate the current enrollment processes and idendify
opportunities for simplification and increased coordination bewween Medicaid for
children and families and the State’s Children's Health Tnsirance Program, Healihy
Steps. Specifically, the stdy was interested in answering the following questions:

1. What are the attitudes, pereeptions, issues and/or barricrs
associated with increasing the number of ow-income children
recciving medical assistance?

2. What recommendadions should be considered to enrolf and cover
more uninsured children?

3. What authority and/or latitude does a county or the state have in
changing policies or procedures which impact the number of
low-income children receiving healtheare coverage?

4. What can we learn from secondary research to impact the

objectives of the study?

Scope
In July 2000, Boyd & Company, Inc., a Jocal business development, planning, and
marketing firm, was contracted with to conduct the focus groups, compile the
findings, and to assist the staff of the Community HealthCare Association in the
planning process. 1n August, input regarding the study process and potential
participant, was gathered from the North Dakota Department of Human Services,
the North Dakota Department of Health, and County Social Service Directors, In
addition, Ami Nagel, a consultant involved in a similar study in the state of Arizona,
attended the August meeting to provide feedback and goidance, ‘The following scope
of the study was established:
¢ Listen to low-income parents from across North Dakota and discuss
their experiences, pereeptions, and knowledge of the current
Medicaid application and  cligibility process,
» Seek input from local county social service eligibilicy workers,
directors, board members, and the Deparument of Human Services

regarding the Medicaid process,

« Review secondary rescarch that applies to the objectives of the study.
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- Seven parent focus groups were conducied during October 2000 in various locations

throughout North Dakota as a method 1o gain perceptions segarding the currem

Medicaid application and eligibilicy process and outreach efforts. Signiticant though

was given to conducting focus groups in farge and small communitics, urban and rural

communitics, communities with a farm/ranch audience and Narive American
communitics. The seven communities were:

* Farpo

o St. Michael, locared on Spirit Lake Reservation

o Bisimarck

* Minot

o New ‘Town, located on the Fort Berthold Reservation

e Dickinson

& Grand Forks

A total of 147 parents participated in the seven focus groups. In each focus group, a
combination of parents with Medicaid insured or uninsuved children were present,

Appendix B vutlines the demographics of the focus group participants,

In cach region of the state where a focus group was to be held, community partners
were contacted about assisting in the outreach for focus group attendance. Packets of
tnvitations and pasters were made available for cach group willing to assist in
recruiting focus group participants. [n addition, the North Dakota Department of
Human Services assisted in the distribution of invitations to families with special
needs children. Samples of the participant Recruitment Material are included in

Appendix B,

Each respondent for the parent focus groups was pre-qualificd and pre-registered by
calling a toll-free number at the Community HealthCare Association, ‘T'he pasticipants
were advised they would be actending a “Children’s Insurance Meeting” and were not

made aware of the specifics or scope of the study.

"Remember dvat every issue is a human issue, and human implications

come before everything else.”

N,
5 %’
/
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Jormer Governor Sinner ‘Advise
Jor the Next Governor”
Bismarck Tribune, G14/2000
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“I think I need to always
be Awnre of chnldrcn in

my. county nnd town.

N
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 Children are thé mbut

imortant assets we haw.-.
Social Service Board Member

Parents included in the focus group and parent survey had 1o meet the following criteria;

* Have children 18 or younger

¢« Monthly income at or below:

" Family size Income
$975
$1.313
$1.651
$1,990
$2,328
$2,666
$ 3,005
$3,343
$ 3681

Meetings were held in various buildings such as community health centers, public
libraries, Community Action Agencies, community centers, and banks in order to

ensure the widest possible audience with po fears of artending based on location. Ad

cach meeting, parents were provided with pizza or appropriate refreshments, as well as

nominal compensation for participating in the mecting, Focus group meetings were
two hours in length, A parent discussion guide was utilized to provide consistency to
the questions asked. Comments made at the focus groups were recorded by a

computer-aided transeriber and audio taped.

A written parent survey was presented to the participants prior to the focus group
discussion. There were 20 questions on the survey that was developed by Boyd &
Company, Inc. with the assistance of county and state professionals. All 147

participants complete the survey,

A statewide e-mail survey of county eligibility workers to ascertain their opinions
about the process was conducted in October 2000, The c-mail survey was distributed
through the eftorts of the North Dakota Deparement of Human Services Medicaid
Eligibility Policy. Boyd & Company, Inc. developed a thiny-five question survey with
the assistance of connty and state professionals, Tt was sent o approximately 280 coumty
cligibility warkers locuted in 5.3 counties throughout the state of Noreh Dakota, There

was i total of 72 suevey respondents with a 20 pereent response rate,

A statewide e-mail survey of county social service directors was conducted in October
2000 10 ascertain their opinions about the Medicaid process, Phe e-mail survey was

distributed through the effors of Michon Sax, current president of the Noreh Dakaota
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(,mmty Soual Scrvuc l)lrccmrs wamnm\. Imyd & Company, Inc. developed a

thmy-thrcc qucsi ion survcy with the assistance of conmty and state professionals. ‘The

. survey was sent to approximatcly 33 social service directors statewide, A toral of 17

Social Service Directors responded with a 51 percent response rate,

An Eligibility Worker Focus Group was conducted in October 2000 with the
statewide Eligibility Workers Technical Task Force, The focus group was held in
conjunction with their regularly scheduled quarterly meering. Since the participants
were not screened as in a traditional focus group, the feedback from this group is
perhaps skewed to the positive since the Eligibility Workers Technical Task Force's
purpose is to seck quality and improvement in the eligibility process. The Task Force
Chairman, Larry Bernhardt of Stark County, distributed e-mail invitations to the
meeting, A total of 13 eligibility wotkers participated in the mecting. A discussion
guide was utilized to provide consistency to the questions as well as to ask questions

that provided for cross tabulation with parents and social service directors.

A Social Service Director Focus Group was conducted in November 2000,
All Social Service Ditectors were invited to participate in this focus group

which was scheduled during their regular monthly statewide meceting, g“"hy
cps

"The North Dakota County Social Service Directors Association President
Michon Sax distributed e-mail invitations 1o the meeting, Twenty-four
social service directors participated. A discussion guide was atilized to

provide consistency to the questions as well as to ask questions that

provided for cross tabulation with parents and social service directors, Uninsured

A mail survey was distributed to approximately 280 Social Service Boards and/or
County Commissioners who served that function in November. Social Service
Dircctors were asked to distribute the vnvelopes at their meeting in November and a
follow-up mailing was made to countics where responses had not yet been received by
the closing date of the survey. Boyd & Company, Inc. developed a sixteen question

survey with the assistance of county and state professionals.

All written survey instruments utilized in this study contain specific questions for cross

tabulation with parents, eligibility workers, social service directors, and to test against
sccondary research such as the national George Washington University Children's
Medicaid study dated July 2000, A complete list of the secondary research materials

utilized by this study is provided in the References section of this report,

Insurance Status of North Dakota’s
Uninsured Children

Medicaid
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indings and Reccommendations
) [ ]

Stigma Was Not Found to be a Barrier

This study found that the primary issue affecting Medicaid enrollment is not the
stigma assumed to be associated with applying for public assistance, but rather a basic
3 fack of knowledge and awareness regarding the programs themselves,

7 A July 2000 George Washington University Issue Brief: Beyond Stigma: What Barriers
2 & 8
1 Actually Affect the Decisions of Low-Income Families to Enroll in Medicaid? found
z"" 1 4 13 ) .

" that, to the extent that stigma is a barrier 10 applying for and enrolling in Medicaid,
g
; the stigma is more about how people are treated in the process rather than the stigma
b of being associated with the program. This stedy found the same result. Only 30
i ¢ . . ) [ ‘ Il .
‘ percent of cach study group stated that Medicaid's association with public assistance is
' How Parents Perceiv . - L .
10 farents Tereetve a negative stigma affecting parents’ decisions to apply for Medicaid.
Medicaid & b B
Welfare

In fact, this study found pavents do not think of Medicaid for childven and
Jamilies as welfave. When parents were asked which of the following best
Awisance - describes Medicaid for children, over half of the parents described Medicaid as

assistance, almost one-third indicated insurance and only 15 percent

Insurance

selected welfare,

Although many parents did not describe Medicaid as welfare, they do perceive that the

: front office staffs of health care providers treat them differently because they have
Medicaid coverage. About one third of parents responded that when compared to all
! patients, people receiving Medicaid benefits are treated in an inferior manner when

i making appointments and registering at health facilities.

Although the parents tha participated in the focus groups came from diverse
communities, their eesponses were very consistent, Low-income families in North
Dakota highly value access to heatth care coverage for their children, but find (he
process of obtaining that coverage is extremely frustrating, Barriers to Medicaid
enrollment, both actual and perceived, most often identified by parents in this study
were as follows:

* Confusion about the programs

* Lengthy and intrusive enrollment process

* Complicated, burdensome and redundant process to maintain cligibility
| ¢ Over-burdened county social services system
| ‘l;;‘ d * Access and transportation to county social service offices, particularly in
| rural arcas and Native Ametican communities

4
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R Onc of the primary findings of this study is the lack of awareness parents have about
'Mcdncald and Healthy Steps, The study found 86 pcrccnt of the parents and 83
percent of county social service directrs state parents with children cligible to receive

besefits are tess aware of available programs to assist them,

Many North Dakota parents wre still unaware of the availability of reduced cost or free
child health insurance programs available within the state. Parent outreach and
education ranked in the top three recommendations from parents, dligibility workers and
sacial service direcors. Parent focus groups indicated only 11 percent were familiar with
the Healthy Steps’ program. Parents also indicated their willingness to attend additional

rcetings for no compensation in order to learn more about their options,

‘tecommendation: Increase awareness through outreach partnerships and
parent education

No one organization has embraced public awarencss as their primary responsibility.
An opportunity exists to create partnerships with organizations and agencies that have
a special interest in reducing the number of uninsured childeen in their respective
communitics. A detailed and concise strategy can be implemented to build
commitment and assist in education and outrcach to parents and guardians of low-
income chitdren. ‘The strategy should be a malti-faceted campaign involving, the
stakcholders, employers, health care providers and agencies, sehools, and advocates

such as the parents themselves,

T
e :

Penple cannot access what they do not know exists, Therefore, the importance of

implementing strategies to educate and inform parents and guardians of the health care

A

By

options available to them is an important element in ensuring North Dakota’s children
B

remain healthy. Social marketing requires understanding what moivates the person and

hgp,«
S

requires mote than a brochure to detail the information. We need to determine how to

motivate parents to scek help for thelr children prior to a health care crisis,

“T'his is one case where
we should help get the

" blic f 14 be held | o facts about the program
yr instance, public forums could be held acro: sstate to address Senelits
ot P cross the state to address Senelits and out to the public cither

in addition to education about health coverage assistance options, education needs to

be directed towards quality of care Issues outlined in the findings section of this report.

Dt

restrictions of Medicald and Healthy Steps. Making additional information available personally or us a boad.” 18

to Norch Dakota parents concerning the importance of preventative health care, and Sovitl Service Board member
appropriate follow-up, would also be beneficial,
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Finding: Lengthy and intrasive enrollment process

‘The application form for Medicaid is cureently incorporated within a sixeeen page
mubti-program form wsed also for Temporary Assistnce for Needy Families (FANF),
Food Stamps, and Child Care Assistance, The fiest fovr pages are instructions and ten

of the remaining twelve pages must be completed when applying, for Medicaid.

N

PN Sl s

comparison, the application for the Healdhy Steps program is only two pages in

3
i fength, with iwa additional pages of instructions,

;

‘ As the table below shows, the Medicaid program has the heaviese burden of proof for
: the applicant. How valid is the requiremenc thae Medicaid applicants provide this

,)r information when it is not required of Healthy Steps applicants? Is the assets test a

[ viable means of determining a family’s ability to otherwise pay health premiums or

!

expenses themselves? The Deparement of Human Services recently conducted a study

o

¢ that may help answer these questions,

For the sixteen-month period of January 1999 to April 2000 a report was gencrated
identifying all children and family cases that were denied or closed due t the household
having excess assets. OF the 21,158 applications that this repore idemified, 20,880
198.7%) of the applications were approved. Only 272 applications were denied due to

excen assets, and of those, nearly half would have been denied due to excess income

regardless of their asset status. Therclore, in a sixteen-raontly period, approximately 0.6
pereent (136 out of 21,158) of all applications were denied due to excess assets,

Although these figures do not include applicants that did not complete an application,

the asset test does not appear to ke a necessary tool in determining cligibiliny.

H\\.nl“u AT

. Mnde ofa”lluion Mail, In-person £

: interview 7

" “The data for this table Ieriod of eligibility Monhly if income Sepdi

; ) ' fluctuates {ww,uw AR (‘!}'N_{ﬂ}"
is taken from the oen Tow Yo ,

“Ihings You Will Need Documentation Cltlzenships status

. records that show the current

1o Provide” section of value of all your amats (checking

§ section of and savings account belancss,

i ' ‘cation for centificates of eposit, stock/bonds,

| the Application for KA 401K kogh s b '

: Medicaid, Temporary burlal plan, trust documents, and

' Assistance for Needy

§ Vamilies (TANE), Food

fj Stamps, and Child Care
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© Like other national studies, intrusive personal questions asked during the enrollmem

B process were a fequent complaing of parents in the focus groups. (Center for Public

I Policy Prioritics, Seprember 2000).

Parents and eligibility workers see thie information required for the Medicaid
application differently. Parents were about three times as likely as cligibility workers to
state chat having to answer unfair and personally imposing questions is a significant
barvicr affecting parents applying for medical assistance. Parents state there is lintde
privacy and their life is an “open book” to the eligibility worker. Eligibility workers

state they are juse asking for the information they are required to collect,

From the family's perspective, verificaiion is often a major bartier 1o enrollment
because it involves obtaining documentation from third parties, such as employers,
banks and noncustodial parents, who may not be cooperative. In addition, the
intrusive nature of the verification process adds considerably to the stigma associated

with applying for Medicaid (Southern Institute, December 1998).

Because of the perception of intrusiveness, the relationship between cligibility workers
and parents is strained, Parents express frustration over having to share personal
information with someone they know by first name only, and in some cases, with
people they know personally. This is compounded when parents live in small

communitics where there is less anonymity.

Recommendation: Simplify the process by removing the asset test and align
the application processes for Medicaid and Healthy Steps

To bewer align the programs, it is the recommendation of this study to remove the
asset test requirement for medicaid cligibility for children and familics,

By streamlining the documentation and verification requircments that apply to both
programs, the paperwork burdens for both families and administrating agencies would
e greatly reduced. The projected cost of removing the asset test is outlined in the

Conclusions and Policy Implications section of this report,

Novth Dakota is one of only nine remaining states to utilize an assets test when
determining eligibility for Medicaid families and childven. See Appendix D for
comparative state data. lf this requivement were removed, North Dakota wonld be
able 1o greatly veduce Medicaid's documentation requivements and create a
streamlined, single application for botl Healthy Steps and Medicaid, "U'his action

atune would allow for increased coordination and a less burdensome process for both

“It's too complicated and
they can't understand.

We overwhelny them with
information and paperwork.”
Fhoilndity Winder
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families and cligibitity workers. Addidonally, a single applicaion process would
4 ) ) ple apy }

provide opportunities for more effective outreach, marketing, and parent education.

Within the past few years, the federal agency that vegulates Medicaid, the Health Care
Financing Adwinistvation (HCIA), has encouraged states 1o simplify their application
process. In letters to state hicaldh officials issued on Janvary 23, 1998 and on
September 10, 1999, HCFA promoted a range of strategies including elimination of
the test for assets, allowing applications to be submitted by mail without requiring an
interview ac a welfare office, adopting presumptive eligibility procedures, and reducing
verification requirements. (The Kaiser Commission on Medicaid and the Uninsured,
October 2000.)

More recently, on Seprember 12, 2000, HCFA issued another letter to state officials
assuring them that simplification measures can be implemented without
compromising program integrity. According to the letter, “Some states have voiced
concern that the Federal Medicaid Eligibility Quality Control (MEQC) program is a
barrier to the simplification effort. However, there is no indication that stares’

simplification procedures have contributed 1o an increase in errors,”

Key federal requirements for Medicaid include:
o Signed application;
* Social Sccurity numbers tor applicant children;
* Documentation of immigration status of children who are qualified aliens;

e Recertification is required at Jeast every 12 months, but need not be face-to-face,

States are NOT required:
* To conduct a face-to-face interview;
o’y collect documentary proot of eligibility related questions other than
immigration starus;
*'To impose any resource or asset limit on children's Medicaid;
* To terminate children’s eligibility immediately when family income
inereases;

o Verify income,

"The above outlines the federal government's increased Hexibility o allow staes 1o
determine the Medicaid eligibility and enrollment of uninsured children, As can be
seen in Appendix D, North Dakota has taken advantage of very few of the

opportunities provided o stecamline the enroliment process,




~ Pavents unanimonsly agroed that they want choices when it comes to applying for

D Meddicaid. Pasemts that were familiar witly Huealthy Steps appreciated the anonymity

- applying by owail aforded them. Not only dous a mail in application provide
anonymity, it allows working parents more flesibility to apply at their convenience,
For instance, parents expressed frustration with having w ke time-off from work and
make transportation arrangements to attend a face-to-face meeting at county social

service offices. In addition, parents would like available to them a coll-free number

"

;. they can access for application assistance, eligibility criteria, and information regarding
4 program bencfits,

3 By providing choices for parent o enroll and gain information cither through face-to-
,(;( k ' ] . il 4 ]

i face, phone, mail or fax methods, you increase the likelihood that more parenes with

uninsured children will apply for Medicaid.

Finding: Limited Coordination Between Medicaid and Healthy Steps

A limited coordination between the Medicaid and Healthy Steps application processes
compounds the difficultics a parent encounters when r'mvigming the enrollment
pencess. Although it is a requirement that Healthy Steps applicants first be sereened

for Medicaid eligibility, only a moderate increase in Medicaid enrollment has occurred

since the inception of Healthy Steps in October 1999, With approximately
one-third of all Healthy Steps applicants referred to Medicaid over the past fourteen

months, it appears applicants are falling through the gap created by the hack of

coordination between the administration of these two programs.

The Medicaid program is supervised by the Economic Assistance Division of the

Department of Human Services and administered by the 51 individual county social

Pt e

service boards with county cligibility staff determining cligibility for the program,

A= TR

f The administration and cligibility determinarion for Healthy Steps is centralized in

& J the Medical Services Division within the Department of Human Services.

¢

| Of additional concern is the misunderstanding of parems regarding the options

""" . ¥ : . A [ [

p ! available to them when they no longer qualify for Medicaid. Participants in the parent

focus group expressed that they believed their only option is to be considered for the
Medically Needy program in which they must firest incur a large recipient liability
before qualifying for assistance with their medical expenses. Tt appears they are not

aware of the Healthy Steps program as a more affordable oprion,

OFf the Elipibilty Workers
surveyed, twenty-cight
pereent indicated they rarely
1O NEVEE AsSISt Parents in

applving for Healthy Steps,




“Keep it as simple as
possible. The fewer people

Involved the better,”
Soclal Service Board member, .

Recommendation: Create a joint application Medicaid and Healthy Steps.
Of the 32 states with CHIP-funded separate programs, 28 states allow families o
apply for health coverage for their children using a single application. See state

comparisons in Appendix D.

According to the Health Care Financing Administration (HCEA) in their November
1998 program guidance: “The simplest way to meet the 'screen and enroll’
requirement is to use a joint application form. A state would review the joine
application and determine Medicaid or SCHIP eligibility consecutively, without
requiring the family to submit additional information. Medicaid enrollment can be
accomplished without referring the family to another office or completing another

application.”

As discussed in previous recommendations, the removal of the asset test for children
and familics will simplify the enrollment process and open the door for creating a joint
application with Healthy Steps. A joint application would allow for a closer alignment
of the programs and provide for many “no cost” Aimpmvwncnts. Awireness campaigns
and parent education could be coordinated under the theme of “health insurance for
children” with  single application and a shared toll-free number. Eligibitity
determination could also be better coordinated and the current need to refee parents
from one program to the next could be eliminated and enrollment streamlined.
Prospective enrollees could be sereened and enrolled in the program for which their

income qualifies without the additional confusion of navigating two programs,

Finding: Complicated, burdensome, and redundant process to

maintain eligibility

Families enrolled in Medicaid whos 2 income is derived from hourly pay or self-
employment are required to submit pay stubs on a monthly basis for recertification,
In addition, if a family’s income flucivates, parents must report these changes to thei

county social service office within 10 days.

The redundancy in gathering the same information month after month is perceived as
a paperwork nightmare by parents. 1 the appropriate documentation is not submitied
within the timeframe allowed, the Medicaid case is closed and a family must re-apply,
The process for ee-applying requires the parent(s) 1o resubmit all information and
complere a full application. Parents voiced frusiration over the fact that the social
service office has this data on file, such as names, birth dates, social security numbers,

eteny but parents are still required to complete a full application,




Pareris commented on the high pressure, unreatistic workloads, and sometimes poor
working conditions of the county eligibility workers. ‘These comments are not unique
10 North Dakota as demonstrated by other national studies (Center for Public Policy
Priorities, Sepiember 2000). It Is Interesting 1o note that parents have a very
empathetic awitude cowards thelr eligibility worker, Parents stated that cligibilicy
workers are generally professional people working in a burdensome or tedious system.

Over 40 percent af county social service divectors would charvacterize the resources their

county apprapriates to conduct eligibility work and assistance to families witly

uninsured children as less than sufficient,

Over balf of the county social service divectors believe a case cun be made for their
board to support added administrative expense to inerease the number of children

enrolled in Medicaid,

Over two-thirds of the social service board members that weve surveyed indicated that
they would support finding ways to increase the nmber of cuvollments in Medicaid

from families with uninsured childvon.

Parents also expressed concern their eligibility worker is not an advocate on theie
behalf, Many parents view their eligibility worker as a gatekeeper and voiced
frustration thas they are not forthcoming about their case and may withhold
information they view as critical to cheir eligibility status. Not only do they feel that
information is withheld, in general parents belicve eligibility workers construct

unnccessary barriers that limit the pumber of parents cligible for Medicaid.

When asked, how would parents describe their interaction with social services, less
than 10 percent of parents and social service board members indicated very good to
excellent, In contrase, over half of the eligibility workers and directors indicated

parent’s interaction with social scrvices as very good to excellent,




Recommendation: Allow for Continuous Coverage

Continuous coverage is a provision that allows children eligible for Medicaid or
SCHIP 10 remain eligible for a specific pedad of time regardless of any change in
family income or family struciure (Mathematica Policy Research, June 2000),
Curremly Healthy Steps has continuons cligibility for 12 months, while childeen’s

Medicaid eligibility is determined on a month-to-month basis,

Advocates of continuous coverage believe this policy will:

1. Simplily the enrollment and cligibifity process for both the state and for
families. For example, a national study found that adopting a policy of
“comtinuous coverage would simplify administration for efigibilicy seaft,
[however) the simplification would be more significant for familics,

Continuous coverage reduces the number of redeterminacions eligibility

warkers have to process. It may also reduce the general workload of

cligibility workers.” (Mathematica Policy Research, June 2000),

2. Reduce or eliminate the “cycling” of children on and off Medicaid due wo
temporary changes in income. In low-income familics, income can be
unpredictable and can fluctuate from mondh o month. Unless a state

has continuous enrollment policies for families, children may be required
Recommendations

to drop and re-apply for coverage according to the Family's cureent
1. Simplify the enrollment process ' PPy B g )

circumstances, even when income differences are relacively small amounts.

.- 2. Reduce the “cycling” of children

-~ on and off Medicaid 3. Enable eligible children to obtain care for an aninterrupted period, thus
:@,‘?’w Gy oo o increasing their opportunitics for obtaining prevencative health care and
‘ E.nql?lc eligiblc dllldl‘cn to obuin ‘ carly intervention,
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Finding: Access and “Transportation L
‘Transportation and access 1o conmty social seevice agencies, particalarly in raral arcas

and American Indian communities, poses w chatlenge and is a barrier w0 Medicaid

enrollment,

In addition, more than a thivd of parents and a quarter of eligibility workers indicate
that convenience issies ich as time, plice or transportacion is a signiticant barrier

affecring parents applying for medical assistance,

Recommendation: Ouistationed Eligibility Services

Twenty- three percent of parents indicated ehau dheir lack of access to enrollmen

assistance s a significant basrier affecting parents applying for Medicaid. Parents

stated chey would fike out-stcioned enrollment in dinics, hospitals and other aliernate

locations such as schools and child-care centers (George Washington University, July

2000). Forty-five percent of the parents indicate off-site application opportunities

would increase the number of children covered by medical assistance,
“If a case closes, it cannot be reverted open.
‘The line workers hate it when a case closes
and they have to reopen. It's the ultimare
terror. Maybe we should call it a dorman
case make the process simpler.”

Sociul Service Divector




sion and Policy Implications
.

Thc purpase of this study wan 1o evaluate the carrent enrallinem processes and
idemtity opportunities for simplification and increased coordipaion eiween
Medicaid and the Siate's Children’s Health Insurance Program, Healthy Steps. Several
low-cost and sometimes no cost recommendacions have been made thar would ne
only steeamline the enrollment process, b also build a greates awareness of the
programy's benefits for uninsured, low-income families. Ay identified carlier in the
study, the opportunitics that would have the greatest impact are:

* A joint application for Mcdicaid and Healthy Steps cligibility

* Removal of the asset test for Medicaid

* Align the application processes of Medicaid and Healthy Steps

» Allow for continuous coverage within the Medicaid program

* Increase awareness and knowledge of the program(s) through outreach

partnerships and parent education

* Explore the outstationing of eligibility workers

In almost all cases, the implementation of a recommendation provides a significant

decrease in administrative complexity and the associared cost represents no more than
the inherent cost of enrolling additional currently income-cligible uninsured childeen,
The graph below identifies the financial impace of those costs over the next biennium

and their relationship o the entire Medicaid program budget:
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test and $1,072,536 to provide for

3 month continuous eligibility) is
5135.24)‘:‘23}i minimal when compared to the
overall cost of the Medicaid
program, $681,839,964. The
state contribution to this total cost
is anly $877,7.30 thut levevages the
additional $2,047,062 in federal
mtching funds.

~$22,032,817
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‘Fhe data for this chast was taken from the following North Dakota Deparniment of
Human Services testimony: 1) the cost of removing the asset test was addressed in dhe
August 1, 2000 testimony to the Interim Commitiee on Health Budger and represents
the enrollment of an additional 1,367 children; 2) the cost of all Medicaid programs

was addressed In the January 4, 2001 testimony to the House Appropriations
Comnittee concerning HB 10125 and 3) the cost of extending continuous cligibility

from monthly to quarterly was addressed in the January 15, 2001 testimony to the

Flouse Human Services Commitee concerning HB 1036,

The removal of the asset test for children and families will simplify the enrollment
process and open the door for creating a joint application with Healthy Steps. A joint
application would allow for a closer alignment of the programs and provide for many
“Wo cost” improvements, Awareness campaigns and parent education could be
coordinated under the theme of “health insurance for children” with a single
application and a shared toli-free number. Eligibility determination could also be
better coordinated and the current need to refer parents from one program to the next
could be climinated and enrollment streamlined. Prospective enrollees could be
screened and enrolled in the program for which their income qualifies without the

additional confusion of navigating two programs.

To increase recognition, consideration should also be given to branding the program

under the single name of “Healthy Steps”. As income increases and parents move

toward greater sell-sufficiency, they would likewise progress through the “steps™ in the

program. If the income eligibility for Healthy Steps were to be raised from 140% to

£50% of the federal poverty level, North Dakota could allow parents to cost-share at

income levels above 150%. ‘This potentially new “next step” would help fill the gap  Brand children's Medicald and -

for parents willing and able 1o pay a portion of their child’s health coverage, but have ;hn:um(i’tm'mtm (' 3

no affordable alicrnative. single name of ...,
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PO Alans Knundson.  Presentation 1o the Covering Kids Advisory Board:
Manitaring the Uninsured: A North Dakota Pesspective. Sune 8, 2000, The Current
Population Survey (CPS) is a monthly nitlonal labor force survey, The March
supplement of the CPS includes extensive questioning about income and health
insurance status, however, uninsured status is measured as a residual, i.e. not
huving coverage from a named source at anytime during the prior year, A direct
follow-up question 1o confirm that the individual surveyed is uninsured was added
in March 2000, The sample size is 0,000 houscholds with Primury Sample Units
(PSUS) in each state. North Dakota's has one PSU which is Fargo, Sampling error
is unavoidable for state-level data, and the US Census Bureasu uses a 3-year
average. The 1998 Robert Wood Johnson Foundation Family Survey is also a
random telephone survey conducted throughout the state of Nosth Dakota, The
sample size wus 5,027 households and Mathematica Policy Research, Inc designed

the survey instrument,

! Dr. Alana Knudson-Buresh, Health Care Discussions. Fall 2000; 24-29,

"On the Net: Census report:

(www.census.gov/Press- Release/www/2000/cb00-160.buml.)

* American College of Physicians - American Society of Internal Medicine, No Health
Insurance? It's Enangh to Make You Sick - Scientific Research Linking the Lack of Health

Coverage to Poor Health, August 2000, www.acponline.orgfuninsured

" Jocelyn Guyer, Health Care Afier Welfare: An Update of the Findings From State-Lovel
Leaver Studies. August 16, 2000,

During the debate over the 1996 federal welfare faw, a bipartisan consensus emerged
that low-income families with children should not lose health care coverage as a result
of changes in welfare policies. Congress therefore included a provision in the welfare
law that “delinked” Medicaid and welfare eligibility, creating the opportunity for
families to quality for Medicaid regardless of their welfare status, Nevertheless, a
growing body of evidence suggests that welfare policy changes in recent years have

caused a loss of Medicaid among eligible low-income familics with children.

“Dhavid Zemaner. Testimony before the Interim Budget Commitiee on Health Care.

June 28, 2000,
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"Appendix B: Pavticipant Recruitment Material

Call Steps to Securing Community Partners

. 1. Identify and call one key Community Pariner who can act as
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community liaison.
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3. Determine if there arc others in that community/region that should
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4. After each call, mail invitation package 1o Community Pavener.

Package should contain: @ Community Pariner Letter, Overview

Sheet, Invitation, and Screencer Information.

5. Maintain a list of community partners and contacts,

6. Follow-up with Community Partner five days later to ensure they got

package and to remind them how important their assistance s,

7. Reconfirm with them right before the focus group meeting in their

Wt =

community for any updatcs.

Trms min

e

TIPSR

8. Send thank you following the focus group to all community partners.
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Parent Survey Demaographics

Gender:
Female
Male

Age:
Under 25
28to 30
3o 35
361040
Over 40

No Response

insurance Status:
Medicald
Healthy Steps
Uninsured

83%
17%

27%
26%
14%
12%

8% -

6%

81%
3%
38%

Paents (N=147)

This universe of parents has a totul of 301 childven.

“Self-sufficiency is achieved in

small sicps, with no small number
of missteps. But self-sufficlency is
never achieved by those who never

take that first step.” S

Blatne Nordwall, Economic
Assistance, Policy Directer,

Letier 10 the Edio, May 2000
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ppendix D:

§!ale Program Comparisons
"

States that have not adopted key simplification strategies in Medicaid for children.

No joint application for  |Face-to-face interview | Assel test required Frequent redetermination
Medicald and CHIP required (more than once a year)
Nevada Alabama Arkangas Alaska
Georgila Colorado Florida
Texas Montana idaho Georgla -
Utah New Mexico Montana Maine
New York Nevada Minnesota
Tennessee . Narth Pakots, % New Jarsey
Toxas Oregon T Mo DekbRa A,
Utah Texas Oklahoma
Waest Virginia Utah . Oregon '\ ...
Wisconsin bl Tontesael i
Wyoming U Texes {
| Vermont®./}. ..
Wyoming +

"States in bold print have adopied simpler enrollment procedures (na face-ta-fuce interviews no asses test and 12 month

redetermination periods) for thelr separate CHIP progranss but nat for their Medicaid program.
pe P Prog Prog

"Kaiser Commission on Medicaid and the Uninsured.  Medicaid and Childven: Overcoming Bavriers to Emoflorent. funtary 2000,

States with Medicaid for Chitdren or CHIP income eligibilicy set below 200
percent of the federal poverty line’

W" 5 195%
160%

m”u hatibl 188
150%

AL < J.a« m’u’m

185%

186%

Wi’# bl |
South Carolina 150%
185%

Lo RS

185%

I ':'."_'"."(11‘ m ) ’J i‘ g

*The other 36 states havc set invome
cligibility levels at or above 200
percent uf the federal poverty line,
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