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Throughout, we use the term “work reporting 
requirement” rather than “work requirement,” 
which is commonly used to refer to the policy 
that is the focus of this brief. As we discuss in 
this document, most Medicaid enrollees are 
working, attending school, caring for a loved one, 
or are seriously ill. The decision to implement 
a large-scale bureaucratic program to oversee 
monthly compliance of these types of policies 
will certainly lead to coverage loss simply due 
to confusion or bureaucratic red tape. These 
policies largely require enrollees to navigate a 
system to report what they are already doing, 
leading to our choice in terminology.

Close to 400,000 adults across Virginia now have access to comprehensive health coverage 
due to the state’s decision in 2018 to expand Medicaid. This marked an important step 
towards providing a health insurance option to families with low incomes throughout 
Virginia. However,the federal government could very well come to an agreement with 
state officials any day now that will lead to between 26,800 and 74,000 people losing 
health coverage in Virginia. The program, known as “Creating Opportunities for Medicaid 
Participants to Achieve Self-Sufficiency” (COMPASS), will negatively impact families with 
low incomes, especially those newly eligible for Medicaid. That is because, as part of  the 
program, the state will soon be able to take away health coverage from people who do not 
meet the state’s work reporting requirement, including those who get caught up in the red 
tape of  reporting their hours. 

The imposition of  a work reporting requirement, along with monthly premiums for some 
of  Virginia’s Medicaid expansion population, will cause substantial harm to the progress 
we have made.

Arkansas was the first state to impose a work reporting requirement for Medicaid, which 
resulted in over 18,000 people – 23% of  the population subject to the requirement – losing 
coverage in the span of  just seven months.1 The policy, while not being enforced currently 
due to a recent court decision against it, drew fierce national criticism as stories of  working 
individuals losing coverage as a result of  Arkansas’ work reporting requirement made 
national news.

A growing body of  evidence highlights the negative outcomes of  these policies, and 
Virginia lawmakers should seriously reconsider moving forward with COMPASS, and 
instead, consider alternatives that maintain coverage and expand work supports for families 
with low incomes. 
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Arkansas’ work reporting requirement is similar to Virginia’s in that both 
states will take coverage away from people for not meeting a minimum 
monthly threshold of 80 hours of work or qualifying activities such as 
community service, attending school, or searching for work. In addition, both 
states will take coverage away from people if they are unable to successfully 
report these activities or qualify for exemptions for three months. 

Arkansas’ Experience with Work Reporting Requirements: A Cautionary Tale

Finally, the Arkansas work reporting requirement did not lead to any notable 
increase in job attainment. Of the 18,164 people in Arkansas who lost 
coverage in 2018 for not reporting required activities on a monthly basis, 
only 1,981 had matches in the state’s New Hire Database.12 That means 
that for the more than 16,000 others who lost coverage, there is no 
evidence that they found new work. This is likely because they were already 
working. In fact, nationwide the majority of people between the ages of 19 
and 64 who are enrolled in Medicaid (and who are not dually enrolled in 
Medicare and do not receive Supplemental Security Income) are working, 
according to a Kaiser Family Foundation study.13

The work reporting requirement actually had little to no impact on 
employment rates, according to a New England Journal of Medicine 
study. The study shows that employment rates slightly declined for all 
populations studied including those who could be subject to a work 
reporting requirement in Arkansas.14 The employment rate went down 3.5 
percentage points for Arkansans 30 to 49 years of age who are eligible for 
Medicaid based on income while other comparison populations studied had 
decreases ranging from 2.9 to 5.7 percentage points. Mandating a work 
reporting requirement for Medicaid coverage does not help people maintain 
or secure employment.By the end of December 2018 – only 7 months after implementation – 

more than 18,000 people had lost health coverage through Arkansas’ 
Medicaid program – over 23% of the entire Medicaid expansion population 
subject to the requirement.8 It’s important to note that this all occurred to 
only a portion of Arkansas’ Medicaid population – enrollees aged 30 to 
49 earning at or below the federal poverty level – as part of a phase-in 
process.9 Even higher numbers of coverage loss would likely have occurred 
if it were not for a court decision that put a halt on the full implementation of 
a work reporting requirement in Arkansas. 

The majority of people who lost coverage in Arkansas are likely those who 
were meeting the hourly work requirement guidelines or should have been 
exempt. Almost half (44%) of people in Arkansas who could be subject 
to the policy – based on age and income – were unsure whether the 
requirement did or could apply to them, according to a study in the New 
England Journal of Medicine.10 The study also found that nearly 96% of 
the same population that could be subject to the policies appeared to be 
meeting the requirement or qualify for an exemption.11 Based on these 
findings, we would expect to see just 4% of the population lose coverage, 
instead losses were more than 5 times larger. 
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The Path to Expansion

At a political impasse regarding the state 
budget in June 2018, lawmakers who were 
initially resistant to expand health coverage 
through Medicaid agreed to move forward 
only if  there was a work reporting 
requirement that accompanied it. As a 
result, corresponding language was added 
to the biennial budget as part of  a deal to 
expand Medicaid.

Virginia first submitted an amendment to 
the state’s Medicaid plan to expand health 
coverage for adults with income up to 
138% of  the federal poverty level (roughly 
$29,400 for a family of  three) within the 
allowable guidelines of  the Affordable 
Care Act (ACA). The Centers for Medicare 
& Medicaid (CMS) approved this request 
within the required decision window of  
90 days, with coverage to begin on January 
1, 2019. At the same time, state budget 
language instructed the Department of  
Medical Assistance and Services (DMAS) 
to apply for an 1115 waiver to impose 
a work reporting requirement – which 
cannot be done through a state plan 
amendment – and monthly premiums on 
some of  the state’s Medicaid population.

An 1115 waiver allows states to receive 
federal funds for experimental programs 
that are likely to “assist in promoting the 
objectives of  [the Medicaid program].”2 
In 2017, the Trump Administration issued 
new criteria by which it would evaluate 
whether 1115 waiver applications meet this 
statutory requirement. In January 2018, the 
Trump Administration took a step further, 
and issued unprecedented guidance that 
would allow states to impose a work 
reporting requirement as a condition of  
Medicaid coverage.

Before CMS could consider Virginia’s 
1115 waiver, the ACA required a public 
comment period at both the state and 
federal level – roughly 1,700 and 1,800 
public comments were submitted, 
respectively. The overwhelming majority 

of  these comments raised concerns about 
creating additional barriers to health 
care and the coverage loss that would 
occur because of  the work reporting 
requirement.

Success So Far

Virginia’s Medicaid expansion has had 
encouraging results. Over 320,000 adults 
have enrolled in Medicaid in the first 11 
months of  enrollment for those newly 
eligible, from November 1, 2018 through 
the end of  September 2019.3 Many of  
these newly covered individuals were 
enrolled through strong initial outreach 
tactics. In addition to high public demand 
for health coverage, methods such as 
automatically enrolling or expediting 
the enrollment of  certain people, such 
as parents of  children already enrolled 
in Medicaid, by DMAS and outreach by 
partner organizations are credited with this 
success. 

Not only has enrollment been strong, but 
research has shown that the use of  health 
services by the expansion population is 
strong as well. As of  September 6, 2019, 
more than 256,900 expansion enrollees 
had visited a health care provider, filled 
a prescription, or accessed some other 
health care service.4 Strong enrollment and 
high utilization make it clear: Medicaid 
expansion is working, and meeting the 
demand for high-quality, comprehensive 
health coverage for individuals and 
families across Virginia. Expanded access 
to coverage has also increased the ability 
to diagnose and manage long-term 
illnesses. Many new enrollees have chronic 
diseases for which they can now access 
treatment, including 32,000 enrollees 
with hypertension, 20,000 enrollees with 
diabetes, 18,000 enrollees with a substance 
use disorder, 30,000 with a serious mental 
illness, and 3,300 enrollees with cancer.5

Without enrollment data broken out by 
race, it remains to be seen how expansion 
is affecting communities of  color. 

However, new national evidence shows 
that access to Medicaid, and Medicaid 
expansion in particular, can improve 
racial disparities in the care of  cancer 
patients, for example. Black patients 
diagnosed with advanced cancer before 
the ACA were 4.8 percentage points less 
likely to start treatment within 30 days 
of  being diagnosed. Now, in states that 
have expanded Medicaid, Black adults 
are accessing early treatment at nearly the 
same rate as their white counterparts.6

Women have greatly benefited from 
expansion. As of  late September 2019, 
59% of  all expansion enrollees have been 
identified as female.7 This coverage is 
especially important for Black mothers, 
who are at higher risk of  death during and 
after childbirth. With a statewide focus 
on closing maternal mortality disparities 
for Black mothers by 2025, Medicaid 
expansion could be a great asset in this 
initiative as more women will receive 
ongoing care prior to and after pregnancy. 

Prior to expansion, pregnant women up to 
205% of  the federal poverty level (FPL) 
were only eligible for Medicaid coverage 
from pregnancy to two months after the 
end of  pregnancy. Thanks to expansion, 
many new mothers will continue to 
have access to coverage even after their 
two-month postpartum coverage ends. 
Furthermore, DMAS and the Department 
of  Social Services have implemented 
an expedited enrollment process for 
expecting mothers applying for Medicaid, 
which will result in more women receiving 
access to health care sooner.

What We Stand To Lose

Instituting a work reporting requirement 
threatens the success of  Virginia’s 
expansion of  Medicaid. Initial estimates 
from the state’s 1115 waiver application 
suggest that around 22,750 people stand 
to lose16 coverage due to implementing 
a work reporting requirement with 
additional coverage loss for roughly 
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Virginia’s COMPASS Program: A Misguided Solution

Virginia is in advanced negotiations with CMS to implement what the state is calling the “Creating 
Opportunities for Medicaid Participants to Achieve Self-Sufficiency” (COMPASS) program. COMPASS 
will require some people enrolled in Medicaid between the ages of 19 and 64 to eventually 
work, volunteer, or engage in other work related activities for 80 hours each month. The program 
also requires enrollees over 100% of the federal poverty limit ($12,490 for an individual) to 
make monthly premium payments of either $5 or $10 based on income.22 People can apply for 
exemptions to avoid being subject to the work reporting requirement, including being the primary 
caregiver to a child under age 19, being medically frail, individuals with serious mental illness, or 
those qualifying for a temporary hardship exemption.23

The reporting and exemption processes alone may be confusing and burdensome. As witnessed in 
Arkansas, these factors will inevitably lead to people losing coverage even if they are meeting the 
hourly work threshold or should otherwise be exempt from reporting.24 This coverage loss could lead 
to avoiding preventative care, relying on emergency room visits, and ultimately burdensome medical 
debt for families with low incomes. A work reporting requirement would jeopardize both the health 
and financial security of families across Virginia. 

According to the 1115 waiver application for COMPASS, if enrollees do not report the minimum 
hours required for any three months out of a 12-month period, they will have their health coverage 
suspended. Enrollees can also be suspended for failing to pay monthly premiums following a three-
month grace period. Suspended enrollees may be able to enroll again if they are able to demonstrate 
compliance for one month, qualify for an exemption, or once the 12-month period of the enrollee’s 
coverage ends.25 However, data from Arkansas indicates that once people lose coverage due to 
not meeting the work reporting or premium requirement, the overwhelming majority (89%) did not 
re-enroll once they became eligible again.26

While there are some positive components of the COMPASS program, including housing and job 
supports, the waiver makes clear that these “may be contingent on the appropriation of additional 
State funding by the State Legislature.”27 So far, lawmakers have been resistant to the idea of 
appropriating additional state dollars for the COMPASS program and some have suggested the 
program should continue even without new employment supports. This suggests a strong likelihood 
that supportive features of the program will be under-resourced or not resourced at all.

4,100 people due to not paying monthly 
premiums.17 That is a projected 8.5% loss 
of  coverage in the first year and beyond 
for the expansion population.18

Virginia’s original estimate is extremely 
conservative, because it is based on 
calculations made prior to any state 
having implemented a work reporting 
requirement to access health coverage 
through Medicaid. According to the waiver 
application, Virginia’s estimates mostly 
relied on state calculations from February 
2018,19 yet Arkansas did not begin 

implementing its requirement until later 
that year, in June 2018. Incorporating the 
real world experience of  Arkansas is a vital 
step toward understanding the full impact 
that a work reporting requirement would 
have on people in Virginia.

Virginia’s work reporting requirement 
shares many high-level similarities with 
Arkansas’, including an 80-hour monthly 
threshold and a three-month window 
before suspension of  coverage. Given 
these factors, approximately 74,000 adults 
in Virginia could lose coverage if  Virginia 

has a similar experience to Arkansas, 
in which 23% of  the target population 
lost coverage.20 Even this high estimate 
could be conservative because it does not 
consider coverage loss due to monthly 
premiums and only considers coverage 
loss to people who gained coverage 
through expansion. 

It appears that Arkansas’ experience is not 
an anomaly. New Hampshire recently put 
a halt to its work reporting requirement – 
one of  the strictest proposed – after just 
one month, upon learning that nearly 40% 
of  the state’s total Medicaid expansion 
population was on track to lose coverage.21 
So far, all experiences show that the policy 
is fundamentally broken and cannot be 
executed without thousands of  people 
losing access to health coverage.

There is an increasingly likely scenario that 
the state of  Virginia will have to pay tens 
of  millions of  dollars to implement the 
program, essentially using state funds to 
kick individuals off  of  health coverage. 
Recent reports suggest that Virginia state 
officials and CMS are at an impasse over 
federal funding for employment supports. 
Early estimates suggest that the state may 
need to allocate between $40 million and 
$80 million a year to execute the program 
to fidelity. Along with the state cost of  
implementing the program, increasing 
the number of  uninsured people in the 
state would increase indigent care costs 
throughout the state. That money could 
be better spent on a non-punitive work 
support program that could assist families 
without the fear of  coverage loss being 
held over them. Regardless of  funding 
structure, work reporting requirement 
policies are fundamentally flawed and can 
not be executed without serious harm 
done to families with low incomes.

While it is difficult to say with certainty 
the exact impact a monthly work reporting 
requirement would have on coverage loss 
in Virginia, it is clear from not only the 
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state’s own estimate but also from other 
states’ experiences, that tens of  thousands 
will likely lose health insurance coverage in 
Virginia.

A Work Reporting Requirement 
Impacts Real People

People who receive health coverage 
through Medicaid already face many 
barriers to employment. These barriers 
can include lack of  educational attainment, 
lack of  access to job opportunities 
and resources to find jobs, and greater 
incidence of  physical and mental health 
concerns. Adults enrolled in Medicaid and 
likely to be subject to a work reporting 
requirement were more likely than those 
who were exempt and those who were 
privately insured to report multiple chronic 
health conditions, lack of  household 
internet access, and limited transportation 
access, according to a 2019 study by the 
Urban Institute.28 These barriers may be 
the reason that, while most nonexempt 
enrollees (61.6%) worked during the 
year prior to the study, fewer than 1 in 6 
worked at least 20 hours per week for all 
or nearly all weeks. Issues related to the 
labor market or nature of  employment 
(e.g., difficulty finding work, restricted 
work schedules) and health issues were 
the most common reasons nonexempt 
enrollees reported for not working more. 
These factors may be particularly true for 
people living in rural areas of  Virginia 
where reliable cell phone and internet 
coverage can be difficult to come by.

Although we do not have Medicaid 
expansion enrollment numbers broken 
out by race, we can assume that Black and 
Latinx communities in particular will be 
harmed by these policies. Due to historical 
and present-day factors such as systemic 
racism, educational inequities, and barriers 
to generational wealth, Black and Latinx 
individuals in Virginia are overrepresented 
in poverty and, therefore, more likely 
to be eligible for programs such as 

Medicaid. As a result, this group may 
be more likely to be subjected to a work 
reporting requirement.29 Coverage loss 
in communities of  color due to a work 
reporting requirement will increase current 
inequities in health care access, coverage, 
and outcomes.

These systemic barriers to work cannot 
be addressed without well-funded and 
thoughtful approaches to supporting 
Virginia’s families with low incomes – 
and health coverage without additional 
barriers is critical to that support. Having 
health coverage has been found to bolster 
employment. A University of  Michigan 
study (conducted prior to Michigan 
receiving approval to implement a work 
reporting requirement) found that 69% 
of  enrollees reported doing better at their 
job due to Medicaid’s health coverage, and 
55% of  enrollees who were out of  work 
at the time of  the survey reported that 
Medicaid coverage made it easier to search 
for employment.30 Taking away coverage 
from individuals who are underemployed 
or meeting the hourly threshold during 
a given month, but may have difficulty 
reporting their hours, can make it much 
more difficult for individuals to prosper. 

An Opportunity...

Despite the advanced negotiations with 
CMS regarding the COMPASS program, 
lawmakers should consider the following 
opportunities in the upcoming legislative 
session:

• End the work reporting 
requirement. There is still an 
opportunity to do away with the work 
reporting requirement completely 
through budget or legislative action. 
Members of  Virginia’s legislature could 
consider removing the budget language 
requiring Virginia to implement a work 
reporting requirement for Medicaid 
enrollees. Michigan’s 1115 waiver to 
impose work reporting requirements 
– which has already been approved by 
CMS – includes specific instructions 
on how the state can terminate its 
work reporting requirement. Virginia 
would not be the first state to not 
move forward with a work reporting 
requirement despite advanced 
negotiations with CMS. For example, 
Maine rejected the terms of  its work 
requirement waiver, and is therefore 
not implementing it. In a letter to 

See appendix for detailed estimates of coverage loss by locality
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CMS announcing the decision, the 
governor noted that, “Maine believes 
that providing appropriate education 
opportunities and vocational training 
along with critical health care, is the 
most effective way to lift people out of  
poverty.”31 

• Expand employment supports. If  
the intention of  Virginia’s legislature 
is to help connect individuals with low 
incomes to employment, there are ways 
to design a program to be non-punitive 
and, instead, invest more in job and 
education supports. Behavioral science 
research finds that such programs 
can empower and support families 
during hard times by providing well-
funded supports without the risk of  
losing crucial health coverage. This is 
particularly important for people who 
may work seasonally or in the “gig” 
economy without set hours. Hiring 
and positioning program staff  to be 
a supportive ally instead of  a punitive 
figure is not possible if  health coverage 
is contingent on meeting a certain 
threshold for work.

Any work support that is provided should 
be easily accessible, especially for people 
of  color, with targeted outreach provided 
by program staff. False narratives or 
stereotypes about individuals who receive 
assistance can be a deterrent to accessing 
these supports and are further complicated 
by other cultural narratives, specifically 
racism. Communities of  color may 
have experiences with federal and state 
programming, such as previous application 
denial or fear of  the federal public charge 
regulations, that may deter them from 
pursuing these supports. Thus a thoughtful 
program design sensitive to these 
experiences could increase enrollment, use 
of  supports, and positive outcomes.

Other states are recognizing the harm 
that monthly work reporting can have. In 
Montana and New Hampshire, lawmakers 

instituted guardrails that give the state a 
chance to review and evaluate the impact 
work reporting requirements are having 
on coverage. Through legislation, Montana 
lawmakers declared that if  more than 5% 
of  those currently enrolled in Medicaid 
lose coverage due to the work requirement, 
an audit will be conducted to consider 
how the work reporting requirement is 
being implemented. In New Hampshire, 
state law allows the Medicaid agency to 
suspend its work reporting requirement if  
the state had “the inability to communicate 
verbally and in writing and directly counsel 
all members who are mandatory for the 
requirement and not already exempted.”32 
In July, New Hampshire’s Medicaid agency 
suspended its requirement, a month before 
nearly 20,000 beneficiaries would have 
lost coverage. Despite its various outreach 
activities, New Hampshire’s Medicaid 
agency failed to reach 20,000 out of  the 
50,000 people potentially subject to the 
work reporting requirement.

Still, these are attempts to lessen the 
impact of  what has been proven to be bad 
public policy. Virginia deserves a proactive 
solution to ending the threat of  these 
policies.

A Better Path Forward

Despite the ongoing setbacks for the 
implementation of  work reporting 
requirements in court, Virginia is currently 
moving forward with its own iteration. 
Virginia’s work reporting requirement 
will likely result in anywhere from 26,800 
people to 74,000 people losing coverage, if  
we have an experience similar to Arkansas. 
The research and findings from other 
states makes clear that work reporting 
requirements have fundamental flaws 
that cannot be fixed, and will not result 
in increased employment opportunities. 
The purpose of  the Medicaid program is 
to provide comprehensive health care to 
families and individuals with low incomes. 
A work reporting requirement runs 
counter to this goal, and this has been the 
basis of  court decisions which halted work 
reporting requirements in other states. 
State leaders should reject the imposition 
of  a work reporting requirement on 
people in Virginia’s Medicaid program. 
If  the state continues down the path of  
implementing the COMPASS program, the 
health – both mental and physical – and 
financial stability of  thousands of  families 
with low incomes in Virginia will be in 
greater jeopardy.

Virginia deserves a proactive 
solution to ending the threat of 
work reporting requirements.

Ongoing Legal Issues
 

Legal battles have halted the implementation of work reporting requirements in Kentucky, New Hampshire, 
and Arkansas. U.S. District Judge James E. Boasberg ruled that the approval of these work reporting 
requirement policies were “arbitrary and capricious,” with the federal government failing to adequately 
consider how people accessing health coverage through Medicaid would be impacted by these policies.33 

It appears that any state considering a work reporting requirement is likely to face litigation on the same 
grounds and with the same judge. This process would likely cost the taxpayers in order to litigate.
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Accomack  1,850  426 

Albemarle  2,532  582 

Alexandria  3,924  903 

Alleghany  780  179 

Amelia  599  138 

Amherst  1,533  353 

Appomattox  840  193 

Arlington  3,597  827 

Augusta  2,928  673 

Bath  200  46 

Bedford  2,871  660 

Bland  267  61 

Botetourt  820  189 

Bristol  1,449  333 

Brunswick  1,107  255 

Buchanan  1,935  445 

Buckingham  978  225 

Buena Vista  383  88 

Campbell  2,730  628 

Caroline  1,472  339 

Carroll  1,957  450 

Charles City  313  72 

Charlotte  708  163 

Charlottesville  1,765  406 

Chesapeake  8,828  2,030 

Chesterfield  11,410  2,624 

Clarke  326  75 

Colonial Heights  922  212 

Covington  393  90 

Craig  232  53 

Culpeper  1,957  450 

Cumberland  655  151 

Danville  4,120  948 

Dickenson  1,146  264 

Dinwiddie  1,411  325 

Emporia  502  115 

Essex  780  179 

Fairfax  21,324  4,905 

Fairfax City  486  112 

Falls Church  155  36 

Fauquier  1,731  398 

Floyd  871  200 

Fluvanna  841  193 

Franklin  2,495  574 

Locality

# of adults who 
gained coverage 

through Medicaid 
expansion

estimate of 
adults who 
could lose 
coverage

Appendix: Potential Loss of Coverage by Locality (based on Arkansas’ experience)

Norton  336  77 

Nottoway  971  223 

Orange  1,426  328 

Page  1,389  319 

Patrick  1,087  250 

Petersburg  3,149  724 

Pittsylvania  3,491  803 

Poquoson  231  53 

Portsmouth  7,268  1,672 

Powhatan  780  179 

Prince Edward  1,094  252 

Prince George  1,280  294 

Prince William  12,045  2,770 

Pulaski  2,025  466 

Radford  644  148 

Rappahannock  274  63 

Richmond  519  119 

Richmond City  15,378  3,537 

Roaknoke  3,379  777 

Roanoke City  6,666  1,533 

Rockbridge  1,103  254 

Rockingham  2,585  595 

Russell  2,012  463 

Salem  23  5 

Scott  1,372  316 

Shenandoah  1,864  429 

Smyth  2,409  554 

Southampton  946  218 

Spotsylvania  5,119  1,177 

Stafford  4,061  934 

Staunton  1,355  312 

Suffolk  3,777  869 

Surry  349  80 

Sussex  582  134 

Tazewell  3,148  724 

Virginia Beach  14,279  3,284 

Warren  1,706  392 

Washington  2,941  676 

Waynesboro  1,255  289 

Westmoreland  1,099  253 

Williamsburg  472  109 

Winchester  1,280  294 

Wise  2,889  664 

Wythe  1,967  452 

York  1,336  307 

Franklin City  675  155 

Frederick  2,609  600 

Fredericksburg  1,569  361 

Galax  604  139 

Giles  795  183 

Gloucester  1,730  398 

Goochland  686  158 

Grayson  1,023  235 

Greene  784  180 

Greensville  603  139 

Halifax  2,264  521 

Hampton  7,088  1,630 

Hanover  2,536  583 

Harrisonburg  1,935  445 

Henrico  12,698  2,921 

Henry  3,612  831 

Highland  114  26 

Hopewell  2,161  497 

Isle of Wight  1,338  308 

James City  1,957  450 

King and Queen  370  85 

King George  849  195 

King William  659  152 

Lancaster  516  119 

Lee  2,017  464 

Lexington  200  46 

Loudoun  5,466  1,257 

Louisa  1,666  383 

Lunenburg  681  157 

Lynchburg  4,252  978 

Madison  608  140 

Manassas City  1,208  278 

Manassas Park  452  104 

Martinsville  1,218  280 

Mathews  410  94 

Mecklenburg  1,625  374 

Middlesex  640  147 

Montgomery  2,706  622 

Nelson  733  169 

New Kent  513  118 

Newport News  10,698  2,461 

Norfolk  13,691  3,149 

Northampton  865  199 

Northumberland  646  149 

Locality

# of adults who 
gained coverage 

through Medicaid 
expansion

estimate of 
adults who 
could lose 
coverage Locality

# of adults who 
gained coverage 

through Medicaid 
expansion

estimate of 
adults who 
could lose 
coverage

Source: TCI analysis of Department of Medical Assistance Services Medicaid expansion enrollment data (as of 9/20/19); 
estimates based on applying 23% coverage loss as experienced in Arkansas
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