February 22, 2018
The Honorable Alex Azar
Secretary,
Department of Health and Human Services
200 Independence Avenue, SW
Washington, DC

Dear Secretary Azar,
Thank you for the opportunity to comment on the proposed Section 1115 Medicaid
demonstration submitted by the state of Mississippi on January 16, 2018. Mississippi is seeking
permission to impose a work requirement on two mandatory categories of Medicaid
beneficiaries; parents and caretaker relatives who have incomes below 27 percent of the poverty
line ($468 per month for a family of 3), and parents and caretaker relatives who qualify for
Transitional Medical Assistance (TMA), because their income rose above 27 percent of the
poverty line due to employment or increased earnings.
We urge you to deny the state’s request which, according to the state’s own estimates,
will result in thousands of parents in deep poverty losing Medicaid coverage over the five-year
duration of the waiver. When parents lose Medicaid coverage, their children are at risk for
losing it as well.1 By putting families in deep poverty – including those parents who are
transitioning from welfare to work -- at risk of losing their health coverage and piling up medical
debt, this proposal undermines the objectives of the Medicaid program.
Our specific comments are as follows:
Mississippi has not provided a legitimate hypothesis for the proposed demonstration,
and the demonstration is unlikely to meet the objectives the state has provided. The application
explicitly states that the driving force behind the state’s proposal is to cut costs because the state
“continue(s) to see an increase in expenditures” in its Medicaid budget. Saving money is not an
acceptable basis for a Section 1115 demonstration.
The state also cites the need to:
“Strengthen our Medicaid program by establishing policies that will increase participants’
ability to obtain and maintain employment and employer-sponsored health care, slow down the
rising costs of health care spending (emphasis added), and familiarize individuals with private
health insurance practices, particularly for those with fluctuating incomes.”
There is nothing in the proposed demonstration that would allow the state to accomplish
any of these objectives even if they were proper objectives for a Medicaid waiver. The proposal
does nothing to slow the rising costs of health care. The proposal also does nothing to increase
the likelihood that employers of low-wage workers will offer them affordable health insurance.
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Only 12 percent of nonelderly adults with incomes below the poverty line have employersponsored insurance.2 There is also no evidence that the waiver will “familiarize” beneficiaries
with private insurance practices – which is a questionable goal in any event.
The state’s request for enhanced federal Medicaid matching funds (90 percent) for
workforce training activities isn’t allowable. We expect you will reject the request for federal
matching funds, as your recent State Medicaid Director letter is clear that workforce training
activities aren’t eligible for federal Medicaid match either at a state’s regular matching rate or at
an enhanced match.3 While we agree that this is the correct interpretation of federal law, the lack
of resources for work supports underscores the problems with allowing states to condition
eligibility for Medicaid on compliance with a work requirement without ensuring that resources
for support services such as child care, transportation, job training, and other services are
available to them.
The state’s request to apply a work requirement to very vulnerable Medicaid
beneficiaries is counterproductive, costly, and will likely result in thousands of very poor
parents becoming uninsured. The income eligibility limit for parents/caretaker relatives subject
to the work requirement in Mississippi is one of the lowest in the country – approximately $468
a month for a family of three.
As we have commented previously, federal law does not permit work requirements in
Medicaid. The law defines the factors states can consider in defining who is eligible for
Medicaid, and it does not require an individual to be working or seeking work as a permissible
factor.4 Your recent guidance makes it clear that you do not share this interpretation of the law ,5
but we again respectfully disagree. The guidance attempts to justify a work requirement by
misinterpreting research showing that people with jobs have better health and higher incomes
than people without jobs, and claiming that requiring people to work will make them healthy.
However, the causal relationship is more likely in the other direction — namely, that healthy
people are likelier to have jobs than those in poor health. 6
In fact, Mississippi’s proposal could end up keeping parents from gaining employment,
because without health services, it could be more difficult for them to find and hold a job.
Ohio’s Department of Medicaid found that three-quarters of Medicaid expansion enrollees who
were looking for work reported that Medicaid made it easier to do so, and more than half of
those who were working said that Medicaid made it easier to keep their jobs. 7
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An analysis of the state’s budget neutrality projections finds that approximately 5,000
persons will lose coverage in the first year, with comparable coverage losses in subsequent
years. .8
Recent press reports quote Mississippi state officials as estimating that approximately
15,000-20,000 of 56,000 currently enrolled parents would be subject to the work requirements
after exemptions. The state’s budget neutrality spread sheet shows a reduction in member months
equivalent to a loss of coverage in the first year for almost 5,000 parents. It is very unlikely that
they will find other health insurance as persons under the poverty line are not eligible for federal
advanced premium tax credits for use in the marketplace nor do they have the discretionary
income to purchase private insurance. As noted, offers of affordable employer-sponsored
insurance are rare for low-wage workers under the poverty line.
Children are also at risk should the state’s proposal be approved. It appears from the
budget neutrality documents that the declines in enrollment expected by the state are anticipated
solely in the affected eligibility groups (i.e. Section 1931 parents and Transitional Medical
Assistance (TMA) beneficiaries). However, it is probable that additional coverage losses may
occur among children in these families. Research is clear that when parents have health
insurance their children are more likely to be insured.9 Children whose parents are insured are
almost always insured themselves, whereas 21.6 percent of children whose parents are uninsured
are also uninsured.10 As this proposal will likely result in more parents becoming uninsured, their
children are also at greater risk of becoming uninsured.
Moreover, the provision of Medicaid coverage to low-income parents helps parents
afford the health care they need and (among other benefits) improves their mental health status11
— the loss of Medicaid coverage will reverse these gains and keep vulnerable parents from
improving their family’s economic fortunes, putting them at risk for medical debt and even
bankruptcy.
Applying a work requirement to TMA beneficiaries is illogical given that they are, by
definition, already working. The purpose of TMA is to provide Medicaid to low-income
families for a transitional period after they become ineligible due to a new job or increased hours
of employment.
The State proposes to layer additional reporting requirements on these working parents to
ensure that they have fulfilled their workforce training requirement. This makes absolutely no
sense. It won’t incentivize these parents to work because they are already working, and it will
create an administrative burden that could result in the loss of Medicaid coverage due to failure
to meet the additional reporting requirements.
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The exemption process in the proposal is ill-defined and does not protect vulnerable
populations. The proposal includes some poorly defined exemptions such as “being a primary
caregiver for a person who cannot care for himself or herself.” It is not clear what this means
with respect to children and which parents are exempt. Further, the proposal exempts persons
receiving treatment for cancer but not persons receiving treatment for other serious conditions
such as cardiovascular disease or diabetes.
There is no clear process that would ensure that persons suffering from opioid addiction
have access to “appropriate Medicaid coverage and treatment” as specified in SMD 18-002. The
state exempts those taking part in an alcohol or other drug treatment program, but this does not
ensure that those who are addicted to opioids but not able to access treatment, which is often in
short supply, do not lose their Medicaid coverage.
Administrative costs for this proposal are unknown and may be high – especially on a
per capita basis. It is impossible to tell from Mississippi’s proposal what administrative costs the
state would incur and whether the state is seeking enhanced federal match (i.e. 90/10) to cover
these costs. While states generally don’t include administrative costs in their budget neutrality
assessments, we believe states should provide an estimate of these costs especially if they are
asking the federal government to foot most of the costs.
For all of these reasons, we urge you to reject Mississippi’s request. Thank you for your
consideration of our comments. If you need any additional information, please contact Joan
Alker (jca25@georgetown.edu) or Judith Solomon (Solomon@cbpp.org).
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