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because of difficulties with the
online marketplaces, and insur-
ers are often receiving inaccurate
information from the government
about people who do manage to
enroll. If such problems persist,
they could deter relatively healthy
persons from obtaining coverage
and prevent the ACA from meet-
ing its enrollment goals.
Problems with the federal web-
site will probably recede over
time; indeed, its accessibility to
consumers is already improving.
The greatest long-term challenge
to Obamacare remains political
rather than technical. Nearly
4 years after enactment of the
ACA, the fight over health care
reform rages on, a reality under-
scored by Republican efforts to
defund Obamacare during recent
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congressional debates about rais-
ing the debt ceiling and shutting
down the federal government.
The partisan division over
Obamacare extends beyond Wash-
ington. The ACA’s contested im-
plementation underscores the crit-
ical role that states play in health
care reform.® That role became
even more consequential after a
June 2012 Supreme Court deci-
sion made the ACA’s Medicaid
expansion optional for states.
States that have embraced Obama-
care are expanding Medicaid eli-
gibility, publicizing the law’s new
benefits, coordinating outreach
and enrollment efforts, and in
some cases, operating online
health insurance exchanges that
are much more successful than
the federal website. But what

NEJM.ORG

The New England Journal of Medicine
Downloaded from nejm.org on December 26, 2013. For persona use only. No other uses without permission.

Copyright © 2013 Massachusetts Medical Society. All rights reserved.

DECEMBER 26, 2013

about states whose governments
oppose Obamacare? How is health
care reform faring in states that
refuse to implement major ACA
provisions?

North Carolina is one such
state, and its experiences high-
light the unexpectedly difficult
path that Obamacare faces in
much of the country. Initially,
North Carolina was receptive to
the ACA. Under Democratic gov-
ernor Bev Perdue, the state began
preparations during 2010-2011 to
establish an insurance exchange.
The 2010 elections, however, gave
Republicans the majority in both
houses of the legislature, and
though a bill authorizing an ex-
change cleared the state House,
it did not pass in the Senate. In
2012, Perdue announced plans to
pursue an exchange in partner-
ship with the federal government.
But in the 2012 elections, Repub-
lican Pat McCrory won the gover-
norship while Republicans main-
tained their legislative majorities,
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giving the GOP unified control of
the North Carolina government
for the first time since 1870.
Republicans passed legislation
in 2013 rejecting the options to
establish a health insurance ex-
change and to expand Medicaid,
returning more than $20 million
in federal funds previously award-
ed to North Carolina to help estab-
lish an exchange. Phil Berger,
president pro tem of the North
Carolina Senate, argued that “too
many people have been seduced
by the lure of easy money,” and
Republican state senator Peter
Brunstetter declared that the
“problems we are having with
Medicaid are a cancer that is af-
fecting the rest of our budget.”?3
McCrory deemed the North Caro-
lina Medicaid system “broken” and
announced intentions to revamp
Medicaid. (Ironically, the state
is home to Community Care of
North Carolina, frequently cited
as a national model of coordinat-
ed care for Medicaid enrollees.)
North Carolina’s decision not
to participate in Obamacare has
had an enormous impact. An es-
timated 319,000 uninsured North
Carolinians with annual incomes
below the federal poverty level
($11,490 for an individual) are
ineligible for Medicaid because
the state rejected program expan-
sion.* These low-income people
are also ineligible for subsidized
coverage in the North Carolina
exchange, which leaves them with-
out any new affordable insurance
options, even as people with high-
er incomes are eligible for subsi-
dies through the exchange. In
other words, many North Caro-
linians are actually too poor to
qualify for financial assistance to
obtain insurance — further tes-
tament to the bizarre logic of
American health care. Conse-
quently, it is projected that by
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2016, North Carolina will have re-
duced its uninsured population of
1.6 million by only about 400,000.5
Hospitals, doctors, and safety-net
clinics will see a higher volume of
uninsured patients than they would
have seen if the state had expand-
ed Medicaid — an especially
problematic outcome for hospi-
tals that had counted on more
insured patients to balance out fi-
nancial pressures from reductions
in federal Medicare payments.

A higher number of uninsured
residents is not the only conse-
quence of North Carolina’s Obama-
care boycott. North Carolinians
are dependent on the federally run
insurance exchange, with all the
problems that has entailed to
date. States rejecting Medicaid ex-
pansion still have many residents
who are eligible under the ACA
for subsidized coverage in the ex-
changes. But the uninsured must
first learn about new coverage
options. Yet the North Carolina
state government has played vir-
tually no role during the run-up
to and early operation of the in-
surance marketplace. There is no
state-organized outreach and en-
rollment effort, no state campaign
to raise awareness about new
coverage options, and no state-
led drive to cover hard-to-reach
populations such as immigrants.
Into that void has stepped a loose
coalition of community groups,
health system stakeholders, and
social-service providers. In addi-
tion, Enroll America, a nonprofit
group working to promote the
ACA in states whose governments
are not running their own ex-
changes, has set up shop in North
Carolina. It aims to use tech-
niques adapted from the Obama
presidential campaign to identify,
find, and canvass uninsured per-
sons and connect them to enroll-
ment resources. Enroll America
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plans to purchase advertising pro-
moting the ACA in North Caro-
lina, something the Obama ad-
ministration is also doing.

In other words, because North
Carolina is not organizing health
care reform implementation, that
task has, by default, fallen to
groups outside state government.
For all their efforts, such groups
lack the resources, authority, coor-
dinating ability, and presence that
would have accompanied a state-
organized campaign to implement
Obamacare. State inaction fur-
ther devolves responsibility to
county public agencies, which
may vary in their receptiveness to
and capacity for ACA promotion.
Moreover, the pro-Obamacare
campaign must compete with a
robust anti-Obamacare operation
led by Republicans and conserva-
tive political organizations.

The ACA is a national law, but
its implementation varies sub-
stantially across the country. Two
Americas have emerged in health
care reform: states like California,
which have embraced Obamacare,
have enthusiastically implemented
key provisions, and are intent on
boosting enrollment and ensuring
its success; and states like North
Carolina, whose political leaders
oppose Obamacare, resist its im-
plementation, reject Medicaid ex-
pansion, and hope that the pro-
gram collapses. States diverge not
only on Medicaid eligibility but
also in their commitment (or lack
thereof) to promoting expanded
coverage through the exchanges.
Those contrasting positions could
produce important differences
among states in the ACA’s impact
on the size of the uninsured pop-
ulation (see graph).

North Carolina is not an iso-
lated case, and its experiences
highlight a broader dilemma for
Obamacare. In much of the coun-

DECEMBER 26, 2013

Downloaded from nejm.org on December 26, 2013. For personal use only. No other uses without permission.
Copyright © 2013 Massachusetts Medical Society. All rights reserved.



PERSPECTIVE

IMPLEMENTING OBAMACARE IN A RED STATE

Total

Alabama
Alaska

Florida
Georgia

Idaho

Indiana
Kansas
Louisiana
Maine
Mississippi
Missouri
Montana
Nebraska

New Hampshire
North Carolina
Oklahoma
Pennsylvania
South Carolina
South Dakota
Tennessee
Texas

Utah

Virginia
Wisconsin | 0
Wyoming

86
88
67
90
85
91
88
84
87
87
89
87
85
84
88
91
90
88
86
85
74

0 1|0 2|0 3|0

40 50 60 70 8 90 100

Percentage

Percentage of Poor, Uninsured, Nonelderly Adults in States Not Expanding Medicaid
Who Will Be in the Coverage Gap, as of 2014.

Poor is defined as having an income below the federal poverty level. Persons in the cov-
erage gap are eligible for neither Medicaid nor exchange subsidies. Information on who
will be eligible for Medicaid in 2014 is based on current Medicaid eligibility rules con-
verted to modified adjusted gross income. Although Wisconsin has rejected the ACA
Medicaid expansion, its state Medicaid eligibility standards are relatively generous
and will begin covering tens of thousands of additional poor, childless adults in 2014.
Data are from the Kaiser Family Foundation.

try, reformers face an uphill strug-
gle to explain a complex, confus-
ing, and controversial law and to
reach populations that are newly
eligible for insurance. States such
as Florida have taken opposition
to Obamacare even further than
North Carolina has, moving to
prevent social-service agencies
from housing persons who can
help uninsured residents navi-
gate their new coverage options.
In all, 34 states decided not to
establish their own insurance ex-
changes, and as of now, 25 will
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not expand Medicaid. The scope
and intensity of state resistance
to Obamacare is extraordinary,
and the serious problems with
the exchanges’ initial rollout will
only intensify that opposition.
Absent these states’ participation
and cooperation, the ACA will
not realize its promise of sub-
stantially reducing the propor-
tion of Americans who are unin-
sured, a promise that fell far
short of universal coverage even
before the rise of state obstruc-
tionism.
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North Carolina and other re-
sisting states can change their
minds about Medicaid expansion
and exchange operation at a later
date. Indeed, given the lure of
federal dollars, the burden of un-
compensated care costs, and polit-
ical pressures from the hospital
industry and other groups, more
states could embrace Medicaid ex-
pansion in coming years. In fact,
Medicaid enrollment is already
expanding in states that reject
Medicaid expansion, as publicity
about the ACA and new enroll-
ment policies induce people who
were previously eligible but not
signed up for Medicaid to enroll.

Ultimately, Obamacare’s long-
term success depends on much
more than a website fix. Reform-
ers must figure out how to make
the ACA work in states whose
governments are rooting for and
working to ensure its failure.
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