September 25, 2018
Seema Verma, Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Hubert H. Humphrey Building
200 Independence Avenue, S.W.
Washington, DC 20201
Submitted electronically via Medicaid.gov
RE: Alabama Medicaid Workforce Initiative, Application for a Section 1115
Demonstration
Dear Ms. Verma:
As social scientists and scholars of health policy, we write to provide comments on Alabama
Medicaid’s Section 1115 Demonstration Application. In our professional opinion, the proposed
Alabama Medicaid Workforce Initiative (AMWI), which will affect approximately 75,000 lowincome Alabama residents, would not assist in promoting the “health and wellness objectives” of
the Medicaid Act stated in 42 U.S.C. 1396-1, and reinforced by Centers for Medicare and
Medicaid Services (CMS) guidance.1 Moreover, contrary to CMS guidance, Alabama
Medicaid’s proposed hypotheses for evaluating AMWI will not allow the agency to “determine
whether the demonstration is meeting its objectives.”2 Therefore, we strongly urge CMS to
disapprove this waiver. We elaborate on each of these points below.
A substantial body of research exists to suggest that employment status has no causal
relationship to health outcomes. Therefore, it is unlikely that AMWI would promote the
objectives of the Medicaid Act.
The stated purpose of Medicaid is to enable each state, as far as is practicable, “to furnish
medical assistance” to individuals “whose income and resources are insufficient to meet the costs
of necessary medical services” and to provide “rehabilitation and other services to help such
families and individuals attain or retain capability for independence or self-care.”3
The Secretary of Health and Human Services may grant a Section 1115 Medicaid waiver only to
experimental, pilot, or demonstration projects that are “likely to assist in promoting the
objectives” of the Medicaid Act.4 In its State Medicaid Director letter on work and communityengagement requirements, CMS notes that states “will need to link” requirements for work and
community engagement to “those outcomes [producing improved health and well-being] and
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ultimately assess the effectiveness of the demonstration in furthering the health and wellness
objectives of the Medicaid program.”5
In its waiver application, Alabama Medicaid proposes to require individuals in the Parent or
Caregiver Relative (POCR) eligibility group who do not meet exclusion criteria to participate in
35 hours of employment-related activities per week, including employment, on-the-job training,
job search and job-readiness activities, education, volunteer work, community service, or
technical training. Individuals with a child under 6 years of age must participate in 20 hours of
employment-related activities per week. If the demonstration is approved, approximately 75,000
recipients will be subject to these requirements. This will include individuals with family income
at or below 13 percent of the federal poverty level (FPL).
There is little evidence to suggest that AMWI will promote the objectives of the Medicaid Act.
Alabama Medicaid’s application states that, “As CMS has explained, there is ‘strong evidence
that unemployment is generally harmful to health, including higher mortality; poorer general
health; poorer mental health; and higher medical consultation and hospital admission rates.’” Yet
the premise that employment improves health outcomes, advanced by CMS and reiterated in
Alabama Medicaid’s application, is not reflective of the state of knowledge in the medical and
social sciences. Indeed, CMS’s guidance misrepresents the findings of research it cites to
establish a relationship between employment and health outcomes.6 Four examples will suffice
here:
A.) CMS guidance cites a 2016 JAMA study to support the claim that employment is associated
with better health outcomes. 7 Yet the overall purpose of the study was to examine the trends
in and sources of the socioeconomic gradient in life expectancy in the United States. On page
1759 of the study, the authors write: “Unemployment rates, changes in population, and
changes in the size of the labor force (all measures of local labor market conditions) were not
significantly associated with life expectancy among individuals in the bottom income quartile
[emphasis added].”8 The JAMA study thus appears to contradict CMS’s premise that
employment rates in lower-income populations will causally improve health. It is important
to note that, while a link between social class status and health outcomes may exist, social
class status should not be conflated with employment status. The groundbreaking Whitehall
Studies conducted among tens of thousands of civil servants – all of whom were gainfully
employed by the British government – demonstrated a higher rate of mortality among those
with lower social class.9 Indeed, the World Health Organization’s Commission on the Social
Determinants of Health cites a number of studies suggesting that in some occupations,
employment is correlated with negative health outcomes, such as higher mortality rates
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among temporary workers when compared to those engaged in permanent work.10 Recently,
scientists at the National Institute for Occupational Safety and Health recently documented
an alarming cluster of black lung cases among coal miners in Kentucky, Virginia, and West
Virginia. Because black lung is caused by workplace exposure to silica dust, it is clear that
employment in coalmines, relative to unemployment, caused poor health outcomes in these
cases.11
B.) CMS also cites a 2002 study published in the International Journal of Epidemiology to
support the claim that “education…can lead to improved health by increasing health
knowledge and healthy behaviors.”12 Yet the study cited does not examine health knowledge
or healthy behaviors as outcomes. Rather, the study examines the long-term effects of social
class status and unemployment on limiting long-term illness among the male working
population in England and Wales. On page 338 of the study, the authors write: “In the fully
adjusted model, unemployment at both time points, and membership of the most
disadvantaged social classes at all three times, each retain the ability to predict ill-health 10
to 20 years after they have occurred.” The authors conclude that: “Short term improvements
in health inequality may not prove easy to obtain in areas of large scale de-industrialization,
where many citizens have experienced two decades or more of economic hardship and its
social consequences.” These findings do not support the hypothesis that work requirements
will causally improve health in Medicaid eligible populations.
C.) CMS cites a 2014 review article published in Occupational and Environmental Medicine to
support the claim that there is a “protective effect of employment on depression and general
mental health.”13 Yet on page 735 of that study, the authors note that they cannot establish a
causal link between employment and health: “…the relationship between employment and
health can be bi-directional. This means that the positive health effects of employment can be
affected by the fact that healthier people are more likely to get and stay in employment.” It is
thus not clear that data support a hypothesis that employment causes improved mental health
– in fact, it is just as reasonable to hypothesize that poor mental health causes unemployment.
Further still, evidence suggests that work requirements can be negatively associated with
physical and mental health. A recent study published in Health Affairs found that participants
in a Florida welfare reform experiment whose benefits were conditioned on workforce
participation had a 16 percent higher mortality rate than comparable recipients of welfare
who were not subject to work stipulations (the control group).14 Additionally, a 2008 study of
TANF implementation among parents found that “strong emphasis on efforts to push welfare
clients into low-wage employment may have adverse effects on the ways in which welfare
programs affect low-income women’s mental health outcomes.” 15
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D.) In general, the empirical evidence is far more persuasive that ill health leads to reduced
employment and earnings—and preventing people from accessing health insurance will
worsen health. For example, a summary of existing research published in Medical Care
Research and Review found that improving health would increase earnings by 15-20
percent.16A recent review of evidence published in the New England Journal of Medicine
persuasively shows the generally positive impacts of having health insurance on health,
especially depression, which has a significantly negative impact on labor force
participation.17
The tenuous link between employment and health suggests that AMWI would not promote the
objectives of the Medicaid Act. While Alabama Medicaid reiterates CMS’s argument that
employment improves health, the evidence suggests that it is equally plausible that mandated
employment leads to poor health outcomes. Further, CMS’s interpretation of the JAMA study
assumes that safety-net programs with work requirements yield meaningful improvements in
economic outcomes for participants. A variety of published studies caution against this. Research
on the trajectory of TANF recipients after welfare reform suggests that despite “extensive work
effort…job instability and limited upward mobility (i.e. transitions to good jobs) characterized
the employment experiences of most respondents.”18 More generally, even people who find
employment after the enactment of work requirements continue to experience significant and
persistent material hardship.19 Long-term studies of participation in 11 mandatory welfare-towork programs nationwide suggest that participants in these programs experienced few
economic gains. The programs led to individuals “replacing welfare and Food Stamp dollars with
dollars from earnings and Earned Income Tax Credits (EITCs), but the programs did not increase
income above the low levels of the control group.”20 Moreover, the rate of job finding among
participants did not increase significantly when compared to the control group.
Recent research has also suggested that any gain in earnings among low-skilled individuals
under TANF has been offset by significant losses in transfer income.21 Employment effects of
TANF are also racially disparate. Structural disparities and employment discrimination have
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made it more difficult for African Americans receiving TANF to find work.22 In general, TANF
has not provided protection for individuals in poverty, especially during difficult-to-foresee
economic downturns. A comparative analysis of the effects of safety-net programs on the
cyclicality of poverty during the Great Recession shows that TANF had no statistically
significant effect on poverty reduction.23 Moreover, a recent comprehensive review of the
evidence on TANF’s effects on the health outcomes of participants to be “too mixed or even
nonexistent.”24
AMWI’s work requirements would also impose burdens on individuals eligible for
Medicaid that may put them at risk of losing access to healthcare.
The reporting requirements necessary to institute a work requirement present a substantial
burden to beneficiaries. We have already seen from the early results coming out of Arkansas that
access to the internet presents a unique issue for low-income beneficiaries, particularly those
living in rural areas or places where there is less substantial infrastructure. When crafting
Medicaid policy, it is important to consider that even minor requirements and barriers can cause
people to fail to participate in programs even when they value and need the benefits involved.25
People suffering from intense poverty tend to struggle more than others in overcoming such
burdens.26 Studies of health-specific programs reveal that additional administrative requirements
result in large and sustained reductions in enrollment.27
A predictable outcome of the paperwork requirements of new mandates will be to lose
individuals who need health insurance, contrary to the basic goals of Medicaid. New burdens
will not just affect beneficiaries; they will also consume the time administrators could devote to
helping beneficiaries. Because of the complexity of complying with work requirements,
caseworkers devote more time to tracking and verifying participant work activities than
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connecting participants with work and support services.28 Research suggests that such intensive
and stringent administrative arrangements can create opportunities for caseworker discretion and
lead to the unequal application of standards across racial groups.29 Any resulting inequitable
outcomes for AMWI would exacerbate already existing racial disparities in access to
healthcare.30
In short, while Alabama Medicaid’s Demonstration Application hypothesizes that: “increasing
employment through employment and job training requirements, will improve health outcomes,”
it has provided little evidence to support a direct or indirect positive effect of employment on
health outcomes. Given likely administrative burdens on the eligibility group, which may limit
their access to medical care, AMWI would not promote the objectives of the Medicaid Act.
The hypotheses and evaluation plan Alabama Medicaid has described will not allow the
state to evaluate whether AMWI furthers the objectives of the Medicaid Act or not.
CMS’s guidance on work and community engagement requirements requires states to “evaluate
health and other outcomes of individuals that have been enrolled in and subject to the provisions
of the demonstration.”31 Where this guidance is concerned, there are two problems with Alabama
Medicaid’s application. First, Alabama Medicaid proposes to test five hypotheses concerning the
effects of AMWI. Yet none of the five hypotheses contained in the demonstration application
concerns the effects of AMWI on participants’ health outcomes. This is troubling, especially
given that Section 1115 waivers are required to further the objectives of the Medicaid Act.
Moreover, given Congress’s identification of the importance of evidence-based policymaking,
waiver programs should be designed to provide evidence as to their purported effects.32
Second, Alabama Medicaid has not provided basic clarity on the measures and methods it will
use to test its hypotheses. The Demonstration Application suggests that the state’s evaluation
will,
measure [sic] these hypotheses…using wage and employment records available through
the Department of Labor; internal system records regarding program terminations and
transitional Medicaid; and surveys to determine the effect of changes on individuals who
have left the program.
To understand whether the data will permit an effective evaluation of the demonstration, the
agency must provide some details on the quality and comprehensiveness of its employment
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records. Additionally, the agency should specify how these records treat domestic and seasonal
employees as well as small-business owners, and whether the records will provide a basis for
assessing differences in AMWI’s effects across racial groups. The agency should also discuss
how it would administer surveys and the specific survey instruments (e.g. Consumer Assessment
of Healthcare Provides and Systems). Finally, in accordance with CMS guidance, the evaluation
description should discuss how it would separate the intended outcomes of AMWI (e.g. share of
participants enrolling in affordable employer-based insurance) from unintended, negative
outcomes (e.g. share of participants losing insurance).
As AMWI is not likely to further the objectives of the Medicaid Act, CMS should
disapprove this waiver.
Our review of the evidence here suggests that AMWI’s proposed work and community
engagement requirements are not likely to further the objectives of the Medicaid Act. At a
minimum, the lack of an established causal link between employment and health suggests that
requiring employment is not likely to enhance Alabama Medicaid’s ability to furnish medical
assistance to eligible recipients. Yet work requirements like those proposed here would be likely
to create barriers to care for eligible participants. This is significant, given that non-elderly
Medicaid participants have significantly better access to care than their uninsured peers.33 A
recent study of Tennessee’s Medicaid program, TennCare, shows that disenrollment from
Medicaid is associated with “significant decreases in health insurance and increases in costrelated barriers to care for low-income adults living in Tennessee.”34
In its application, Alabama Medicaid provides no indication that it recognizes or that it will seek
to reduce such unnecessary harms. Alabama’s response to public comments regarding these
harms is also perfunctory at best. Combined with the limited evidence of potential health benefits
for recipients, and the absence of a clear evaluation plan, we are concerned that AMWI would
not further the objectives of the Medicaid Act, with negative consequences for low-income
Alabama residents. Therefore, we urge CMS to disapprove this waiver.
Thank you for the opportunity to provide these comments. Please contact us if you have any
questions.
Sincerely,
Marian Jarlenski, PhD
Philip Rocco, PhD
Assistant Professor, Health Policy and Management Assistant Professor of Political Science
University of Pittsburgh
Marquette University
Graduate School of Public Health
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