New Hampshire’s expanded Medicaid program provides health coverage to approximately 50,000
Granite Staters with low incomes. The program is a partnership between the state and federal
government that brings hundreds of millions of dollars in federal revenue into the state economy
annually, and is key for access to health services for people with substance use disorders or
mental health conditions. Health coverage is associated with better health outcomes such as
lower mortality, and children are more likely to have health coverage when their parents are
covered.
In the most recent reauthorization of the expanded Medicaid program, it was reformed into the
New Hampshire Granite Advantage Health Care Program, and work and community engagement
requirements were added for enrollees. Certain key categories of enrollees are exempt, but many
participants will be required to engage in 100 hours of qualifying work or other activities each
month to maintain their health coverage without interruption. As the work requirements are
implemented in New Hampshire, research from similar programs in other states and the
implementation of work requirements in Arkansas, which led to the disenrollment of more than
18,000 people in 2018, suggest implementing such requirements in New Hampshire risks causing
thousands of people with limited means to lose health coverage.
This Issue Brief reviews research on work requirements in other states, discusses the instability
of low-wage work, scales estimates of coverage losses from research in other states to New
Hampshire’s expanded Medicaid population, and summarizes some of the potential reasons for,
and effects of, health coverage losses under Medicaid work and community engagement
requirements.

A variety of policy proposals for work and community engagement requirements exist in different
states. New Hampshire, like Arkansas, is implementing these requirements for the expanded
Medicaid population, although there are key differences in exemptions for parents and older
adults. Certain additional exemptions will apply to specific members of this population as well,
and those exemptions vary across states. National research provides indications as to the extent
this population is already working, reasons for not working, and the work situations individuals in
low-wage jobs commonly face.
Scope of New Hampshire Policy
New Hampshire’s work and community engagement requirements apply to those enrolled in the
New Hampshire Granite Advantage Health Care Program, which is New Hampshire’s expanded
Medicaid program and the successor to the New Hampshire Health Protection Program.1 This
program provides health coverage to adults aged 19 to 64 years with incomes below 138 percent
of the federal poverty guideline, which is $17,236 in annual income for an individual and $29,435
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for a family of three.2 Children, pregnant women, people with disabilities, older adults and nursing
home residents, and other individuals with low incomes, as well as parents with very low incomes,
are eligible for enrollment in the traditional Medicaid program.3 As of the end of April 2019, 50,291
adults were enrolled in the expanded Medicaid program.4 The work requirements, which will begin
to require reported hours for the month of June, compel expanded Medicaid enrollees to engage
in qualifying activities for at least 100 hours per month and report them to the State monthly or
risk loss or suspension of coverage. Qualifying activities include:
•
•
•

•
•
•
•
•
•

Unsubsidized or subsidized employment in the private or public sectors
On-the-job training
Job skills training related to employment, with academic credit hours earned from an
accredited college or university in New Hampshire, or, in the case of an enrollee who has
not received a high school diploma or equivalent, education directly related to employment
Vocational educational training not to exceed 12 months
Attendance at secondary school or studies leading to an equivalent certificate for
recipients who have not completed secondary school or the equivalent
Job search or job readiness assistance, including engaging in certain services offered
through the New Hampshire Department of Employment Security
Participation in substance use disorder treatment
Community service or public service
Caregiver services for a nondependent relative or other person with a disabling medical
or developmental condition

Enrollees exempt from the work requirements include pregnant women, parents or caretakers
with dependent children under six years of age or any child with developmental disabilities living
with the parent or caretaker (with only one of two parents exempt in a two-parent household),
those who do not qualify as able-bodied adults under the federal Social Security Act, and drug
court participants. Certain enrollees with a disability or identified as medically frail, those with
certification from a recognized health professional of their own or a dependent’s illness or
incapacity, and those who are already compliant with the employment initiatives under the
Supplemental Nutrition Assistance Program or Temporary Assistance for Needy Families are also
exempt. Good cause exemptions and other exemptions, such as for parents with children aged
six to 12 years who cannot secure child care, may be applied in certain situations, and specific
definitions are dependent on the detailed rules promulgated by the New Hampshire Department
of Health and Human Services and the federal government’s waiver.5 These rules include a
“curing” process, through which individuals who do not comply with the work and community
engagement requirements may make up for missed hours of qualifying activities in the
subsequent month.6
National Research on Medicaid Enrollees and Work
Research indicates many Medicaid beneficiaries nationwide are already working. Research from
The Kaiser Family Foundation estimated that, in 2016, 60 percent of Medicaid recipients aged 19
to 64 years without Supplemental Security Income (SSI)7 nationwide, and 65 percent in New
Hampshire, were working. The percentage of Medicaid recipients aged 19 to 64 years without
SSI in a family with at least one member working was estimated to be 79 percent nationwide and
77 percent in New Hampshire. Of those who were not working, 36 percent nationally and 49
percent in New Hampshire indicated their reason for not doing so was illness or disability, based
on survey data. While data for New Hampshire were too limited to be conclusive, 30 percent of

those who were not working nationally
indicated they were caretaking and 15
percent indicated they were attending
school.8
Using a different data set, researchers
affiliated with The George Washington
University found that, among the 2015
U.S. population covered by expanded
Medicaid, 48 percent either had a
permanent disability, serious mental or
physical
limitations
caused
by
conditions like cancer, stroke, or mental
health disorders, or were in fair or poor
health. Of the remaining portion
covered by expanded Medicaid, all but
one quarter were working, seeking work, or in school. In total, 87 percent were either in the
roughly half of beneficiaries who might not be considered “able-bodied” or were in school,
working, or seeking work. Of the remaining 13 percent, three in four reported not working to care
for family members.9
The authors also separately concluded that non-working Medicaid beneficiaries potentially subject
to previously-proposed national work requirements need more health care than those who are
working, with higher rates of hospitalizations and doctor visits and three times the likelihood of
already-working enrollees to have seen a mental health professional in the past year. Those at
risk of losing Medicaid were about 63 percent women, 39 percent adults aged 45 to 64 years,
and about half racial and ethnic minorities.10
Irregular Work Hours and Employment Turnover
The population enrolled in expanded Medicaid may be more likely to work low-wage or seasonal
jobs and experience unstable or unpredictable work hours. These work hours may change
substantially on a weekly basis; about 55 percent of respondents to a 2014 survey indicated their
hours varied from week to week. In food services or production and retail or wholesale trade, 71
percent and 63 percent, respectively, of respondents reported weekly variability.11
Additionally, low-wage labor market volatility means individuals might hold multiple jobs in a short
period of time, or enter and exit the labor force frequently. National survey data collected between
2016 and 2018 show about one in five workers aged 18 to 59 years and without children switched
between working more than 20 hours per week, less than 20 hours per week, seeking
employment, or being out of the labor force during that period. Separate survey data from 2013
and 2014 showed that Medicaid enrollees aged 18 to 64 years in the labor force most commonly
cited employment-related reasons for not working, such as not being able to find work or being
laid off, while those out of the labor force most commonly cited health- or disability-related
reasons, particularly those aged 50 to 64 years.12
In New Hampshire, retail trade remains the largest sector for employment, at approximately
95,500 employees in March 2019, with accommodation and food services totaling 61,500
employees.13 The accommodation and food services sector nationwide saw the instances of
people leaving their jobs total 74.9 percent of annual average employment during 2018,

compared to a rate of 44.3 percent for all jobs, suggesting considerably higher turnover in the
sector; the retail sector saw a rate of 58.3 percent.14 Food service workers also had the lowest
median tenure of any job, based on September 2018 research from the U.S. Bureau of Labor
Statistics.15 Both weekly hour and job tenure volatility in these two important employment sectors
suggests that New Hampshire’s expanded Medicaid population may have difficulty consistently
meeting work requirements even with substantial engagement in the labor force.
Research specifically focused on volatility of work hours and employment in low-wage positions
relative to Kentucky’s work requirement estimated that close to half of all low-income workers
who could be affected by a Medicaid work requirement policy like Kentucky’s would be at risk of
losing coverage for one or more months. The study finds that even for those working 1,000 hours
per year, which averages about 83 hours per month, about one quarter of the population could
be at risk of losing coverage because they did not meet the work requirement every month.16

Fifteen states have applied for or obtained approval for waivers from the federal government that
would require individuals comply with work and community engagement requirement activities to
access coverage. Only Arkansas has fully implemented a work or community engagement
requirement and disenrolled individuals for not reporting sufficient hours. Notably,
implementation of the work requirements in Arkansas and Kentucky have been halted by court
decisions; the legality of both the process around approval of the requirements in these two states
and the requirements themselves under the federal Medicaid statute continue to be considered.17
Although the court decisions have only halted work requirement implementation in these two
states, questions remain around whether work and community engagement requirements
themselves are legal, as the federal Medicaid statute’s purpose is to furnish medical assistance to
individuals whose resources cannot pay the costs of needed medical services and provide
rehabilitation or other services to help individuals reach or retain capability for independence or
self-care. Evidence suggests work requirements may result in the loss of such assistance and
services.18
The Arkansas requirement was implemented during 2018, and 18,164 individuals were disenrolled
by the end of the year due to failure to meet the work and community engagement requirement.
Only 1,910 (11 percent) of those disenrolled have reapplied and regained Medicaid coverage in
2019, as was permitted under the law, as of the end of February. As of March 7, 2019, 7,066
enrollees had one month of noncompliance recorded for the calendar year, and 6,472 had two
months.19
Arkansas’s requirements differ in key ways from New Hampshire’s requirements. Arkansas initially
required use of an online portal for reporting compliance and also requires disenrolled individuals
to wait until a subsequent calendar year to reapply for health care coverage. New Hampshire
permits reporting through other methods as well as through an online portal. However, Arkansas
requires 80 hours per month of qualifying activities, does not require those with children under
18 years old to work, has been phasing in the requirements for different groups within the
Medicaid expansion population (starting with 30-to-49 year old enrollees in poverty), and
currently has automatic cross-verification with other programs, such as the Supplemental
Nutrition Assistance Program, that exempts individuals from needing to report for Medicaid. New
Hampshire requires 100 hours of qualifying activities, requires enrolled parents with children age
6 and older to work unless they have a child care exemption and a child under 13 years old, will
be implemented for adults aged 19 to 64 years, and does not have an automatic cross-verification
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program in place. During the early months of implementation in Arkansas, the data matching
within State data sets led to the automatic exemption of about two-thirds of enrollees from
reporting requirements. About three in four individuals required to report hours personally failed
to do so each month.20 Automatic verification appears to be critical for keeping people who are
found eligible in the program, particularly in the early days of implementation.
Differences in the details of these programs, and the method of implementation, can have a
profound impact on the ability of individuals to remain enrolled. Nevertheless, available research
indicates a risk of coverage losses following the implementation of work requirements. The
experience in Arkansas and studies from other states inform what might happen in New
Hampshire. In its July 2018 Medicaid waiver application, the State of New Hampshire estimated
that enrollment in the program would not change materially and would remain near current levels,
but provided several examples of factors that could change enrollment and did not have the
benefit of disenrollment data from Arkansas and subsequent research at the time of that
estimation.21 While the details of the implementation and the dynamics of the population may be
significantly different in other geographies, no existing quantitative research identified indicates
New Hampshire would not experience enrollment declines or is not at significant risk of
suspending thousands of people from health coverage by implementing Medicaid work
requirements.22
Medicaid is a fiscal partnership between the federal government and state governments to defray
the costs of health coverage for people with low incomes. For most aspects of the program, the
federal government provides a dollar-for-dollar match to funding provided at the state-level,
funding 50 percent of Medicaid costs. The federal match is more favorable to states within the
expanded Medicaid program. The federal government will fund 90 percent of the cost of expanded
Medicaid enrollees starting in 2020 and every following year, and is funding 93 percent of enrollee
coverage costs in 2019. As such, coverage losses would lead to fewer federal dollars contributing
to the New Hampshire economy and funding health care services for low-income people in the
state.23
While there are important differences in these policies across states, scaling all these different
research efforts identified in the table above to New Hampshire shows substantial coverage
losses. These scenarios vary considerably, but all suggest people will lose health coverage as a
result of the work and community engagement requirements.

Communicating complex changes to public policy can be challenging. Many expanded Medicaid
enrollees may be experiencing financial or other chronic stresses. Experiences in Arkansas suggest
that both contacting and informing the expanded Medicaid population can be difficult, and many
individuals appeared to be unaware of the work and community engagement requirements.24
Enrollees who were aware of the new requirements were often confused by the complexity of the
new program, including the key rules to maintain coverage and the reporting required.25 Although
the State of Arkansas had conducted outreach through mailings, phone calls, texts, online videos,
and emails, people who were working sufficient hours to fulfill the requirement may have lost
coverage because of a lack of understanding or information about the requirements.26
The communication and implementation challenges experienced in Arkansas led the Medicaid and
CHIP Payment and Access Commission, a federal nonpartisan legislative agency that provides
analysis and makes recommendations to Congress and other organizations, to recommend

pausing disenrollments to establish effective evaluation and monitoring mechanisms before states
enforce work requirements that might lead to disenrollments.27

Losing access to health coverage may increase the risk that individuals face serious health-related
challenges. Evidence suggests that having health coverage reduces mortality, makes individuals
more likely to access health services or to not delay treatment, increases the likelihood of seeking
preventative treatment, and reduces the probability that individuals have difficulty accessing
care.28 Expanded Medicaid coverage is also important for increasing the access to health care
services for low-income people struggling with substance use disorders or mental health
conditions.29
Losing coverage may also
produce negative effects on
employment.30
Independent
research
from
the
Ohio
Department of Medicaid and the
University of Michigan found
that majorities of surveyed
expanded Medicaid enrollees
who were working in Ohio (52
percent) and Michigan (69
percent) said having health
coverage made it easier for
them to continue working or
made them better at their jobs.
Of those who were not working,
majorities in Ohio (75 percent)
and Michigan (55 percent)
indicated that health coverage
made the process of looking for
a job easier or made them
better able to look for a job.31
Limited Insurance Options through Employers
Disenrolled individuals may have difficulty finding employer-sponsored health insurance if they
lose expanded Medicaid coverage, as many low-wage jobs do not offer employer sponsored
coverage or the associated premiums may be too expensive for workers with low wages to afford.
An analysis of national labor statistics from 2017 showed that for workers with earnings in the
bottom quarter of the wage distribution, only approximately 37 percent were offered health
coverage by their employer, and fewer obtain coverage.32 Disenrolled individuals in Arkansas
reported not having access to or being able to afford employee-sponsored health insurance.33
An analysis of New Hampshire firms showed that expanded Medicaid enrollees who lose coverage
would have limited options for employee-sponsored coverage. About four in every five full-time
employees at private sector firms were eligible for health insurance in 2017, but the proportion
of part-time employees eligible was less than one in ten. For small firms with less than 50
employees, the proportion of full-time employees eligible for employee-sponsored insurance

dropped to approximately 55 percent, and part-time employees remained unlikely to be offered
employer-sponsored coverage. The average annual employee contribution for a single coverage
plan was $1,649, which is 12.5 percent of the annual income of a 35 hour-per-week worker
making minimum wage in New Hampshire and a higher percentage for workers who are employed
fewer hours.34 Similar research from Kentucky suggests that employees at small businesses or
firms predominantly offering lower wages are less likely to find insurance through their
employment.35
Impacts on Children
Although expanded Medicaid does not cover anyone under 19 years of age directly, existing
research provides significant evidence that children of parents without coverage are less likely to
be insured themselves. March 2017 data show that only 0.9 percent of children of insured parents
were uninsured, while 21.6 percent of children with uninsured parents were uninsured.36 Parents
near to poverty and enrolled in Medicaid are also much more likely to have their children receive
well-child visits than those not enrolled in Medicaid, and the expansion of Medicaid to adults in
certain states between 2013 and 2015 appeared to increase the enrollment of previouslyunenrolled children.37
When adults lose access to health care, children may be less likely to be insured, and family
financial stability is put at greater risk. Uninsured children with common childhood illnesses or
injuries are less likely to receive the same level of care as insured children, are at higher risk for
preventable hospitalizations, and may be more likely miss diagnoses of serious health
conditions.38 Some research also suggests children who have access to public health coverage
are more likely to graduate from high school and college and pay more in taxes later in life.39

The New Hampshire Granite Advantage Health Care Program uses federal and state funds to
provide health coverage to about 50,000 adults with low incomes in New Hampshire, and is key
to accessing services for people with substance use disorders and mental health conditions.
Available evidence suggests that many individuals enrolled in the program are at significant risk
of losing health coverage with the implementation of work and community engagement
requirements in the state. While New Hampshire’s situation may be unique in some respects, no
quantitative projections of coverage losses in other states provide indications that coverage losses
will not occur in New Hampshire, and the disenrollment of over 18,000 expanded Medicaid
recipients in Arkansas provides a warning of both the risks of implementation issues and imposing
work requirements themselves. While the calculations provided in this Issue Brief are not tailored
to New Hampshire’s policies and are based on existing external research, they provide a clear
indication that the direction of the effects of work requirements is toward coverage losses.
Workers with low incomes may have irregular work hours or more job transitions relative to the
population as a whole. These individuals and others, such as those with substance use disorders
or mental health conditions, may face particular difficulty in meeting work and community
engagement requirements regularly despite being engaged in the workforce. The details of the
applicability and implementation of exemptions and the required timeframes for fulfilling work
requirements matter considerably to whether these individuals retain continuous health coverage.
Suspension or disenrollment increases the risk to the health of individuals, may risk health
coverage for the children of those individuals, and may also diminish an individual’s ability to
participate fully in the workforce.
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