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Executive Summary 

 
Louisiana healthcare policy discriminates against 108,000 of the oldest, poorest, sickest, and 

most disabled people in the state.  These are dually eligible people.  They are low-income 

Medicare beneficiaries who also have Medicaid.   

 

The Congressional Balanced Budget Act of 1997 allowed states to decrease their share of the 

Medicare payment for poor Medicare beneficiaries who also had Medicaid.  Nationally, this 

Act allowed five million poor Medicare beneficiaries to receive less physician reimbursement 

than wealthy beneficiaries and created a discriminatory, two-tiered Medicare system.   

 

In 2000, Louisiana joined two-thirds of all states and decreased payment for poor Medicare 

beneficiaries.  In 2003, a Report to Congress by Secretary of the US Department of Health 

and Human Services Tommy Thompson proved that the Balanced Budget Act decreased 

access to medical and psychiatric care for low-income Medicare beneficiaries.   

 

Low-income Medicare beneficiaries in New Orleans and elsewhere are disproportionately 

elderly African Americans and mentally and physically disabled people.  These groups have 

long histories of suffering discrimination and are protected by the Civil Rights Act of 1964 

and the Americans with Disabilities Act: 

 

 Wealthy Medicare beneficiaries get full Medicare benefits, while poor beneficiaries 

get partial Medicare benefits.  Because African-American Medicare beneficiaries in 

New Orleans and elsewhere are disproportionately poorer than White beneficiaries, 

they suffer a disproportionate decrease in healthcare access.  This violates the Civil 

Rights Act. 

 

 Healthy and wealthy Medicare beneficiaries get full Medicare benefits, while poor 

beneficiaries with severe mental and physical disabilities get partial Medicare 

benefits and decreased healthcare access.  This violates the Americans with 

Disabilities Act. 

 

Five years have passed since Secretary Thompson’s report, yet this social injustice continues.  

If the Louisiana Department of Health and Hospitals restores payments, state-induced 

healthcare discrimination and disparities will be reduced.  By restoring payments for primary 

medical care, Louisiana will save money by keeping elderly and disabled people in the 

community and out of expensive hospitals and nursing homes. 

 

All Medicare beneficiaries worked, paid payroll taxes, and earned the same Medicare 

benefits.  A government policy that decreases reimbursement for Medicare beneficiaries 

solely because they are poor decreases access to health care and causes disproportionate harm 

to elderly African Americans and mentally and physically disabled people in New Orleans 

and five million people nationwide.  This hurts New Orleans’ healthcare recovery and 

heightens our city’s mental health crisis. 
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Medicare was Born as a Civil Rights Bill 

 

Medicare was born as a civil rights bill in 1965, part of President Lyndon Johnson’s 

Great Society.  Following centuries of medical segregation, Medicare promised a single, 

nationwide system of health care that guaranteed equal access for all beneficiaries.  In its 

Civil Rights Compliance Policy Statement, the Centers for Medicare and Medicaid 

(CMS)
1
 pledged to abolish discrimination in CMS programs.  Its goal is to ensure  

 

all our beneficiaries have equal access to the best health care.  Pivotal to 

guaranteeing equal access is the integration of compliance with civil rights 

laws into the fabric of all [CMS] program operations and activities. . . . 

These laws include: Title VI of the Civil Rights Act . . . [and] the 

Americans with Disabilities Act . . . . [CMS will] allocate financial 

resources to . . . ensure equal access; prevent discrimination; and assist in 

the remedy of past acts adversely affecting persons on the basis of race, 

color, national origin, age, sex, or disability.
2
 

 

The Balanced Budget Act of 1997 

 

In 1997, Congress tried to balance the federal budget and passed the Balanced Budget 

Act.  To save money for state Medicaid agencies, the Balanced Budget Act permitted 

states to stop paying the insurance bill for low-income Medicare beneficiaries that 

“crossed-over” to Medicaid.  This allowed poor Medicare beneficiaries to receive less 

physician reimbursement than wealthy Medicare beneficiaries.  By 1999, two-thirds of 

states had reduced crossover payments.
3
  

 

Access to health care is a business commodity.  Higher physician reimbursement buys 

better healthcare access.  See Figure 1.  The Balanced Budget Act created a two-tiered 

Medicare system: Wealthy beneficiaries get access to first-class Medicare, while 108,000 

beneficiaries in Louisiana and five million poor beneficiaries across the country get 

access to second-class Medicare.  See Figure 2.  

 

The Balanced Budget Act, which involved Congress, CMS, Medicare, and state Medicaid 

agencies, created several problems: 

 It has a “disproportionate impact” on African Americans in New Orleans and 

elsewhere and violates the Civil Rights Act of 1964.   

 It has a disproportionate impact on mentally and physically disabled people in 

Louisiana and elsewhere and violates the Americans with Disabilities Act.  

 It decreases healthcare access for poor people and increases healthcare disparities. 

 It inflates state Medicaid nursing home budgets.  

 It damages New Orleans’ healthcare recovery following Hurricane Katrina.  
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Figure 1.  Access to health care varies with insurance reimbursement.  Wealthy, cash-

paying patients get excellent access.  Medicare pays more than Medicaid, so Medicare 

patients get good access while Medicaid patients get fair access.  Uninsured people get 

poor access.  
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Figure 2.  Without crossover payments Medicare is a two-tiered, discriminatory benefit 

system. Dually eligible people in New Orleans receive about 85% of their Medicare 

benefit.   
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How Medicare-Medicaid Crossover Payments Work 

 

For dually eligible patients with both Medicare and Medicaid benefits, Medicare is “first 

payer” and sets the payment rate for each medical service.  Medicare is an earned benefit 

with a payment schedule that is usually higher than the payment rate for Medicaid.  In 

New Orleans, the 2008 Medicare fee for a 45-minute, new patient office visit, CPT code 

99204, is $138.65; the Louisiana Medicaid fee for this service is $118.25 or 85% of the 

Medicare fee.
*
 

 

Medicare rarely pays the patient’s entire bill.  Medicare usually pays 80% of its allowed 

amount, and the patient, or their secondary insurance, is responsible for paying the 

remaining 20% of the bill.  In the past, the remaining 20% of the Medicare bill was paid 

by Louisiana Medicaid when the dually eligible patient’s claim was crossed-over and sent 

from Medicare to Medicaid for payment.  With crossover payments all Medicare 

beneficiaries, including low-income dually eligible people, received 100% of their 

promised Medicare benefits. 

 

Instead of paying crossover payments up to the Medicare allowed amount, the Balanced 

Budget Act allowed Louisiana to pay crossover payments only up to the lower Medicaid 

fee, which is 85% of the Medicare fee.  Louisiana Medicaid now adds a 5% crossover 

payment to Medicare’s 80% reimbursement so dually eligible Medicare beneficiaries 

receive a total reimbursement of 85% of the promised Medicare fee.  See Figure 2. 

 

Low-income Medicare beneficiaries can never receive 100% Medicare reimbursement 

because the physician is forbidden by law from billing the patient, their family, or any 

organization willing to help the patient.  Louisiana effectively turns dually eligible 

Medicare patients into lower-paying Medicaid patients, which decreases their access to 

health care.   

 

DHHS Secretary Tommy Thompson’s Report Proves Decreasing 
Crossover Payments Decreases Access to Health Care 

 

According to the Report to Congress released by Secretary Thompson in 2003,
4
 

physicians divide their patients based on insurance reimbursement and treat higher 

paying patients first.  When fees are raised physicians treat more dually eligible patients; 

in Kansas, increasing Medicare-Medicaid crossover payments increased healthcare 

access for dually eligible Medicare beneficiaries about 5%.   

 

                                                 
*
 In March 2008, Louisiana announced it raised its Medicaid rates to about 90% of Medicare rates.  

However, in New Orleans, for a new patient visit, CPT code 99204, or for an established patient visit, CPT 

code 99214, Medicaid reimbursement is about 85% of the Medicare fee.  Louisiana Medicaid payment 

rates can vary with state finances; in 2000, when Louisiana had a budget deficit, the Medicaid rate for a 

new patient office visit, CPT code 99204, was only 27% of the Medicare rate.  Payment disparities for 

dually eligible patients increase if Medicaid payments fall or Medicare payments rise. 
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When fees are decreased physicians treat fewer dually eligible people and may “stop 

treating them altogether.”  In Michigan, after crossover payments for dually eligible 

Medicare beneficiaries decreased, the number of primary care physicians and 

psychiatrists treating dually eligible people declined; access to physician services in 

Michigan decreased about 5%, and access to mental health services decreased more than 

21%.   

 

A small number of physicians and psychiatrists treat a disproportionate share of dually 

eligible Medicare beneficiaries.  About 10% to 12% of physicians treat about one-half of 

all dually eligible Medicare beneficiaries.  Physicians treating large numbers of dually 

eligible people devote a larger share of their total Medicare practice to dually eligible 

beneficiaries and have greater declines in reimbursement.  For psychiatrists with 

caseloads of 50 or more dually eligible beneficiaries, total Medicare revenue decreased 

up to 22%.  In two-thirds of the states studied there was a “dramatic reduction” in 

psychiatric visits.
5
  The authors of Secretary Thompson’s CMS-funded study concluded, 

 

[D]ually eligible Medicare beneficiaries may be a less attractive patient 

population for providers in many states. . . . Given a choice between a 

Medicare beneficiary for whom the physician expects to receive 100% of 

the fee schedule amount, and one for whom the physician expects to 

receive only 80%, theory predicts that the physician will prefer the first 

beneficiary. . . . Absent some type of policy change, however, access to 

Medicare services for dually eligible beneficiaries may continue to 

decline.
6
  

 

The Balanced Budget Act Has a Disproportionate Impact Along 
Racial Lines 

 

Figure 3A.  In 1997, of all elderly people in New Orleans 65 years old and older, African 

Americans were about 42% and White people were most of the rest.
7
  

  

Figure 3B.  African Americans are disproportionately poorer than Whites.  Decreasing 

crossover payments and decreasing healthcare access affects only low-income Medicare 

beneficiaries who also have Medicaid.  African Americans are poorer and therefore 

depend more on Medicaid than Whites.  Although African Americans 65 years old and 

older were 42% of all elderly people in New Orleans, they were 96% of elderly dually 

eligible people in my medical practice in Mid-City New Orleans. (See Appendix 1: A 

Case Study of Dually Eligible People in Mid-City New Orleans.) 

 

Figure 3C.  Decreasing Medicare benefits based solely on low income has a 

disproportionate impact on African Americans.  The percentage of elderly African 

Americans with decreased healthcare access (96%) is greater than twice the percentage of 

elderly African Americans in the New Orleans population (42%).  According to the Civil 

Rights Act of 1964 this is disproportionate or disparate discrimination. (See Appendix 2.)  
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Figure 3.  The Balanced Budget Act decreased healthcare access for poor Medicare 

beneficiaries.  Because they are poorer than White Medicare beneficiaries, African-

American beneficiaries in New Orleans suffer disproportionate discrimination. 

 

Dually Eligible People  “the elderly and disabled poor” 

 

Dually eligible people worked, paid payroll taxes, and earned the right to Medicare, 

which they receive when they become elderly or disabled.  Yet they are so poor they also 

qualify for their state’s Medicaid program for the needy.  As the oldest, poorest, sickest, 

and most disabled people in the nation dually eligible Medicare beneficiaries had a 50% 

higher age-specific mortality rate than non-dually eligible Medicare beneficiaries.
8
  

Senator John Breaux, Chairman of the Senate Special Committee on Aging, called them 

“the elderly and disabled poor.”
9
  

 

There are almost 7.5 million dually eligible Medicare beneficiaries in the country.  About 

two-thirds, or five million, are elderly people 65 years old and older.  The remaining one-

third, or 2.5 million, are disabled people under 65 years old.
10

 Most disabled dually 

eligible people younger than 65 years old are men.  As men die sooner than women, most 

elderly dually eligible people are women.
11

 The number of dually eligible people in each 

state varies with that state’s population and poverty.  Wyoming had 9,000 dually eligible 

people; California had 932,000.
12

     

 

Poor Medicare beneficiaries with income under 74% of the federal poverty level get full 

Medicaid benefits.  Medicare beneficiaries with income from 74% to 135% of the 

poverty level get partial Medicaid benefits.  Louisiana has 148,000 dual eligibles; 
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108,000 are full dual eligibles and 40,000 are partial dual eligibles.  In Louisiana, dual 

eligibles are 24% of all Medicare beneficiaries.
13

 In 2002, 9,117 dually eligible people 

lived in New Orleans.
14

  

 

Health problems increase as a person’s income decreases.  Dually eligible people are 

poor: 73% of dually eligible people have incomes under $10,000 a year compared with 

12% of wealthier, non-dually eligible Medicare beneficiaries.  Because African 

Americans and other minorities are poorer than White Medicare beneficiaries, 43% of 

dually eligible people are African Americans and other minorities.
15

 Two-thirds of dually 

eligible people are women.  The older a Medicare beneficiary is, the more likely that 

person is poor and dually eligible.  Only 10% of all Medicare beneficiaries aged 65 to 69 

years old were dually eligible; but for Medicare beneficiaries 85 years and older, over 

25% were dually eligible.
16

 

 

Dually eligible people are disproportionately elderly, women, minorities, and mentally 

and physically disabled people because these groups have lower incomes than other adult 

groups in the United States.  Dually eligible beneficiaries also have more disabilities, less 

education, and more mental illness and diabetes than wealthier Medicare beneficiaries.  

More than 60% have difficulty eating, dressing, or bathing.  Over 40% of dually eligible 

patients have a cognitive or mental impairment.
17

 More dually eligible people live alone 

and are socially isolated than other Medicare beneficiaries.
18

 They tend to have low 

health literacy.
19

  The Table lists disparities.
20

 
21

 

 

Table  

Dually Eligible Medicare Beneficiaries compared with Non-Dually Eligible Beneficiaries  

 

 Dually Eligible 

Beneficiaries 

Non-Dually Eligible 

Beneficiaries 

Income less than $10,000 73% 12% 

Have disabilities 71% 45% 

Female 64% 55% 

Less than high school education 61% 25% 

In fair or poor health 52% 26% 

Age 85 years old or older 14% 11% 

Disabled under 65 years old 37% 10% 

Have a mental disorder 34% 17% 

Have diabetes 27% 18% 

Have Alzheimer’s disease 10% 4% 

Live in a nursing home 23% 3% 

Live without a spouse 55% 16% 

Minority population 43% 16% 

 

The data show that dually eligible people are medically frail.  They have more chronic 

illness than non-dually eligible Medicare beneficiaries, including more heart disease, 

diabetes, stroke, cancer, arthritis, pulmonary, liver and kidney disease, dementia, alcohol 

and substance abuse, schizophrenia, depression, mental retardation, and other illnesses.
22
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Because they have extensive medical problems, these patients use more healthcare 

services than non-dually eligible Medicare beneficiaries.  They use more inpatient 

hospital care, emergency room, hospice, physician and psychiatry services, nursing 

home, prescription medication, x-ray, laboratory, physical therapy, home health, and 

other medical services.
23

   

  

Dually eligible people are the fastest growing and most expensive Medicare group.  The 

“non-elderly disabled” (who are disabled Medicare beneficiaries under 65 years old), and 

people over 85 years old are the fastest growing dually eligible groups.  Dually eligible 

people require care that is twice as expensive as non-dually eligible Medicare 

beneficiaries.  These patients are about 16% to 17% of both Medicare and Medicaid 

enrollment but their treatment costs about 35% of all Medicare and Medicaid spending.
24

  

See Figure 4.   

 

 

Figure 4.  Dually eligible people are twice as expensive as non-dually eligible people. 

 

They were only one-sixth of the Medicaid population but accounted for nearly half of 

Medicaid’s total spending on prescription drugs in 2002.
25

  Healthcare costs for a dually 

eligible person are over eight times higher than Medicaid spending for a low-income 

child.
26

 Of the costliest 1% of all Medicare beneficiaries one-third are dually eligible.
27

 

The most expensive population served by publicly funded healthcare programs are dually 

eligible Medicare beneficiaries.
28

  

 

In 2003, Medicaid spent $105.4 billion for dual eligibles. Medicare spent $64.3 billion on 

dual eligibles in 2002.
29

 In 1997, Senator John Breaux said dually eligible people are 

“only 2% of the nation's population, [but] they account for 10% of the country's health 
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care spending.”
30

  Their medical costs are high because the costs of being old or disabled 

are multiplied by the social problems of being poor.   

 

African Americans are Disproportionately Dually Eligible 
Because They are Poorer than Whites 

 

Since dual eligibility is determined by poverty African Americans tend to be 

disproportionately dually eligible people because they are poorer than White people.  

Therefore, decreasing benefits for poor Medicare beneficiaries injures African Americans 

disproportionately more than White beneficiaries.  This is true in New Orleans, 

throughout Louisiana, and across the nation. 

 

Studies show that African-American poverty is broader than White poverty.  In 2004, 

12.7% of all people in the United States were poor and lived below 100% of the federal 

poverty level.  But 24.7% of African Americans were poor compared with 8.6% of White 

people who were poor.
31

 In the 30 years from 1974 to 2004, the median income of an 

African-American family decreased from 63% to 54% of the median income of a White 

family.
32

 The median net worth of White households is 14 times greater than African-

American households. 
33

 

 

African-American poverty also tends to be deeper than White poverty.  People living at 

less than 50% of the federal poverty level may have severe, life-threatening poverty.  In 

2004, 5.4% of all people lived below 50% of the federal poverty level.  But only 4.4% of 

White people lived below 50% of the federal poverty level, compared with 11.7% of 

African Americans.
34

  

 

African Americans are poorer than White people at all ages.  Elderly African Americans 

have a poverty rate three times greater than the poverty rate of elderly White people.  

Among people 65 years old and older, 9.8% of all people were poor.   But 23.9% of 

elderly African Americans were poor, compared with 7.5% of elderly White people who 

were poor.
35

 Elderly African-American women comprise the poorest group.
36

  

 

In 13 of the 15 largest US metropolitan areas, African Americans live in poverty at a rate 

50% greater than their percentage in the overall population.  In six of the cities, including 

St. Louis, Chicago, Detroit, Philadelphia, Baltimore, and Newark, African Americans are 

twice as likely to live in poverty.
37

 There are 3,141 counties in the United States.  Except 

for Queens, New York, with its large number of two-parent families and educated 

African-Caribbean immigrants, in all other counties with a population over 65,000, 

Whites have a higher median income than African Americans.
38

  

 

In New Orleans African-American poverty is magnified.   In 2005, 24.5% of New 

Orleans population lived below poverty compared with 13.3% of the US population.
39

  

But 11.5% of Whites in New Orleans lived in poverty, compared with 35% of African 

Americans who lived in poverty.
40

 Of the 15 metropolitan areas with the largest number 

of African Americans, New Orleans had the highest African-American poverty rate.
41
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In 2001, African Americans and other minorities were only 16% of all Medicare 

beneficiaries but were 43% of all dually eligible Medicare beneficiaries.
42

 Dually eligible 

people in our nation’s inner cities are disproportionately poor minorities.  In New Orleans 

it is African Americans; in Southwestern states it may be Hispanics.  The government’s 

policy of decreasing benefits for the poorest Medicare beneficiaries has a 

disproportionate impact on African Americans and other minorities across the country. 
 

Dually Eligible People are More Disabled than Other Medicare 
Beneficiaries 

 

The Americans with Disabilities Act of 1990 (ADA) prohibits any public program or 

agency from discriminating against people with disabilities.  The ADA states a “disabled 

person” is someone who has  

 

a physical or mental impairment that substantially limits one or more 

major life activities . . . such as caring for oneself, performing manual 

tasks, walking, seeing, hearing, speaking, breathing, learning, and working 

. . . [or has] orthopedic . . . impairments . . . [or has] cancer, heart disease, 

diabetes . . . mental retardation . . . emotional or mental illness . . . .
43

  

 

The First ADA Complaint ─  
Dually Eligible People Have Disproportionately More Disability  
 

Disability is caused by physical or mental illness and is measured by limitations in 

Activities of Daily Living (ADLs) and Independent Activities of Daily Living (IADLs),
44

  

or by chronic illness burden.  Using either measure, dually eligible people have more 

disability than other Medicare beneficiaries  they qualify for even greater protection 

under the ADA than other Medicare beneficiaries who are not dually eligible.   

 

A person who worked and paid taxes has two paths to Medicare eligibility  through age 

or through disability.  Workers younger than 65 years old may be declared disabled by 

the Social Security disability program and become a non-elderly disabled beneficiary.   

 

More than 40 million people have Medicare.  About six million beneficiaries, or 15%, are 

under 65 years old and qualify for Medicare because of severe disabilities.  Most are men 

over 50 years old.  For an adult to be considered disabled by the Social Security disability 

program, that person “cannot engage in any substantial gainful activity because of a 

physical or mental impairment that is expected to result in death or to continue for at least 

12 months.”
45

 Any person declared disabled, according to the rigorous standards of the 

Social Security disability program, has already proven that he or she meets the more 

lenient ADA disability requirements and is therefore covered by ADA legislation.   

 

Non-elderly disabled Medicare beneficiaries less than 65 years old have poorer physical, 

mental, and financial health than elderly beneficiaries.  They are twice as likely to live in 
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poverty and twice as likely to have difficulty performing ADLs and IADLs.  Non-elderly 

disabled Medicare beneficiaries are as likely as elderly beneficiaries to have three or 

more chronic illnesses.  They filled more prescriptions than elderly beneficiaries in 

1998.
46

 Disabled beneficiaries under 65 years old have greater healthcare access 

problems than elderly Medicare beneficiaries.
47

  
 

Poverty and disability are related.  Low-income, dually eligible beneficiaries are three 

times more likely to be disabled than wealthier beneficiaries.  One-third of dually eligible 

patients have impairments in three to six ADLs.  These people also have higher rates of 

diabetes, pulmonary disease, stroke, Alzheimer’s disease and other chronic illnesses than 

other Medicare beneficiaries.
48

 Over 40% of these patients have a cognitive or mental 

impairment compared with 9% of non-dually eligible beneficiaries.  More than 60% have 

difficulty eating, dressing, or bathing.
49

 The percentage of dually eligible people who are 

disabled and under 65 years old has grown from 28% in 1995 to 34% in 2001.  Non-

elderly disabled patients have a different health profile than elderly patients with more 

than one-half having mental or cognitive impairments.
50

  
 

Elderly dual eligibles have similar ADL limitations as disabled non-dually eligible 

Medicare enrollees under age 65.
51

 Elderly dually eligible patients often have several 

ADA-listed impairments, limited major life activities, or named illnesses, and are 

“qualified disabled persons” protected by ADA rules.  Patients with dementia, 

Alzheimer’s disease, stroke, and other disabling illnesses common in the elderly dual 

eligible population are protected by the ADA because the ADA has no age limit.
52

 

 

Disability increases with age.  Dually eligible people are older than non-dually eligible 

beneficiaries and more likely to live in a nursing home.  Of all nursing home residents, 

75% needed help performing at least three ADLs; over half needed help with all ADLs.
53

 

About one-half of nursing home residents were age 85 or older; 42% had dementia and 

12% had psychiatric conditions like schizophrenia and mood disorders.
54

 Among nursing 

home residents with severe cognitive impairment, more than one-third had feeding 

tubes.
55

 Two-thirds of all nursing home residents are dually eligible people with multiple 

disabilities and qualify for protection under the ADA.   

 

By decreasing crossover payments Louisiana is discriminating against many of the five 

million dually eligible Medicare beneficiaries who are elderly and who meet the ADA 

definition of disabled.  Louisiana is also discriminating against all two and one-half 

million dually eligible Medicare beneficiaries who are under 65 years old, and who 

qualified for Medicare by being declared mentally or physically disabled by the Social 

Security disability program.   

 

The US Supreme Court’s Olmstead decision affirmed that public agencies must make 

“reasonable modifications,” which may include spending more money, to avoid 

discrimination and institutionalization for disabled persons.
56

  Louisiana Medicaid hoped 

to save $23.5 million in 2000 by decreasing crossover payments.  Medicaid is a federal-

state program; because Louisiana is a poor state, the federal government pays about 70% 

of our state’s Medicaid bill and would have given Louisiana $16.5 million to help pay 

these crossover payments.
57

 The total cost to Louisiana’s treasury to restore crossover 
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payments in 2000 was the remaining $7 million ─ a “reasonable” amount compared with 

the estimated 2008-2009 Louisiana budget surplus of $2.2 billion.
58

  

   

The Second ADA Complaint ─  
African-American Dual Eligibles Have Disproportionately More Disability  
 

Poverty and disability hasten each other.  Poverty causes poor health and disability 

through poorer nutrition, substandard housing, exposure to environmental hazards, 

unhealthy lifestyles with more smoking and obesity, physically dangerous jobs, and 

decreased access to health care.  Elderly people living in the community who were poor 

had twice the number of decreased ADLs and IADLs compared to elderly people who 

were not poor.
59

 Decreasing physician reimbursement for dually eligible people decreases 

their access to health care and increases the likelihood of further disability and further 

poverty  perpetuating a downward spiral.   

 

Elderly African Americans have higher rates of disability than elderly White people.  Of 

people 65 years old and older, Whites had a disability rate of 40% versus 53% for 

African Americans.  Among community-dwelling people 70 years old and older, African 

Americans were 50% more likely to have ADL limitations than White people were.  In 

1997, the percentage of people over age 65 needing help with everyday activities was 

15.4% for Whites and 24.8% for African Americans.
60

 About 27% of African-American 

Medicare beneficiaries live with diabetes compared with 18% of White beneficiaries.
61

   

 

Non-elderly disabled Medicare beneficiaries under 65 years old are disproportionately 

African American.  In 2002, of all Medicare beneficiaries 79.2% were White and 9.4% 

were African American; but only 12% of White beneficiaries were under 65 years old 

and disabled compared with 26.1% of African-American beneficiaries who were under 

65 years old and disabled.  An African-American Medicare beneficiary is more than 

twice as likely to be non-elderly disabled as a White beneficiary.
62

 

 

Nursing homes residents have the most severe disabilities, and African Americans in 

nursing homes are more disabled than Whites in nursing homes.  African-American 

women in nursing homes are more likely than White women to be bed-bound.  African-

American men in nursing homes have greater impairment than any other race or gender 

category.
63

 Compared with White residents over 85 years old, African-American nursing 

home residents are more likely to have bedsores or be in restraints.
64

   

 

In the New Orleans metropolitan area, parishes with more poverty and African 

Americans have more disabled people.  St. Tammany Parish has less poverty, disability, 

and African Americans than Jefferson Parish, which in turn has less poverty, disability, 

and African Americans than Orleans Parish.
65

 African-American neighborhoods in New 

Orleans with concentrated poverty have more disabled people than other neighborhoods.  

In 2000, the percentage of community-dwelling residents over five years old with a 

disability living in Orleans Parish was 23.2% compared with 30.9% of residents living in 

the Lower 9
th

 Ward.
66
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Disability, poverty, and minorities are linked.  A government policy that decreases 

reimbursement for Medicare beneficiaries because they are disabled and poor causes 

disproportionate harm to dually eligible African Americans in New Orleans and 

elsewhere. 

 

Funding for Crossover Payments Will Be Available by Keeping 
Dually Eligible People out of Nursing Homes 

 

Secretary Thompson’s report showed that decreasing crossover payments decreased 

access to primary care physicians.  As access to primary care physicians decreases, 

expensive emergency room visits, hospitalizations, and nursing home admissions 

increase.
67

  Louisiana citizens already visit the state’s emergency rooms 23% more than 

the national average and are admitted to the state’s hospitals 15% more than the national 

average.
68

  

 

For dually eligible people, health care in the community, including physician, hospital, 

and home health services, is covered mostly by federal Medicare dollars.  Nursing home 

services are covered mostly by Louisiana Medicaid dollars.  To save money Louisiana 

must encourage dually eligible people to live in the federally supported medical 

community; it hurts the state’s treasury when a dually eligible person enters a Louisiana 

Medicaid-supported nursing home.  To do this Louisiana must attract, not repel, primary 

care physicians. 

 

Louisiana spends about 36% of all Medicaid money on dually eligible beneficiaries, and 

two-thirds of their Medicaid expenses is for long-term nursing care.
69

 Multiplying 36% 

by 67% shows that Louisiana spends almost one-quarter of all Medicaid money to keep 

dual eligibles in nursing homes.  Only about 4% of Medicaid money spent on dually 

eligible patients is spent on physician services — including crossover payments.
70

 Yet 

this small physician portion holds the key to decreasing Louisiana’s nursing home costs.  

Without access to primary care physicians, dually eligible people lose their physician-

gatekeeper-advocate who helps them live in the community.  Dually eligible people with 

multiple illnesses, multiple medications, and low health literacy have difficulty 

navigating a complicated healthcare system without primary care physician help. 

 

The Louisiana Medicaid nursing home budget is bloated.  Louisiana spent $500 million 

on nursing facilities in 2000,
71

 which grew to $650 million in 2004.
72

 Louisiana has one-

third more nursing homes (4.8%) as a percentage of the 65 years old and older population 

than other states (3.6%) in the United States.
73

 Louisiana has a higher percentage of 

nursing home residents who can dress themselves and live independently than almost any 

other state.
74

  In 2005, nursing home occupancy rate in Louisiana was 75%, compared 

with the national average occupancy rate of 83%.
75

 Louisiana subsidizes the 25% of 

nursing home beds which are empty, a higher percentage than almost any other state.  

The New Orleans Times-Picayune stated, “Fixing that absurdity [the nursing home 

payment formula] would have reduced [Louisiana’s nursing home] annual budget by $42 

million”
76

 — enough to restore crossover payments for dually eligible people statewide. 
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The costliest 20% of dually eligible people are in nursing homes and account for 60% of 

total Medicaid spending on this group.
77

 In 2000, the average annual healthcare cost for 

dually eligible nursing facility residents was $44,600, four times higher than spending for 

dual eligibles in the community.
78

 Community-based long-term care costs less than 

nursing home care and is also what patients and families prefer.  Nursing home expenses 

rise sharply with age, and dually eligible people are older than non-dually eligible 

Medicare beneficiaries.  See Figure 5.  About 65% of nursing home admissions come 

from a hospital.
79

 To decrease nursing home admissions we must avoid unnecessary 

hospital admissions.
80

  

 

Dually eligible people have more chronic conditions, take more medications, have lower 

health literacy, and have more medication errors; in 2001, elderly dual eligibles were 

40% more likely than other Medicare beneficiaries to have a preventable hospital 

admission.
81

  Identifying these vulnerable people before they enter a nursing home and 

providing them with access to high-quality, primary medical care can save millions of 

dollars for Louisiana and billions for our nation.  Without restoring crossover payments 

for community-based primary care physicians this goal remains elusive. 
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Figure 5.  Nursing home expenses rise sharply with age.  Dually eligible people are older 

than non-dually eligible Medicare beneficiaries.  About two-thirds of nursing home 

residents are dually eligible people. 
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A Call to Action 

 

Healthcare disparities have many causes.  It will take decades to decrease concentrated 

poverty, eliminate racial and residential segregation, redistribute primary care physicians, 

and improve health literacy.  But it takes only the flip of a switch to decrease Louisiana 

healthcare disparities created by the legislative policy that allowed low-income Medicare 

beneficiaries to receive less reimbursement than wealthy beneficiaries.  An administrative 

decision by the Louisiana Department of Health and Hospitals decreased crossover 

payments in 2000; an administrative decision can restore them.    

 

CMS has the responsibility to ensure that any person who contributes to the Medicare 

program receives fair and nondiscriminatory health care.  Any government program that 

subtracts benefits based solely on a person’s poverty will have a disproportionate impact 

on African Americans and disabled people in Louisiana and nationwide.  All Medicare 

beneficiaries paid Medicare taxes and therefore are entitled to first-class Medicare access.   

 

What violates civil rights in Louisiana violates civil rights throughout the nation.  The 

Congressional Balanced Budget Act of 1997 enabled Louisiana and two-thirds of states 

to decrease Medicare-Medicaid crossover payments for dually eligible people.  As a 

result, about two-thirds of 7.5 million dually eligible people, or about five million low-

income Medicare beneficiaries, have decreased access to health care.  As Medicare 

guarantees equal access to health care, the Balanced Budget Act violates these patients’ 

civil rights. 

 

Appendix 1.  A Case Study of Dually Eligible People in Mid-City 
New Orleans 

 

Dually Eligible Statistics from My Pre-Katrina Medical Practice 
  

I have practiced internal medicine and geriatrics in New Orleans for 31 years, and I treat 

many elderly and disabled dually eligible patients.  In 2002, I published a study of my 

Mid-City New Orleans Medicare practice.
82

 My case study of 303 dually eligible patients 

is, to my knowledge, the largest study of community-dwelling dually eligible people by a 

practicing physician.  My report documented that decreased reimbursement for dually 

eligible Medicare beneficiaries in New Orleans decreased their access to health care.  

One year later, Health and Human Services Secretary Tommy Thompson’s Report to 

Congress confirmed my findings. 

 

In 2000, 63% of my patients had Medicare insurance.  Of these patients with Medicare 

insurance, 72% or 303 patients also had Medicaid and were dually eligible.  Secretary 

Thompson reported physicians treating large numbers of dually eligible patients devote a 

disproportionate amount of their practice to these people.  My 72% dually eligible 

population is much larger than the national 17% dually eligible Medicare population and 

supports Secretary Thompson’s statement.   
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Of these 303 dually eligible patients in my practice, 79% were women and 21% were 

men.  One-third or 34% were under the age of 65 and receive Medicare benefits because 

they were declared disabled by the Social Security disability program.   

 

Of these 303 dually eligible patients, 89% were African American and 11% were White.  

In 2001, African Americans were 7% of the national Medicare population but were 21% 

of the national dually eligible population.  This extreme 89% preponderance of African-

American dually eligible patients in my practice reflects the concentrated poverty and 

demographics of many New Orleans neighborhoods. 

 

The racial demographics of my two Medicare populations, the elderly and the non-elderly 

disabled, are extreme.  Only 11% or 32 patients in my Medicare-Medicaid dually eligible 

practice are White.  But of these 32 White persons, 25 patients are under 65 years old and 

receive Medicare benefits because they are disabled, while only seven of my White 

patients receive Medicare because they are elderly.  Of all my elderly dually eligible 

Medicare-Medicaid patients, 96% are elderly African Americans.   

 

From 1999 through 2000, I performed 78 home visits to dually eligible patients.  Of these 

home visits, 100% were to the homes of African-American patients.  All these patients 

were disabled, as defined by the Americans with Disabilities Act, and all were 

homebound with severe medical problems.   

 
Because Medicare-Medicaid crossover payments were reduced I was forced to change 

two parts of my geriatric practice.  First, I stopped making house calls to new dually 

eligible patients.
†
  Second, I decreased my geriatric clinic office hours by 10% and did 

other medical work which paid better.  My decisions to stop making house calls and 

decrease geriatric clinic hours affected, disproportionately, elderly African-American 

women, and mentally and physically disabled people.  If the physician next door to me 

does the same, who is left to treat these frail patients except the local emergency room?   

 

Dually Eligible Statistics from My Post-Katrina Medical Practice 
 

In August 2005, Hurricane Katrina destroyed my medical office in Mid-City New 

Orleans with 7 ½ feet of floodwater.  One year later, in August 2006, I opened a new 

medical office in the Guste High-Rise in Central City New Orleans.  “The Guste,” which 

did not flood during Katrina, is open to low-income elderly citizens and is managed by 

the Housing Authority of New Orleans and the US Department of Housing and Urban 

Development. 

 

Central City New Orleans is racially and residentially segregated and poor.  Census Tract 

68, where my new office is located, is a neighborhood with concentrated poverty.  

African Americans are 98% of the population, the high school graduation rate is 27%, 

and the poverty rate is 72%.
83

  

                                                 
†
 In 2000, the Louisiana Medicaid rate for a home visit, CPT code 99343, was about 19% of the Medicare 

rate; the Medicaid rate for a new patient office visit, CPT code 99204, was about 27% of the Medicare rate.   
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From August 2006 through December 2007, 90 patients in my new office had Medicare 

insurance.  Of these patients with Medicare insurance, 69% or 62 patients also had 

Medicaid, which made them dually eligible.  My current 69% dually eligible population 

is similar to my 72% dually eligible Medicare population before Hurricane Katrina.  Of 

these 62 dually eligible patients in my practice, 81% are women, 29% are non-elderly 

disabled beneficiaries under 65 years old, and 90% are African American.   

 

Only six patients in my new Medicare-Medicaid dually eligible practice are White.  But 

of these six White persons, five patients are under 65 years old and receive Medicare 

because they are disabled, while only one White patient is elderly.  Of all my elderly 

dually eligible Medicare-Medicaid patients, 98% are African American.   

 

The post-Katrina racial, gender, and disability demographics of dually eligible people in 

my new office in New Orleans zip code 70113 are similar to the demographics at my pre-

Katrina office in zip code 70119.  After Hurricane Katrina, dually eligible people in New 

Orleans continue to be, disproportionately, elderly African Americans and mentally and 

physically disabled people.  

 

Appendix 2.   The Civil Rights Act, Dually Eligible People in the 
Southern Black Belt and the Legacy of Slavery 

 

The Civil Rights Act and Disparate Discrimination 
 

Title VI of the Civil Rights Act of 1964 states: 

 

[N]o person in the United States shall, on the ground of race, color, or 

national origin, be excluded from participation in, be denied the benefits 

of, or be subjected to discrimination under any program or activity 

receiving federal financial assistance. 

 

Besides barring intentional discrimination, the Civil Rights Act states that indirect, or 

disparate discrimination, is illegal: 

 

The Supreme Court has held that . . . regulations may validly prohibit 

practices having a disparate impact on protected groups, even if the 

actions or practices are not intentionally discriminatory. 

 

A recipient [of federal funds, such as the State of Louisiana] . . . may not . 

. .utilize criteria or methods of administration which have the effect of 

subjecting individuals to discrimination because of their race, color, or 

national origin, or have the effect of defeating or substantially impairing 

accomplishment of the objectives of the program as respects individuals of 

a particular race, color, or national origin.  [Emphasis in the original] 
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In a disparate impact case, the focus . . . concerns the consequences of the 

recipient’s [the State of Louisiana’s] practices, rather than the recipient’s 

intent.
84

  

 

The consequences of Louisiana’s crossover payment reduction are decreased healthcare 

access and disparate or disproportional discrimination against dually eligible African-

American Medicare beneficiaries in New Orleans and elsewhere.  The State of Louisiana, 

a recipient of federal funding, is in violation of the Civil Rights Act of 1964.   

   

Dually Eligible People in the Southern Black Belt and the Legacy of Slavery 
 

Dually eligible people in New Orleans are mostly African American.  According to the 

2000 US Census, African Americans represent about 12% of the total United States 

population.
85

  But African Americans are not evenly spread across the country.  Over 

50% of older African Americans are concentrated in the Southeastern United States, an 

area which 100 years ago Booker T. Washington called the “Southern Black Belt.”  See 

Figure 6: African-American Population and the “Southern Black Belt.”
86

   

 

According to the New Orleans Times-Picayune, the “[Southern] Black Belt is an 11-state 

swath of counties with large Black populations and high poverty rates. . . . stretching 

across the South from Texas to Virginia.”  This area, which has been called the “Third 

World of the United States,” has poor physical and social infrastructure, poor 

employment rates, poor healthcare access, poor housing, poor educational statistics, and 

high infant mortality rates.  “The Black Belt is one of the most overlooked by the federal 

government, despite its staggering demographic data.  Once home to cotton plantations 

and slavery, these communities haven’t really recovered . . . .”
87

  

 

The wealth or poverty of our ancestors can influence our economic status through several 

generations.
88

 The twenty-first-century map of the Southern Black Belt resembles the 

nineteenth-century map of slavery in Figure 7, which outlined where African-American 

slaves lived in 1860.
89

  The poverty of African Americans today in the Southern Black 

Belt began centuries ago with slavery.  It extended from colonial times through the Civil 

War, Reconstruction, the Jim Crow period, the Civil Rights era, and into the twenty-first 

century.  The Southern Black Belt, with its intergenerational culture of poverty, is the 

geographic, demographic, and economic legacy of slavery.   

 

Dually eligible African Americans have deep roots in the Southern Black Belt.  In 

Georgia, which forms part of the Southern Black Belt, 45% of dually eligible people are 

African American, compared with just 6% in Colorado, which lies outside the Southern 

Black Belt.
90

  Coupled with inferior education, health care, employment, housing, and 

other essential social services, poverty heightens the rate of disability and dual eligibility.  

For many elderly and disabled African Americans in New Orleans and elsewhere, dual 

eligibility is a manifestation of lifelong social problems presenting in a medical fashion.  
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The “Southern Black Belt”

Figure 6.  African-American population and the Southern Black Belt in 2000. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7.  African-American slave population in 1860: The origin of the Southern Black 

Belt. 
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The Civil Rights Act of 1964 made racial segregation illegal.  In 1997, the Balanced 

Budget Act turned an informal, de facto segregated medical system, into a legal, de jure 

segregated medical system.  In its Civil Rights Compliance Policy Statement, CMS 

pledged to ensure equal access to health care and to remedy past acts of discrimination.  

By reducing crossover payments for low-income African-American dually eligible 

people, CMS is perpetuating “past acts adversely affecting persons on the basis of race, 

color, national origin, age, sex, or disability.” 
91

 

 

New Orleans Demographics 
 

Within the Southern Black Belt sits Louisiana and New Orleans.  Although the national 

percentage of African Americans is 12%, Louisiana has an African-American population 

of 33%, and in New Orleans African Americans were 67% of the city’s population.
92

  

 

New Orleans has five City Council Districts numbered A through E, going west to east 

across the city.  As Districts go from west to east the percentage of African Americans 

increases, and the percentage of White people decreases.  In City Council District A, 

which includes several of the city’s wealthier areas, the White population in 2000 was 

58% and the African-American population was 39%.  Continuing east through poorer 

sections, the African-American population steadily increased until District E, which 

contained 84% African-American citizens and only 9% White citizens.
93

  

 

New Orleans is an African-American majority city.  But as the city’s population ages, 

African Americans lose their numeric advantage because they die several years earlier 

than White persons of the same age, largely through illness and by violence.
94

  The 

percentage of African Americans decreases as the population ages until in the 80-years-

and-older group, White persons are 64% and African Americans are 35% of the 

population.  Because African-American men die younger than African-American women, 

in the 85-years-and-older African-American population, 73% are female and only 27% 

are male, resulting in the high concentration of elderly African-American women in the 

dually eligible population in New Orleans.
95

 Decreasing access for dually eligible people 

further imperils the survival of elderly African-American men. 

 

Appendix 3.  Concentrated Poverty and Residential Segregation 
In New Orleans and Elsewhere 

 

According to Secretary Thompson’s Report to Congress, most physicians have few 

dually eligible people in their practices, and a medical practice with 100 dually eligible 

people is a large practice.  I was able to gather 303 community-dwelling dually eligible 

Medicare beneficiaries in my practice because of concentrated poverty and residential 

segregation in New Orleans. 

 

African-American poverty in cities is greater than White poverty.  In 1999, Michigan had 

an average poverty rate of 10.5%, but the poverty rate in Detroit was 26%.
96

 If healthcare 

access for dually eligible Medicare beneficiaries decreased an average of 5% to 21% 
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across the entire state of Michigan, which includes many wealthy areas, how much more 

did healthcare access decrease in poorer neighborhoods in Detroit, where African 

Americans make up 82% of the population?
97

   

 

Healthcare access is local and varies with neighborhood income.  Studying poverty and 

healthcare access at the neighborhood level, rather than the city, state, or national level, 

gives a clearer picture of local healthcare access.  Census tracts are proxies for 

neighborhoods and average about 4,000 people.
98

 A census tract with at least a 40% 

poverty rate is a “concentrated poverty” neighborhood.
99

    

 

New Orleans is a city of neighborhoods, and many neighborhoods were once racially and 

economically mixed.   In the mid- and late-twentieth century, new land, much of it 

reclaimed wetlands, opened up around New Orleans.  Between 1970 and 2000, as 

middle-class families and jobs moved from city to suburb, New Orleans lost population 

as surrounding parishes grew.
100

   

 

As Whites left town and poor people stayed behind, neighborhoods that were formerly 

mixed-income and mixed-race became mainly poor and African American.  By 2000 the 

number of census tracts in New Orleans with extreme or concentrated poverty 

“exploded” from 28 to 47, even though the city’s overall poverty rate changed little.  

Most African-American neighborhoods with concentrated poverty were close together in 

the mid-city and downtown area and across the eastern half of the city.
101

  

 

Poor African Americans were residentially segregated in the 47 neighborhoods of 

concentrated poverty, where 82% of their neighbors were African American.  In 2000, 

African Americans made up 67% of the city’s total population, but were 84% of its poor 

population.  Among large US cities with concentrated poverty, New Orleans ranked 

second.
102

 African Americans have the highest poverty levels in the country and are the 

group most residentially segregated from Whites.
103

  

 

Nationally, 75% of concentrated poverty is in central cities.
104

 Most major American 

cities, including Cleveland, New York, Atlanta, and Los Angeles, have poor, racially and 

residentially segregated neighborhoods that mirror New Orleans’ Lower 9
th

 Ward.  In 

2000, there was at least one extreme poverty neighborhood in 46 of the 50 largest cities 

in the US.
105

  Access to health care is local.  Neighborhoods with concentrated poverty 

and residential segregation have more dually eligible people but less access to health 

care.  This is true in New Orleans and in cities across the nation.   

 

Decreased Access for Dual Eligibles – the Connecticut Experience 
 

Migration from the South rose through the early decades of the 20
th

 

century as tens of thousands of African-Americans left to escape 

segregationist Jim Crow laws and a poor economy.  That led to a rise in 

black populations in Northeastern and Midwestern cities, where black 

people came for jobs in steel mills, automobile factories, and other 

industrial plants.
106
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States may have a majority of White persons and still have cities where “minority 

groups” form the majority population.  Poor inner cities have concentrated poverty and 

racial and residential segregation similar to New Orleans.  The wealthy State of 

Connecticut has an 82% White majority, but the poor, inner city of Hartford is only 28% 

White and 72% African American, Hispanic and other minorities.
107

  

 

In 1999, Connecticut reduced crossover payments for its dually eligible Medicare 

beneficiaries, just as Louisiana did in 2000.  According to a survey by Connecticut’s 

Fairfield County Medical Association, as a result of reduced payments 42% of physicians 

limited or stopped accepting new dually eligible patients, 16% stopped seeing Medicaid 

patients in nursing homes, and 14% quit the Medicaid program.
108

  

 

Access to health care is determined locally.  Because of Hartford’s demographics, most 

of that city’s dually eligible people affected by Connecticut’s crossover cuts were 

minorities and disabled people.  Connecticut physicians, patients, legislators, and the 

media formed a coalition and restored crossover payments for dually eligible patients.    

 

Appendix 4.  African Americans Receive Inferior Health Care 

 

Of all the forms of inequality, injustice in health care is the most shocking 

and inhumane.  — Martin Luther King, Jr.
109

  

 

Disparities in health care are rooted in poverty, race, and geography.  African Americans 

receive lower quality health care than Whites.  African-American patients and White 

patients are often treated by different physicians.  Eighty percent of physician visits by 

African Americans were to only 22% of physicians, who provided little care to White 

patients.  Physicians providing care for African-Americans patients tend to be less well-

trained and less likely to be board-certified than physicians treating White patients.  

Physicians treating African-Americans often practice in low-income neighborhoods with 

poorer medical resources and larger Medicaid caseloads.
110

 
 

In addition nursing home care for African Americans is segregated and mirrors urban 

residential segregation patterns.  Two-thirds of all African-American nursing home 

residents live in only 10% of all nursing homes.  These facilities provide poorer care and 

have more deficiencies, lower nursing staff ratios, more Medicaid income, and less 

financial stability.
111

  

 

Hospital care for African Americans is segregated and of lower quality.  Five percent of 

hospitals treated 44% of all African-Americans beneficiaries; 25% of hospitals treated 

90% of all African-American beneficiaries.  Hospitals with high volumes of African-

American beneficiaries were often large urban teaching hospitals — like Charity Hospital 

of New Orleans.  They treated more Medicaid patients, had lower nursing staff ratios, 

provided lower quality of care, and were less financially secure.
112
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Hospitals serving African Americans and other minorities are poorer than hospitals 

serving Whites.  Grady Memorial Hospital, Atlanta’s only public hospital, is “staggering” 

under debt and struggling to survive financially.  Most of its patients are poor and African 

American and 75% have Medicaid.
113

 Martin Luther King Jr.-Harbor Hospital, “built in 

the aftermath of the Watts riots and one of the few hospitals serving the poorest residents 

of South Los Angeles” closed because of substandard medical care.
114

   

 

Racial, residential, and economic segregation worsen disparities and limit private 

practice-physician care for African Americans.  As people moved from cities to suburbs, 

private physicians followed.  Physician services in wealthy White suburbs increased, and 

physician services in poor, minority inner cities decreased.  Minorities in poor urban 

areas now rely on medical schools, teaching hospitals, and public clinics, and less on 

private physician offices: “In North Philadelphia, a predominantly African American and 

Hispanic low-income community, no private practice physicians remain.  Instead, 

residents must rely on care from the clinics of medical schools and teaching hospitals.”
115

 

 

Poorer neighborhoods have poorer medical insurance reimbursement and poorer medical 

resources.  Medicaid reimbursement averages 69% of Medicare reimbursement.
116

  

Because of lower reimbursement only 70% of physicians were willing to accept new 

Medicaid patients, compared with 96% of physicians willing to accept Medicare 

patients.
117

 Twice as many African Americans reported difficulty accessing medical care 

than White beneficiaries.
118

  Between 1993 and 2003, emergency room visits for elderly 

persons aged 65 to 74 years old increased 26% for White people compared with an 

increase of 93% for African Americans.
119

  

 

The premature death rate for African Americans is almost 50% greater than the rate for 

White people.
120

  Former Surgeon General David Satcher estimated 83,000 excess deaths 

could be prevented each year if the mortality gap between African Americans and Whites 

could be eliminated.
121

 Economics drives healthcare disparities.
122

 Decreasing 

reimbursement for Medicare-Medicaid crossovers injures the entire African-American 

healthcare safety net. 

 

Appendix 5.  Decreasing Crossover Payments Hurts New 
Orleans Healthcare Recovery 

 

Hurricane Katrina devastated the New Orleans medical community.  Decreasing 

crossover payments hurts New Orleans’ medical recovery; it makes poor neighborhoods 

in New Orleans less attractive for physicians to set up medical practice.  

 

Before crossovers were reduced in 2000, physicians could practice anywhere in New 

Orleans and Louisiana and receive full Medicare reimbursement for dually eligible 

people.  Now, with crossovers reduced, a physician’s Medicare income varies with 

neighborhood demography and geography.  Physicians setting up practice in New 

Orleans make a financial and geographic choice: do they accept less Medicare payment 

working in poor African-American neighborhoods where many dually eligible people 
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live, or earn more money — doing the same work — in wealthy neighborhoods where 

fewer dually eligible people live.  

 

Two years after Katrina the New Orleans Times-Picayune declared: “Medical care in east 

N.O. [City Council District E is] on life support.”
123

 Neighborhoods in New Orleans City 

Council Districts D, or E, or near downtown have concentrated poverty, residential 

segregation, and large African-American and dually eligible populations.  Coupled with 

large Medicaid-only patient loads, these locations are financially unattractive.   

 

Physicians seeking fewer dually eligible people can move to wealthier District A, or 

relocate to a wealthier parish outside New Orleans.  The best financial decision for a 

physician or psychiatrist to increase Medicare income is to move outside Louisiana, to a 

state that allows the entire Medicare insurance payment for dually eligible people.   

 

Two-thirds of nursing home residents are dually eligible people.  Physicians with large 

nursing home practices must choose to practice inside Louisiana and lose Medicare 

reimbursement for most of their patients, or move to a different state that allows 

crossover payments.   

 

Twice as many African Americans (72%) as Whites (32%) in New Orleans reported 

problems getting health care since Katrina.
124

 Residents are reluctant to move back home 

without adequate health care.  New Orleans Mayor Ray Nagin declared health care is in 

“crisis” since Hurricane Katrina.
125

 Because of Katrina New Orleans lost 77% of our 

primary care doctors and 89% of our psychiatrists.  Suicide and mental illness increased 

after the storm, including post-traumatic stress disorder, depression, anxiety, and 

substance abuse.
126

  About one-third of the 9,117 dually eligible people in pre-Katrina 

New Orleans had mental illness.  Decreasing Medicare-Medicaid crossover payments for 

these 3,000 low-income residents decreased their access to psychiatric care and heightens 

our city’s mental health crisis. 

 

Physicians are business people who vote with their feet and their pocketbooks. The most 

cited reason doctors left New Orleans following Hurricane Katrina was reduced 

income.
127

 Without Medicare-Medicaid crossover payment reform, it will be difficult to 

retain physicians who work at financial disadvantage in poorer neighborhoods of New 

Orleans. 

 

Before Hurricane Katrina dually eligible people had decreased access to health care.  

Katrina multiplied the problems but cut medical resources.  On top of Katrina’s 

devastation, the government policy that decreased crossover payments further decreases 

healthcare access for low-income Medicare beneficiaries and hurts New Orleans’ 

healthcare recovery. 

 

 

 

 



Healthcare Discrimination in New Orleans, Louisiana, and Nationwide – Hersh 27 

                                                 

References 
 
1
 In 1998, CMS was called the Healthcare Financing Administration. 

2
 DeParle, Nancy-Ann Min. Health Care Financing Administration (HCFA) Civil Rights Compliance 

Policy Statement. HCFA. 3 Aug. 1998. Accessed 16 Dec. 2007 

<http://www.cms.hhs.gov/smdl/downloads/smd080398.pdf>. 
3
 Nemore, Patricia B. State Medicaid Buy-In Programs: Variations in Policy and Practice. Washington: 

Kaiser Family Foundation, Dec. 1999. Accessed 26 Apr. 2002 <http://www.kff.org/content/2000/1566>. 
4
 Thompson, Tommy G. Report to Congress: State Payment Limitations for Medicare Cost Sharing.  US 

Dept. of Health and Human Services. 2003. Accessed 28 July 2008 

<http://web.archive.org/web/20040807184451/http://www.cms.hhs.gov/dualeligibles/rtc2003.pdf>. 
5
 Thompson. 

6
 Mitchell, Janet B., and Susan G. Haber. “State Payment Limitations on Medicare Cost-Sharing: Impact on 

Dually Eligible Beneficiaries.” Inquiry 41 (Winter 2004/2005): 391-400. 
7
 Louisiana. Dept. of Health and Hospitals. Office of Public Health. Parish Health Profile 1999: Orleans 

Parish. New Orleans: 1999. 188. Accessed 2001 <http:www.dhh.state.la.us/oph/php/default.htm>.  
8
 McMillan, Alma, et al. “A Study of the ‘Crossover Population’: Aged Persons Entitled to Both Medicare 

and Medicaid.” Health Care Financ Rev 4 (1983): 19-46. 
9
 Breaux, John. Torn Between Two Systems: Improving Chronic Care in Medicare and Medicaid. US 

Cong. Senate. Special Committee on Aging. Apr. 29, 1997. Accessed 16 Dec. 2007 

<http://aging.senate.gov/events/hr3jb.pdf>. 
10

 Holahan, John, and Arunabh Ghosh. Dual Eligibles: Medicaid Enrollment and Spending for Medicare 

Beneficiaries in 2003. Washington: Kaiser Family Foundation, July 2005. Accessed 10 Jan. 2008 

<http://www.kff.org/medicaid/7346.cfm>. 
11

 Kasper, Judy, Risa Elias, and Barbara Lyons. Dual Eligibles: Medicaid’s Role in Filling Medicare’s 

Gaps. Washington: Kaiser Family Foundation, Mar. 2004. Accessed 12 Jan. 2008 

<http://www.kff.org/medicaid/7058.cfm>. 
12

 Guyer, Jocelyn, and Andy Schneider. Implications of the New Medicare Law for Dual Eligibles: 10 Key 

Questions and Answers. Washington: Kaiser Family Foundation, 9 Jan. 2004. Accessed 12 Jan. 2008 

<http://www.kff.org/medicaid/4160.cfm>. 
13

 Kaiser Family Foundation. State Health Facts. Accessed 6 June 2007 <http://statehealthfacts.org>. 
14

 Hood, David. Louisiana. Dept. Health and Hospitals. Letter to the author. 14 May 2002. 
15

 Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” Report to the 

Congress: New Approaches in Medicare. Washington: June 2004.  Accessed 6 Feb. 2008 

<http://www.medpac.gov/publications/congressional_reports/June04_Entire_Report.pdf> 
16

 United States. Cong. House. Committee on Ways and Means. Medicare and Health Care Chartbook. 

105
th

 Cong. Washington: GPO, 1997. Accessed 16 Dec. 2007 <home.kosha.net/~h1415c/sec3.pdf>. 
17

 Ryan, Jennifer, and Nora Super. Dually Eligible for Medicare and Medicaid: Two for One or Double 

Jeopardy? National Health Policy Forum. Issue Brief No. 794. Washington: George Washington U, 30 Sep. 

2003.  Accessed 6 Feb. 2008 < http://nhpf.ags.com/pdfs_ib/IB794_Duals_9-30-03.pdf>.  
18

 Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” 
19

 Hersh, Sheldon. “Low-Income Medicare Beneficiaries: Who Are They, and Why Should We Care?” 

Presented at Healthcare for Low-Income Seniors Special Interest Group. Annual Meeting. American 

Geriatrics Society. Orlando, May 2005. 
20

 Cubanski, Juliette, et al. Medicare Chartbook. Washington: Kaiser Family Foundation, Summer 2005. 

Accessed 6 Feb. 2008 < http://www.nahc.org/MedicareChartbook05.pdf>.  
21

Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” 
22

Perrone, Christopher, and Daniel Gilden. Profile of Dually Eligible Seniors in Massachusetts 1995. 

Massachusetts Division of Medical Assistance and JEN Associates. Mar. 1999. 
23

 Perrone. 
24

 Breaux. 
25

 Ryan. 
26

 Kasper. 

http://www.cms.hhs.gov/smdl/downloads/smd080398.pdf
http://web.archive.org/web/20040807184451/http:/www.cms.hhs.gov/dualeligibles/rtc2003.pdf
http://aging.senate.gov/events/hr3jb.pdf
http://www.kff.org/medicaid/7058.cfm


Healthcare Discrimination in New Orleans, Louisiana, and Nationwide – Hersh 28 

                                                                                                                                                 
27

 Medicare Payment Advisory Commission. “Dual-eligible beneficiaries.” A Data Book: Healthcare 

spending and the Medicare Program. Washington: June 2006. Accessed 6 Feb. 2008 < 

http://www.medpac.gov/publications/congressional_reports/Jun06DataBookSec3.pdf>.  
28

 Ryan. 
29

 Cubanski. 
30

 Breaux. 
31

 Broaddus, Matthew, and Arloc Sherman. Poverty, Income, and Health Insurance Coverage Tables. 

Washington: Center on Budget and Policy Priorities, Oct. 2005. Accessed 6 Feb. 2008 

<http://www.cbpp.org/10-19-05pov.htm>. 
32

 Ohlemacher, Stephen. “Racial income disparity widens.” Times-Picayune [New Orleans] 13 Nov. 2007: 

C6+. 
33

 Armas, Genaro C. “Wealth gap widens along racial lines, new study finds.” Times-Picayune [New 

Orleans] 18 Oct. 2004: A6. 
34

 Broaddus. 
35

 Broaddus. 
36

 He, Wan, et al. Current Population Reports. 65+ in the United States: 2005. Washington: Census Bureau, 

Dec. 2005. Accessed 6 Feb. 2008 < http://www.census.gov/prod/2006pubs/p23-209.pdf>.  
37

 Saenz, Rogelio. “Beyond New Orleans: The Social and Economic Isolation of Urban African 

Americans.” Population Reference Bureau On-Line, Oct. 2005. Accessed 15 Apr. 2007 < 

http://www.prb.org/Articles/2005/TheSocialandEconomicIsolationofUrbanAfricanAmericans.aspx>.  
38

 Roberts, Sam. “A Shift in the Income Divide in Queens Puts Blacks Ahead of Whites.” New York 

Times. 1 Oct. 2006: A23. 
39

 United States. Census Bureau. American FactFinder. Fact Sheet, New Orleans city, Louisiana. 2005. 

Accessed 15 Apr. 2007 <http://factfinder.census.gov>. 
40

 “Katrina: Demographics of a Disaster.” Washington: Urban Institute, 9 Sep. 2005.  Accessed 15 Apr. 

2007 <www.urban.org>. 
41

 Saenz. 
42

 Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” 
43

 United States. Dept. of Justice. Americans with Disabilities Act. Title II Technical Assistance Manual. 

Accessed 21 Dec. 2007 < http://www.usdoj.gov/crt/ada/taman2.html>. 
44

 Activities of Daily Living (ADLs) are related to personal care and include bathing, eating, toileting, 

dressing, and transferring out of a bed or chair.  Independent Activities of Daily Living (IADLs) are needed 

to live independently in the community.  These include managing money, using the telephone, preparing 

meals, doing light housework, and grocery shopping.  The greater the number of ADLs or IADLs a person 

is unable to perform, the greater that person’s disability.    
45

 Williams, Bob, et.al. Waiting for Medicare: Experiences of Uninsured People with Disabilities in the 

Two-Year Waiting Period for Medicare. New York: Commonwealth Fund, Oct. 2004. Accessed 21 Dec. 

2007 <http://www.cmwf.org/usr_doc/786_Williams_waiting_for_Medicare.pdf>. 
46

 Briesacher, Becky, et al. Medicare’s Disabled Beneficiaries: The Forgotten Population in the Debate 

Over Drug Benefits. Washington: Kaiser Family Foundation, Sept. 2002. Accessed 8 Feb. 2008 < 

http://www.kff.org/medicare/6054-index.cfm>.  
47

 Medicare Payment Advisory Commission. “Access to care in the Medicare program.” Report to 

Congress: Medicare Payment Policy. Washington: Mar. 2003. Accessed 2 Feb. 2008 

<http://www.medpac.gov/publications/congressional_reports/Mar03_ch3.pdf>. 
48

 Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” 
49

 Ryan. 
50

 Medicare Payment Advisory Commission. “Dual eligible beneficiaries: An overview.” 
51

 United States. Centers for Medicare & Medicaid Services. Program Information on Medicaid & State 

Children’s Health Insurance Program (SCHIP). Chartbook. Washington: 2004. Accessed 2005 

<http://www.cms.hhs.gov/charts/medicaid/infomedicaid_schip.pdf>. 
52

 Rosenbaum, Sara. Olmstead v L.C.: Implications for Older Persons with Mental and Physical 

Disabilities. AARP Public Policy Institute. Washington: Nov. 2000. Accessed 23 Dec. 2007 

<http://assets.aarp.org/rgcenter/health/2000_21_disabilities.pdf>. 
53

 He. 

http://www.usdoj.gov/crt/ada/taman2.html
http://www.cms.hhs.gov/charts/medicaid/infomedicaid_schip.pdf
http://assets.aarp.org/rgcenter/health/2000_21_disabilities.pdf


Healthcare Discrimination in New Orleans, Louisiana, and Nationwide – Hersh 29 

                                                                                                                                                 
54

 Pandya, Sheel M. Nursing Homes. AARP Public Policy Institute. Washington: Feb. 2001. Accessed 23 

Dec. 2007  

< http://www.aarp.org/research/longtermcare/nursinghomes/aresearch-import-669-FS10R.html >. 
55

 Mitchell, Susan L., et al. “Clinical and Organizational Factors Associated with Feeding Tube Use Among 

Nursing Home Residents with Advanced Cognitive Impairment.” JAMA 290 (2003): 73-80. 
56

 Rosenbaum. 
57

 Louisiana. Office of the State Register. “Notice of Intent. Professional Services—Medicare Part B 

Claims.” Louisiana Register 26 (2000): 1156-57. 
58

 Moller, Jan. “State’s surplus expected to double.” Times-Picayune [New Orleans] 11 Dec. 2007: A1+. 
59

 United States. National Center for Health Statistics. Health, United States, 2006, with Chartbook on 

Trends in the Health of Americans. Hyattsville, MD: 2006. Accessed 8 Feb. 2008 

<http://www.cdc.gov/nchs/data/hus/hus06.pdf>. 
60

 He. 
61

 Cubanski. 
62

 United States. National Center for Health Statistics. 
63

 Davis, JA, and KL Lapane. “Do characteristics associated with nursing home residents vary by 

race/ethnicity?” J Health Care Poor Underserved 15 (2004): 251-266. Abstract. PubMed PMID 15253377. 
64

 United States. Agency for Healthcare Research and Quality. “Priority Populations.” National Healthcare 

Disparities Report, 2003. Rockville, MD: 2003. Accessed 8 Feb. 2008 

<http://www.ahrq.gov/qual/nhdr03/fullreport/priorit.htm>. 
65

 United States. Census Bureau. State & County QuickFacts. St. Tammany Parish, Jefferson Parish, 

Orleans Parish, Louisiana. [2007?] Accessed 23 Dec. 2007 

<http://quickfacts.census.gov/qfd/states/22/22103.html>. 
66

 “Lower Ninth Ward Neighborhood: Disabilities.” Greater New Orleans Community Data Center. Greater 

New Orleans Nonprofit Knowledge Works: 2006-2007.  Accessed 22 Apr. 2007 < 

http://www.gnocdc.org/orleans/8/22/disabilities.html>.  
67

 Kravet, Steven J., et al. “Health Care Utilization and the Proportion of Primary Care Physicians.” Am J 

Med 121 (2008): 142-148. 
68

 Kaiser Family Foundation. State Health Facts: Louisiana: Providers & Service Use, 2005. Accessed 24 

Dec. 2007 <http://www.statehealthfacts.org/profilecat.jsp?rgn=20&cat=8>. 
69

 Holahan. 
70

 United States. Dept. of Health and Human Services. HCFA. Health and Health Care of the Medicare 

Population: Data from the 1995 Medicare Current Beneficiary Survey. Accessed 2001 

<http://www.hcfa.gov/surveys/mcbs/PubHHC95.htm>.  
71

 United States. Dept. of Health and Human Services. Office of the Assistant Secretary for Planning and 

Evaluation. State Long-Term Care: Recent Developments and Policy Directions. Appendix A: State 

Summaries. Louisiana. Washington: July 2002.  Accessed 8 Feb. 2008 

<http://aspe.hhs.gov/daltcp/reports/stateltc.htm>. 
72

 Hood, David W. “Reward top performance at nursing homes.” Letter. Times-Picayune [New Orleans] 5 

May 2005: B6. 
73

Kaiser Family Foundation. State Health Facts.  
74

 “Too much power.” Editorial. Times-Picayune [New Orleans] 25 Apr. 2005: B4. 
75

Kaiser Family Foundation. State Health Facts.  
76

 “Nursing the status quo.” Editorial. Times-Picayune [New Orleans] 28 May 2005: B6. 
77

 Holahan. 
78

 Kasper.  
79

 Milligan, Charles. Who Are the Dual Eligibles? Center for Health Program Development and 

Management. U of Maryland. Baltimore County: 17 May 2006. Accessed 8 Feb. 2008 

<http://aspe.hhs.gov/medicaid/may/ChuckMilligan.pdf>. 
80

 Wolff, Jennifer L., Barbara Starfield, and Gerard Anderson. “Prevalence, Expenditures, and 

Complications of Multiple Chronic Conditions in the Elderly.” Arch Intern Med 162 (2002): 2269-2276. 
81

 Basu, J. “Preventable Hospitalizations among Dually Eligible Population: Cross-time and Cross-group 

Comparisons.” Meeting. AcademyHealth. Boston, 2005. Abstract. Accessed 29 May 2008 < 

http://gateway.nlm.nih.gov/MeetingAbstracts/ma?f=103622713.html>. 

http://www.statehealthfacts.org/profilecat.jsp?rgn=20&cat=8


Healthcare Discrimination in New Orleans, Louisiana, and Nationwide – Hersh 30 

                                                                                                                                                 
82

 Hersh, Sheldon. Second-Class Medicare. National Coalition for Dually Eligible People. New Orleans: 14 

July 2002. Accessed 8 Feb. 2008 <http://www.nacdep.org/monograph.htm>. 
83

 United States. Census Bureau. Census Tract 68, Orleans Parish, Louisiana. Fact Sheet. 2000. Accessed 6 

June 2007 < http://factfinder.census.gov>.  
84

 United States. Dept. of Justice. Civil Rights Division. Title VI Legal Manual. Washington: Sept. 1998.  

Accessed 17 Dec. 2007 <http://www.usdoj.gov/crt/grants_statutes/legalman.html>. 
85

 United States. Census Bureau. State and County QuickFacts. Louisiana. 3 July 2001. Accessed 20 Aug. 

2001 <http://quickfacts.census.gov/qfd/states/22000.html>. 
86

 United States. Census Bureau. Map. Mapping Census 2000: The Geography of U.S. Diversity. Percent of 

Population, 2000. One Race: Black or African American. 2000. Accessed 8 Feb. 2008 < 

http://www.census.gov/population/cen2000/atlas/censr01-106.pdf>.  
87

 McMurray, Jeffrey. “Coalition seeks a boost for ‘Black Belt.’” Times-Picayune [New Orleans] 18 Aug. 

2001: A4.  
88

 Wessel, David. “As Rich-Poor Gap Widens in the U.S., Class Mobility Stalls.” Wall Street J [Chicopee, 

MA] 13 May 2005: A1+. 
89

 Pearcy, Thomas, Mary Dickson, and David Purdon. “Slave Population, 1860.” Map. Tindall’s A 

Narrative History Gallery. New York: W. W. Norton, 1996. Accessed 2004 

<http://www.wwnorton.com/college/history/tindall/timelinf/slavepop.htm>. 
90

 Schore, Jennifer, and Randall Brown. State Variation in Medicaid Pharmacy Benefit Use Among Dual-

Eligible Beneficiaries. Washington: Kaiser Family Foundation, Mar. 2002. Accessed 19 Dec. 2007  

< http://www.kff.org/medicaid/upload/State-Variation-in-Medicaid-Pharmacy-Benefit-Use-Among-Dual-

Eligible-Beneficiaries-Report.pdf >. 
91

 DeParle.   
92

 United States. Census Bureau. Orleans Parish, Louisiana. 3 July 2001. Accessed 20 Dec. 2007 

<http://quickfacts.census.gov/qfd/states/22/22071.html>. 
93

 “Council redraws its voting districts”. Times-Picayune [New Orleans] 8 Sept. 2001: B1-2. 
94

 McClam, Erin. “Study finds six-year gap in races’ life expectancies.” Times-Picayune [New Orleans] 14 

Sept. 2001: A5. 
95

 Louisiana. Dept. of Health and Hospitals. 
96

 United States. Census Bureau. State & County QuickFacts. Detroit (city), Michigan. [2004?]. Accessed 

20 Dec. 2007 <http://quickfacts.census.gov/qfd/states/26/2622000.html>. 
97

 McArdle, Mark. Poverty, Concentrated Poverty & Urban Areas. National Urban League Policy Institute, 

19 May 2006.  Accessed 8 Feb. 2008 

<http://www.nul.org/publications/policyinstitute/factsheet/PovertyFactSheet.doc>. 
98

 Pear, Robert. “Smaller Percentage of Poor Live in High-Poverty Areas.” New York Times 18 May 2003: 

A20. 
99

 Berube, Alan, and Bruce Katz. Katrina’s Window: Confronting Concentrated Poverty Across America. 

Washington: Brookings Institution, Oct. 2005. Accessed 8 Feb. 2008 

<http://www.brookings.edu/metro/pubs/20051012_Concentratedpoverty.pdf>. 
100

 Muro, Mark, et al. New Orleans After the Storm: Lessons from the Past, a Plan for the Future. 

Washington: Brookings Institution, Oct. 2005. Accessed 8 Feb 2008 

<http://www.brookings.edu/~/media/Files/rc/reports/2005/10metropolitanpolicy_fixauthorname/20051012

_NewOrleans.pdf> 
101

 Muro. 
102

 Berube. 
103

 Saenz. 
104

 McArdle, Mark. Poverty, Concentrated Poverty & Urban Areas. National Urban League Policy Institute, 

19 May 2006.  Accessed 8 Feb. 2008 

<http://www.nul.org/publications/policyinstitute/factsheet/PovertyFactSheet.doc>. 
105

 Berube. 
106

 Armas, Genaro C. “Black people lured back to changing South.” Times-Picayune [New Orleans] 2 Nov. 

2003: A1+. 
107

 United States. Census Bureau. Quick Tables. QT-P3. Race and Hispanic or Latino: 2000. Census 2000 

Summary File. Geographic Area: Hartford city, Connecticut.  2000. Accessed 21 Dec. 2007 



Healthcare Discrimination in New Orleans, Louisiana, and Nationwide – Hersh 31 

                                                                                                                                                 
<http://factfinder.census.gov/bf/_lang=en_vt_name=DEC_2000_SF1_U_QTP3_geo_id=16000US0937000.

html>. 
108

 Fairfield County Medical Association. Fairfield County Medical Association Releases Crossover Survey 

Results. Press release. Mar. 21, 2001. Accessed 21 Dec. 2007 <http://www.fcma.org/webpages/crossover-

survey.asp>. 
109

 King, Martin Luther. Second National Convention of the Medical Committee for Human Rights.  25 

Mar. 1966. Chicago. 
110

 Bach, Peter B., et al. “Primary Care Physicians Who Treat Blacks and Whites.” N Engl J Med 351 

(2004): 575-584. 
111

 Smith, David Barton, et al. “Separate And Unequal: Racial Segregation And Disparities In Quality 

Across U.S. Nursing Homes.” Health Affairs 26 (2007): 1448-1458. 
112

 Jha, Ashish K., et al. “Concentration and Quality of Hospitals That Care for Elderly Black Patients.” 

Arch Intern Med 167 (2007): 1177-1182. 
113

 Haines, Errin. “Atlanta’s only public hospital caught in struggle to survive.” Times-Picayune [New 

Orleans] 27 Nov. 2007: A11. 
114

 Steinhauer, Jennifer, and Regan Morris. “Los Angeles Hospital to Close After Failing Tests and Losing 

Financing.” New York Times 11 Aug. 2007: A7.  
115

 Smith, David Barton. Eliminating Disparities in Treatment and the Struggle to End Segregation. New 

York: Commonwealth Fund, Aug. 2005. Accessed 8 Feb. 2008  

<http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=289279>. 
116

 Freking, Kevin. “Medicaid losing its appeal to doctors.” Times-Picayune [New Orleans] 17 Aug. 2006: 

A4. 
117

 O’Shea, John S. More Medicaid Means Less Quality Health Care. Washington: Heritage Foundation, 21 

Mar. 2007. Accessed 8 Feb. 2008 <http://www.heritage.org/research/healthcare/wm1402.cfm>. 
118

 United States. Dept. of Health and Human Services. HCFA. Health and Health Care of the Medicare 

Population. 
119

 Stewart, Angela. “Elderly patients overwhelming ERs.” Times-Picayune [New Orleans] 7 Dec. 2007: 

C2. 
120

 United Health Foundation. 2007 America’s Health Rankings Show a Decline in the Overall Health of 

the Nation. Accessed 8 Feb. 2008 

<http://www.unitedhealthfoundation.org/media2007/shrmediakit/2007%20AHR%20News%20Release-

FINALVERSION.pdf>. 
121

 Strengthening Medicare’s Role in Reducing Racial and Ethnic Health Disparities. Medicare Brief No. 

16. Washington: National Academy of Social Insurance, Oct. 2006. Accessed 8 Feb. 2008 

<http://www.nasi.org/usr_doc/Medicare_Brief_No_016.pdf>. 
122

 Bailey, James, and Laura Sprabery. “Inequitable Funding May Cause Disparities.” Editorial. Arch Intern 

Med 167 (2007): 1226-1227. 
123

 Reid, Molly. “Medical care in east N.O. on life support.” Times-Picayune [New Orleans] 4 Nov. 2007: 

B1+. 
124

 “Survey confirms a divided New Orleans.” Editorial. Times-Picayune [New Orleans] 17 May 2007: B7. 
125

 “Blanco rebuffs Nagin on health care funding issue.” CityBusiness [New Orleans] 5 June 2007. 

Accessed <http://www.neworleanscitybusiness.com/print.cfm?recid=10949>. 
126

 Weisler, Richard H., James G. Barbee IV, and Mark H. Townsend. “Mental Health and Recovery in the 

Gulf Coast After Hurricanes Katrina and Rita.” JAMA 296 (2006): 585-588. 
127

 Coleman, Warner. “Tempered Progress.” Times-Picayune [New Orleans] 11 Mar. 2007: A1+. 

http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=289279

