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Introduction

Cardiovascular disease (heart disease and stroke) and cancer are the number one and
number two killers in the United States, causing nearly 60% of all deaths in the US in
2000, including 53.1% of non-elderly adult deaths.1   A significant percentage of these and
several other diseases, including emphysema and chronic bronchitis, are caused by
tobacco use.  It is estimated that smoking is responsible for 21% of all coronary heart
disease deaths, 18% of all stroke deaths, and 30% of all cancer deaths in the nation each
year.

While Medicare and private insurance play a large role in treating people with
cardiovascular disease and cancer, Medicaid, the joint federal/state health insurance
program for certain low-income or disabled populations, is an important source of
coverage for people with these illnesses.  However, people with cardiovascular disease,
cancer, and other tobacco-related illnesses on Medicaid are at risk of losing their coverage
due to declining state revenues and rising health care costs.  Loss of Medicaid coverage is
particularly serious because of Medicaid’s disproportionate role as an insurer of at-risk
populations.  Without this critical coverage, low-income people are likely to be uninsured,
and thus unable to receive the vital care that they need.

This paper gives a brief overview of the Medicaid program and its significance as a
source of coverage for people with cancer, cardiovascular disease and tobacco related
illnesses in general.  It goes on to explain why this coverage is at risk and the serious
consequences to people with the aforementioned illnesses of the potential loss of
coverage.
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Medicaid Background

Medicaid was created in 1965 as part of Title XIX of the Social Security Act.  While the
federal government provides a framework for the program with certain groups of people
and certain benefits that states must cover, states have significant power in deciding
which optional populations and what benefits to include.  States are not required to cover
any of the following groups:

· Pregnant women and children under 6 with incomes greater than 133% of the FPL
($24,470 for a family of four)

· Children over 6 with incomes greater than 100% of the FPL ($18,400 for a family of
four)

· Parents with incomes greater than approximately $8,500 for a family of three2

· Disabled and elderly with incomes greater than approximately $6,600 for an
individual3

· Childless non-disabled adults under age 65 regardless of how low their income.

Optional benefits include prescription drugs, adult dental care, artificial limbs, physical
therapy/occupational therapy/speech therapy, screening/preventive/rehabilitative services,
hospice care services, and personal care services.  Nearly two-thirds of Medicaid
spending is for these optional populations and benefits that states have chosen to cover.4
Over one third of Medicaid spending is for filling in the gaps for services that Medicare
does not provide (e.g. prescription drugs) for income-eligible adults over 65.

Medicaid provides health coverage for over 51 million people, including 25.9 million
children, 12.7 million non-elderly adults, 4.8 million elderly, and 8.2 million individuals who
are blind or disabled.5
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Medicaid’s Importance as an Insurer for
Cancer, Heart Disease and Other Tobacco
Related Illnesses

The Medicaid population is generally sicker than the privately insured.  Publicly insured
adults under the age of 65 are 1.6 times more likely to have cancer than the privately
insured.  They are also 2.3 times as likely to suffer from a stroke.6   Medicaid also covers
a high proportion of the sickest adults over age 65, those who are most likely to suffer
from heart disease, stroke, and cancer.7   Over half of older individuals on Medicaid have
a health status rated as fair or poor compared to only 26% of other Medicare
beneficiaries.  Seventy-seven percent of this population had incomes lower than $10,000,
in sharp contrast to 18% of all Medicare beneficiaries.8

Medicaid is the disproportionate insurer for racial and ethnic minorities, who often suffer
from higher incidence and mortality rates of cardiovascular disease, cancer, and tobacco-
related illnesses.  In particular, African-Americans and Hispanics make up large portions
of the Medicaid population, but relatively small percentages of the general population.
African Americans and Hispanics account for roughly 46% of the Medicaid population9

but only a little over 25% of the overall population.10   African Americans, who are 30%
more likely to die from either heart disease11  or cancer than the general population,12

make up 24.1% of Medicaid enrollees but only 12.5% of the general population.

Another way to look at Medicaid’s disproportionate role, is to look at differences in health
status based on income.  For example, low-income people, who are particularly heavily
represented in the Medicaid population, are more likely to suffer from heart disease,
emphysema and asthma than are the non-poor.13   Among men 25-64 years old, those with
incomes less than $10,000 were 2.5 times more likely to die of heart disease than those
with incomes of $25,000 or more.  Low-income women in the same age range were 3.4
times as likely to die of heart disease as those with higher incomes.14   Children living in
communities with an average family income below $20,000 were 2.4 times as likely to be
hospitalized with asthma as those living in neighborhoods with an income of at least
$40,000.15   Low-income people are also often diagnosed with cancer at later stages than
the overall population, resulting in lower chances for successful treatment and survival.16
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Medicaid and Tobacco

Smoking greatly increases the risk of dying from heart disease and stroke.  The risk of
dying from heart disease is tripled from smoking among middle-aged men and women.
21% of all coronary heart disease is also attributed to smoking each year.  Smoking also
doubles the risk of ischemic stroke and accounts for 18% of all stroke deaths.17   The
CDC reports that over 170,000 Americans dies from smoking related cardiovascular
diseases each year.18   Smoking is also responsible for 30% of all cancer cases.  Over
100,000 men and women die of lung cancer due to smoking each year.19   Beyond causing
87% of lung cancers, smoking is also associated with cancers of the mouth, pharynx,
larynx, esophagus, pancreas, uterine cervix, kidney, and bladder.20

In addition to cancer and heart disease, smoking causes 81% of all chronic obstructive
pulmonary disease cases, which include emphysema and chronic bronchitis.  Smoking is
also associated with hearing loss, vision problems, chronic coughing, gastric ulcers, and
weakened immune systems.

Smoking even seriously harms those who do not smoke but do breathe environmental
tobacco smoke or secondhand smoke.  The risks associated with secondhand smoke
include low birth weight babies, Sudden Infant Death Syndrome, higher risks of
respiratory tract infections, asthma, middle ear infections, and increased risks of lung
cancer and heart disease mortality.  Exposure to secondhand smoke causes an estimated
35,000 to 40,000 deaths from ischemic heart disease21  and 3,000 deaths from lung cancer
annually to nonsmokers.22   Smoking during pregnancy results in approximately 1,007
infant deaths each year.23

Not only do these diseases have significant human impacts, causing much suffering and
hundreds of thousands of deaths each year, but they also have a very real fiscal cost for
our health care system.  The cost of heart disease and stroke is estimated to be $351.8B
in 2003, including direct health care expenditures and lost productivity from illness and
death24  ($209.3B medical expenditures, $32.4B lost productivity due to illness, $110.1B
lost productivity due to premature death).  According to the National Institutes of Health,
overall costs for cancer in 2000 are estimated at $180.2B ($60B direct medical costs,
$15B lost productivity due to illness; $105.2B lost productivity due to premature death).25

Each pack of cigarettes sold costs the nation an estimated $7.18 in medical costs and lost
productivity.

The burden of smoking and smoking-related illnesses falls particularly heavily on
communities of color and hence on the Medicaid population.  For example, although
African Americans are slightly less likely to smoke than whites (22.5% vs. 24.1%26 ),
African American men are at least 50% more likely to develop lung cancer than white
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men.27   Overall Medicaid plays a disproportionate role in covering treatment for tobacco
related illnesses.  In 1998, smoking caused an estimated $75B in health care costs
annually, including $23.5B in Medicaid expenditures.28   Thus Medicaid paid for more than
31% of smoking attributable health care expenditures but covered only about 11 % of the
population.29   This difference between expenditures and enrollment actually understates
Medicaid’s role, because Medicaid generally pays lower rates than other insurers.  For
example, Medicaid pays on average only about 87% of what the private sector pays to
hospitals.30

Medicaid is also a disproportionate insurer of children and pregnant women and the
population covered is more at risk for tobacco related illnesses than the privately insured.
Children made up 51.2% of the Medicaid population in 1998.31   Many children suffer
from asthma, which can be triggered by secondhand smoke among other things.  From
1980 to 1994, the prevalence of asthma increased 74% in children ages 5 to 14.  It is the
third ranking cause of hospitalizations for those under age 15 years of age.32   Asthma is
particularly prevalent among low-income and minority children, who are represented
disproportionately in the Medicaid population.  Medicaid provides health coverage for 42%
of low-income children, more than any other type of health insurance coverage.33

Pediatric hospitalization for asthma is estimated to be five times higher in families of lower
income. Indeed, asthma is the most prevalent admitting diagnosis in low-income children
and adults.34   Medicaid provides these low-income children with access to the emergency
room, inhalers, and other types of necessary medications.

Smoking during pregnancy also causes tens of thousands of low birth weight babies each
year.  The CDC estimated that in 1995 there were between 32,000 and 61,000 additional
low birth weight births as a result of maternal smoking.35   The direct medical costs for
low birth weight births from maternal smoking were $263 million in 1995. 36   Medicaid
covered 39% of all births in 1995, 37  but approximately two-thirds of pregnant smokers are
Medicaid recipients. 38   Thus Medicaid likely covers close to two-thirds of low birth
weight births, resulting in approximately $175 million in medical costs.39   Smoking during
pregnancy also results in several other birth complications, including infant respiratory
distress syndrome.  In 1995, the CDC estimated the health care costs associated with
smoking-attributable birth complications, including low birth weight births, to be as high as
$2.0 billion.40
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The Assault on Medicaid

In sum, for certain populations and certain diseases Medicaid plays an essential role in
providing coverage and hence access to timely and effective treatment.  Many people
with cardiovascular disease, cancer, and tobacco-related illnesses depend on Medicaid for
proper treatment and health coverage.  Medicaid beneficiaries who suffer from these
illnesses currently have access to vital prescription drugs, including beta-blockers to
control high blood pressure and chemotherapy drugs to control tumor growth.  Besides
prescription drugs, stroke victims have access to rehabilitation therapies – physical,
occupational, and speech therapies – that can enable them to live independently again.

As a result of their dependence on Medicaid to access and finance care, the continuing
assault on the Medicaid program has the potential to create and widen gaps in access to
care for people with cardiovascular disease, cancer, asthma, and other illnesses
particularly within minority communities.  The current state budget crises are particularly
relevant for people suffering from all of these diseases because these groups are often
optional or non-mandatory populations and many benefits are not required, most notably
prescription drugs.

To balance their budgets, states could eliminate cancer screening, a critical step for early
diagnosis and treatment of cancer.  Medicaid recipients who suffer from a heart attack or
stroke or who are diagnosed with cancer are also in jeopardy of losing access to home
care.  In addition, Medicaid could stop offering smoking cessation programs, which help
reduce the risk for cardiovascular disease and cancer.  This is particularly serious,
because the low-income are already more likely to smoke, with 33.1% of adults below the
poverty level smoking and only 23.4% of adults at or above the poverty level smoking;
smoking greatly increases the risk for developing these diseases.41   States are also cutting
rates paid to providers who care for Medicaid recipients, which could further increase the
existing shortage of providers willing to see those who are covered by Medicaid.

Medicaid is currently at risk because of declining revenues and rising costs.  States are
facing large budget shortfalls that total $79B for SFY04,42  and that follow two years of
shortfalls of $38B for SFY0243  and $80B for SFY03.44   While spending on Medicaid is
up, the rate of increase is less than for private insurance.45   Declining revenue is a much
larger source of state budget woes than increased spending, accounting for an estimated
74% of the total shortfall in FY02.46   As a result of the increasing revenues in the 1990s,
states enacted significant tax cuts that “are currently costing states more than $40 billion
each year”, accounting for roughly half of the current state budget gaps.47   Combined,
these two factors, declining revenues and rising costs, have resulted in state budget crises
across the nation, causing states to enact drastic reductions in their Medicaid programs.
For example, Massachusetts has capped several of their Medicaid programs including
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CommonHealth, a program that provides health coverage for working adults with
disabilities.  Other states, such as Tennessee, have already begun eliminating health care
coverage for hundreds of thousands of adults and children.  In Missouri, working parents
must now earn less than 77% of the poverty line instead of 100% of the poverty line
($11,565 instead of $15,020 for a family of three) to qualify for Medicaid.48   States have
also eliminated benefits, such as adult dental care and eyeglasses, provided to Medicaid
enrollees.

In addition to cuts already made, there looms the threat of program restructuring that
could place greatest risk on the sickest enrollees.  There has been a continued threat of
implementing a federal block grant system in place of the current “matching funds”
reimbursement.  This change would undermine the entire Medicaid program,
fundamentally eliminating the incentives for increasing coverage.  The proposed federal
Medicaid block grant would add to the risk by severely limiting a state’s ability to expand
their Medicaid program, because the federal program funding would be capped.

Under a block grant, states would not be able to receive federal matching funds to cover
more people or even to pay for a new, more effective treatment, such as drug-eluting
stents to help heart disease patients or a more beneficial but more expensive medications
to combat cancer or HIV.  Crucial protections in the program would also be eliminated,
because states would not need to receive federal approval to make changes to their
program.  For example, they could increase cost-sharing, such as co-pays and premiums,
far beyond the current limits to unreasonable levels, making the program unaffordable
even for those who qualify and limiting access to cost-effective preventive care.

The Bush administration proposal would create a federal block grant for two thirds of
Medicaid spending.  The guarantee of federal matching funds is eliminated.  States that
wanted to expand their Medicaid programs to cover additional populations or benefits (or
to restore cuts) could not count on federal assistance.  The proposal would also eliminate
vital protections for beneficiaries.  States would no longer have to make Medicaid
available on a statewide basis or ensure that cost-sharing was affordable for low-income
people.  States would be able to limit enrollment and benefits and increase premiums and
cost-sharing without federal approval.

States are only required to cover a narrow group of people and some health services.
They are not required to cover disabled and elderly people with incomes over $6,600 for
an individual, children 6 and older with incomes over $18,400 for a family of four and
many other low-income groups.  Optional benefits include:

· Prescription drugs
· Adult dental care
· Prostheses
· Physical therapy/occupational therapy/speech therapy
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· Hospice care services
· Personal care services.

The federal block grant would apply to the two-thirds of Medicaid program spending that
is for these optional groups and optional benefits.
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People on Medicaid Would
Otherwise be Uninsured

People who lose their Medicaid coverage are likely to become uninsured, because they
are unlikely to be able to afford private insurance.  Most people on Medicaid are either
unemployed or are ineligible for employment-based coverage.  In 2002, the average
annual cost of a private insurance plan was $3060 for an individual and nearly $8000 for a
family of four.49   The typical income limit for a parent in a family of four was less than
$15,500.50   Thus, if a family was no longer eligible for Medicaid, premiums for a family
plan would account for over 51% of their income.

The importance of Medicaid coverage was highlighted when disaster-relief Medicaid was
created in New York to provide short-term health coverage to those who lost jobs and
benefits after the September 11th attack.  Due to the streamlined enrollment process to a
one-page application, nearly 342,000 previously uninsured New Yorkers were enrolled in
the program during the four-month enrollment period.  A study of 75,000 of these disaster-
relief Medicaid patients found that 1,587 people were diagnosed and treated for a
malignant type of cancer.  A significant number of the patients also suffered from heart
disease, hypertension, and asthma.51   Untreated and unmonitored, these diseases and
conditions would likely have resulted in more deaths and poorer health status.
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Uninsured Don’t Get the Care They Need

The loss of Medicaid coverage can have serious health consequences.  For example,
people with hypertension, or high blood pressure, when they lost their Medicaid or their
Veterans Administration coverage experienced significant increases in blood pressure
relative to those who did not lose their coverage, with 41% of the uninsured having
uncontrolled high blood pressures 13 months later as compared to 17% of the comparison
group.  After 17 months, nearly twice as many of those who had lost coverage had
reduced their use of prescribed medications (47% vs. 25%).  Medicaid plays a key role in
treating this and other risk factors for these diseases.52

The fact that the uninsured are not getting the health care they need to receive – lacking
everything from prevention to care for chronic illness – takes a very real toll on their
health and the nation’s economic health.  During the first six months after diagnosis,
uninsured cancer patients under 65 pay more out-of-pocket than the privately insured,
$1,343 versus $549, but the uninsured receive significantly less care, $4,806 versus
$8,419.53   Evidence from available medical and scientific literature suggests that, as
compared to those with insurance, the uninsured are less likely to receive preventive
care,54  resulting in more serious illnesses55  and avoidable hospital and emergency room
visits.56   They are also three times more likely to die in the hospital.57   Overall, those who
lack health insurance have a 25% greater chance of dying than those who have private
health insurance.58

The higher mortality rates for racial and ethnic minorities are at least partially due to the
higher rate of uninsurance of minorities.  The lack of access to care results in diagnosis at
later stages and worse disease outcomes.  Minority Americans are at least twice as likely
to be uninsured as whites, largely reflecting lower rates of private coverage.  Latinos are
the most likely to be uninsured with about 1 in 3 (36%) nonelderly persons uninsured in
1997.  In comparison, 14% of whites were uninsured in the same year.

Timely access to medical care can make a significant difference.  For example, many of
the risk factors for cardiovascular disease can be greatly reduced through changes in
behavior.  Hypertension and high blood cholesterol are two of the primary independent
risk factors for cardiovascular disease.  Approximately 90% of all middle-aged Americans
will develop high blood pressure in their lifetime, and 70% of those with high blood
pressure do not have it under control.59   Monitoring hypertension and blood cholesterol to
identify elevated levels allows health care practitioners to treat patients at risk for
cardiovascular disease, but the uninsured are less likely to have regular contact with
practitioners.

Patients who are aware of their own risk are also more likely to recognize the signs and
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symptoms of heart attacks and strokes and to understand the importance of calling 911.
The CDC estimates that 70% of deaths from heart disease occur before a person can be
admitted to a hospital, and that 48% of stroke victims die before emergency medical
personnel arrive.60   The uninsured are at a marked disadvantage in learning about the
necessary steps to prevent cardiovascular disease and in receiving the necessary life-
saving treatment after a sudden heart attack or stroke.  Many studies have shown that the
uninsured are significantly less likely to have received proper screenings and necessary
treatments, including that:

· The uninsured were 59% less likely than the privately insured to have received anti-
hypertensive drug therapy.

· 58% of the uninsured have been screened or checked for hypertension within the
past year as compared to 75.2% of the insured.

· Uninsured people admitted to a hospital with a heart attack are 14% to 43% less
likely to receive arteriography, coronary bypass, or angiography (all major therapeutic
procedures) than the privately insured.

· On average, the uninsured also waited 11.2 hours compared to 7.8 hours for insured
patients before deciding to seek care for their chest pain symptoms

· Uninsured heart attack patients were significantly more likely to die in the hospital or
within 30 days of discharge, with relative odds ranging from 1.29 to 1.7761

Similarly in the fight against cancer, early treatment means a better chance of survival,
which leaves the uninsured at a tremendous disadvantage in their fight against cancer.
They are less likely to undergo routine screening tests that can find cancer at its earliest
states, when the chances for treatment of cure are best, contributing to the fact that the
uninsured are more likely to be diagnosed with late stage cancer.62   Being uninsured also
results in greater out-of-pocket spending.  Uninsured adults under 65 paid for $1343 of
$4806 (27.9%) spent on medical care, as compared to the privately insured who paid only
$549 out of $8419 (6.5%), during the first six months after the person’s first cancer
visit.63   Research has repeatedly shown that not having health insurance results in poorer
health outcomes for those with cancer.  Research studies indicate that:

· Uninsured women are 49% more likely to die than insured women, during the four to
seven years following an initial breast cancer diagnosis.64

· The uninsured have a 70% greater chance of being diagnosed with late vs. early
state colorectal cancer, more than 150% greater chance of being diagnosed with late
state melanoma, and a 50% greater chance of being diagnosed with late stage
prostate cancer.65

· Forty-nine percent of uninsured women have had a pap smear in the past year as
compared to 76% of insured women.66
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· The uninsured are more likely than the insured to have skipped medical treatments
(39% vs. 13%) or not to have filled prescriptions (30% vs. 12%) because of the
cost.67

Clearly prevention is a major factor for many types of cardiovascular disease and cancer.
Besides early screening and treatment, reducing tobacco use is another critical way to
lessen risk for these illnesses.  Tobacco use is the greatest cause of preventable death in
the United States today, responsible for killing more than 440,000 people every year.
Millions more suffer from a serious tobacco-related illness.  The uninsured have less
access to care for tobacco-related illnesses and to tobacco cessation programs.68



© COMMUNITY CATALYST /November 2003

Coverage Matters

15

Conclusion

Cardiovascular disease, cancer, and other tobacco-related illnesses have a significant
impact of the lives of millions of Americans and cause over 1.4 million deaths each year.69

It is critical that people suffering from these illnesses have access to regular health care
and preventive services.  Health insurance coverage, particularly Medicaid, plays a key
role in the treatment of these illnesses.  However, people who depend on Medicaid are at
risk for losing their coverage due to declining state revenues and rising health care costs.
Racial or ethnic minorities and low-income people are doubly affected, because they are
more likely to suffer from these illnesses and more likely to be uninsured if Medicaid is
cut.  Without Medicaid, the newly-uninsured will be unable to receive the care that they
need.
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