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- unprecedented devastation
* yught by Hurricane Katrina has

Sp. . anational conversation about
poverty, race, and the government’s
response to Americans in times of need.
The storms caused massive damage in
three of the poorest states in the nation—
Louisiana, Mississippi, and Alabama.
Images of African Americans, left in the
New Orleans Superdome and Convention
Center to fend for themselves in squalid
conditions, provide a chilling reminder of
the inequalities that persist in the United
States. Katrina has focused our attention on
the intersection of issues of race and class,
which define opportunities in America in
ways that fundamentally affect most health
and disease outcomes.

It is no surprise that Katrina’s impact
on individuals was closely linked to their
economic conditions. Before Katrina, 40
percent of African Americans in Louisiana
had incomes below the federal poverty
level, compared with 13 percent of whites
(Exhibit 1). While initial relief efforts
focused on food, housing, and the reopening
of businesses, recovery efforts are now
beginning to address the many public
health challenges created by the storm and
floods, including cleaning up environmental
hazards and rebuilding the public health
infrastructure. This article focuses on
Louisiana, where the flooding destroyed
much of the infrastructure of one of its
major cities, New Orleans.

Katrina’s Impact on Health
and Medical Services

Katrina’s impact on public health is

just now beginning to be systematically
assessed. Louisiana is a state with a
unique culture and a rich history—and also
has one of the poorest health profiles in
the nation. The hurricane multiplied the
health care needs of Louisiana residents,
while damaging the capacity of the health
system to meet those needs. People with
chronic health problems (such as diabetes
or kidney disease) or who are exposed to
contaminants in the water, air, or soil may
have the most immediate medical needs.
Equally challenging will be the mental
health needs that arise from the emotional
trauma associated with the loss of a home,
the death of a family member, or extended

separation from one’s family.

The storm that destroyed homes and
businesses did not spare hospitals and
clinics. Unlike many other states, Louisiana
has an extensive network of public hospitals
that care for the poor and uninsured. Before
Katrina, Charity Hospital in New Orleans,
called “Big Charity,” was one of the
largest and oldest continuously operating
public hospitals in the country. Now it has
suspended operations altogether, as have

several other hospitals in New Orleans.
Clinics and hospitals in other parts of
Louisiana are facing the challenge of
accommodating an increase in patients,
many of whom are uninsured.

Racial Disparities in Health
and Health Coverage

Katrina is likely to widen racial
disparities in health and health care. On
measures of health status for infants, adults,
or the total population in Louisiana, African
Americans fare poorly compared with
whites (Exhibit 1). For example, African
Americans in Louisiana have an age-
adjusted mortality rate that is 30 percent
higher than whites and approximately 10

Exhibit 1. Health and Health Coverage - Louisiana and the United States

United States

| Louisiana

Total Population in Thousands (2004) 4,516] 293,655
Demographics
Percent Living in Poverty (2003-2004)
Total 22%) 17%
White 13%] 12%
African American 40% 33%
Hispanic 18%| 29%
Other 26% 19%
Health Status Indicators
Infant Mortality (per 1,000 births), 2001
White 6.5 5.7
African American 14.4 14.0
Adult and Adolescent AIDS Case Rate (per 100,000 population), 2004
White 9.2 7.7
African American 65.8 73.9
Hispanic 27.8 26.8
Mortality from All Causes (per 100,000 population), 2002
White 933.0 828.9
African American 1204.9 1085.7|
Other 440.0 508.0
Health Coverage of the Non-Elderly
Percent Uninsured (2003-2004)
Total 21% 18%
White 17%f 13%
African American 28%) 21%
Hispanic NSD| 34%|
Other NSD) 19%
Percent with Medicaid (2003-2004)
Total 16% 13%
White 9% 9%
African American 27%] 25%
Hispanic NSD| 22%
Other NSD| 13%

Notes: 1) NSD & Not Sufpcient Data; 2) Data on mortality for all causes are age-adjusted; 3) In the analysis
of poverty, a family is depned according to their health insurance unit, which groups individuals according to
insurance eligibility, rather than by relatedness or household. In 2004, the federal poverty level for a family of

three was $15,067.

Source: Kaiser Family Foundation, www.statehealthfacts.kff.org; U.S. Census.



percent higher than African Americans
nationally. In Louisiana, the adult and
adolescent AIDS case rate is seven times
higher for African Americans than for
whites. These statistics mirror national
comparisons by race, but they demonstrate
the extent of the health needs of African
Americans who have been displaced and
traumatized, and who are now trying to
recover from Katrina.

Hurricane Katrina has increased the
number of people who are impoverished
and uninsured, while jeopardizing health
care resources previously available to
medically underserved populations. Before
Katrina, African Americans were 50 percent
more likely than whites to be uninsured
in Louisiana (28 percent of blacks versus
17 percent of whites), even with about a
quarter (27 percent) of African Americans
covered by Medicaid. The fact that African
Americans have lower rates of job-based
coverage than whites accounts for part of
the racial difference in coverage. This gap
could narrow or widen because so many
people—black and white—who were
displaced by Katrina have lost employer-
sponsored insurance coverage, as well
as their jobs, and have been added to the
uninsured population. In addition, evacuees
once enrolled in Louisiana’s Medicaid
program may find themselves in the ranks
of the uninsured in the states to which they
relocate.

Federal Responses to the Loss
of Health Coverage

Several states, including Louisiana,
have looked to the Medicaid program to
address the health needs of people affected
by Katrina. The loss of health insurance
coverage is, without question, only one of
many problems facing Gulf Coast evacuees,
but considerable evidence suggests that
health insurance affects a family’s financial
well-being as well as access to quality care.

It is unrealistic to expect impoverished
evacuees or the states in which they now
reside to cover the costs of their medical
care. Just as the federal government
is expected to contribute to long-term
reconstruction efforts, a federal role is now
needed to ensure that public health and
medical care needs of Katrina’s victims are
addressed.

Both the Bush administration and
Congress have developed proposals to
provide temporary coverage to Katrina
survivors. The administration developed
a Medicaid waiver template for states
with evacuees that provides for Medicaid
coverage and uncompensated care
assistance for evacuees. Twelve states now
have Medicaid waivers to assist Katrina
survivors. In September 2005, bipartisan

legislation (S.176) was introduced in the
Senate to extend Medicaid eligibility to
Katrina survivors. Hearings were held, but
the Senate took no action. In November,
all 42 House members of the Congressional
Black Caucus introduced Katrina recovery
legislation (H.R. 4197), which calls for

an extension of Medicaid coverage and

for federal payment of private insurance
premiums. Hearings were not held on this
bill; however, the budget reconciliation
bills passed in November by the House
and Senate both include increased federal
Medicaid financing for victims of Katrina.

One of the major advantages of using
Medicaid for the purpose of helping Katrina
survivors is that the funds follow each
Medicaid beneficiary, which is useful given
that so many evacuees are currently residing
outside of Louisiana. One of the concerns
about using Medicaid is that, as a federal/
state program in which states pay a share
of the costs using a matching formula, the
Medicaid formula may need to be adjusted
to assist states in providing the required
funds.

An issue brief from the Kaiser
Commission on Medicaid and the Uninsured
(KCMU) identifies several options for
addressing the challenges of using Medicaid
as a vehicle for temporarily assisting Katrina
victims without health coverage, including:

* For the three states most directly affected
by Katrina (Louisiana, Mississippi, and
Alabama), the federal government could:
(a) obtain legislative authority to pay
100 percent of the costs of Medicaid
coverage for those who are impoverished
or displaced, but who are still living in
those states; or (b) pay 100 percent of
the costs of coverage for all Medicaid
beneyciaries in these states, whether they
were displaced by Katrina or not.

* For the states of refuge, the federal

government could ynance 100 percent
of the costs of Medicaid enrollment for
evacuees who relocated to those states.

* Since many poor adults without
dependent children would not qualify
for Medicaid under current rules, the
current limits on program eligibility
could be adjusted so that Medicaid
covered all individuals displaced or
impoverished by Katrina.

* Given the potential urgency of certain
medical needs, states could develop a
streamlined enrollment process similar
to that used for the disaster relief
program in New York after 9/11.

These options, discussed in greater depth
in the KCMU issue brief, could help to
address the challenges that states face, as
well as those facing Katrina survivors as

they attempt to regroup and rebuild their
lives. Although congressional negotiators
may reach agreement on options that

are less expansive in scope than those
discussed here, relief efforts that build upon
the Medicaid program are the most efficient
way of financing the health care needs of
low-income Gulf Coast residents affected
by Katrina.

Conclusion

Hurricane Katrina foreshadows
what could occur if and when another
geographic area with a sizable population
historically disadvantaged by race- and
class-based inequalities faces a disaster
comparable to this storm and its aftermath.
The reverberations of the storm across
the country provide an opportunity to see
the shortcomings of a health safety net
with state-specific boundaries. It is in the
nation’s interest to address the health care
and coverage needs of Katrina survivors
with limited economic means.

Over a million Louisiana residents
were displaced by Katrina, including an
estimated 400,000 New Orleans residents.
Some will return to their home state to
rebuild; others will relocate elsewhere.
This extraordinary migration will affect the
health indices of Louisiana as well as those
of the states that become the new home of
evacuees. While federal assistance is not
the only way to address the health care
and coverage needs of people affected by
Katrina, it is a more sensible approach than
expecting state governments to bear the full
costs or allowing those who have suffered
so much to endure further hardship. g
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