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with legally viable options avail-
able to support public health.
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Can Government Regulate Portion Sizes?

Civil Disobedience and Physicians — Protesting the Blockade 
of Medicaid
Charles van der Horst, M.D.

On May 6, 2013, I was arrest-
ed by the North Carolina 

Capitol Police in front of the 
doors of the state Senate cham-
ber, protesting our legislature’s 
decision to forgo Medicaid ex-
pansion under the Affordable Care 
Act (ACA). For a practicing phy-
sician and professor of medi-
cine, this was an unusual turn 
of events in an academic career. 
But given that 23 states have de-
cided not to expand Medicaid, I 
find it less surprising that I was 
arrested than that more health 
care professionals have not taken 
to the streets to protest the harm 
being wreaked on our patients 
by decisions driven by partisan 
politics.

In North Carolina, many phy-
sicians, nurses, and other health 
professionals advocated for pas-
sage of the ACA, writing editorials 
and letters to legislators and hold-
ing a rally with patients in front 
of the University of North Caro-
lina Hospitals. When the ACA 
was signed into law in March 
2010, and again when the U.S. 
Supreme Court upheld it in June 
2012, we breathed a sigh of re-
lief. No longer would we have to 

worry that our patients could not 
afford the medications they need-
ed. Preventive care provided with-
out copayments could reduce ex-
pensive admissions and alleviate 
chronic shortages of hospital beds. 
Providing contraceptives free of 
charge would decrease the num-
ber of unwanted pregnancies that 
shackle teen mothers to unrelent-
ing poverty. We believed that these 
and many other benefits meant 
the dawn of a new era in U.S. 
health care.

Since passage of the ACA, 23 
million to 28 million Americans 
have gained access to health in-
surance through insurance ex-
changes, Medicaid expansions, 
and the mandate that children be 
allowed to remain on their par-
ents’ policies until the age of 26.1 
Several studies have shown a very 
concrete benefit of expanding in-
surance: reduced mortality.2 If a 
Medicaid expansion in North 
Carolina achieved similar results, 
hundreds of deaths per year 
could be prevented. Less tangi-
bly, millions of citizens have had 
a weight lifted from their shoul-
ders and can now feel free to 
change jobs or pursue less lucra-

tive careers as entrepreneurs or 
artists, assured that they won’t 
have to go without health in
surance.

Yet many states have decided 
not to expand Medicaid, even 
though the federal government is 
bearing 100% of the costs for the 
first 3 years and never less than 
90% thereafter. Those decisions 
have left 5 million Americans — 
most of them the working poor, 
with incomes below the federal 
poverty level — in the “Medicaid 
gap.”3 I see many such patients 
in my practice.

In February 2013, before a law 
was passed in North Carolina 
blocking Medicaid expansion, 
health care workers and nongov-
ernmental patient organizations 
held a press conference at the 
North Carolina General Assem-
bly building. Then we published 
an editorial arguing that expand-
ing Medicaid would be financial-
ly beneficial to North Carolina 
in the long run. Our legislature 
plowed on. So on April 29, 2013, 
the “Moral Monday” protests be-
gan, in an attempt to change the 
minds of Governor Pat McCrory, 
House Speaker Thom Tillis, and 
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North Carolina legislators. To 
academics, such a quest might 
sound quixotic, but protests 
(along with common sense) have 
helped to lead several conserva-
tive Republican governors to 
change their views on Medicaid 
expansion. Jan Brewer (R-AZ), 
John Kasich (R-OH), and Rick 
Scott (R-FL) had all campaigned 
against the ACA but eventually 
supported its implementation. We 
hoped that protests in North Caro-
lina would have a similar effect.

On that April day, a few hun-
dred peaceful protestors sang 
songs and carried placards; 17 of 
them were arrested in front of 
the General Assembly chamber 
doors, including leader Reverend 
William Barber II of the North 
Carolina NAACP, the historian 
Tim Tyson, and Duke faculty 
member and physician assistant 
Perri Morgan. The following Mon-
day, I was arrested along with 
32 others, including lawyers, pro-
fessors, and activists. By the end 
of the legislative session in July, 
more than 900 people had been 
arrested, and thousands were 
traveling to Raleigh from all over 
the state on Monday afternoons. 
With the protests and arrests re-
ceiving constant publicity, our 
governor, who had been elected 
with 54.6% of the vote, saw his 
approval rate drop to 39%, while 
the legislature’s fell to 24%.4 The 
Moral Monday protests, by con-
trast, remain popular and are 
known statewide. Our political 
leaders have not budged, but the 
protests have educated and in-
formed independent voters about 
the impact of legislative decisions 
and fueled a voter-registration 
drive with enthusiastic supporters.

Although my personal decision 
to protest was somewhat spon-
taneous, the rally was not. The 

event was carefully planned by a 
broad coalition of North Carolin-
ians, including environmentalists, 
voting-rights advocates, leaders 
in reproductive health, educators, 
workers, and immigrants, all led 
by the North Carolina NAACP. 
The protest was organized in the 
tradition of civil disobedience, 
whose history reaches back 
through Martin Luther King, Jr., 
and Mahatma Gandhi to Henry 
David Thoreau. Physicians and 
other health care workers chose 
to participate out of frustration 
at our inability to protect our 
poorest patients. We could make 
difficult diagnoses on the inpa-
tient service and express empa-
thy for patients and their fami-
lies, but when it came to seeing 
them as outpatients or ensuring 
that their prescriptions were filled, 
we were helpless. These problems 
are not unique to North Carolina.

When I graduated from medi-
cal school in 1979, we did not take 
an oath, but I have since striven 
to adopt the words of Moses 
Maimonides as my guiding phi-
losophy: “The eternal providence 
has appointed me to watch over 
the life and health of Thy crea-
tures” and “Preserve the strength 
of my body and of my soul that 
they ever be ready to cheerfully 
help and support rich and poor, 
good and bad, enemy as well as 
friend.” My interpretation of this 
prayer is that I need not only be a 
good clinician in the hospital or 
clinic but also attend to the ef-
fects on my patients’ lives of the 
wider world, whether my own 
hospital or the state government. 
To be good internists, I believe, 
even subspecialists are obligated 
not to ignore our knowledge of 
internal medicine in order to fo-
cus exclusively on lungs or livers; 
we must pay attention to the 

whole patient. Similarly, I now 
believe that our concern for our 
patients should encompass the 
effects of public policies that re-
sult in direct harm.

By willfully rejecting a Medic-
aid expansion to thousands of 
hardworking North Carolina fam-
ilies, our state government was 
consigning these citizens to the 
same fate as many patients I’ve 
cared for during research and 
service projects in Africa — dy-
ing needlessly for the lack of ap-
propriate preventive care. North 
Carolina has high infant mortal-
ity (a measure on which we rank 
46th in the country), a high rate 
of low birth weight (40th in the 
country), and a high prevalence 
of diabetes (36th). We rank among 
the bottom 20 states in terms of 
premature deaths (36th), cancer-
related deaths (35th), and deaths 
from cardiovascular causes (31st).5 
We are not a healthy state. With 
so many poor medical outcomes 
that can be prevented through 
access to good care, how can we 
not protest the decision to deny 
several hundred thousand North 
Carolinians access to health in-
surance? And how can my col-
leagues in the 22 other states 
blocking Medicaid expansion not 
speak out as well?

More than a year has passed, 
and we health care workers are 
still protesting, joined with a 
coalition of teachers, union work-
ers, immigrants, environmental-
ists, and people of all races and 
religions — all staying on mes-
sage until we reverse these poli-
cies. As health care providers, we 
know we have an obligation to 
protect our patients not only 
from harmful diseases but from 
the harmful policies and toxic 
politics of the current leadership 
in our state. In the face of great 
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danger to our patients and our 
state, we believe that remaining 
silent is not an option.
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The Affordable Care Act, 1 Year Later
Michael D. Stillman, M.D.

This past year in Kentucky 
has been extraordinary. Our 

freshman-heavy men’s basket-
ball team nearly won a national 
championship, our attorney gen-
eral refused to defend a decade-
old ban on same-sex marriage, 
and our commonwealth’s citizens 
— among the poorest and most 
underserved in the country — 
finally gained broad access to 
health insurance. While the first 
two events ignited segments of 
our populace, the third funda-
mentally altered our medical 
practice, allowing us to provide 
data-driven and thorough care 
without first considering our pa-
tients’ ability to pay.

Last year, I encountered a pa-
tient with widely metastatic colon 
cancer whose diagnosis had been 
delayed because of lack of health 
insurance.1 He had clearly be-
come ill at the wrong moment in 
our commonwealth’s history. Be-
fore Kentucky Governor Steve 
Beshear decided to implement the 
Affordable Care Act (ACA) and 
accept federal funding for Medic-
aid expansion, the 60% of my 
clinic patients and 650,000 Ken-
tuckians who lacked health insur-
ance received disjointed and dis-
astrous care. They could be seen 

in subsidized facilities and be 
charged for their visits on a slid-
ing scale, but they were asked to 
pay in advance for most diagnos-
tic tests and consultations. Many 
of them avoided routine and pre-
ventive care — and worried that 
a medical emergency would leave 
them bankrupt.

But during the past year, many 
of my lowest-income patients 
have, for the first time as adults, 
been able to seek nonurgent med-
ical attention. I recently evaluat-
ed a 54-year-old man with hyper-
lipidemia and a systolic blood 
pressure of 190 mm Hg whose 
last physician visit had been with 
a pediatrician. Before he enrolled 
in Medicaid, he would have been 
unable to pay for his appoint-
ment and laboratory work, and I 
wouldn’t have considered offer-
ing him a screening colonoscopy 
since he would surely have been 
billed for it. Newly insured, how-
ever, he was able to afford the 
tests and medications that most 
Americans would expect to re-
ceive, and he told me he felt 
proud to have witnessed a sea 
change in health care delivery in 
Kentucky and that recent reforms 
seemed “just.”

Expanded health care cover-

age has also improved residency 
education in Kentucky — a bene-
fit that few of us anticipated. Be-
fore the ACA, many of our poorer 
patients declined preventive mea-
sures, had limited access to first-
line medications, and avoided 
hospitalization for fear of finan-
cial ruin. The residents I taught 
were hamstrung in their efforts 
to care for the uninsured and 
were forced, against their better 
judgment, to offer and become 
accustomed to offering substand-
ard and incomplete care. A grad-
uating resident recently remind-
ed me of two patients we had 
seen during her intern year who 
ought to have been admitted to 
our cardiac service for monitor-
ing of unstable arrhythmias yet 
who, dreading the onslaught of 
medical debt, had opted for risk-
ier but less expensive outpatient 
treatment.

One year after the law’s imple-
mentation, residents at my hospi-
tal can finally provide guideline- 
and evidence-based care. Since 
92% of our clinic patients are 
now insured, we no longer receive 
fretful looks when we recom-
mend laboratory tests, we screen 
for colorectal cancer with colon-
oscopies rather than with less 
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