SECTION ONE – OVERVIEW

Current Environment

This needs assessment looks at community-based health service providers which includes private and public health centers, mental health area programs (developmentally disabled, mentally ill, and substance abuse services and supportive housing), home health and hospice agencies, and adult day services.  These areas, while united by their health focus, provide their services and receive funding in unique ways.  This section explains the current funding environment for health services in North Carolina. 

Chris Conover, in his 1998 article Health Policy for Low-Income People in North Carolina,
 provides an excellent overview of the state of affairs in North Carolina.  The following sections are excerpts from that article.

State government

North Carolina has experienced significant continuity in health policy makers (most notably the state health director, Medicaid director, and Office of Rural Health director) during the last 15 years.  The tenure of policy makers through Democratic and Republican administrations reflect the general bipartisan approach to health policy issues, particularly those affecting low income citizens.

Traditionally a fiscally conservative state, North Carolina has limited its use of debt.  In 1996 North Carolina was one of only six states to earn the top bond rating from all three major rating services.  

Health Care Market

In the last two years, North Carolina has experienced a near doubling of health maintenance organization (HMO) enrollees.  However, there is limited Medicare HMO activity.  While hospital and health system conversions have received much public attention, there is limited for-profit presence—only 13 of North Carolina’s 119 nonfederal short-stay hospitals were for-profit in 1997.  Mr. Conover points to HMO competition and financial losses as well as the merger and acquisition activity as predictors of continuing turmoil in the North Carolina health care market.

Medicaid

Medicaid is a federal program designed to be a medical safety net for low-income people.  Two of the eligibility triggers are receiving Work First Family Assistance (formerly AFDC, Aid to Families with Dependent Children) or Supplemental Security Income (SSI).  Starting in the late 1980s, eligibility expansions caused Medicaid enrollment to grow at an annual rate of 10.6 percent reaching a total enrollment of 1,192,000 in Fiscal Year 1997.  This enrollee expansion generated increased expenditures at the state and county levels.  North Carolina is one of only 14 states requiring local funding of at least some portion of Medicaid (counties must cover 15 percent of the nonfederal share).  The last two years have seen the enrollee growth rate level off as a result of the positive economy and welfare reform (Work First), which has moved people off government assistance.  

Recently, however, media reports suggest that people who have lost cash assistance from welfare are being inappropriately denied benefits or simply not informed of continued Medicaid eligibility.
  The future may see sharp increases in enrollments and expenditures as former welfare recipients are re-evaluated for Medicaid eligibility.

Health Care Safety Net

North Carolina has maintained a broad safety net for indigent care without assigning responsibility to any government entity.  The focus of the safety net has been in rural areas.  Within North Carolina there are 170 federally qualified health centers and rural health clinics.  One hundred twenty (120) of these health centers or clinics receive federal grants or state assistance.  Public hospitals account for almost a third of the hospitals in North Carolina.  Mr. Conover calculates that at least $2 billion in medical services (in addition to Medicaid) are provided to the medically indigent in North Carolina.

Aging Population Implications

To understand the growing need for adult day centers and home health agencies it is helpful to look at North Carolina population projections.  The North Carolina Department of Health and Human Services, Long-Term Care Policy Office published the following charts.
  

	Projected number of Impaired Older Adults in North Carolina

	
	1998
	2000
	2005
	2010

	Total
	205,936
	213,980
	230,897
	259,178

	Medicaid eligible
	28,789
	29,914
	32,279
	36,233

	Not Medicaid eligible
	177,147
	184,066
	198,618
	222,945

	Number living at home (outside institutional settings)
	154,452
	160,485
	173,172
	194,383

	Note: Estimates of Medicaid eligibles are based on the percentage that elderly Medicaid eligibles (eligible for full Medicaid) represented as a percent of entire elderly population in 1997 (13.98%).  Source: 1997 Annual Report of the Division of Medical Assistance.  Using this methodology, 86.02% of impaired older adults would not be Medicaid eligible.  (If the categorically needy eligibility level is increased to 100% of poverty for the aged, blind, and disabled, these estimates will need to be revised.)


	Estimates of Severely Disabled Older Adults by Living Arrangement

	
	1998
	2000
	2005
	2010

	Home/Community
	57,720
	59,975
	64,716
	72,643

	Institutional
	50,276
	52,239
	56,369
	63,274

	Total
	107,996
	112,214
	121,085
	135,917


	Population
	1980-1990 growth rate
	1990-2000 growth rate
	2000 population

	Over 65
	33%
	22%
	979,922

	Over 85
	52%
	63%
	109,574

	Minority over 60
	18%
	11%
	218,697


Another important planning consideration is the economic resources of older adults.  In 1990, 19.5% of North Carolinians 65 and older were classified as living in poverty and about 28% of those over 65 live near poverty (150-200 percent of the poverty level).

Not factored into these population projections, though, is the effect of retiree migration into North Carolina.  For the period 1985-1990, North Carolina had the fourth highest net in-migration of people age 60 and over.  According to the North Carolina Office of State Planning, there are approximately 20,890 retirees (people over age 60) coming into North Carolina each year.  This estimate is an average of the Current Population Survey results for the period 1991-1994 and excludes any migrants that end up in an institution at the end of the year.
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