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Introduction

Aging in South Carolina is a dream for many; the proximity to beaches, mountains and vibrant communities 

has encouraged countless people to settle in the Palmetto State as they reach retirement age. In fact, 

South Carolina is consistently ranked as one of the most rapidly aging states in the country.1 Adults reaching 

retirement age are more likely to have chronic conditions and more complex health care needs compared 

to younger populations.2 For the purpose of this report, “adults reaching retirement age” refers to all adults 

between the ages of 50 and 64 unless specified otherwise.

Many low-income older adults across the state struggle to afford health insurance necessary to access essential 

health services. In 2019 nearly half of adults aged 50 to 64 were faced with unaffordable health insurance 

coverage, defined by AARP as premium costs greater than 10% of their household income.3 Also in 2019, 

nearly 118,000 South Carolinians reaching retirement age were uninsured.4 This figure indicates that close to a 

quarter of South Carolina’s total uninsured population is between the ages of 50 and 64.5 

A lack of access to affordable health services prior to retirement and the corresponding challenges to self-

manage chronic conditions are both associated with higher Medicare spending and decreased quality of life 

following retirement.6 Expanding Medicaid eligibility to South Carolinians reaching retirement age who live in 

poverty and can not claim dependents is an opportunity for policy makers to improve health outcomes among 

older adults. Most American adults begin to qualify for Medicare when they reach 65 years old. However, 

as Americans live longer and the population of older adults increases, the availability of funds for Medicare 

services is expected to decrease.7 As a result, states and localities can collectively work to decrease Medicare 

spending without disrupting service provision. The literature suggests that Medicaid expansion is an effective 

tool to decrease Medicare spending later in life.8 

Recently, federal legislation has been introduced in response to the coronavirus pandemic to offer additional 

incentives to states that have not expanded Medicaid. This brief will survey the health outcomes associated 

with Medicaid expansion among adults reaching retirement age before briefly discussing the American Rescue 

Plan Act (ARPA), the federal legislation that offers additional federal dollars to states for Medicaid expansion.

Insurance and Adults Reaching Retirement Age

Without comprehensive insurance coverage, many Americans face significant barriers to accessing necessary 

health services. Since the inception of employer-sponsored health insurance in the 1940s, most Americans 

have received coverage through plans offered by their employer. However, the American College of Physicians 

explains that “employer-sponsored insurance is less prevalent and more expensive than in the past, and in 

response, deductibles have grown and benefits have been cut.”9 

The number of Americans with employer- or military-sponsored health insurance decreased by four percentage 

points nationwide between 2008 and 2019.10 In South Carolina, the decrease is even more pronounced. Between 

2008 and 2019, the number of South Carolinians with employer-sponsored or military-sponsored health 

insurance decreased from 60.4% to 47.6% – a significant decrease of 12.8 percentage points in eleven years.11     
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Private, non-groupa health insurance is a third option for coverage in the United States. The Affordable Care Act 

(ACA) is an example of non-group, private health insurance offered with subsidies by the federal government to 

ensure affordability for low- and middle-income Americans. To qualify for subsidized health insurance coverage 

through the Affordable Care Act, an individual must make at least 100% of the federal poverty level – or $12,760 

a year in 2021. The table below illustrates the income which corresponds to each federal poverty level.

If an individual under 65 is unable to enroll in private-, military- or employer-sponsored health insurance due to 

cost they may pursue coverage through Medicaid. However, most South Carolinians do not qualify for Medicaid 

under the current eligibility criteria. The uninsurance rate across the country increased for the third year in a row 

in 2019 and was likely amplified further during the coronavirus pandemic as unemployment rose and associated 

health coverage benefits were lost.13  
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GRAPH A

Source: Norris, 2021.

Source: United States Census Data, Table S2701, 2019.

South Carolina

United States

Percent of Federal Poverty Level (FPL)

Household Size 100% 138% 150% 200% 300% 400%

1 $12,760 $17,609 $19,140 $25,520 $38,280 $51,040

2 $17,240 $23,791 $25,860 $34,480 $51,720 $68,960

3 $21,720 $29,974 $32,580 $43,440 $65,160 $86,880

4 $26,200 $36,156 $39,300 $52,400 $78,600 $104,800

5 $30,680 $42,338 $46,020 $61,360 $92,040 $122,720

6 $35,160 $48,521 $52,740 $70,320 $105,480 $140,640

For each additional
person, add: $4,480 $6,182 $6,720 $8,960 $13,440 $17,920

a  The non-group market refers to a private insurance market for individuals who are not eligible for public programs and do not have the option to 
purchase adequate health insurance from their employer because they are unemployed, self-employed or their employer does not offer comprehensive 
plan options.

The Commonwealth Fund reports 

that an estimated 12.5% of 

American adults were uninsured 

in the first half of 2020, which 

is a significant increase from the 

year before when the national 

uninsurance rate was 9.2%.14,15 

Although stratified data on 

insurance rates for the entirety of 

2020 and 2021 have not yet been 

released, Graph A illustrates the 

most recent data available.
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In South Carolina, the percent of uninsured adults aged 55 to 64 increased from 10.2% in 2015 to 11.8% in 

2019.17 Adults reaching retirement age without health insurance have been shown to require more, costlier care 

when they enroll in Medicare than those who have consistently been insured throughout adulthood.18 In fact, 

research indicates that adults reaching retirement age with hypertension, diabetes, heart disease or stroke who 

are uninsured prior to enrolling in Medicare have up to 51% higher medical costs later in life compared to their 

consistently insured counterparts.19 This figure suggests that investing in consistent health coverage is a cost-

effective strategy to improve health outcomes and quality of care among older Americans.20  

Dr. J. Michael McWilliams, M.D. of Harvard Medical School elaborates on this point: 

Uninsured adults who lacked regular care were probably undertreated before age 65 for often 

asymptomatic but poorly controlled conditions such as hypertension and hyperlipidemia [high cholesterol], 

and the undertreatment probably contributed to health declines and a greater need for services after age 

65. The costs of expanding health insurance for uninsured adults before 65 may be partially offset by 

subsequent reductions in health care use and spending for these adults after they reach the age of 65.21  

Adults approaching retirement age are more likely to be uninsured due to costs than younger adults. In fact, 

66.8% of uninsured individuals aged 18 to 29 reported not being insured due to costs in 2019. That same year, 

80.9% of uninsured individuals aged 50 to 64 reported being uninsured due to costs, illustrated below in 

graph B.22 This statistic demonstrates a heightened need for affordable coverage for Americans approaching 

retirement age.23
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Percentage of Adults Uninsured 
Because Coverage Was Not 
Affordable by Age, 201924

GRAPH B

Source: National Center for Health Statistics, 
National Health Interview Survey, 2019.
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Medicaid and the “Coverage Gap”

Medicaid, formally known as Title XIX of the Social Security Act, is a joint federal-state program designed to 

offer health insurance coverage to qualifying low-income parents and their dependents. Each state is given 

considerable authority within federal rules in the design and facilitation of their Medicaid packages, resulting in 

fifty-one distinctive Medicaid programs throughout the country.25  

In South Carolina, the Medicaid program is known as “Healthy Connections” and is administered by the 

South Carolina Department of Health and Human Services, the designated state Medicaid agency. Healthy 
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Connections covers mandatory services, optional services and home- and community-based waivers for 

individuals in need of long-term care services. Examples of benefits offered by Healthy Connections include 

the following:

Eligibility for Medicaid in South Carolina is predicated on several factors including income, family 

composition and disability status. Because South Carolina has not fully expanded Medicaid as allowed under 

the Affordable Care Act (ACA), coverage is not available for adults without dependents in South Carolina 

unless they fall into one of the following categories:

Americans who do not qualify for Medicaid in their state and earn too little to qualify for subsidized 

marketplace coverage through the ACA fall into what is referred to as the “coverage gap.”31 Research 

suggests that closing the coverage gap would result in a more equitable health care system and reduce 

health disparities, especially for adults nearing retirement age.32  

Medicaid expansion is one of many tools to increase health equity both nationally and across the state. 

Non-Hispanic Black South Carolinians reaching retirement age are more likely to die from diabetes, stroke 

and cancer and are more likely to be diagnosed with Alzheimer’s Disease and related Dementia.33 These 

disparities are likely associated with the fact that non-Hispanic Black adults are less likely to report having 

insurance and are less likely to report having a primary care provider, which negatively impacts access to 

screenings and preventative care.34

Expanding insurance coverage was the central tenet of the ACA, which offers subsidies for certain low-

income populations across the country. However, to qualify for subsidized insurance through the ACA’s 

Health Care Marketplace, an adult living in the continental United States must make at least 100% of the 

federal poverty line, which is $12,760 a year for a single individual in 2021. Adults who make less than 

$12,760 annually do not currently qualify for subsidies and are therefore unable to access affordable 

coverage through the ACA. In South Carolina, unless they qualify for Medicaid, many of these people will 

go uninsured. To demonstrate the financial burden, Graph C illustrates the monthly cost of a silver plan 

offered by the federal Health Insurance Marketplace without a premium tax subsidy for a single, non-

smoker without dependents in 2021.

• Coverage for inpatient and outpatient 
hospital services

• Periodic screenings

• Are currently pregnant27  

• Have been diagnosed with breast or 
cervical cancer28  

• Some forms of mental and physical therapy

• Ambulance transportation 

• Qualifying prescription drugs26

• Are elderly, blind or disabled29  

»  Reside in a medical institution or receive
    home- and community-based waiver services
    for a period of thirty consecutive days30  
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The prices illustrated above are cost-prohibitive for many adults living below the federal poverty line. For 

example, under the current eligibility criteria, a 60-year-old South Carolinian living in poverty without 

dependents would be required to pay approximately $11,500 a year, or nearly 90% of their annual income, 

to receive mid-tier health insurance coverage through the federal marketplace. As of 2018, 34% of South 

Carolinians aged 50 to 64 did not qualify for subsidies through the Marketplace.36  

The “age tax,” which describes the phenomenon where older adults are often required to pay much higher 

premiums than younger consumers, negatively influences all older Americans but disproportionately affects 

those who are low-income.37 The age tax compounds the negative effects of the coverage gap, and together 

the two create a significant barrier to insurance for many low-income adults reaching retirement age.

Many states have chosen to expand Medicaid eligibility to adults without dependents living in poverty to 

eliminate the coverage gap. Medicaid expansion in South Carolina would allow all households with incomes up 

to 138% of the federal poverty level to qualify for Medicaid coverage, regardless of household composition or 

disability status.
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GRAPH C

Source: Kaiser Family Foundation, 2021.

Survey of Medicaid Expansion and Health Outcomes among Older Americans

When Medicaid and Medicare were introduced in 1965, adults over the age of 64 represented only 9.5% of 

the total population of the United States.38 Today, Americans over the age of 64 make up more than 16% of 

the population, and that percentage is expected to rise to 21% by 2030.39 In South Carolina, adults aged 50 to 

64 currently make up nearly a fifth of the state.40 This rapid demographic shift calls attention to the increased 

need for health insurance coverage for adults reaching retirement age as state and federal costs associated 

with aging, including increased health expenditures, rise in tandem with this growing population of Americans. 
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American adults aged 50 to 64 experience unique challenges in managing their health. This group is 

significantly more likely to suffer from a chronic health condition or disability compared to younger 

Americans but are also more likely to delay health care due to cost compared to retired Americans.41 In 2014, 

50% of American adults aged 45 to 64 reported at least one chronic condition; that same year, 47% of men 

aged 45 to 64 and 54% of women aged 45 to 64 reported suffering from multiple chronic conditions.42

There is a growing body of evidence illustrating the positive health outcomes associated with Medicaid 

expansion. Using data from the 2010 – 2016 Health Retirement Study, researchers determined that states 

that chose to expand Medicaid eligibility witnessed significant improvements in physical health among 

American adults aged 50 to 64.43 Specifically, using this national data, statisticians revealed that Medicaid 

expansion is associated with a 32% reduction in complications arising from metabolic conditions such as 

obesity, high blood pressure and diabetes among low-income adults reaching retirement age. The authors 

of this study speculate that increased health care utilization among older adults is the primary mechanism 

driving these significant improvements.44

Disabled adults are also poised to benefit from Medicaid expansion in South Carolina. Although individuals 

who are approved for disability are categorically eligible for Medicaid, the five-step process can be time 

intensive, taking anywhere from several months to years.45 This leaves many people with complex health 

needs unable to access services while they wait for approval.46,47  Across the country, the average processing 

time for Social Security Disability Insurance (SSDI) is 4.3 months for people who are awarded benefits 

during the first stage of the application process; however, for those who must appeal their decision, the 

process can take up to five years.48  

Although people who receive disability benefits are deemed categorically eligible for Medicaid, 63.4% of 

people who apply for benefits are denied the first time.49 In 2020, the average wait time for a first appeal 

increased to 122 days, and the average processing times for a hearing sat at slightly over a year.50 Between 

2018 and 2019, 20,961 Americans died while awaiting final decisions on disability appeals.51 According to an 

article published in the American Journal of Health Economics, Medicaid expansion removes bureaucratic 

barriers for low-income disabled adults and would allow them to qualify for Medicaid coverage during the 

disability application process.52

In addition, Medicaid expansion has the potential to address behavioral health needs among adults reaching 

retirement age. Expanding access to behavioral health services to low-income older adults can help mitigate 

the increase in mental health concerns caused by the pandemic. The National Poll on Healthy Aging 

conducted by the University of Michigan found that the pandemic worsened older adults’ mental health. 

This survey found that more than one-fifth of adults between ages 50 to 64 reported a decline in mental 

health after the coronavirus pandemic began. The same study found that nearly one-third of respondents 

reported feeling depressed or hopeless, and nearly half of respondents stated that they regularly felt 

stressed or isolated from others.53 

Several states that have expanded Medicaid report positive results including greater improvements in access 

to services, greater financial security among beneficiaries, improved health outcomes in rural communities 

and increased contributions to state GDPs prior to the coronavirus pandemic.54,55,56,57,58,59 The following 

sections will survey reported outcomes at the state level in Louisiana, West Virginia, Montana and Kentucky 

– four states with comparable cultural and demographic compositions to South Carolina.60
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Health Outcomes Associated with Medicaid Expansion in Selected States

Medicaid Expansion in Louisiana

On January 12, 2016, Louisiana became one of the first states in the Deep South to adopt 

Medicaid expansion.61 As of December 2020, more than 598,000 adults were enrolled 

in Medicaid in Louisiana under the expanded eligibility guidelines.62 In addition to the 

improved health outcomes associated with Medicaid expansion and recorded reductions 

in racial health disparities, Louisiana has also reported positive financial outcomes for the state.63,64,65 Louisiana 

is comparable in size and demographics to South Carolina and has a similar cultural heritage unique to the 

Deep South. Below, Table 2 illustrates the similar demographic makeup of the two states.

LOUISIANA SOUTH CAROLINA

Total Population 4,648,794 5,148,714

Population 50 – 64 871,909 (18.8%) 1,013,041 (19.7%)

Percent Below Poverty
Level Aged 35 - 64

14.9% 11.1%

Percent with a Disability 35 - 64 16.7% 14.7%

Source: Table S0101: Age and 
Sex, United States Census 
Bureau.

Louisiana and South 
Carolina Selected 
Demographics, 201966

TABLE 2

It can take decades to fully understand the health implications of a major policy shift; however, recent research 

has demonstrated that Medicaid expansion in Louisiana has led to a significant increase in early-stage breast 

cancer diagnoses and access to treatment. Louisiana has the second-highest breast cancer mortality rate in the 

nation, which health researchers in the state attribute to the high percentage of women who present with an 

advanced stage of the disease.67 Increasing early detection of breast cancer is associated with decreased mortality 

and lower health expenditures associated with the disease.68  

Research indicates that, following expansion, early identification of breast cancer among low-income Louisiana 

women increased.69 Nearly three quarters of the cohort examined in this retrospective study, which focused 

on the impact of Medicaid expansion on breast cancer identification, were between 50 and 64 years old which 

indicates that expansion has a positive impact on outcomes associated with the disease among women reaching 

retirement age. The study authors also reported that expansion resulted in an increase in the number of women 

receiving appropriate radiotherapy.70

Medicaid expansion in Louisiana also resulted in improved access to care, reduction in travel times to and 

from health care providers, higher rates of preventative health care utilization, increased rates of medication 

adherence and improved overall health outcomes across the state.71 Medication adherence is an important factor 

in improving health outcomes, but the costs associated with managing chronic conditions with medication can 

be challenging for low-income individuals. However, a study from Tulane University found that the number of 

adults in Louisiana who reported they were unable to afford their prescriptions decreased by nearly 7% as a result 

of Medicaid expansion.72 The authors elaborate on this statement with a comparison to populations in non-

expansion states, which they explain are more likely to report cost as a barrier to medication adherence.73
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Medicaid Expansion in West Virginia

West Virginia is smaller than South Carolina, with a higher percentage of disabled 

residents, but a comparable proportion of adults living in poverty and older adults residing 

in the state. Below, Table 3 illustrates these statistics from 2019, the most recent figures 

available from the United States Census.

WEST VIRGINIA SOUTH CAROLINA

Total Population 1,792,147 5,148,714

Population 50 – 64 370,367 (20.7%) 1,013,041 (19.7%)

Percent Below Poverty
Level Aged 35 - 64

14.9% 11.1%

Percent with a Disability 35 - 64 21.1% 14.7%

Source: Table S0101: Age and 
Sex, United States Census 
Bureau.

West Virginia and 
South Carolina Selected 
Demographics, 201974

TABLE 3

West Virginia was one of the first twenty-five states (plus the District of Columbia) to expand Medicaid 

under the Affordable Care Act in 2014.75 By December 2020 an excess of 193,000 West Virginians were 

insured under the expanded Medicaid eligibility guidelines.76 The Center on Budget and Policy Priorities 

estimates that more than 300 West Virginians between 55 and 64 were saved from premature death as a 

direct result of Medicaid expansion between 2014 and 2017.77 

In 2018, more than half of West Virginia’s Medicaid enrollees diagnosed with an opioid use disorder gained 

health coverage through Medicaid expansion.78 Substance use disorder treatment is a required benefit 

in Medicaid expansion programs and, in West Virginia, three-quarters of Medicaid spending on enrollees 

with opioid use disorder is for services other than direct treatment; indicating that Medicaid expansion also 

addresses many comorbid conditions, such as behavioral health disorders, that contribute to substance use 

disorders.79  

The Center on Budget and Policy Priorities explains that the 2014 adoption of Medicaid expansion improved 

residents’ access to both physical and behavioral health care, including medication-assisted treatment 

(MAT) for substance use disorders.80,81,82 Also in 2014, The U.S. Government Accountability Office published 

a report which illustrated that newly eligible beneficiaries were able to access MAT services for the first 

time and, as a result, West Virginia reported a higher rate of MAT use among beneficiaries than other states 

surveyed in the report.83   

Medicaid expansion also decreased the number of uncompensated health care services in West Virginia.84,85 

Between 2013 and 2014, West Virginia University Hospitals reported saving approximately fifty-one 

million dollars in uncompensated care costs.86 The significant decrease in uncompensated care benefits 

all hospitals, but advantages are most notable in rural areas where hospitals are more likely to serve older, 

sicker populations who depend on public insurance.87
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Medicaid Expansion in Montana

Montana first expanded Medicaid in 2016, and in 2019 Governor Steve Bullock signed 

a bill to extend the program until 2025. Policy makers in favor of the extension cited 

job creation, improved health outcomes and increased viability for rural hospitals as the 

primary factors in the decision to extend expansion guidelines.88

MONTANA SOUTH CAROLINA

Total Population 1,068,778 5,148,714

Population 50 – 64 210,342 (19.7%) 1,013,041 (19.7%)

Percent Below Poverty
Level Aged 35 - 64

9.6% 11.1%

Percent with a Disability 35 - 64 12.3% 14.7%

Source: Table S0101: Age and 
Sex, United States Census 
Bureau.

Montana and South 
Carolina Selected 
Demographics, 201992

TABLE 4

Formally titled the Montana Health and Economic Livelihood Partnership (HELP) Act, expansion has extended 

Medicaid coverage to over 90,000 low-income Montanans.89,90,91 Although geographically distant and less 

populated, Montana and South Carolina share some distinct demographic similarities such as a comparable 

proportion of adults living below the poverty level and adults with a disability, illustrated in Table 4 below.

Nearly half of all Montanans live in rural areas, and 65% of Montanans covered by Medicaid live in rural 

communities.93,94 The decision to expand Medicaid has been shown to improve access to health services 

for many of these residents. The Montana Healthcare Foundation released a report revealing that in 2019 

alone, an excess of 60,000 rural Montanans insured through the expanded eligibility guidelines were able 

to receive previously inaccessible preventative health services.95 Preventative and primary care services are 

often more difficult to deliver in rural communities, emphasizing the significance of this data.96 

Researchers found that newly insured Montanans were highly satisfied with the program and reported 

increased peace of mind and improved perceptions of their own health.97 In addition to improving health 

outcomes and increasing access to primary care the Montana HELP Act Oversight Committee, a bipartisan 

committee convened to study the impact of expansion in the state, found that between 2016 and 2018 

expansion resulted in more than fifty-eight million dollars in state budget savings.98

The committee also reported that Montana hospitals saw a 49% decrease in uncompensated care costs and 

that approximately 5,000 new jobs have been created yearly since 2016 due to expansion.99 The authors 

explained that the federal funding brought to Montana to support expansion has resulted in more than $270 

million in new income for Montanans each year.100 

Additionally, between 2015 and 2016, the Medicaid expansion workforce development program resulted 

in a 9% increase in non-disabled adults in the workforce and a 6% increase in adults with disabilities in the 

workforce. The committee noted that by offering low-income Montanans a path to Medicaid coverage 

based on income and not disability, people with disabilities can qualify for affordable coverage without 

leaving the workforce to meet the requirements.101
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Medicaid Expansion in Kentucky

The Bluegrass State was one of the first states in the South to expand Medicaid in 2014. 

As of December 2020, 612,700 Kentucky residents gained health insurance coverage 

through the expanded eligibility guidelines.102 Between 2013 and 2019 the percent of 

KENTUCKY SOUTH CAROLINA

Total Population 1,792,147 5,148,714

Population 50 – 64 370,367 (20.7%) 1,013,041 (19.7%)

Percent Below Poverty
Level Aged 35 - 64

14.9% 11.1%

Percent with a Disability 35 - 64 21.1% 14.7%

Source: Table S0101: Age and 
Sex, United States Census 
Bureau.

Kentucky and 
South Carolina Selected 
Demographics, 2019104

TABLE 5

uninsured individuals in Kentucky decreased from 14.3% to 6.4%.103 Kentucky is similar in the proportion of 

adults reaching retirement age and demographic composition to South Carolina, and the cultural climate is 

comparable to the Palmetto State. The pertinent demographic figures are illustrated in Table 5.

In the two years following expansion, the state saw a significant increase in the number of residents 

reporting access to a primary care provider and a significant decrease in the percentage of people 

reporting emergency department visits.105 Research suggests that these figures are associated with higher 

insurance rates and that reductions in avoidable emergency room visits may be associated with greater 

access to preventive care.106

Medicaid expansion in Kentucky has been credited with reducing the number of residents experiencing 

unmet medical needs due to cost as well as a decrease in the number of residents without a regular 

source of primary care.107 This figure is particularly relevant because, as mentioned in earlier sections, 

adults aged 50 to 64 are more likely to delay medical care due to cost compared to retired Americans 

regardless of need or medical complexity.108  

Data from the Behavioral Risk Factor Surveillance System (BRFSS) indicates that the number of low-

income Kentuckians with unmet medical needs due to cost decreased 40% between 2013 and 2014.109  

Addressing the burden of unmet medical needs is an important factor in improving health outcomes. The 

Center for Budget and Policy Priorities estimates that an excess of 700 Kentuckians between ages 55 and 

64 have been saved from premature death due to Medicaid expansion.110  

In addition to increasing access to care across the state, Medicaid expansion has also been associated with 

positive financial outcomes among the newly insured. Between 2012 and 2015, the number of adults 

reporting past-due medical debt decreased nearly 27% across Kentucky.111 Uncompensated care costs as a 

share of hospital budgets in Kentucky also decreased 64% between 2013 and 2017 – from 6.6% to 2.4%. 

This figure reflects an excess of $580 million dollars in savings across the state.112
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South Carolina

The burdens of chronic disease, uncompensated care costs, avoidable emergency room 

visits and substance use disorders have impacted states across the country. South Carolina 

has been similarly impacted by these factors, with chronic disease playing a substantial 

role in community and state health outcomes. Specifically; heart disease, cancer, chronic 

lower respiratory diseases, stroke, Alzheimer’s disease and diabetes have been among the 

ten leading causes of death among older adults in South Carolina since 2013.113
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Source: Clemons-Cope, 2019; Schwartz, 2019.
* Denotes an average of all states in each category

beneficiaries than non-expansion 

states.120 The specific figures are 

illustrated in Graph D.

Behavioral Health

In 2020, 23,361 South Carolinians between the ages of 45 and 64 were served by the state mental health 

authority. This figure represents 23.4% of services provided that year, which is on par with the national 

average.114 However, this number does not include individuals with behavioral health disorders who are 

unable to access care. Prior to the pandemic, nearly a fifth of South Carolinians reported living with a 

diagnosable mental, behavioral or emotional disorder, and 4.7% of South Carolinians reported suffering 

from a serious mental illness such as schizophrenia.115 Many practitioners and researchers anticipate an 

increase in behavioral health disorders following the coronavirus pandemic.116

The National Alliance on Mental Illness (NAMI) explains that Medicaid is a lifeline for individuals suffering 

from behavioral health disorders. They report that states that have expanded Medicaid witness greater 

improvements in access to mental health services and medications compared to nonexpansion states.117 

In the states that have expanded Medicaid, the number of low-income adults with an unmet need for 

substance use disorder treatment decreased approximately 18% following expansion.118

States that have expanded Medicaid report increased access to MAT for opioid use disorder, including 

buprenorphine and Suboxone, which are pharmacological treatments for addiction that used in conjunction 

with counseling are FDA-approved to help facilitate recovery.119 On average, Medicaid expansion states 

report higher rates of buprenorphine medicated treatment prescriptions (BMT) per 1,000 Medicaid 

Prescriptions for Buprenorphine Medicated Treatment per 
1,000 Medicaid Beneficiaries by Expansion Status, 2018121,122 

Nationally, individuals suffering from 

behavioral health disorders living in states 

that have expanded Medicaid reported 

improved mental health following their 

states expansion.123 In fact, providing 

access to behavioral health care has been 

shown to be a cost-effective opportunity 

to improve quality of life and decrease 

health expenditures associated with 

self-harm, anxiety and suicidal ideation 

among all age groups.124



12    |   South Carolina Institute of Medicine & Public Health

SOUTH

CAROLINA

0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

NORTH

CAROLINA

GEORGIA UNITED

STATES

17.5%

26.1%

3.5%
2.9%

14.6%

23.0%

24.5%

23.9%

15.2%

3.6%

16.2%

4.0%

GRAPH E

18-44 44-64 65+

Source: Americas Health Rankings, 2020.

The suicide rate among adults reaching retirement age is consistently higher than that of younger adults. 

Across the country, women aged 45 to 64 have the highest rates of suicide compared to women of any other 

age and the rate has risen significantly since 1999.125 Men aged 45 to 64 have the second highest rate of suicide 

compared to other age groups, eclipsed only by men aged 75 and older.126 This figure has also increased 

significantly since 1999. The Pan American Health Association estimates that the number of older adults with a 

mental illness is expected to double by 2030.127

Diabetes

Pre-pandemic statistics estimate that 17.5% of South Carolinians aged 45 to 64 have been diagnosed with 

diabetes, giving the state a national ranking of 45 out of 50. That figure is significantly higher than the national 

prevalence of 14.6% for adults aged 45 to 64.128 The graph below illustrates diabetes prevalence by age in 

South Carolina, North Carolina, Georgia and the United States.

Diabetes Prevalence by Age and State, 2019129

Research shows that diabetes prevalence increases as income decreases, indicating that policies addressing 

individual poverty and access to health care can result in significant improvements in diabetes incidence.130 

In South Carolina, nearly 25% of adults with an annual income less than $25,000 have been diagnosed with 

diabetes – a rate significantly higher than the 9.5% of South Carolinians making $75,000 or more annually 

who have been diagnosed with diabetes.131

In a recent article published by the American Diabetes Association, researchers found that Medicaid expansion 

results in significant improvements in self-reported diabetes management.132 A separate study published in the 

American Journal of Preventative Medicine found that, as of 2021, Medicaid expansion has resulted in an increase 

in the ability of enrollees to afford a physician, an increase in provider foot examinations and an increase in 

self-foot examinations.133 These indicators are important components of more effectively managing the health 

of South Carolinians suffering from peripheral neuropathy or diabetic foot ulcerations.134 
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GRAPH F

Source: Americas Health Rankings, 2020.

Peripheral neuropathy may also be referred to as diabetic peripheral neuropathy and, if left unmanaged, is 

the leading cause of end stage renal disease.135 Luckily, interrupting the progression of diabetic kidney disease 

through medicine and management is possible. However, this requires continuity in care and access to 

medication. As a result, uninsured adults with chronic diabetic kidney disease have a higher risk of progression 

to end stage renal disease than the insured.136 A recent study, released in June 2021, reported that Medicaid 

expansion is associated with an initial reduction in diabetic kidney failure among American adults.137

Heart Disease

Heart disease is the leading cause of death among South Carolinians.138 The state is currently ranked 43 out of 

50 states in terms of prevalence of cardiovascular disease. In fact, 12.3% of South Carolinians aged 45 to 64 

have been diagnosed with heart disease, which is 2.7 percentage points higher than the national prevalence 

rate of cardiovascular disease.139,140 Marlboro County, Darlington County, Cherokee County, Lee County and 

Dillon County have the highest mortality rates attributed to heart disease among individuals aged 45 to 64 in 

the state.141 These data are illustrated in more detail in Appendix A. Graph F below illustrates the prevalence of 

heart disease by age in South Carolina, the surrounding states and the country as a whole.

Prevalence of Heart Disease by Age and State, 2019142

Like diabetes, heart disease is also negatively correlated to income. In 2019, 19.5% of South Carolinians

with an average annual income less than $25,000 reported a diagnosis of heart disease. This reveals a stark

disparity mediated by income because, as of 2019, only 6.2% of South Carolinians making more than $75,000

annually were diagnosed with heart disease.143 Expanding Medicaid to adults reaching retirement age presents

an opportunity to reduce health disparities according to a study presented at the 2020 American Heart

Association’s Quality of Care and Outcomes Research Scientific Sessions.144 The research found that Medicaid

expansion is correlated with a reduction in disparities in heart failure treatment and outcomes.145

Additionally, data extrapolated from 48 states immediately prior to and following the passage of the ACA 

illustrate that counties in states that have expanded Medicaid witnessed a smaller increase in cardiovascular 

mortality rates after expansion compared to counties in states that did not expand Medicaid.146  
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A separate study published in the Journal of the American Medical Association found that states that have 

expanded Medicaid witnessed a significant and immediate reduction in uninsured hospitalizations attributed 

to complications arising from heart disease.147 These results have positive implications for health outcomes and 

the burden of uncompensated care costs at both the county and state level.

Cancer

South Carolina has higher rates of new cancer cases annually among adults aged 50 and older compared 

to the United States as a whole – 1,372.9 compared to 1,351.4, respectively.148 Cancer incidence rises in 

tandem with age, establishing an elevated sense of urgency to provide access to cancer screenings for older 

adults. Across the United States, nearly a quarter of cancer diagnoses occurred among adults aged 55 to 

64 in 2020.149 Expanding access to health care and preventive services is one strategy that can mitigate the 

financial costs and burden of morbidity associated with treating cancer among older adults.150

Recently, data has begun to emerge indicating that Medicaid expansion is associated with decreased 

mortality for breast, lung and colorectal cancers.151,152,153,154 Researchers contend that this is likely due to earlier 

detection and response. The American Lung Association reports that the five-year lung cancer survival 

rate is 6% for individuals diagnosed at a later stage but increases to 60% for those who receive an early 

diagnosis.155 In states that have expanded Medicaid, cancer mortality has declined an average of 29%, nearly 

twice the decrease of 15.5% documented in South Carolina over the past decade.156,157

Early-Onset Alzheimer’s Disease

Early-onset Alzheimer’s disease is a progressive disease that affects adults aged 30 to 64.158 The diagnosis 

rate for early-onset Alzheimer’s in the United States has risen dramatically over the past decade and has 

more than doubled among adults aged 55 to 64 between 2013 and 2017.159 The 2020 South Carolina 

Alzheimer’s disease registry reports that more than 4,000 South Carolinians were diagnosed with early-

onset Alzheimer’s disease in 2016.160

Among other modifiable risk factors, a growing body of evidence suggests that hospitalizations among older 

adults increase the risk of developing Alzheimer’s disease or dementia through various complex pathways. 

The evidence suggests that decreasing the risk of cardiovascular disease through regular preventive health 

care, screenings and blood pressure management may also decrease the risk of dementia or Alzheimer’s 

disease.161 Protective factors such as managing hypertension and early detection and diagnosis are believed 

to have favorable impacts on both the financial and health outcomes associated with early-onset 

Alzheimer’s disease.162

  

Although many people with early-onset Alzheimer’s disease qualify for expedited disability coverage 

through the Social Security Administration’s Compassionate Allowances initiative and are therefore 

categorically eligible for Medicaid, expanding the program would allow low-income individuals to qualify 

and receive coverage without having to wait for their disability application to be approved.163 In addition, 

expanding eligibility to people experiencing poverty has been shown to decrease hospitalization and 

improve management of chronic cardiovascular disease, two of the modifiable risk factors reported by the 

Alzheimer’s Association.164,165,166
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Federal Coronavirus Recovery Funds and Medicaid Expansion:
Implications for South Carolina

The American Rescue Plan Act (ARPA) was enacted on March 11, 2021 

in response to the coronavirus pandemic. ARPA provides approximately 

$1.9 trillion dollars to states and individuals through funding and 

individual stimulus payments and includes several provisions related to 

Medicaid.167 These provisions include providing mandatory coverage for 

COVID-19 vaccinations and a temporary increase in the federal medical 

assistance percentages (FMAP) for non-expansion populations in states 

that choose to expand Medicaid after the bill was signed.168  

Medicaid is jointly funded by both the state and federal government and the federal governments’ share of 

the cost is referred to as the federal medical assistance percentage (FMAP). FMAP rates reflect the percent 

of state spending on qualifying Medicaid expenditures that is eligible for federal matching funds.169 Services 

for individuals covered by Medicaid under the non-expansion criteria receive a lower FMAP than services for 

individuals covered by the expanded Medicaid eligibility guidelines. 

Currently, services rendered to non-expansion populations in South Carolina are eligible for a 70.6% FMAP, 

which means that the federal government pays for 70.6% of the cost associated with qualified Medicaid 

services for non-expansion populations and the state is responsible for the remaining charges.170 The ACA 

requires that the federal government cover 90% of the costs of qualified Medicaid expenditures for individuals 

in expansion states who are insured by Medicaid under the expanded eligibility guidelines.171 The temporary 

FMAP increases offered in ARPA were included, in part, as an incentive for states that have not yet expanded 

Medicaid and would provide a 5% FMAP increase to reimburse states for qualifying Medicaid services provided 

to the non-expansion population after expansion.172 

This incentive aims to address health disparities by encouraging non-expansion states to eliminate the 

coverage gap while also providing additional financial support. Traditionally non-expansion populations such as 

children, seniors, people with disabilities and adults who are covered by Medicaid under the current eligibility 

guidelines account for the highest proportion of Medicaid spending. The 5% additional FMAP for the non-

expansion populations would address a proportion of this cost for two years.173 The ARPA provisions would also 

ensure that state investment in Medicaid expansion would be minimized by the influx of federal funds and, if 

South Carolina chose to expand Medicaid, the state would receive an estimated $790 million to $838 million 

in federal funds through the ARPA FMAP increase.174,175,176 

The additional federal funds could help mitigate the costs associated with providing coverage to a rapidly aging 

population. Between 2010 and 2019, the population of adults aged 50 to 64 in South Carolina grew 10.9% to 

1,013,041 and currently makes up 19.7% of the state’s population.177,178 In an article published in the American 

Journal of Preventative Medicine, researchers explain that nearly a third of adults reaching retirement age spend 

10% or more of their income on healthcare and the financial burden of health services is often higher among 

people who are already experiencing financial insecurity.179 

Research shows that providing access to preventive health services to low-income South Carolinians reaching 

retirement age through Medicaid expansion has the potential to decrease Medicare spending later in life as 

well as greatly reduce morbidity associated with chronic conditions such as, but not limited to, heart disease, 

diabetes and behavioral health disorders.
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Appendix A:

Heart Disease Mortality Rate per 100,000 among South Carolinians Ages 45 – 64
by County, 2017 – 2019180
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