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INFORMATION REQUESTED DURING FEBRUARY 5-6 MEETINGS 
PHPG FOLLOW-UP

Requestor Information Requested Response

Governor’s Office
Anna Kim Methodology used in review of DHSS eligibility 

regulation crosswalk
The attorney conducting the review examined the crosswalk 
in its entirety and followed-up on a small number of items 
which appeared to merit further examination (this was the 
"spot review” mentioned in the report). No issues ultimately 
were identified, either from the comprehensive read-through 
or any of the follow-up activities.

Anna Kim Definition of "uninsured" used in reporting 
Alaska’s uninsured rate of 17.8 percent.

The structure of the CPS questionnaire elicits uninsured 
status for the entire preceding year. The percentage 
therefore is intended to represent the portion of the 
population that went without insurance for the entire year. (It 
is likely, however, that some people still respond based on 
their status at the time of the survey.)

House
Representatives Joule & 
Meyer

Table documenting fiscal impact of report 
recommendations

See Attachment 1, which contains estimates for the 
recommendations included in the PowerPoint® matrix

Representative Meyer Information on pi ’ mium and other cost- 
sharing requirements imposed on 
Medicaid/SCHIP beneficiaries in other states

See attached GAO report (Attachment 2). Medicaid and 
SCHIP: States' Premium and Cost Sharinq Requirements 
for Beneficiaries. The data is several years old, but still is an 
accurate depiction of cost sharing approaches across the 50 
states.
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r>Requestor Information Requested Response

Representative Crawford Information on strategies employed in other 
states to increase health insurance coverage, 
including through employer-sponsored 
insurance initiatives

See attached NASHP report (A ttachment 3), SCHIP Buv-ln 
Proarams. describinq initiatives in a number of states 
directed at children with incomes above SCHIP eligibility 
limits.

Also attached are summaries of four premium assistance 
programs mentioned in the PHPG report and operated 
under Medicaid waivers (Attachments 4a -  4d): 
Massachusetts Insurance Partnership; Oklahoma O-EPIC 
Program; Rhode Island Rite Share; and Vermont Catamount 
Health. Each program has a website with additional 
information. Oklahoma's, which is particularly well-designed, 
can be found at www.ok.oeoic.qov. Full disclosure: PHPG 
assisted in the development of the Oklahoma and Vermont 
initiatives and the original Rhode Island waiver program onto 
which Rite Share was later added.

PHPG February Meeting Follow-up ->
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Requestor Information Requested Response

Representative Hawker Information on nature of DD waitlist population The DD waitlist is comprised of persons eligible to receive 
waiver services, but who generally have not had a 
"triggering" event sufficient to result in enrollment upon the 
opening of a slot. Examples of triggering events (as 
discussed in the Februarv 2006 report. Ad Hoc Committee 
on the Developmental Disability Waitlist -
Recommendations for Chanae) include: an individual at 
imminent risk of substantial harm or significant regression; 
an individual living in an unsafe or unhealthy circumstance; 
an individual whose medical or behavioral needs are 
creating a hazard; an individual without supports who is at 
risk of involvement v/ith the Justice System; an individual at 
risk of institutionalization in a psychiatric hospital, nursing 
home or jail, who would be unable to live in the community 
without supports: and an individual living with a caregiver 
who is no longer able to continue in that capacity such as 
the death of a parent.

Representative Hawker Support for claim that “Bring the Kids Home" 
initiative is saving money

Basis for finding was the 2005 "Bring the Kids Home Annual 
Report", which stated that 2004-2005 RPTC expenditures 
grew by the smallest amount (5.5 percent) since 1998, 
concurrent with the first significant shift from out-of-state to 
in-state placements. The primary driver for savings in the 
BTKH model is reduced lengths-of-stay

Senate
Senator Davis Language fo ra resolution encouraging 

preventive care and early intervention
See Attachment 5, with proposed language.
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SUMMARY OF PHPG RECOMMENDATIONS FOR ALASKA MEDICAID

Program Area Recommendation Action Required \ ' t i t d f e  '(!& A I)),3

CAMA Program
• Convert to federally matched 
model under a Section 1115a 
Waiver

■ Federal approval
■ Possible statutory action (if 
covered populations/services 
change)

• Federal portion of $1.8 million budgeted
* Current FMAP is 57.58%, so savings would be 
$1,036,440 (this amount also could be invested into 
the program to cover more Alaskans)

Pharmaceutical Pricing ■ Differential pricing strategies, by 
location

• Regulatory amendments

• Dollar impact would depend on specific nature of 
tiered pricing policy (DHSS is researching this now)

• Every one percent reduction in expenditures would 
save about $1 million (state and federal)

Personal Care 
Attendant (PCA)/HCBS 

Waivers

• Comprehensive pre-admission 
screening

• Convert to waiver service
■ Target alternatives for individuals 
with Alzheimer's dementia

• Regulatory changes
■ Possible statutory action (if 
covered populations/services 
change)

• Federal approval

■ Intent of recommendation is to slow the rate of 
growth in long term care expenditures, including by 
converting PCA to a waiver service and offering 
less costly service settings for Alzheimer's patients 

• Every one percentage point reduction in the growth 
rate for LTC saves approximately $2.5 million 
(state and federal)

Nursing Facilities • Provider tax
• 6% tax allowed by Federal Lav/

• Statutory approval

• $2 million in new federal funds associated with 
Medicaid-funded days, assuming no upper payment 
limit restrictions on the tax (note -  tax also would be 
assessed on Medicare/private pay days for an 
unknown dollar impact)

Developmentally
Disabled

• Mandatory, uniform cost reporting 
tool

• Explore federal matching funds 
through waiver

• Regulatory Changes
• Federal approval

• $5 million in new federal funds if the entire 
unmatched amount is made matchable

• Additional savings from cost reporting requirements 
(not quantifiable)

"Bring the Kids Home"
• Reinvest savings in early 
intervention/community based 
services

• Evaluate options for enhanced 
community based services

• BTKH Annual Repoit for 2005 describes reduced 
RPTC growth rate concurrent with implementation 
of the initiative (and associated reduced lengths-of- 
stay). Long term dollar impact not quantifiable at 
this stage

. . . .  

Tribal Health

• Designate tribal system as 
managed care entity 
Construct tnbally-operaled 
nursing facility

■ Develop application for 
Section 1115a waiver 

• Develop detailed cost-benefit 
analysis

« $90-$100 million in new federal funds (amount in 
federal fiscal year 2005 would have been $93 
million)

PERM and MMIS 1) Legislative monitoring 1) Routine status reporting

• Intent of recommendation is to avoid federal 
disallowances (recoupments) associated with 
incorrect payments.

• Some savings may accrue as the result of reduced 
payment errors and improved utilization 
management functionality

Pacific Health Policy Group Feb07
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Highlights
Highlights of GAO-04-491, a report to 
congressional requoslors

MEDICAID AND SCHIP

States’ Premium and Cost Sharing 
Requirements for Beneficiaries

Why GAO Did This Study
Over 60 million low-incomc adults 
and children receive health 
insurance coverage through 
Medicaid and the State Children’s 
Health Insurance Program 
(SCHIP). Federal law allows states 
to require beneficiary 
contributions, such ;is premiums 
and cost sharing (coinsurance, 
copayments, and deductibles), for 
at least some Medicaid and SCHIP 
beneficiaries. GAO was asked to 
(1) identify and compare states’ 
Medicaid and SCHIP beneficiary 
contribution requirements for 
children, (2) identify states' 
Medicaid benefieimy contribution 
requirements for adults, and (2) 
determine the extent to which 
states' Medicaid and SCi IIP 
beneficiary contribution 
requirements have changed since 
2001.

GAO surveyed Medicaid and SCHIP 
program offices in the 60 .states and 
the District or Columbia about th« ir 
beneficiary contribution 
i equipments as of August 2003, 
including their requirements for 
specific population groups and for 
six selected services, such as 
inpatient hospital, physician 
services, and pit scription thugs 
For each population gtoup 
covered, states were asked to 
indicate the portion of the group 
charged beneficiary contributions 
by selecting “all," “ m o s t," “some," 
ttr “none." GA<) also interviewed 
officials of the Centers for 
Medicare A: Medicaid h’eivici s 
(CMS) legaiding the Medicaid and 
SCHIP statutory icquin mcnl.s for 
beneficiary contributions

www gao gov/cg)TMv'gotJpl?QAO 04-491

To vlnw the full product. including ttto tcup*i 
and rnu ttw lo toyy . tl>ck on Iho link riln.-o' 
fo r moM informai'on. contact K n ih ry n ll 
Ailon nt l?0?) 512-/1 HI

What GAO Found
GAO’s  survey found that children were more likely to be subject to 
beneficiary contributions, specifically premiums and cost sharing, in SCHIP 
than in Medicaid. Overall, 2(5 stales repotted charging premiums for a 
portion o f children —“some,’* “most," or "all"— in SCHIP, compared to 1) 
states in Medicaid. Twenty-five states charged cost sharing for some portion 
of children in SCHIP, compared to fi states for Medicaid. States used 
copayments as the primary form of cost sharing for children. Most slates 
that reported charging cost sharing applied copayment requirements lo the 
s ix  health rare  services.

Most states reported requiring beneficiary contributions from adults enrolled 
in Medicaid. Twenty-five slates charged premiums, generally charging 
portions of certain populations, such as adults with disabilities. ( )ver 10 
slates charged cost sharing to most, if not all, adults, including those with 
disabilities, noninstitutionaliKed elderly persons, and parents. Copayments 
were the predominate form of cost sharing. States most fr equently reported 
copayments for prescription drugs and physician services.

Slates with Copayments for Selected Services and Populations, os ot August 1, 2003
Number ol slate*

Physician Prescription
Population Inpatfcni hospital services drugs
Children
Medicaid 4 5 4

SCHIP 1? 21 22

McdlcoM adults
Progrvml women 2 2 2
Non fV.titut'CiMliml oWlui'y IB 25 35
Adult* with diMbililics 10 P0 .10

Pnom!* 10 22 31

V>r(« ii*n kVffM • * try* r#******

From the beginning of their 2H0| state fiscal years ihnmgh August 1,2<Ml3, if I 
st iles reported increasing and 10 states reported decreasing the amount of 
beneficiary contributions required in Medicaid, SCI III*, or both. For the 33 
st: tes that prov ided information on the amount of increases, premium 
increases t o  existing requirements tanged from >2 a month t o  $.311 a month 
< filler states added new premium icqiiirement.s, some of which vveroas 
much as several hundred dollars a mouth. In most instances, i< ported 
copayment increases were general!) limited to $6 or less.

( I A* > asked t M S officials to piovldc technical«otnmeiils on the statutory 
ami regulatory information on Medicaid and St llll* beneficial)' 
contributions, which were Incorporated as appropriate
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Washington, DC 20518
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March 31,2004

The Honorable John 1). Dingell 

Ranking Minority Member 
Commillee on Knergy and Conunerco 

I louse of Reiiresentatives

The Honorable Sherrod Brown 

Ranking Minority Member 
Subcommittee on Health 

Committee on Knergy and Commerce 
1 louse of Representatives

The Honorable Henry A. Waxman 

Ranking Minority Member 
Committee on Government. Reform 

House of Representatives

Over HO million Iow-income adults and children receive health insurance 

coverage largely through two federal-state programs—Medicaid and the 
State Children’s Health Insurance Urogram (SCIIIP). Medicaid generally 

covers Iow-income families and individuals who are aged or disabled, 

while SC IIIP provides health care coverage to children in families whose 
incomes, while low, are above Medicaid’s eligibility requirements. Health 

insurance often includes beneficiary contribution requirements of some 

type, which require the insured individual to pay some poniou of medical 

expenses. The most common types of beneficiary contribution 

requirements are premiums— a payment required for insurance coverage 

for a given period of time— and cost sharing— tin out-of-pocket payment 
for part of the cost of services used by a beneficiary. Medicaid and SCHIP 

limit the use of beneficiary contribution requirements. The Medicaid 
statute limits llit* amount of the premiums that can be charged and 

prohibits slates from instituting cost sharing provisions for certain 

categories of individuals, such as children under age IS and pregnant 

women. Hndei SCIIIP, federal law caps the amount of beneficiary 

contributions that can be charged for certain children and exempts 

preventive services for certain children from any cost sharing. States must 

seek authority from the federal government to waive these requirements to 

implement beneficiary contributions beyond Medicaid and SCIIIP limits.
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Opinions differ over the extent to which beneficiary contributions are 
appropriate and useful tools for managing health care utilization among 

Iow-income populations. Premiums are sometimes viewed :us promoting 

personal responsibility by having the beneficiary participate in the cost of 

coverage. Proponents of cost sharing believe that copayments can make 

individuals more price-conscious consumers of health care services, which 

may reduce the use of unnecessary services. Others believe that cost 
sharing requirements may limit service use, such as physician visits, 

causing individuals to defer necessary treatment, resulting in more severe 

conditions and potentially higher expenses. Concerns have been 
expressed that, as states seek to increase the use of beneficiary 

contributions for Medicaid, SCIIIP, or both programs, eligible individuals 

may reduce their program participation or use of services.

You asked us to ( I )  identify and compare states’ Medicaid and SCIIIP 

beneficiary contribution requirements for children, (2) identify states' 
Medicaid beneficiary contribution requirements for adults, and (3) 

determine the extent to which states’ Medicaid and SCIiIP  beneficiary 

contribution requirements have changed since 2001.

To identify the beneficiary contribution requirements in states’ Medicaid 

and S( 'HIP programs, we surveyed offices of each program in the 50 states 

and the District of Columbia.' Thu survey asked which beneficiary 
contribution requirements existed in the state as of August 1, 2003, the 

populations subject to each requirement, and changes made to the 

requirements since the beginning of the state’s 2001 fiscal year.1 For 

Medicaid, states were asked to report on requirements for nine population 
groups—children, children with special needs, pregnant women, 
individuals in nursing homes and institutions, noninstitutionalized elderly 

persons, adidts with disabilities, medically needy,1 parents, and any other 
populations defined by the state. We divided these categories into two

'Throughout this report, the term "states* refers to the 50 suites and I he District o f 

Columbia

T he time periods for stales' fisettl years were different: most used a fiscal year that began 
July I and others used eiilu i (hefoder.il fiscal year (Oct. I through Sept HO) or another 

llllle period.

Medically needy individuals are generally people who fall into one of the eligibility 
categories tluit are composed of luoad groups children, individuals with disabilities, or 
the elderly and who Incur medical expenses such that llicir income, less those expenses, 

makes them eligible for Medicaid.
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groups—children and adulls.4 For SCIIIP, states wore asked to report on 
requirements for children, children wil h special needs, and ;my other 

populations defined by the slate. For each population group covered, such 

as children or individuals in nursing homes, the state was asked to indicate 

(lie port ion of the group charged each of the four types of beneficiary 

contributions (premiums, copayments, coinsurance, and deductibles) by 
selecting “all," “most," “some," or “none." States were also asked to 

indicate if their Medicaid or SC IIIP  program did not cover a specific 

population. The survey asked states about their cost sharing requirements 

for six selected services (inpatient hospital, outpatient hospital, physician 

services, prescription drugs, noncmergency use of the emergency room 

(HR), and dental). In addition to their survey responses, states submitted 

documentation of t he amounts of their beneficiary contribution 

requirements. We corroborated survey responses wilh documentation 

provided by states and other available data on states’ Medicaid and SCIIIP 

programs. We also contacted officials from the Centers for Medicare &  

Medicaid Services (CMS), the agency within the Department of Health and 

Human Services (IIIIS ) that oversees states’ Medicaid and SCIIIP 
programs, regarding the Medicaid and SC IIIP  statutory requirements for 

beneficiary contributions. We performed our work from July 2003 through 

March 2001 in accordance with generally accepted government auditing 

standards.

RcSlllt’S i l l  Brief Our stale survey shower. t hat children were more likely to be subject to
beneficiary contributions, specifically premiums and cost sharing, in 
SCHIP than in Medicaid. Overall, 20 states reported charging premiums for 

some portion of children—cither “some," "most," or “all"— in SCHIP 

compared to 9 stales in Medicaid. Twenty-five slates charged cost sharing 

for some portion of children in SCIIIP, while (3 states had cost sharing 

requirements for some portion of children in Medicaid. States used 
copayments as the primary form of cost sharing for children. Most states 

that reported charging cost sharing applied copayment requirements to the 

six health care services that, we considered. The amount, of beneficiary 

contributions required for children varied on the basis of factors such as

*The adult imputation group run include both children and adults. For example, n child 
(aged 18 or younger) may be placed In a nursing home or Institution, lie pregnant, or he 
considered medically needy. However, since the majority of the Individuals in iIds group 

were likely to he over the age of 18, we categorized pregnant women, individuals in musing 
homes and Institutions, ami medically needy population groups as adults for puqmsos of 

our report
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family income. For example, two states’ Medicaid programs limited yearly 

premium amounts to a percentage of annual family income; SCI IIP 

copayments for most services in one state were $2 or $5 depending 011 
family income.

Nearly half of I he states reported assessing premiums for some adults 

enrolled in Medicaid and the majority of t lie states required cost sharing 

for some portion of adults, primarily in the form of copayments for 

services. Twenty-five states charged premiums, generally limiting the 
charges to portions of certain population groups, such as working adults 

with disabilities. Over 40 states charged cost sharing to most, if not all. 
adults, including adults with disabilities, noninslilulionalizcd elderly 

persons, and parents. Copayments were t lie predominate form of cost 

sharing. The services for which states most frequently required 

copayments were physician services and prescription dings. Copayment 
amounts varied depending on the service and I lie state. For example, 

across slates, copayments ranged from $.50 to $25 for physician services 

and prescription drugs.

Thirty-four stales reported increasing the amount of beneficiary 

contributions required in Medicaid, SCI III*, or both programs, while 10 
states reported decreasing such requirements during states’ fiscal years 

2001 through August 1, 2003. Amounts of beneficiary contributions for 

children increased in IS states—3 states in Medicaid, 12 states in SCI IIP, 

and 3 states in both programs—and increased for adults in Medicaid in 30 

states. The requirement most often increased was the copayment 

requirement, and the increases generally wen* targeted to 

noninstitutionali/.ed elderly persons, adults with disabilities, and parents. 

Across the 33slides that provided us information on the amount, of 

hem ficiary contribution increases, premium increases to existing 
requirements ranged from $2 a month to $30 a month. Other stales added 

new premium requirements, some of which were as much its several 
hundred dollars a month. Copayment Increases were generally limited to 

$5 or less; in a small number of instances, increases were higher. For the 
It) stales that decreased beneficiary contribution requirements during the 

time period we reviewed, 5 states decreased requirements for some 

portion of children in SCI III* and 5 stales decreased requirements for some 

portion of adults in Medicaid.

Officials in CMS provided technical comments on the statutory and 

regulatoiy information on Medicaid and S( 'IIII* beneficiary eonlribiilioii.s, 

which we incorporated as appropriate.
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Background Health insurance coverage often includes beneficiary contributions, which 

require an insured individual to pay some portion of medical expenses.
The medical expenses charged to an individual— particularly for certain 

types of beneficiary contributions—can vary depending on the amount and 

type of services used. The two most common forms of beneficiary 

contribution requirements— health insurance premiums and cost 
sharing— differ in the method and frequency with which they arc applied. 
Premiums are charged at regular intervals, such as monthly, and generally 

the same amount is charged each lime. In contrast, cost.sharing charges 

can vary depending on the amount and type of services used. There are 
three types of cost sharing arrangements: coinsurance, copayments, and 

deductibles (see table 1).

Table 1: Common Health Care Cost Sharing Arrangements

Type ot cost shating Definition
Coinsurance A percentage of the cost ot health care services, such as 

physician visits and prescriptions tilled.
Copayment A lixcd amount (or each service paid at the time of service. 

Examples include payments for each physician visit and for 
each prescription lilted.

Deductible An amount that must be paid by the insured belore the insurer 
will begin paying. For example, a covered individual with a S50 
deductible would have to pay tho first $50 ot health care 
charges, alter which tho insurer would begin paying.

Sou'CO: VortjJ N ntof, O'cgs Ito.i.’lft C*Jfo T>irrs Third Cc/nprcf>ens.va Cohon(St P iii, M.fW Tonga fteis, 1OT6)

Among Iow-income populations, approximately 10 percent of children and 

nondisabled adults bad at least one nonproven!ive physician visit during 

2000.'' Among these individuals, children averaged close to three 

nonpreventive physician visits per year, while nondisabled adults averaged 

fewer than five visits peryeai. Similarly, for individuals who filled at least 

one prescription, the average number of filled prescriptions ranged from 

approximately I per year for children to over 32 per year for adults wilh

The Medical Kxpcndituiv Panel Survey (M K P S ) provides national data on Individuals' 
annual utilization of medical services. NIKI’S, conducted by the Agency for Healthcare 
Research and Quality (At IRQ), consists of four surveys, Including t lie Household 
Component, which provides nationally representative data anti expenditures for the U.S. 

civilian iionlnstinilioimlizod population.
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disabilities.* (Sec app. I for more information on beneficiary service 

utilization.)

Medicaid

Federal Law  Governing 

Premiums in .Medicaid

Medicaid and SCIIIP generally limit Hie use of beneficiary contribution 
requirements. The following sections contain specific information about 

the programs and the federal laws pertaining to their use of beneficiary 

contributions.

Established in 1965, Medicaid is a joint, federal-state entitlement program 

that finances health care coverage for certain Iow-income families, 

children, pregnant women, and individuals who are aged or disabled. In 

fiscal year 2001, there were more than 46 million Medicaid enrol lees, over 

half of whom were children, and federal and state expenditures totaled 

$228 billion. Medicaid eligibility is based in part on family income and 
assets; states set their eligibility criteria within broad federal guidelines. 

Eligibility criteria for each state’s Medicaid program are outlined in a CMS- 

approved slate plan.

Medicaid allows stales to require certain beneficiaries to contribute to the 

cost of their coverage by charging premiums and requiring cost sharing.' 

The populations that can be required to make beneficiary contributions 
under federal law differ depending on the type of beneficiary 

contribution— premiums or cost t baring—and the law places limits on the 

amounts of the contributions states can require. Federal law generally bats 

states from requiring beneficiary contributions of certain populations, but 

exceptions do exist. Additionally, states may seek federal approval to 

waive certain provisions regarding beneficiary contributions.

States are prohibited from requiring premiums from certain Iow-income 

individuals within certain groups, including children, pregnant, women, 

individuals in families with dependent children, individuals with 

disabilities, and elderly persons, but exceptions exist.'' Specifically, in

' M K I’S  data showed that approximately 15 percent of Iow-income childien had a 
prescription filled during a year, compared to approximately 00 percent of disabled ndtiiW

’Soeial Security Act section l!)02(a)(M) {codified at tg l FS.C. t;j9fia(a)( II)).

‘Medicaid classifies certain individuals as categorically needy. Categorically needy prisons 

are those within certain eligibility categories, including persons who are disabled, elderly, 
pregnant, children, beneficiaries of cash assistance programs, and whose income and 

resources do not exceed -specified levels.

I'nge (I (•AO-Oi 'till Mi'ilinilil anil S t 'lllt ' lleiienciary Contribution1



Medicaid, tho law allows states to require premiums from certain 

populations, such as certain working individuals wilh disabilities and 

families.3 (See table 2 for examples of these exceptions.) Additionally, 

states are allowed t o charge premiums to medically needy individuals— 

generally, people who fall into one of the eligibility coverage groups 

indicated above, but who incur medical expenses such t hat their income, 

less these expenses, makes them eligible for Medicaid.10 If states require 

premiums for medically needy individuals, the regulations specify that the 

premiums be assessed on a sliding scale, from $1 to $19 per person per 

month, on (lie basis of their family’s total gross income.

Social Senility Ai t section lulti(codilicd at 12 W.S.C. IdttiJo),

'M edically needy coverage is also termed ".spend down" coverage; as of November 2002, .t(i 
states opted to cover Medicaid beneficiaries under tin medically needy or spend down 

rategoiy.
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Table 2: Examples of Exceptions to Prohibitions on Premiums in Medicaid, by 
Popui'ation Group

Population Exception
Children • Children under age 1 in families with incomes equal to or 

exceeding 150 percent of tho federal poverty level (FPL)* 
may be charged premiums at states' discretion.'' Premiums 
may not exceed 10 percent of family income that is abovo 
150 percent of the FPL.C

Pregnant women • Pregnant women whose incomes are equal to or exceed 
150 percent of tho FPL may be charged premiums at states' 
discretion." Premiums may not exceed 10 percent of thoir 
incomo that is abovo 150 percent of tho FPL.C

Individuals in families • Under "transitional Medicaid assistance," families moving
with dependent children from cash assistance to employment may maintain health 

insurance coverage under Medicaid lor up to 1 year.'* 
Premiums may be charged for the final 6 months of 
covorago for families abovo a certain level of income but 
may not exceed 3 percent of the family's average gross 
monthly earnings (less the average monthly costs for child 
care necessary to enable the caretaker relative to engage in 
employment).

individuals wilh • Under tho Balanced Budget Act ot 1997, states may cover
disabilities working individuals wilh disabilities who have family 

Incomes oxcecding 250 percent FPL and there is no limit to 
tho amount of premiums states can charqe.

• Under tho Ticket to Work and Work Incentives Improvement 
Act ot 1999 (Ticket to Work Act), states may require 
premiums ot up to 7.5 percent ot incomo from working 
individuals with disabilities whoso annual incomes do not 
exceed 450 percent ot the FPL.

S'.h;?C0 G A O  Aru'ytti i,l tiKitfJU t.iw, of M v f i  ilC4

‘In 2003, iho TPL (of an individual equator! to $0,980 pet year and $15,260 tor a family ot threo in Iho 
•18 contiguous statos and tho District ot Columbia

’Population group is covorcd under an oplicnal categorically needy group in statos that, ns ot 
Doccmbor 19,1989. had established, or passed legislation authorizing or appropriating funds for. a 
minimum incomo eligibility lovel (or Medicaid groalor than 133 percent ol tho FPL

II Iho minimum incomo eligibility level in tho slalo for tho optional categorically needy group exceeds 
150 porcenl ol iho FPL. premiums may not oxcood 10 percent ol iho family incomo that exceeds ihnl 
minimum.

Authorized by section 1925 ot Iho Social Security Act (codified at 42 U S C 139Cr-G (2000))

fog.* N CiAOO t - l ' l l Mnllc iti.l unit St'11 I f  lln u -rir l. iry (V in lrlliiitln im



Federal Law Governing Cosl. 
Sharing in Medicaid

• services furnished to individuals residing in a nursing home or other 
institution, who were required to spend most of their incomo for medical 
care;1*

• services furnished to individuals receiving hospice care;
• emergency services; and
• family planning services and supplies.

States may require nominal copayments, coinsurance, or deductibles 
within federal limits from other beneficiaries or for other services (see 

table 3). Beneficiaries may be charged only one type of cost sharing per 

service. Provider's may collect cost sharing amounts from beneficiaries 

and generally arc not to bo reimbursed by the state if they are 
unsuccessful in collecting cost sliming from beneficiaries. Providers 

generally may not deny services if beneficiaries are unable to pay cost 

sharing amounts.

Federal law prohibits stales from applying cosL sharing requirements for 
certain individuals and certain services. Specifically, cost sharing may not 

be charged for categorically and medically needy children under 18 years 

of age," and pregnant women, for services related to the pregnancy or to 

conditions that could complicate the pregnancy. Additionally, cost sharing 
may not be charged for (lie categorically and medically needy for

".Slates may require cost sharing fur individuals aged IS to dl even if iliey are considered 

children by the state.

''S lates may mil charge cost sharing on medical services furnished i<> a poison who is an 
inpatient in a hospital, long term care facility, or other medical institution if, as a condition 
of receiving those services, die person was required to spend almost all ofhis or her 

income in order to qualify for Medicaid. See Id CPU  117.f«.l(li)(.l) (dOtl.t).

1’iUte it t iA O  0 1 l i l t  M fillr id il mill S t  ' t i l l ' Iten eflt iiiry C on tribu tion *



Table 3: Medicaid Cost Sharing Limits

Type of cost 
sharing Limit*
Coinsurance Rates may not exceed 5 percent of the amount the state pays to 

Medicaid providers for the services for noninstitutional care or bo 
more than 50 pe-ccnt of tho Medicaid payment for the first day of 
institutional care per admission.

Copayment Amount is limited— from S0.50 to $3.00— for noninstitutional care 
and may be no more than 50 percent of the Medicaid payment for 
the lirst day cl institutional care per admission.

Deductible Amount is limited to $2.00 per family per month for each period of 
eligibility for noninstitutional care and to no more than 50 percent 
of tho Medicaid payment for the first day of institutional care per 
admission.

Source: G A O  analysis, os of Octoccr ?0Q3, Mod-coid r©flu:yjons.

‘States may sock authority from CMS to charges up to twico tho cost sharing limit (or nonomergoncy 
services delivered in a hospital ornergency rocm provided that the state can demonstrate that 
altornativo sources of nonemorgoncy, outpatient sorvicos aro available and accessible to 
boneficiarios. Sco Social Security Act sections 1016(a)(3) and 1916(b)(3) (codilied at '12 U.S.C. 
13960(a)(3) and (D)(3)).

section 1115 of the Social Security Act, the Secretary of Health and Human 
Services has broad authority to approve demonstration projects that ho 

determines are likely to promote Medicaid objectives.13 The Secretary may 

waive certain provisions of the statute if the Secretary finds it necessary 

for the performance of the experimental, pilot, or demonstration projects. 
Section 1115 waivers have been used to provide coverage to individuals 

not. normally eligible for Medicaid— or to expand coverage to those who 

are eligible under Medicaid but are not i eluded in the scope of the state’s 

plan. Beneficiary contribution requirements for individuals who become 
eligible for Medicaid through an 1115 waiver may be approved at the 

Secretary’s discretion, subject to some limitations. ('M S reviews stales’ 

proposed beneficiary contribution requirements for 1115 waivers its part 

of the waiver approval process and specifies any terms and conditions that 

a slate must adhere to as a condition of the waiver approval.

1 V o r purposes of this report, we will refer to demonstration projects approved under 

section 11 IT.tw 11 In  waiver programs
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According to CMS, because the provisions of Medicaid law related 10 
limitations on beneficiary contributions14 are applicable only to persons 

eligible under the state plan, specific waivers of the beneficiary 

contribution provisions are not always necessary. Waivers are necessary 

when states want to charge premiums or cost sharing amounts that are 
generally prohibited under federal law for individuals who are already 

covered under the state’s plan. As of February 2001, two states— Arkansas 
and Vermont— have received approval to charge individuals premiums and 

one state—Arizona— has received approval to charge individuals both 

premiums and cost sharing.

For other populations, specific waivers of requirements regarding 
beneficiary contributions are not necessary. In particular, states are 

permitted to charge beneficiary contributions in excess of what would 
otherwise be permitted for populations who, without a waiver, would not 

be eligible for coverage under the state’s Medicaid plan. For these 
populations, states are permitted to end coverage for beneficiaries who 

fail to pay premiums or deny sendees to those who fail to pay cost sharing. 
As of February 2001, of the 22 stales with statewide 1115 waivers, 21 states 

covered populations in their Medicaid program for which the Medicaid 
statutory provisions regarding limits on beneficiary contributions are not 

applicable.

SCIIIP In 1007, Congress established SCIIIP, which provides health care coverage

to Iow-income, uninsured children living in families whose incomes 
exceed the stales' eligibility limits for Medicaid. SC IIIP  covered over 5.8 

million children during fiscal year 2003,15 and federal and state 
expenditures were approximately $(5.1 billion. States have three options in 

designing SCHIP— expand their Medicaid program, develop a separate 

child health program that functions independently of Medicaid, or 

combine these t wo approaches.

't he approach that a slate* chooses affects its beneficiary coniribution 

policies. A state that uses its SC IIIP allocaiion to expand Medicaid must 

follow Medicaid rules- thus SC IIIP beneficiaries are subject to the slate’s 

Medicaid policies wilh regard to premiums and cost sharing. For a state

".See section ltilti oltlm  Social Security Act

1 This nuiiitier represents tin nnilupliratod count of all Ix’tuTidaiics ctirollcil at any time In 

fiscal year 200 ).
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wilh u separate SCHIP program, federal law limits the premium and cost 

sharing amounts it; may charge. States with a separate SCIIIP program are 
prohibited from requiring premium or cost sharing contributions together 

totaling more than 5 percent of family income.1® States with separate 
SCIIIP programs are also prohibited from charging any cost sharing on 

preventive services.17 In addition, for children in families with income at or 

below 150 percent of Hie FPL, there are specific limits on the amounts of 

premiums and cost sharing that, states may charge in a separate SCIIIP 

program (see table I). For these individuals, federal regulation also 

prohibits states from requiring more than one type of cost sharing charge 

on each service. Additionally, regardless of family income or a state’s 
SCHIP design, stat es are prohibited from charging premiums or cost 

sharing to American Indians or Alaska Natives."1

’’ lii IT ’lt 167.r>ti0 (200.1).

1 Regarding preventive service.*, regulations prohibit these states from charging
cost sharing for well hahy am! well child services, including routine physical examinations, 

associated laboratory tests, Immunl/alions, and routine preventive and diagnostic denial 

services. S e e 42 (,‘FR  I.W .K O (l!00J)

' * • 12  <TR ir.7.1 2 f>, If.TMr. (2IXM).
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Table 4: Federal Limits on Separate SCHIP Programs' Premium and Cost Sharng for Children in Families with Incomo at or 
Below 160 Percent of Iho Federal Poverty Level

Type of
beneficiary
contribution

Limits for children in families with income 
at or below 100 percent of the federal 
poverty level (FPL)

Limits for children in families with income from 101 to 150 
percent of the FPL

Premium • May not exceed the Medicaid premium 
schedulo for tho medically needy, which 
operates on a sliJing scale, with a maximum 
premium ot $ 19 per person per month.

• Limits aro tho same as thoso for families v.ith income at or 
below 100 percent of the FPL.

Coinsurance • May not exceed 5 percent ol tho stnto 
payment for non institutional services; and

• may not exceed 50 percent ol tho stato 
payment lor tho first day ef Institutional caro 
per aumlsslon.

• May not exceed 5 percent ot the stato payment (or 
noninstitutional services; and

• may not exceed 50 percent ol thn state's Medicaid (co lor- 
scrvico payment tor tho first day ot institulional care per 
admission.

Copayment • From 50.50 to $3 for nonnstituliondl 
services; and

• may not exceed 50 percent ot the stato 
payment (or Iho first day of institutional caro 
per admission.

• From $1 to $5 tor noninstitutional services provided under loo- 
for sorvico;

• may not oxceed $5 per visit for noninstitutional services 
provided under managed caro;

• may not oxceed 50 porcont of tho stain's Medicaid too for- 
service payment for tho first day of institutional care per 
admission;

• may not exceed $5 for hospital emoigoncy services; and
• may not oxceed StO for nonemnrgcncy services furnished in 
an emergency room.

Deductible • May not exceed $? per larmly per month per 
period of eligibility for noninstitutional 
services; and

• may not exceed 50 percent ol tho state 
payment for tho tlrst day of institutional caro 
per admission.

• May not exceed S3 per t,irmly per month per period cl eligibility 
for noninstitutional sorvicos; and

• may not exceed 50 porcont ot tho state's Medicaid fee for- 
service payment for tho first day ot institutional caro per 
admission.

Cewtt G A O 5 * . » » »' - • t M*‘tn.\*>i

Similar to Mnlicaid, to rn|uir<* premiums or cos t sliaritif! in Sl'lIIIMn'yoml 

wli.it is pi'rntissihlo iimlcr letlonil law, .states most seek waivers from flu* 
Serivtary of Health and Homan Services. In o.slabli siting St I III*, ( 'on^ re ss 
extended the applicability of section 11 |f> of the Social Security Act to 

St 'I III* “in the same manner- as it applies to.slides under Medicaid. 
According to t ‘MS. -ax slates with St'I III’ pi obtains that aie Medicaid 

expansions have received .section I I I -* u overs to rci|uhe beneficiaiy

’S.K-UI Sm in iy Art iMsiloti .!lUi(eH«)(A) (Viwliflwl at U U S < «*)(:'HA)U'l»*U)
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contributions that would be allowable in a separate SC IIIP program”  In 

some cases, 1115 waiver approvals have allowed states to increase cost 

sharing in their premium assistance programs— programs in which the 

state helps individuals gain access to available employer-based insurance 

by using SCIIIP funds to pay for part of an individual's share of the cost of 

coverage. Specifically, two states— Illinois and Oregon— have waivers to 

allow for increased cost sharing for children in such premium assistance 

programs.

In response to our survey, states reported that children were more likely 

to be subject to premiums and cost sharing m SCIIIP than in Medicaid. 

Overall, 26 slates charged premiums for some portion of children— 

"some," “most,” or "all" in SCIIIP, and 9 states charged premiums, through 
the use of 1115 waivers, for some portion of children in Medicaid. Twenty- 

five statos charged cost sharing for children in SC IIIP compared to six 

stativs for Medicaid. Most states that reported charging cost sharing 

applied copayment requirements to the six services we reviewed.*1 In 

addition, the amounts of beneficiary contributions required for children 

varied on the basis of factors such as family income.

Prem ium s

■ Thi’ m\ tii.it tci 1’ivi it Mviluit 11 irv waivers an* Atkanst*. Missouri, New Mevli n, 
t tliio , Itlio ile 1- !.iiwl, an il Wim o iiM ii As o f M u it I i -IMH, < *li)o li.n l lin t lll ip k 'l i le l lte il Its 
waiver.

4I< Mir sum *) ,iske<l xtab s about il ie lr ru s t s lianng iis ju iie n ie n ls fu r six seivu es In jia tie iit 
hosp ita l, o iitp . it irn t fiospua l, p tiy s ir la ii m rv ii es, presi option lim its , n iineriie rxen i y use o f 
the KK .am i ilen fa l

Twenty six states reported charging premiums for some portion of 

cliildien in SCIIIP, compared to 9 states for Medicaid: 5 slates charged 

premiums for some portion of children in both Medicaid and SCIIIP, 21 

states charged premiums for S( 'HIP children only, and 1 states charged 

premiums for Medicaid children only. (See table r>.)

Children Were More 
Likely to Be Subject 
to Beneficiary 
Contributions in 
SCHIP than in 
Medicaid

11 VO (II t i l l M .tllfA lil Aiul NCIIII* ll.-m lb Ur> ( ■ iiilr lt iu llo n
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Table 5: States’ Jse of Premiums for Children in Medicaid and SCHIP, as of 
August 1, 2003

Charge premiums In Number
Medicaid? SCHIP? of states States
No No 21 Alaska, Colorado, District ol Columbia, Idaho,

Kentucky, Louisiana, Mississippi, Montana, 
Nebraska, New Mexico, North Carolina, North 
Dakota. Ohio, Oklahoma, Oregon, Pennsylvania, 
South Carolina, South Dakota, Virginia, West 
Virginia, and Wyoming

No Yes 21 Alabama, California, Connecticut, Delaware, 
Florida, Georgia, Illinois, Indiana, Iowa, Kansas, 
Maine, Maryland, Michigan, Missouri, Nevada, 
Now Hampshire, New Jersey, New York, Texas, 
Utah, and Washington

Yos No 4 Arkansas,* Hawaii,* Minnesota,'and Tennessee*
Yes Yos 5 Arizona, Massachusetts, Rhode Island, Vermont, 

and Wisconsin

Scvi'tn G A O  % of I'VH iurvc, .ponin*

'Arkansas’s 111S waivor included premium charges for children who are rccoiving medical caro at 
homo that othorvnso would bo provided in an institution.

'Hawaii charged premiums for children in families with incomes abovo 200 percent ol Iho TPL, which 
in 2003 equaled to S20.CC0 pot year for on individual and $35,100 for a family of three

Minnesota allowed individuals Iho choice of pdnicipating in its 1115 waiver program, which includos 
premium charges, or its traditional Medicaid program, which does not include premium charges ter 
children

Tennesson did not have a SCHIP program

Although federal law generally prohibits slates from charging premiums 

for children in Medicaid, some states reported having received waivers 

from the Secretary of Health and Human Services granting them authority 

to do so. Of tin* nine states charging premiums for children in Medicaid, 

six slates required premiums for children included in their 1115 waiver 
populations only. For example, Uhode Island charged premiums only for 

children with incomes between 150 and li.r>0 pen t nt of the FPL, all of 

whom became Medicaid eligible through its 1115 waiver. The remain ng 

three stab's Arizona Arkansas, and Vermont also had 1115 waivers hut 
had received approval to waive provisions related to premium 

requirements. Thus, they were allowed to charge premiums for children.

Stales geneially are not allowed to charge premiums for children in their 
SITI III* Medicaid expansion programs, as these programs follow the law 

governing the Medicaid program. According to CMS, s i x  states have

I'agt* I 6 tiAO HI III I M cilicu lil H int S C I IU 'l l r n f r t rU o  io i i tH lm t lo iu



received SCIIIP 1115 waivers to require beneficiary contributions for 

children in their SCHIP Medicaid expansion programs. Three of those 

stales— Missouri, Rhode Island and Wisconsin— used their 1115 waiver to 

implement premiums for some portion of their SCIIIP beneficiaries. The 

remaining three states— Arkansas, New Mexico and Ohio— did not charge 

premiums for children in their SC IIIP  program.

Among states wilh premium requirements for children, SCIIIP programs 

often reported charging premiums for a larger proportion of their children 

than did Medicaid programs (see app. II). Ten of the 25 states charging 
premiums for children in SC IIIP  required them for all or most of their 

SC IIIP  children. In contrast, all nine of the states with premiums for 
children in Medic aid required litem for only some of the population.

The amount of premiums required for Medicaid and SCIIIP children varied 

across and within slates. (See app. Ill for the range in premiums for all 
stales.) Some stales reported varying premium amounts on the basis of 

beneficiaries’ family income, and some states reported capping the amount 
of premiums a beneficiary could be subject to iu a given year. (See table 

5.) The following arc examples of the variation in states' premium 

requirements.

• In Vermont, Medicaid premiums were assessed for eligible children in 
families with incomes above 185 percent of the FPL, and amounts varied 
from $25 to $85 a mouth depending on the family income.

• Medicaid programs iu Rhode' Island and Minnesota limited total yearly 
premium amounts to 1 percent and 7.5 percent of annual family income, 
respectively.

• In SCIIIP, monthly premiums in Washington were -$!0 per child, with a cap 
of $250 per family per year. In New York, monthly premiums for families 
with incomes between 133 and 185 percent of the FPL were •$!) per eligible 
child with a cap of $27 per family per month; families with incomes above 
185 were charged $15 per eligible child with a cap of $15 per family per 
month,

I'aSt* II) l> M l (I I l i l t M )'illra ltl an il S C I I I I ' l l i ’ iK 'd t <r> l in ilr lln it liM i



Table 6: States' Premium Charges for Children In Medicaid and SCHIP, as of 
August 1, 2003

Number of slates
Characteristic Medicaid SCIIIP
Statos charging premiums for children 9 26
Statos varying premiums by income 9 20
States capping premium charges 4 11

Soorcc. G A O  orvityS'S of sta?o wjrycy response*

Cost Sharing fti requiring cost sharing amounts, slates reported relying on copayments 

and generally did not. report using the other Lwo main types of cost sharing 

requirements— coinsurance and deductibles. Twenty-five states charged 

copayments for some portion of children in SCHIP, while six states 

charged copayments for some portion of children in Medicaid. (See table

7.) Wilh regard to coinsurance, three states charged coinsurance in 

Medicaid; Alaska and Missouri charged only children aged 18 or over, and 

Arkansas charged only children iu its 1115 waiver program. Additionally, 

four states charged coinsurance in SCIIIP (Alaska, Arkansas, Colorado, 
and Utah). None of the slates reported using deductibles as a form of cost 

sharing for children.

1'ittfi* 17 l i AO O l d  I Mi ilic itlil mill SC IIII’ lliM irlld itry ( ‘on lilliu ilim *
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Table 7: States' Use of Copayments for Children In Medicaid and SCHIP, as of
August 1, 2003

Charge copayments in Number
Medicaid? SCHIP? of states States
No No 24 District of Columbia, Georgia, Hawaii, Idaho,

Kansas, Louisiana, Maine, Maryland,' 
Massachusetts, Michigan, Minnesota, 
Nebraska, Nevada, New York, Ohio, Oregon, 
Oklahoma, Pennsylvania, Rhode Island, South 
Carolina, South Dakota, Vermont, Washington, 
and Wyoming

No Yos 21 Alabama, Arizona, California, Colorado, 
Connecticut, Florida, Illinois, Indiana, Iowa, 
Kentucky, Mississippi, Montana, New 
Hampshire, Nev/Jersoy, New Mexico, North 
Carolina, North Dakota, Texas, Utah, Virginia, 
and West Virginia

Yes No 2 Delaware” and Tennessee”

Yes Yes 4  Alaska, Arkansas, Missouri, ana Wisconsin

Scurco G A O  aru’ysa of a!a!e curve/ responses

Maryland did no! chargo copavmcnts to children in Medicaid. In SCHIP, Iho stale did not chargo 
copaymonls, but SCHIP bonoticiaries receiving coverage through Iho employer-sponsored insurance 
program may bo charged copaymonls by Ihoir hoallh plan.

'A lthough Delaware did not roquiro a copayment in SCHIP, Iho sta le did have a too tor inappropriate 
use o l Iho CH. In Medicaid, Delaware's only copay mont was let noncmorgency transportation
Tennossco did not have n SCHIP program.

While t'(’(lcr;il law prohibits stains from chaining cos' sharing for children 

in Medicaid tinder ago 18, some states require cost sh;uing to the extent it 

is permissible under Medicaid provisions or through an 1115 waiver. For 

iho six stales that charged copayments for some portion of Medicaid 

children, Alaska’s, Missouri’s, and Wisconsin's copayment requirements 

applied to children age IS or over, and Delaware reported charging 

copayments for noncmergoncy transportation, requirements that are 
permissible under federal law.*1 Arkansas charged copayments only to 

children in its stale's 1115 waiver population. Tennessee, whose entire 
Medicaid program operates under an 1115 waiver, charged copayments to 

children at or above the F P L

In Mcdimid, nonrmergoncy transportation can ho considered > utter a service or an 
administrative cost. Delaware treats noncnicrtfency lr.inspuil.itl m as an administrative 

cost and thus was allowed to charge a copayment for this servic *.
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Wilh regard to cost sharing in SCIIIP, six states obtained section 1115 

waivers that allowed them to require beneficiary contributions from 

children in their SCHIP Medicaid expansion programs.23 Four of the 

states— Arkansas, Missouri, New Mexico and Wisconsin— used their 1115 

waiver to implement copayments for some portion of their SCIIIP 

beneficiaries. The remaining two states— Ohio and Rhode Island— did not 

charge copayments for children in their SC IIIP  programs. Among states 
with copayment requirements for children, SC IIIP programs were more 

likely to charge a larger proportion of their populat ion compared to 

Medicaid (see app. IV).

Most states that reported charging cost sharing applied copayment, 

requirements to the six health care services t hat we considered. (See table

8.) In addition, the amount of cost sharing that states charged for the six 
selected scivices varied by service and state. For example, in the Texas 

SC IIIP program, copayments varied on the basis of family income, ranging 

from 82 to $10 per physician visit, and from $25 to $100 per inpatient 

hos Mlalization. Across slates with copayments for physician services, 
copayment amounts ranged from $ I per visit in Missouri’s Medicaid 

program and Wisconsin’s Medicaid and SCHIP programs to as high as $25 
per visit in Tennessee’s Medicaid program. (See app. V.)

" ’Section 2107(e)(2)(A) of th •.Social Security Act extends (he SVcretmy’s mithoriiy under 
seeiion 1115 to IlieSC H If’ st.'ilute.
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Table 8: States’ Use of Cost Sharing for Childrer for Six Sendees, by Program and Service, as of August 1, 2003

Number of states

Copayment Coinsurance
States using cost sharing 

for this service
Service Medics' ‘ SCHIP Medicaid SCHIP Medicaid SCHIP

Inpatient hospital 4 12 1 2 5 13*
Outpatient hospital 3 17 1 2 4 18’
Physician services 5 21 0 0 5 21
Prescription drugs 4 22 0 1 4 22*
Nonerr.ergency use ot the eme'gency room 4 21 1 1 5 22
Dental 4 14 1 2 4° 15*

Sourco: G A O  aoaVs:* of ftlafo survey raspons^s.

'U lah SCHIP cha igcd a copayment for children w ilh a family incomo ai or below 150% FPL and 
charged copayment or coinsurance for children in a family with a higher incomo lovel

'M issouri Medicaid charged a copayment or coinsurance, dopending on Iho denial service. 
Specifically. Iho slate charged a coinsuranco for donluros and charged a copayment for all other 
dental services.

Some .states varied cost shilling amounts fur children oil the basis of 

family income. For example, in Virginia, SCIIIP copayments for children in 

families with income from 1.23 percent, to below 150 percent of the FPI. 

were $2 per physician visit or per prescription and $o for these services for 
children in families with higher incomes. Of the six states that charged 

cost sharing for children in Medicaid, only Tennessee capped cost, sharing 
am Hints for children. In SCIIIP, seven states set specific caps for cost 

sharing amounts for a child in a given year. (See table!).) For example, 
SC IIIP  cost sharing was capped at $(>5(1 a year in Connecticut and $750 a 

year in West Virginia.

Table 9: States’ Use ot Cost Sharing Cltnrges for Children in Medicaid and SCHIP, 
as of August 1, 2003

Number ot stales
Characteristics Medicaid SCHIP
States charging cost sharing for children G 25
Statos varying cost sharing by incomo 1 14
Statos capping cost sharing charges 1 7

R3UICM O A O  * Ol »!«'#
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I None

For Adults in 
Medicaid, Nearly Half 
the States Assessed 
Premiums and a 
Majority Required 
Cost Sharing

Nearly half the states (25) reported assessing premiums for some adults 
enrolled in Medicaid, and a majority of the states 013) reported requiring 

cost sharing for some portion of adults, primarily in the form of 
copayments. Overall, -15 states required some portion of adults to share in 

tho cost of their care by charging premiums, cost sharing, or both. (See fig.

1.) Tiie states that required premiums generally did so on a limited basis, 
targeting port ions of particular population groups, such as certain adults 

with disabilities. In contrast, I lie states with cost sharing requirements for 
adults in Medicaid charged several population groups and a larger portion 

of each group.

Figure 1: States' Use of Premiums ar.d Cost Sharing for Adults in Medicaid, as of August 1, 2003
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Premiums Twenty-five states reported assessing premiums for some portion of their
adult Medicaid populations. States mainly charged premiums to adults 

with disabilities (2d states)5' and parents (9 states), but a few slates 
charged premiums to other adults, such as pregnant women (4 states) and 

noninstitutionalized elderly individuals (2 states). (See table 10.) (App. VI 

contains details on the portion of the popu.at.ions charged premiums in 

each stale.)

Table 10: States’ Use ot Premiums for Adults in Medicaid, by Population Group, as 
of August 1, 2003

Population*

Number of states charging all, 
most, or some of this population

All Most Some
Pregnant women 0 0 4
Individuals in nursing homes and institutions 0 0 0
Noninstitutionalized elderly 0 0 2
Adults with disabilities 0 0 23
Medically needy

ooo

Parents 0 1 6

fourco G A O  r el tlo'o turvcy

Note: In our survoy. statos wore asked to indicate what portion ot a specific population group was 
chacgod premiums by selecting “all." "most," "somo," or “none.''

T iv o  stales reported charging prem iums to other adult populations, such as chit .less adults.

(Jenerally, stales are not permitted to require certain individuals to pay 

premiums, including elderly persons, individuals with disabilities, and 

pregnant women. However, certain exceptions exist, for example:

* Four stales (Hawaii, Minnesota, Rhode island, and Vermont) reported
' , ‘r states' 111 f> waiver

‘in many cases, these states only charged working individuals with disabilities. In 200.'}, the 
follow ing s ta te s  provided Medicaid coverage to w o t  king individuals w Ith dlsahillfes: 
Alaska, Arizona, Arkansas, t ’alifoniia, ('onneeiieut, Illinois, Indiana, Iowa, Kansas, Maine, 

Massachusetts, Minnesota, Mississippi, Missouri, Nebraska, New Hampshire, New Jersey, 
New Mexico, Oregon, Pennsylvania, South ( ‘arollna, I'm ’ , Vermont, Washington,
Wisconsin, and Wyoming. See I t.S. General Aeeomiting Office, Mrdiraiil mut Tirkrt to 
Wuik: Stairs’ Hot It) tiljbrt.s to Cover Working Iiutivutual.s with Di.sabilitirs, ( !A ()  OJfWT 
(Washington, I June lit, 201 Kt) and Jennifer Hess and Kaien Trttz, Ticket to Work tout 
Work Iriccntleis Intpno rmcnt Act of 1909: Implementation Status (Washington, I ).< 

Congressional Research Service, June It, 20011).

P.IKC ti UAO OI Pit Meilim lil unit SCIIH’ llcm llr liiry Onilrilm tln ilH
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programs. Vermont, had a waiver of the specific Medicaid provision 
regarding premium requirements, v liilc I lie other three states charged 
pregnant women in their 1115 waiver programs. Hawaii, Rhode Island, and 
Vermont charged premiums only to pregnant women with incomes 
exceeding 185 percent of the FPL. In the fourth state, Minnesota, pregnant 
women with incomes at or below 275 peicent of the FPL could choose 
whether to enroll in the state’s regular Medicaid program or the state’s 
1115 waiver program. Only those enrolled in the 1115 waiver program 
were charged premiums, and failure lo pay the required premiums did not 
result in the women’s disenrollmcnt from the program.

• As allowed under federal law, states may charge premiums in Medicaid to 
ceitain individuals wilh disabilities, primarily those who are employed.
Foi example, Connecticut reported charging premiums to working 
individuals with disabilities with incomes above 200 percent of the FPL. 
The e individuals were required to pay a monthly premium equivalent to 
10 peiecnt of their income that exceeded 200 percent of the FPL, minus 
tho amount the individuals or their spouses paid for any other health 

insurance.

Premium amounts and requirements varied significantly across the 25 

states. For example, in Massachusetts, monthly piemiums ranged from $15 

for families with incomes at the poverty level to over $928 for families with 

incomes over 1,000 percent of the FPL. Maine charged premiums equal to 

percent of families’ net. incomes for eligible parents wilh incomes above 
150 percent of the FPL. (See app. VII for the income thresholds and ranges 

in amounts for premiums charged to adults in each slate.) Twelve states 

capped the amount of premiums that beneficiaries could be subject to in a 

given year. For example, premiums for working individuals with 

disabilities in Mississippi were capped at 5 percent of annual income, and 
iu Maine, premiums for some adults were capped at .'1 percent, of annual 

income. (See table 11.)

Table 11: States' Prem um Charges for Adults in Medicaid, as of August 1, 2003

Characteristic Number of slates
Statos charging premiums 25
Statos varying premiums by incomo 25
Statos capping premium charges 12’

*'<orf * G A O  A r u V 1** uf tfVft uirvtf i«t( O u u t

"Throe ol ihoso statos ropodod that premium chargo* wero capped tor soma hiinotirianos
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Cost Sharing Forty-three states reported requiring adult populations to share in t ho cost 

of their care by charging copayments, coinsurance, or deductibles. (See 

fig. 2.) All 43 states charged copayments for selected services to some 

portion of adults. Nine of these states n’so charged coinsurance to some 

portion of adults/ ' Two of the 13 states— South Carolina and Wisconsin—  
required a deductible for elderly individuals who received pharmacy— but 

no other— benefits from the states’ Medicaid program. For example, all 

participants in South Carolina’s Medicaid pharmacy program were 

required to pay a $500 deductible for prescription drugs.

I'he nine states arc Alaska, Arkansas, Florida, Minnesota, Missouri, Montana, South
I aknta, Utah, and Vermont.

t'.itp’ 2 1 tiAO 01 101 Mi'dlcnlil mid SCIHI1 llrn e flila r) Contribution*



Figure 2: States’ Use of Cost Sharing for Adults in Medicaid, as of August 1, 2003

f'oiosufflnco and copayment 

[ ' Z ll Ouductiblo and copayment 

Copayment cnly

I I N'oho

S\j»co fifl J  ot e  n o  i m v o y  m p e n s o c

Copayments were the predominate form of cost sharing for adults, with 

states most fretiiiently reporting copayments for adults with disabilities, 
nonius!itutionali/.ed elderly pt'rsons, and | ireuts. (See table 12 anti app. 

VIII.) Three states required copayments lor pregnant women (Delaware, 

Virginia, and Wisconsin) for services unrelated to the pregnancy.' While 

states generally tire prohibited from charging cost sharing, including 

copayments, for medical services foi individuals residing iu institutions,
I Vlawnre considers nonemcrgcm ms iortalion to he an administrative 

»st and thus was allowed to charge a $1 copayment.

Iicl.nv.ite charged a copayment for nonemergent y tiansportation and Wisconsin chained 

a eopnymenl for denial services. Virginia charged; copayment for inpatient hospital 
services, outpatient hospital services, physician sc vices, and prescription mugs when the 

services weie unrelated to the pregnancy.

I'nge 25 UAO OI l l l l Medicaid .mil SCIIII' Hem'fUlnry Conlrllin tlo iw



Table 12: States' Use of Copayments for Adults in Medicaid, as of August 1, 2003

Number of states and portion of 
population charged

Population* All Most Some
Pregnant women” t 0 2
Individuals in nursing homes and institutions” 1 0 0
Ncninstitutionalized elderly persons 21 8 11
Adults with disabilities 21 9 11

Medically needy 14 7 8

Parents 16 11 9

S o u’to. 3 A O  analysis of slate survey responso*

Note: In our survey, slates were asked to indicato what portion of tho population wero charged 
copaymonls by solecting “all," ’most,” "some," or "nono." Thoy woro also asked to dosignalo il a 
population was not covered by their slate's Medicaid program.

‘Ten stales reported charging copaymonls to other adult populations, such as childless adults.

'Threo states required copaymonls (or services unrelated to tho prognancy.

One slate charged individuals in institutions fcr nonemergoncy tianspodation

Tin* services for which Mates most frequently reported charging 
copayments were physician services and prescription drugs. (See table 

Id.) Copayment amounts varied depending on the sender’ and the state. 

Across states, copayments ranged from $.fi() to $25 for physician sendees 

and prescription dnigs. Across the services, most states that required 
copayments for inpatient, hospital services charged higher copayment 

amounts for this service compared to tho other five sendees. For example, 
Montana’s copayment requirement for inpatient hospital sendees was $100 

per stay, whereas its copayment requirements for the five remaining 
sendees we reviewed were $1 to $f>. (See app. IX  for details on the cost, 

sharing amounts, inc* “ , .. ‘s, for adults, by stale.)

I'rtKl! 2(1 (■AO,01-101 Medicaid and SC IIII' llcuc lli lary C iin trlh iilln iia
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Table 13: States’ Use of Copayments for Adults for Six Services, by Population Group, as of August 1, 2003

Number of states charging copayment

Population*
Inpatient Outpatient Physician Prescription Nonemergency 
hospital hospital services drugs use of the ER Dental

Pregnant women 2  2  2  2  0  1

Noninslitutionalized elderly 
persons 18 21 2 5  3 5  1 6  1 3

Adults with disabilities 19 2 2  2 6  3 6  1 6  1 4

Medically needy 11 1 3 1 6 2 5  8  9

Parents 16 1 9  2 2  3 1 1 2 1 4

Souico G A O  aruiy;i5 ol s lilo turvoy roopoosos

’No states required cc, ayments (or individuals in nutsing homes and institutions for any ol tho fix 
services; Ihus, this population is oxcluded from Iho table.

In live states, the amount of cosl. sharing charged varied by income for 

some portion of adults. For example, copayment amounts for physician 
services in Utah varied from S3 or So per visit depending on income. Six 

states reported placing a cap nit the amount of cost sharing an individual 

could be subject to in a given year. For example, in Pennsylvania cost 

sharing expenses were capped at $90 per beneficiary every 0 months, and 
iu Mew Mexico cost sharing amounts for working imlividuals with 

disabilities w ere capped at 3 to 5 percent a year depending on income.

From ilu> beginning of their 2001 state* fiscal years through August i, 2003, 
31 states reported increasing and 10 slates reported decreasing Iho amount 

of honofieiary contributions they required in Medicaid, SCIIIP, or both/1 

We considered states to have* increased beneficiary contribution 

requirements if they either raised the anion it of existing contributions or 

instituted new contribution requirements for certain populations or 

ser ices. For children, 13 stales increased the amount, of beneficiary 
i ontrilmlions required iu Motlit aid, SCIIIP, or both. For adults in 

Medicaid, 30 slates increased the amount of beneficiary contributions. For 

the states that provided us information on the amount of beneficiary

Tin- time periods for states’ fiscal yi us were different: most used a fiscal year that lie nan 
.(nly 1 and ml ei s used either the fcdeial fiscal year (Oct. I through Sept. U0) or another 

time period.

Th i rty-Foi i r States 
Increased and Ten 
States Decreased the 
Amount of 
Beneficially 
Contributions
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Eighteen States Increased 
and Five States Decreased 
beneficiary Contributions 
for Children

Premiums

contribution increases,”  premium increases to existing requirements 

ranged from $2 a month to $39 a month. Other states added new premium 
requirements, some of which were as much as several hundred dollars a 

month. In contrast, states primarily increased copayment requirements by 

$5 or less. For a small number of stales, however, copayment increases 
were more significant. New Hampshire SCHIP, for example, increased 

copayments for ER  visits from $25 to $50 per visit. While no states 

reported decreasing their beneficiary contribution requirements for 
children in Medicaid, five states decreased these requirements (premiums, 

cost sharing, or both) for some portion of children in SCIIIP, and five 

other states decreased cost sharing requirements for some portion of 

adults in Medicaid.

From the beginning of their 2001 state fiscal years through August 1, 2003, 

13 states reported increasing the amount of beneficiary contributions 

required for children in Medicaid, SCIIIP, or both. Bencficiaiy contribution 
i equirements were increased solely in Medicaid by 3 stal es, solely in 

SCHIP by 12 slates, and in both Medicaid and SCIIIP by 3 states. During 

the same period, 5 states decreased 'he amount of beneficiary 
contributions required for children, with all decreases occurring in stales’ 

f " I I IP  programs.

Of the 9 states charging premiums for children iu Medicaid, 5 reported 

inn nisos in premiums. Eleven of the 20 states charging premiums for 

children in SOI IIP also reported increased premium amounts. (See table 

M.) Some states increased existing premiums, while other slates added 

new premiums, asshowu in the following examples.

Vermont, increased its existing Medicaid monthly premiums by $5 or $9 per 
household depending on income; ' it increased its SCIIIP monthly 

premiums by $20 per household. ‘rt

TliiU.v throe of tho.'M states that increased hctiefloiary emit ril ml ions in Medicaid, S l 'I I I I ’ 
or Imit' provided us with inform it Urn on tin* .iinoinit of inn oases.

' 'in si mu* states, such as Vermont, premiums tire charged fora  household individuals 
living together in (lie .same house.

"In Vermont, monthly premiums for Medicaid h/Tcascd fi.tm $L’0 to $2.r> for children in 
households with income from IK-r> percent tlu< or gh 22,r> percent of die F I’I, and from 331to 

for children tu households with higher im.mu*. Iu SC IIII’, monthly premiums Itu teased 

liy SUO-from  $r>() to $70

I'ngo 2K taA tl't ll I ' l l Medicaid and SCIIII’ lle iic llrh iry ( 'outrilm llonx



• Premiums for newly covered populations of children were added in 
Arizona’s Medicaid program and Maryland’s SCIIIP program.31

Table 14: Changes in States' Premiums for Children in Medicaid and SCHIP, State 
Fiscal Year 2001 through August 1, 2003

Number of states
Premium changes Medicaid* SCHIP
States that increased 5

(Arizona, Arkansas. 
Massachusetts, Rhode 
Island, and Vermont)

11
(Florida, Georgia, Kansas, 
Massachusetts, Maryland, 
Missouri, New Jersey, New 

Hampshire, Rhode Island, Utah, 
and Vermont)

Stales that decreased 0 2
(Kansas and Utah)

States with no changes 3
(Hawaii, Minnesota, and 

Wisconsin)

15
(Alabama, Arizona, California, 
Connecticut, Delaware, Iowa, 

Illinois, Indiana, Maine, 
Michigan, Nevada, New York, 

Texas, Washington, and 
Wisconsin)

V r ' M K O l.AO . r . ' . y . i of Halo survey rospw .ca

‘Ono ol Iho ulntos charging premiums lor somo portion ol children in Medicaid, Tcnnossoo, did not 
report whether changos wo to mado to iho slato's promiern requirements.
While no states decreased their premiums for children in Medicaid, two 
states— Kansas and Utah— decreased SCIIIP premium amounts. For 

example, in February 2003, Kansas increased its monthly premium 
amounts by $20 or $30, depending on family income, and then decreased 
them by $lh or $15 dollars a few months later.

( ’osi shill ing Delaware was the only state of the f» stales charging copayments for
children in Medicaid that reported increasing copayment amounts, 
compared to G of the 25 slates charging copayments for children iu SC IIIP  

that reported increasing copayment amounts. (See table 15.) Delaware 

added a copayment iu Medicaid lor nonemcrgeiicy transportation services

’ 'Since slate .is, at year 2001, Atlzonn has implemented a program under the Ticket to Work 
Art that provides Medicaid coverage to certain working individuals with disabilities, 
including some children aged IS, Maryland implemented a separate SCI 111' program in Inly 
20(11, which raised the stale's SCIIII’ income eligibility level front 200 percent to 300 
percent of the KI'L both states’ new programs included a premium requirement.

1’iiKe git (.AO Ol t i l l M t'illru ld nml SCIIII' Ilcneftrlnry Contribution*



in 2002. As described in the following, of the six states that reported 

increasing SCIIIP copayment requirements, two increased existing 

copayments, and four botli increased existing copayments and added new 

copayment requirements.

• Missouri aim New Hampshire increased existing copayments. For 
example, New Hampshire increased copayments for nonemergency use of 
the KR from $25 per visit to $50 per visit and increased copayments for 
physician visits from $5 to $10.

• Kentucky, Texas, Utah, and West Virginia made multiple changes to their 
copayment requirements. For example, Utah added a copayment for 
dental services for children in families with incomes at or below 150 
percent of the FPL and increased copayment amounts for children in 
families with incomes above 150 percent of the FPL.

Table 15: Changes in States' Copayments for Children in Medicaid and SCHIP, State 
Fiscal Year 2001 through August 1, 2003

Copayment changes Medicaid* SCHIP
Statos that increased 1

(Delaware)
6

(Kentucky, Missouri. Now Hampshiro, 
Texas, Utah, and West Virginia)

Statos tha* decreased 0 4
(Colorado. Texas. Utah, and Virginia)

States with no changes 4
(Alaska. Arkansas, 

Missouri, Wisconsin)

17
(Alabama. Alaska, Arizona, Arkansas, 

California, Connecticut, Florida, 
Illinois, Indiana, Iowa, Mississippi, 

Montana, Now Jersey. Now Mexico, 
North Carolina, North Dakota, 

Wisconsin)

S.u'Cft GAO ars»V v» C* ry fMpQtVMI

'Ono ol iho slates charging copayments lor some portion ot children in Modicaid, tonnessoo. Uni not 
roport /.Mother changes z.uro nt.ldo to tho slato's co|. .lymont requirements

While no stales reported decreasing copayment amounts for children in 
Medicaid, four stales did so for S( I IIP. Colorado decreased the S( I IIP 

copayment for lumemergeucy use of the Fit from $5 to $;t, and Virginia 

decreased copayments for vision exams from $25 to cither $2 or $5, 

depending on family income. In addition to decreasing copayment 
amounts, the remaining two states, Texas and I tali, also increased 

copayments during tin* same period. Texas’ changes to copayments varied 

by service and family income For example, tlu* state decreased the 

copayment for generic prescription dings by $1 or $2 for certain St HIP 

beneficiaries, while increasing the copayment for brand name prescription 
drugs by between $.1 and $10 for these and othei beneficiaries. Copayment

ti.\f) 0 M i l l  Mr (hen I, I .nut St T ill1 hrilrfll'lnry Cunt r Unit hm%



Thirty States Increased 
and Five Stales Decreased 
Beneficiary Contributions 
for Adults

Premiums

increases for other services in Texas ranged from $3 to $50. Ulali 

decreased SCIHP copayment amounts for children in families with 
incomes at or below 150 percent of the FPL by $2 for physician services, 

inpatient and outpatient hospital services, and KR services. The state also 

increased copayments by $5 for physician and E li services, and $1 for 

certain prescription drugs for children in families with incomes above 150 

percent, of the FPL.

While none of Iho states changed coinsurance requirements for children in 

Medicaid,u one of the four states (Alaska, Arkansas, Colorado, and Utah) 

that, charged coinsurance in SC IIIP (Colorado) increased its coinsurance 

requirements.

Thirty states reported increasing the amount of beneficiary contributions 

charged to.some portion ol adults in Medicaid. Most oft *.se stales (21) 

increased copayment amounts; fewer states increiised ptcmiums (12) and 

coinsurance amounts (2). Five stales decreased beneficiary contribution 

requirements, specifically with respect to cost sharing.

From the beginning of their 2001 state fiscal years through August 1, 2003, 

12 states reported increasing premiums for some portion of adults iu 

Medicaid. Half of these state's increased the amount of existing premium 

requirements.''11 For example, Rhode* Island increased monthly premiums 
fre>m approximately 3 perm it e>f a family’s income te> approximately 1 

percent,"1 and Vermont increaseel premiums for certain working 

individuals with disabilities by $25 to $3(3 a month, depending on the 

individual's income and whether lie* e>r slu* had other insurance. The other 

half of these states added new premium requirements.1' For example, in 

January 2003, Arizona began covering working individuals with

The iltree Mates licit eliarged reinsurance to children In Medicaid were Alaska, Arkansas, 

and Missouri

t he six Males wcte Massachusetts, Mississippi, New Hampshire, • trefoil, Itliode Island, 
and Venn nut.

:ln Rhode Island, monthly premiums fur ectiain parents wilh Incomes from 1 percent 
iIiio iikIi lr>o pen cut of the i ’l 'l, increased from $ IT in $(i|. Monthly premiums for prcjii'aiit 

women inereased from $5T to 577 for those wilh inromes from 185 percent IhruiiithJQO 
percent of the Ft’!., and fiom 5.5.1 to $!•_’ for those with incomes at or above 200 percent of 

the IT I .

T he six states wen* Arizona, Illinois. Kansas, Minnesota, Missouri, and Washington

Pa it*' i l l (■All i l l tu t M i'ilirn lit ami SCUtt’ Hoiudlclm*)' ConlrPilUhui*



disabilities, requiring the new beneficiaries to pay monthly premiums of 

$15 or $25, depending on their income. In 2002, Washington added a 
premium for certain families covered under transitional Medicaid 

assistance.9* While a few states increased premiums for pregnant women, 

adults with disabilities, and parents, no states increased premiums for 

noninstitutionaJized elderly beneficiaries. (See table 1(3.) No states 

decreased premium amounts for adults during this period.

Table 16: States' Changes to Premiums 
2001 through August 1, 2003

for Adults in Medicaid, State Fiscal Year

Number of states

Population
Increased
premiums

Decreased
premiums

No
change

Pregnant women 2 0 2
Individuals In nursing homes and 
Institutions 0 0 0
Noninslitutionalized elderly 0 C 2
Adults with disabilities 10 0 13
Medically needy 0 0 0
Patents 3 0 G

Sou'C# G A O  anAtfM of HV.n y re:pcmrv

Cost Sharing With regard to cost sharing, 25 states reported increasing requirements for
some portion of Medicaid adults. Twenty-two of these states increased 

only copayment requirements, one slate increased only coinsurance 
requirements, and two stales increased a combination of cost sharing 

requirements/7 States' cost sharing increases were generally targeted to 
noninstilutionnlizcd elderly persons, adults with disabilities, parents and 

medically needy individuals. (See table 17.) Some states increased the 

amount of existing cost sharing requirements, while other states added 
cost sharing requirements for new services, as show n iu the following 

examples:

I'Ik1 premium was i>i|ii;il to I pcrivnt of income after deductim; certain child care
t'Xpi'llM’H.

For the two stall s iucn'aMng i harRos in more than mu* cost sliarSnu ctiiegoiy, one slate 
(Utah) increased Imth copayment anti coinsurance rcuuiicmcnls, while the other state 

(South t ’arolina) incrca.sed hotli copayment and deductible reiiulreitienls.

I’ace :t2 (SAO-OI 101 Meillca ltl and SC IIII ’ l l iw r t r la r y  Contribu tion '



• Both Nebraska and South Carolina increased prescription drug 
copayments by $1, and Utah increased copayments for drugs by $2.

• hi North Dakota, copayments for inpatient hospitalization increased from 
$50 to $75 per stay, and copayments for nonemergency visits to the Eli 
increased from $3 to $5 per visit.

• Washington implemented a $3 copayment; for nonemergency visits to the* 
E li in July 2002. while Oklahoma added $1 to $3 copayments for certain 
services, such as outpatient, hospital services.

Table 17: States’ Changes to Cost Sharing for Adults in Medicaid, State fisca l Year 2001 through August 1, 2003

Population

Number of states 
Copayment Coinsurance 

Increased Decreased No change Increased Decreased No change
Pregnant women 2 0 1 0 0 t
Individuals in nursing homes and 
institutions

r> 
j

OOOO

Noninstitutionalized elderly persons 24 4 15 2 1 *1
Adults with disabilities 24 4 16 2 1 4
Medically needy 17 4 11 2 1 2
Parents 21 3 14 2 1 4

Sojrco G A O  unatyvs of wjrvey re sp ite s

I luring this snnu* lime period, five sta tes  reported decreasing copayment, 
o r coinsurance requirem ents for portions o f their adult population. 
Specifically, Illinois, Indiana, Maryland, and M ontana decreased 
copaym ent am ounts for som e portion of adults. For example, hot li Illinois 
and Maryland eliminated their $ !  copaym ents for generic prescription 
drugs. "' Only Arkansas decreased coinsurance requirem ents for adults. In 
Novem ber 2001,1 In* sta te  decreased the coinsurance amount for inpatient 
hospitalization for most adults by 1 2  percent, from 2 2  percent, of the cost 
o f  the fust day o f hospitalization to  It) percen t.”

'.Maryland HimmaU'd (Is generic prescription <Ini>.* copayment in November 2002, and 
Illinois nindi* Itsi'hungi* in July 2(M).'I Modi states still required some pod ion of adults to pay 

copayments for brand name piesi Options,

' In Arkansas, the cost sharing requirements for working individuals with disabilities were 
different from tJto.se of other Meilieald adults. The state did not elmnge cost sharing 

rc<|iiircnu'iit.s for working individuals with disabilities during tin- period under review.
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Agency Comments We asked CMS officials to verify the technical accuracy of the statutory 

and regulatory information on Medicaid and SCIIIP beneficiary 

contributions presented in the background section of this report. These 

officials provided technical comments, which we have incorporated as 

appropriate. Because we did not evaluate CMS’s management of the 

Medicaid and SCHIP programs, we did not ask CMS to comment on other 

sections of this report.

As agreed with your offices, we plan no further distribution of this report 

until 30 days from its date of issue, unless you publicly announce its 

contents. At that lime, we will send copies of this report to the 

Administrator of the Centers for Medicare &  Medicaid Services. We will 

also make copies available to others upon request. In addition, the report 

will be available at no charge on the GAO Web site at http://www.gao.gov.

Please call me on (202) 512-7118 or Carolyn Yocom on (202) 512-4931 if 

you have questions about this report. Mqjor contributors to this report are 

listed iu appendix X.

Kathryn (J. Allen 
Director, Health Can*— Medicaid 

and Private Health insurance Issues
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Appendix I: Service Utilization Rates for Low- 
Income Individuals

The medical expenses charged to an individual—particularly for cost, 

sharing provisions— can vary depending on the amount and type of 

services used. The Medical Expenditure Panel Survey (M EPS) provides 

data on individuals’ annual utilization of medical services. MEPS, 

conducted by the Agency for Healthcare Research and Qualify (AI1RQ), 

consists of four surveys, including the Household Component, which 

provides nationally representative data and expenditures for the U.S. 

civilian noninstitutionalized population. The M EPS Household Component, 

is a survey of individuals regarding their demographic characteristics, 
health insurance coverage, and health care use. At the time of our analysis, 

the 2000 version r f the M EPS household component was the most recent 

version with all or die necessary data available.

To determine service utilization for low-income populations, we included 

individuals wilh incomes below 200 percent of the FPL.1 For this cohort, 

we analyzed data for the following five population groups: (1) children 

(defined as individuals under age 18), (2) pregnant women aged 18 and 
over, (3) elderly persons—individuals aged 65 and over, (4) adults aged 18 

to 64 with disabilities,2 and (5) nondisabled adults aged 18 to 64. For each 

of those population groups, we calculated the proportion of the population 

that used the following five services— (1) inpatient hospital, (2) outpatient 

hospital, (3) physician, (4) proscription drug, and (5) dental—at least once 

during the year (see table IS).3 For example, approximately 38 percent of 
children had a nonpreventive physician visit during the year, and almost 79 

percent of adults with disabilities visited the physician for nnnprevcntive 

care.

'in 2000, the FPL for an individual equated to SS.S&O per vonr and SI l,lf*U fora family of 
11 live in tlie IS contiguous states and die District, of Columbia.

MKPS defines individuals with disabilities as individuals who identified needing assistance 
with at least one activity of dally living (AI)L) or Instrumental activity of daily living (IADL). 
MKPS identifies API.s as basic physical activities such as bathing, dressing, or getting 
around the house and IADI.s as cognitive or social functions such as using the telephone, 
paying bills, taking medication!), preparing light meals, doing laundry, or going shopping. 
MKPS tiffets a relatively expansive definition of disability in that it does not distinguish the 
number of ADLsor lADI.s with which an individual may require assistance.

T’or physician services, we did not, include services provided by non physician 
ptacllltonors. We excluded orthodontia from our analysis of dental services, and 
imneinergency use of the emergency room became theie was no MKI’S category for these 
services.
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Appendix I: Service Utilir.n lion Rates for Low-
fncome Individuals

Table 18: Percentage of the Population Below 200 Percent of the FPL Who Used Selected Services during 2000

Services Children
Pregnant
women

Noninstitutionalized
elderly

Adults with 
disabilities

Nondisabled
adults

Inpatient hospital 
(discharges) 3.9 50.5 19.3 26.8 6.4

Outpatient hospital (visits) 4.8 29.5 27.2 28.1 9.2

Office-based physician visits
Nonp-eventive 38.1 60.5 68.7 78.7 39.7
Nonemergency 56.0 89.7 07.3 86.8 51.2

Prescription drugs 
(prescriptions filled) 44.8 83.2 89.4 96.0 54.2
Dental (visits)
Nonpreventive 4.6 11.9 14.2 13.1 9.2
Nonemergency 25.9 25.0 27.3 28.4 23.1

Source: GAO analysis cl AMRO's MEPS housuhold component, JOOO.

Noto: For each service, tho data represent tho percentage o l Iho population belo.v 200 percent of Iho 
FPL who used that particular service at least onco during tho year.

For the individuals in each population group who used  a service, we 
calculated their average utilization rates for each o f the selected  services, 
The utilization rates for each  service, displayed in table 19, represen t the 
average use am ong individuals w ho used that particular service a t least 
once during the year. Additionally, since federal law generally does not 
allow sla tes to  charge Medicaid co s t sharing for em ergency services, we 
calculated the utilization ra tes  for nencm crgeney physician and denial 
visits by excluding visits classified in MEPS as em ergencies. Similarly, 
since SCIIIP generally does not allow s ta tes  with separa te  SCIIIP 
program s to  require cost sharing for preventive m edical o r  dental visits, 
w e excluded certain  types o f visits we considered as preventive, such  as 
well-child exam s and dental visits for teetli cleaning.

I'ngo 30 (iAOO I IOl Medicaid and SCIIII’ llc i if l lr ia ry  ('ontrilniClom*



Appendix I: Service U lilizn liou Kates for Luw-
Incoinc individuals

Table 19: Average Utilization Rates for Individuals Below 200 Percent of the FPL Who Used Selected Services during 2000, by 
Population

Service Children
Pregnant
women

Noninstitutionalized
elderly

Adults wilh 
disabilities

Nondisabled
adults

Inpatient hospital (discharges) 1.18 1.17 1.43 1.86 1.26
Outpatient hospital (visits) 1.99 3.21 5.73 7.79 3.51
Ollice-based physician visits
Nonpreventive 2.94 6.58 5.39 8.42 4.55
Nonemergency 3.17 8.91 7.11 9.37 4.63

Prescription drugs (prescriptions filled) 4.22 15.68 25.71 32.69 11.85
Dental (visits)
Nonpreventive 1.58 2.31 2.26 2.62 2.73
Nonemergency 1.60 2.43 2.61 2.F8 2.28

Sourco GAO'S analysis or AlIRQ s M E P S  household compononl. 2000.

Note: For each sorvico, Iho data roproscnt tho average utilization o f individuals who used that 
particular sorvico at least onco during Iho year. For example, among the children who had at least 
one outpatient hospital visit during tho year, the average was 1.99 visits during tho year.
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Appendix II: Premium Requirements for 
Children in Medicaid and SCHIP, by State, as 
of August 1, 2003

ean

State

rtem ums charged (or nil children 

Premiums charged 'or most children 

j P'em urnr. charged for w o  children 

No premiums charged for children

Alabama Montana
Alaska Nebraska
Arizona 1 n Nevada
Arkansas 'PtY' New Hampshire .
California 151 Nev' Jersey
Colorado Q3 New Mexico
Connecticut Nov/ York
Delaware ■ North Carolina Cb‘i
District of Columbia North Dakota
Florida

—m Ohio
Georgia Oklahoma
Hawaii Oregon
Idaho Pennsylvania
Illinois ifu Rhode Island
Indiana •A . South Carolina
Iowa South Dakota
Kansas Tennessee :(gt nj]
Kentucky Texas Iu
Louisiana Utah ■itii
Maine Vermont TV ■
Maryland Virginia □
Massachusetts mi. Washington n
Michigan West Virginia
Minnesota s?f>; Wisconsin
Mississippi Wyoming
Missouri

Souico tiAO .inntyvs nf MaSj survey rctponsuQ

Nolo: In our survey, sla los were askod lo indicate what portion ol Iho population was charged 
premiums by selecting “all,” ''most,” “somu," or “nono."

‘S la lo only charged premiums lo somo portion ol children w ilh special noods,

'Stato did not charge premiums, but had an onrollmenl foe.

Tonnossco, which oporalos its ontiro Medicaid program under an 1115 wnivor, charged premiums for 
somo children in families with incomos at or abovo Iho FPL

Tennessee did nol havo a SCHIP program

'Toxas also had an enrollment loo.
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Appendix III: Premium Amounts for Children
in Medicaid and SCHIP, by State, as of
August 1, 2003

State

Lowest percentage of 
the FPL at which state 
charged premiums* Range of premium amounts" Unit charged0

Medicaid
Arizona 100 $15 or $25 Individual

Arkansas Varied4 $21 to $458* Family
Hawaii >200 $60 Individual

Massachusetts >150 $12 per child with $36 family maximum; or 
$15 to over $928; or 60% to 85% of full premium1

Individual and 
family

Minnesota 9 $4 to $300 per individual; $8 to $900 per family" Individual or family

Rhode Island 150 $61 to $92 Family

Tennessee 100 $20 to $550 for an individual; 
$40 to $1.375 for a family’

Individual or family

Vermont 185 $25 or $35 Household
Wisconsin >150 $30 to over S3601 Individual
SCHIP
Alabama >150 $50 annual premium per child with a $150 

family maximum
Individual and 
family

Arizona >150 $10 per child; $15 for more than 1 child Family
California >100* $4 or $9 Individual
Connecticut >235 $30 per child, with a $50 per family maximum Individual and 

family

Delaware 101 $10 or $25 Family
Florida <200 $20 Family

Georgia >100 $10 to $20 Household

Illinois 150 $15 to $30 Individual
Indiana >150 $11 to $25 Family

Iowa >150 S10 per child with a $20 family maximum Individual and 
family

Kansas 151 $10 or $15 Family
Maine >150 $5 to S20 for 1 child; $10 to $40 for 

more than 1 child
Individual or 
household

Maryland >185 $37 to $50 Family
Massachusetts >150 $12 per child with a $36 family maximum; or 

$15 to $35; or 60% of lull premium
Individual oi family

Michigan >150 $5 Family
Missouri 226 $59 to $225’ Family
Nevada 100 $10 to $50 Household
Now Hampshire 185 $25 to $100 Individual
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Appendix III : Premium Amounts fo r Children
in Medicaid and SCIIIP, by Stale, os o f
August 1, 2003

Stale

Lowest percentage of 
the FPL at which state 
charged premiums' Range of premium amounts” Unit charged"

New Jersey 200 $16.50 to $110 Family

New York 133 $9 or $15 per individual; $27 or $45 per family Individual or family
Rhode Island 150 $61 to $92 Family

Texas 151 $15 to $18 Family

Utah <150 $13 to $25 per quarter Family

Vermont >225 $70 Household
Wasninglon >200'" $10 per individual with $30 family maximum Individual or family

Wisconsin >150 $30 to $360* Family

Sourco: GAO analyses ot stale survey responses and documentation provided by states.

'In 2003, Iho FPL lor an individual equated lo $8,980 per year and $15,260 lor a family of Ihrco in Iho 
48 contiguous slates and Iho District of Columbia.

“Premiums were paid on a monthly basis unless otherwise noted.

'In Medicaid and SCHIP, statos dclormino premium charges for an individual, family unit, or 
household (individuals living in tho same house).

"Arkansas charged premiums to children in a family ol any size with an income abovo $25,000, Tho 
estimated equivalent percentage of FPL at which the slalo began charging children could have 
ranged Irom 120 percent for a family of fivn to 300 porcent based on a family sizo of 1.

*ln Arkansas, the highest premium amount, 3458 per month, would bo charged to a child from a 
family whoso incomo exceeded $200,000 per year.

'In Massachusetts, premiums of $928 or more per month would bo charged to a child from a family 
whoso incomo oxcoeded 1,000 percent ol tho FPL, which equated to approximately $153,000 per 
year for a family of Ihroo. Other individuals wilh other health insurance coverage can be charged a 
percentage of premiums in order to obtain supplemental coverago.

’In Minnesota, familios could chooso lo enroll their children in either tho state's regular Medicaid 
program or ils 1115 waivor program -  both of which covered children from familios with incomes up to 
275 porcent of tho FPL. Children In familios that chose to enroll in tho 1115 waivor program wore 
charged premiums regardless of their family incomo. Thus, familios with incomos less than 1 porcent 
of tho FPL could chooso lo pay premiums.

"In Minnesota, tho highest premium amount, S900 per family per month, would bo charged to a family 
whoso incomo was at least 275 percent ol tho FPL, which equates to approximately 342,000 per year 
(or a family of throo.

In Tennessee, tho highest premium amount, SI.375 per month, would bo charged to a family ol throo 
whoso incomo was at least COO percent of tho FPL. which equated to approximately $91,600 por 
year.

'In Wisconsin, monthly premiums ol $360 and r iovo would bo charged lo a child Irom a family whoso 
annual Incomo was at loasl $144,000.

‘Tho porccritago represents an oslimatod equivalent lor Iho monthly incomo figures that California 
provided based on one family rnembor In 2003.

In Missouri, iho highest premium amount, $225 per month, would bo charged lo a family ol six or 
moro whoso income oxceods $61,700 por year,

Tho percentage represents an ostimutod oquivalont lor tho monthly incomo figures that Washington 
provided tiasod on ono family mombor in 2003.
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Appendix IV: Copayment Requirements for 
Children in Medicaid and SCHIP, by State, as 
of August 1, 2003

| Copayments charged lor all children 

Copayments charged lor most children 

Copayments charged (or somo children 

No copayments charged lor ch ldren

Alabama f*Tj Montana — A"'
Alaska M Nebraska
Arizona Nevada
Arkansas H § New Hampshire
California New Jersey I ’ -’ l
Colorado m New Mexico
Connoclicut Nev/ York
Dolaware E 3 _ra Norlh Carolina
Dislricl of Columbia Norlh Dakota BH
Florida Ohio
Goorola Oklahoma
Hawaii Oregon
Idaho Pennsylvania
Illinois

r%~rrtWa, Rhode Island
Indiana i Soutli Carolina
Iowa South Dakota
Kansas Tennessee •■ I m
Kentucky try t Texas

■Louisiana Ulah
Maine Vermont
Maryland TdT Virginia
Massachusetts Washington
Michigan West Virginia
Minnesola Wisconsin §7*
Mississippi Wyoming
Missouri

Scnrcn GA*"J .n.Vyr •. c I 'tote > .irvey tDtptv.ws
Noto: In our survey, nlntos woro asked lo indicato what portion ol tho population was charged 
copaynionts by selecting "all," “most,” “somo," or "nono.”

"Arkansas charged copayments lo all children In ils 1115 waivor program, but did not chargo 
copayments lo other children.

’Delaware's only copayment, which tho slalo chargod lo all populations in ils Medicaid program, was 
for noncrnorgency transportation services.

'Although Delaware did not chargo copaymonls lo children in SCHIP, iho slalo did chargo a loo tor 
inappropriate uso ol the emergency room.
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Appendix IV: Copayment Requirements for
Cliildren in Medicaid and SCIIII1, by State, as
o f August 1, 2003

'Maryland’s SCHIP program did not chargo copaymonls, but SCHIP beneficiaries receiving coverage 
through Maryland's employer-sponsored insurance program may bo charged copaymonls by Ihoir 
hoallh plan.

’Tennessee, which operates ils entire Medicaid program under an 1115 waivor, charged copaymonls 
for somo children in families wilh incomes at or above the FPL.

'Tennessee did not have a SCHIP program.
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Appendix V: Cost Sharing Amounts for 
Children in Medicaid and SCHIP, by State, as 
of August 1, 2003

State
lnpatic.it
hospital*

Outpatient
hospital*

Physician
services*

Prescription
drugs"

Nonemergency use 
of emergency room* Dental services*

Medicaid
Alaska 550 per day 

(maximum of 
S200 per 
discharge)

5% of allowable 
charges

$3 S2 5% of allowable 
charges

NA

Arkansas 20% of the cost 
of the first day

$10 $10 $5 $10 $10

Delaware' NA NA NA NA NA NA
Missouri $10 $2 $1 d $1 o r$2 5% for dentures; 

$0.50 to $3 for 
other services

Tennessee $100 or $200 NA $5 to $25 $5 or $10 $25 or $50 $15 o r$25
Wisconsin $3 $3 $1 to $3 $0.50 or $1 $3 $0.50 to $3
SCHIP
Alabama $5 $5 $5 $1 o r$3 $5 $5
Arizona NA NA NA NA $5 NA
Alaska $50 per day 

(maximum of 
$200 per 

discharge)

5% of allowable 
charges

$3 $2 5% of allowable 
charges

NA

Arkansas 20% of the cost 
of the first day

$10 $10 $5 $10 $10

California NA $5 $5 $5 $5* $5 per service
Colorado NA $2 or $5 $2 or $5 $1 to $5 $3 or $15 coinsurance net 

to exceed $5 per 
non-routine 

service
Connecticut NA $5 $5 $3 to $6 $25 $5
Florida NA $3 $3 $3 $10 NA
Illinois $2 or $5 $2 or $5 $2 or $5 $2 to $5 $25 $2 or $5
Indiana NA NA NA $3 or $10 NA NA
Iowa NA NA NA NA $25 NA
Kentucky NA NA $2 $1 NA $2
Mississippi $5 $5 $5 NA $15 $5
Missouri NA $5 o r$10 $5 or S10 $9 $5 or$10 $5 or S10
Montana $25 $5 $3 $3 or $5 $5 NA
New Hampshire NA NA $10 $5 or $10 $50 NA
New Jersey NA $5 $5 o r$10 $1 to $10 $1 to $10 NA
Now Mexico $25 $5 $5 $2 $15 $5
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Appendix V: Cost Sharing Amounts lo r
Children in Medicaid anil SCIIIP, by State, as
o f August 1, 2003

Stale
Inpatient
hospital*

Outpatient
hospital*

Physician
services*

Prescription
drugs"

Nonemergency use 
of emergency room* Dental services’

North Carolina NA $5 $5 $6 $20 $5
North Dakota $50 NA NA $2 $5 NA
Texas $100 NA $10 $3 to $20 $3 to $50 NA
Utah $3 or 10% of 

allowable 
charges'

$3 or 10% of 
allowable 
charges'

$3 or $15' $1 to $5 or 50% 
of allowable 

charges'

$3 or $35' $3 or 20% of 
allowable 
charges'

Virginia $15 o r$25 $2 or $5 $2 or $5 $2 or $5 $10 o r$25 $5
West Virginia $25 $25 per 

procedure
$15 $5 to $15 $35 NA

Wisconsin $3 $3 $1 to $3 $0.50 to $1 $3 $0.50 to $3

Sourco: G A O  analysis of stato survey responses and documentation provided by states.

NA = Not applicable. Tho slalo did not chargo cosl sharing for Ihis service.

Nolo: This appendix rellocls cos! sharing amounts charged by slates for the portion ol tho Medicaid 
and SCHIP populations subject to cost sharing charges. Tho amount ol cosl sharing and tho services 
subject to cost sharing may vary within a stato by population. See Appendix IV for details on tho 
portion of children subject lo copayment requirements in Medicaid and SCHIP.

'Cost sharing amount is on a per visit or per admission basis unless otherwise noted.

'Cost sharing amount is on a por prescription basis unless otherwise noted.

Delaware charged a S1 copayment for noncmergoncy transportation.

'Missouri did not have a copayment for prescription daigs in Medicaid, but somo children woro 
charged a dispensing feo for prescriolions.

"California charged a $5 copayment for emergency services, which is waived if Iho beneficiary is 
hospitalized. However, tho stato did not cover nonomorgoncy services provided in tho emergency 
room.

'Utah SCHIP charged a copayment for children with a family incomo at or below 150 percent FPL and 
charged copayment or coinsurance for children in a family wilh a higher incomo level.
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Appendix VI: Premiums for Adult 
Populations in Medicaid, by State, as of 
August 1, 2003

State_________
Alaska_______
Arizona______
California_____
Connecticut
Hawaii*1______
Illinois________
Indiana_______
Iowa_________
Kansas_______
Maine0_______
Massachusetts 
Minnesota 
Mississippi
Missouri______
Nebraska 
New Hampshire
Oregon*1______
Pennsylvania 
Rhode Island 
Tennessee1
Ulan” _______
Vermont'______
Washington
Wisconsin____
Wyoming

S8S || Premiums charged lor all adulls 

I H H I p,slniums chargor! lor most nduUs 

Premiums charged lor coins adulls 

1 No premiums charged (or adulls

‘J r / i i l  c  G AO .in.Vyr.i'j o l 6ln lfl survey lev pen: 1:3

Notes: n our survey, slates woro asked lo indicalo what portion ol Iho population was charged 
premiums by selecting 'all," "most," "somo," or "none. " They wore also asked lo dosignalo il Modicaid 
did not cover a populalion in Iheir slalo.

Tho following stales did not chargo premiums lo any adulls in Modicaid: Alabama, Arkansas, 
Colorado, Dolawaro, District ol Columbia, Florida, Georgia, Idaho, Kentucky, Louisiana, Maryland, 
Michigan, Montana, Nevada, Now Jorsoy, Now Moxico, Now York, North Carolina, North Dakota, 
Ohio, Oklahoma, South Carolina, South Dakota, Toxas, Virginia, and West Virginia.
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Appendix VI: Premiums l'or Adult Populations
in Medicaid, by State, ns o f August 1, 2003

'This population includes working adulls wilh disabilities. Statos may require premiums from certain 
working adults with disabilities who recoivcd Medicaid coverage under Iho Balanced Budget Act of 
1997 or the Ticket to Work and Work Incentives Improvement Act of 1999.

“Population not covered in Iho slate’s Medicaid program.

‘Stale charged premiums lo all working individuals with disabilities, but did not chargo premiums to 
other adults with disabilities.

‘Slate charged premiums lo some portion of childless adults.

'Maine charged premiums lo individuals in tho slate's HIV/AIDS waiver program.

’Tennessee, which operates ils entire Medicaid program under an 1115 waiver, charged premiums lo 
somo adulls enrolled in Iho state's 1115 waiver program who had incomes at or abovo the poverty 
level,

’Not applicable: Tennessee did not report information based on Ihoso population groups.

“Utah charged an enrollment foe to all adults enrolled in tho stato’s primary care waiver program. 

Vermont charged premiums to some adults enrolled in the stale’s 1115 waiver program.
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Appendix VII: Premium Amounts for Adults 
in Medicaid, by State, as of August 1, 2003

Stale

Low est percentage of the 
F P L  at which stale 

charged premiums* R an ge  of premium am ounts” Unit charged

Alaska 100 Formula based on lamily incomo Individual
Arizona 100 $15 or $25 Individual

California c $20 to $250 for an individual; Individual or couple 
$30 to $375 for a couplo

Connecticut >200 10% of monthly incomo oxceeding Individual and spouso 
200% of iho FPt.

Hawaii • S30, $60, or amount varied’ Individual
Illinois >250 $6 to $100 Individual
Indiana 150 S48 to $107 for an individual; Individual or couple 

$65 to S251 lor a couplo
Iowa >150 S20to$201 Individual
Kansas 100 $55 to $152 for an individual; Individual or couplo 

$74 lo $205 for a couplo
Maine 150* $10 to $40; Individual or family 

3% of family incomo*
Massachusetts >100* $15 to over $928; Individual or family 

60 to 85°* of full premium'
Minnesota • $4 to $900' Individual, family, or household

Mississippi 150 $55 to $91 for an individual. Individual or couplo 
$75 to $122 for a couplo

Missouri >150 Formula based on incomo Individual
Nebraska 100* $31 to $183 for an Individual; Individual, couplo. or Lwiisohold 

$41 to $247 for a couple;
$22 to $139 for a household

Now Hampshire 150 $80 to $220 Individual
Oregon $6 to $20 Individual
Pennsylvania • 5% ol Income Individual
Rhode Island 150* $61 to $92 Farrvly
Tcnnosseo 100 $20 to $550 for an Individual. Individual or family 

$40 to S1.375 tor n family
Jlah 100 15% of incomo Individual
Vermont > 50* $10 semi annually to $75 per month Individual or household
Washington 11* Formula based on incomo individual or household
Wisconsin >150 $25 to $IOOL', Individual nr lamily 

$30 to $300
Wyoming |( | Formula barsod on incomo Individual
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Appendix VII: I’reiiiiiini Amounts fo r Adults iu
M fd lrn id , l>y Stale-, as i l l  August I, 2003

Nolos.Tho following states did nol chargo premiums lo any adulls In Modicaid: Alabama, Arkansas, 
Colorado. Delaware, District ol Columbia, Florida, Georgia, Idaho, Kentucky, Louisiana, Maryland, 
Michigan, Montana, Nevada, New Jersey, New Moxlco, Now York. Norlh Carolina, North Dakota, 
Ohio, Oklahoma. Soulh Carolina, South Dakota, Texas, Virginia, and West Virginia.

This appendix roMccls tho rango in premiums statos charged across their ontiro adult population.

‘ In 2003, tho Ff i. for no individual equaled to $8,980 por year and $15,260 tor a family ol threo in tho 
•18 contiguous statos and Iho District of Columbia.

'Unless olhorwiso noted, premiums wore paid on a monlhly basis. Additionally, stalos havo discretion 
ir. defining incono lor purposes ol eligibility determination.

Tho lowest incomo level at which an adult could bo charged premiums in this state's Modicaid 
program equated lo less than one percent ol tho FPL. However, for certain populations, thoro woro 
higher incorno thresholds at which the stato began charging premiums

'In Hawaii, Iho premium amount (or cortam individuals varied based on tho individual's ago. gender, 
geographic location and health ptan.

■Ropresonls tho lowost incomo level at which an adult could bo charged premiums ri this state's 
Modicaid program. Howavor, for certain populations thoro wore higher incomo Ihros iclds at which tho 
state began charging premiums.

In Massachusetts, premiums c( $928 or more per mor.lh would bo charged to a child from a lamily 
whoso incomo exceeded 1,000 percent ol tho FPL. which equated to approximately SI53.000 por 
your for a family ol throo. Other individuals with other health insurance covorago can bo charged a 
percentage ol premiums in order lo obtain supplemental covorago

‘In Minnesota, iho highest premium amount, S900 por family por month, would bo charged ro a family 
whoso mcome was at toast 275 percent ol me FPL. which equated to approximately S-12,000 per year 
for a family ol Ihruo

Pennsylvania charged premiums only fur wort mg mri-viduals with disabilities whoso incomes woro 
below 250 porcont ol lire TPL

Tho highest premium umounl, $1,375 por month, woo'd bo charged to a family whcso ixomo was at 
liras! 6C0 percent of tho FPL, which equated to approximately $91,600 per year

Iho highest promu m amounts woro for coit.m w o r k i n g  individuals with doabiMres Tho premium 
amount charged was approximately threo percent ot the indivuii il's earned incomo and all ot tbx 
individual's unnamed incomo alter disregarding cerium living and mother I expenses
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Appendix VIII: Copayment Requirements for 
Adults in Medicaid, by State, as of August 1, 
2003

Stale
Alabama
Alaska^
Arizona
Arkansas
California
Colorado_________
Connecticut______
Dolawaio_________
District of Columbia
Florida
Georgia
Illinois
Indiana

Maryland
Massachusetts
Minnesota 
Mississippi

| Copoynv.r.is ror j i  adults

. ■, • • •

| Cepoyrr4nls ir r sohV} nduff*

J Hn LopjjTfi.i :• liuuikii *.»n'Jii'ii

State

Missouri” ____
Montana______
Nebraska?___
New Hampshire

New York 
North Carolina 
North Dakota 
Oklahoma
Oregon'1 
Pennsylvania’1 
South Carolina1

Notov lo our survoy. Matos woro asVod lo ind«alo wh.it portion ol tho population was chargod cost 
■.luring by vclrxinuj ‘ all,* "moi.t," *aomo,* or "norm.’ Thoy wuro alio asked to dosignato .1 a population 
wub not covored hy thoir slatoV Modicaid program

T h o  following Matos did rvot chargo copaymonls to nny adults In Modicaid Hawaii, Idaho, Michigan, 
Hovada. How Jornoy. Ohio. Hhodo Island, and T o k o s .

’Population not covorod in tho Mato's Modicaid program

’Alaska also chuigod copaymonls to all mdividi .ils qualifying (or Irangitional Modicaid nssfetanco

Iowa
Kansas
Kentucky
Louisiana
Maine*1

Vermont”’
Virginia
Washington
West Virginia 
Wisconsin 
Wyoming

South Dakota 
Tennessee1

t*a«a tft ( •A O .  I) I ( l i t  Mr d i r  a id  a n d  M i l  I P  II .  n r l l r l . i n  I '• m i n im  l Inn*



Appendix V III: Copayment Requirements fo r 
Adu lts in .Medicaid, by State, as o f August I,
200:1

'Dclawaro's only copaymont, which Iho slalo charged lo all populations in its Modicaid program, was 
tor nonomergcncy transportation sorvico3.

'Maine also charged copayments lo all individuals enrolled in Ils HIV/AIDs waiver program and all 
individuals in its comprehensive 1115 waivor program

’ In addition, individuals participating in tho Missouri’s 1115 waiver program, which extends 12 months 
ot additional coverngo to working parents or caretakers, woro also charged copaymonls, As of 
January 2004, this program had approximately 2,400 boncliciarios.

’Nebraska also charged copayments to most individuals in its rofugco resettlement program.

’Oregon also charged copayments to most cbildloss adults.

’Pennsylvania also charged copayments to most adulls in ils goneral assistance program.

Stato also charged copaymonls to all individuals in ils slate’s Medicaid pharmacy program.

Tennessee, which operates ils cnliro Modicaid program under an 1115 waivor, charged copayments 
to somo adults enrolled in tho slate’s 1115 waivor program who had incomes at or abovo Iho poverty 
level.

’Not applicable: Tennessee did not report information based on theso population groups.

Utah also charged copayrnonts to all individuals enrolled in its primary caro waivor program.

’‘Vormonl n’so charged copayments lo all individuals enrolled in ils 1115 waiver program

I’ngo r.ti tiAOO t t i l l Mt’ illcnltl •■ml SCIIII’ llr iir fliT n ry CuiUrlluiCloii*



Appendix IX: Cost Snaring Amounts for 
Adults in Medicaid, by State, as of August 1, 
2003

Stoto
Inpatient
hospital*

Outpatient
hospital*

Physician
services*

Prescription
drugs”

Nonemorgency use 
of the emergency 

room*
Dental

services"

Alabama $50 $3 $1 $0.50 to $3 $3 NA

Alaska $50 per day 
($200 maximum 
per discharge)

5% of allowable 
charges

$3 $2 5% ol allowable 
charges

NA

Arizona NA NA $1 NA $5 NA

Arkansas 10% to 25% ol 
per diem 
amount

$10 $10 $0.50 to $15 $10 $10

California NA $1 $1 $1 $5 NA

Colorado $15 $3 $2 $0.75 or $3 $3 NA

Connecticut NA NA NA $1 NA NA

Delaware' NA NA NA NA NA NA

District of Columbia NA NA NA $1 NA NA

Florida $3 $3 $2 per day per 
provider

NA NA 5% Of 
charges

Georgia $12.50 $3 $2 $0.50 $3 NA

Illinois $2 or $3 
por day1

NA S2 $1 to $3 NA NA

Indiana NA NA NA $0.50 to $3 $1 to $2 NA

Iowa NA N/ $3 $0.50 to $3 NA $3

Kar ;as $‘18 $3 $2 $3 NA S3

Kentucky NA NA $2 $1 NA $2

Louisiana NA NA NA $0.50 to $3 NA NA

Maine $0.50 to $3* $0.50 to $3* $0.50 to $3* $2.50 to $10 NA NA
Maryland NA NA NA $2 to S7.50 NA NA

Massachusetts NA NA NA $2 NA NA

Minnesota NA NA NA $3 NA 50% ot 
payment rate

Mississippi $10 per day 
(maximum of 

ono-hall ol lirst 
day por diem)

$3 $3 $1 o r$3 $3 S3

Missouri $10 $2 or $10' $1’ or $10' $0.50 to $2 or $5' $1 or $2 S0.50 to $3 or 
5% Of 

chargos or 
$10'

Montana £100 $5 $4 $1 to $5 $5 S3

(iAO -O I-101 M i'illrn ld ami S C IIII ' l l i ' i ic l l r l j i r y  C o iilr lliu liin iH



Appendix IX : Cost Sharing Amounts fo r 
Adu lts iu Mcdicnid, by State, as o f August 1, 
2003

State
Inpatient
hospital'

Outpatient
hospital'

Physician
services*

Prescription
drugs"

Nonemergency use 
of the emergency 

room*
Dental

services*

Nebraska NA $3 $2 $2
per person

NA $3 per 
service

New Hampshire NA NA NA $0.50 or SI NA NA

New Mexico S25 $5 S5 $2 $15 $5

Now York $25 per visit 
with an 

overnight stay

$3 NA $0.50 or $2 $3 NA

North Carolina NA $3 $3 $1 or $3 NA $3 per 
service

North Dakota $50 $1 o r$2 $2 $3 (brand namo 
oniy)

$3 $2

Oklahoma $3 per day $3 per day $1 per service $1 o r$2 NA NA

Oregon $250 $3 to S20 S3 to S5 $2 to $15 $50 $10 to S100

Pennsylvania $3 per day; 
maximum ol 

$21 per 
admission

SO.50 to $3 $0.50 to $3 $1 $1 to $6 SO.50 to $3

South Carolina NA NA NA S3 to $21" NA NA

South Dakota NA 5% ol payment; 
maximum of 

$50

$2 $2 5% of payment; 
maximum of $50

$1

Tennessee $100 or $200 NA $5 ’ $25 $5 or $10 $25 or $50 $15 o r$25

Utah $220 $2 or $3 $3 or $5 $2 to $5 or 25% 
ol cost

$6 or $30 10% of 
allowable 
Modicaid 
payment

Vermont $50 or $75 $3 or $25 por 
day

$7 $1 to S10 or 50% 
to 60%

$60 S3

Virginia $100 $3 $1 $1 NA NA

Washington NA NA NA NA $3 NA

We st Virginia NA NA NA $0.50 to $3 NA NA

Wisconsin $3 per day; 
maximium ol 

$75

$3 $1 to $3 $.50 to SI5' S3 S.50 to $3

Wyoming NA $G $2 $2 to $25 $G NA

SourCO CiAO u ru rym  o f *!.»!• W ip e o u t  And OOcutnonMliOA prcw .tod t-y

NA Not npplicablo. Tho stato did not chargo cost sharing for this sorvico

Notes: Tim following statos did not chargo cost sharing to any adulls in Modicaid: Hawaii, Idaho, 
Michigan, Nevada. Now Jorsoy, Ohio, Ithodo Island, and Tox.is

I'aip' r.2 (iAO il l - i t J I M i'd lrn ld and SC IIII* llenu flc ln ry <‘ou trU n itIiiiin



Appendix IX: Cost Sharing Amounts fo r 
Adu lts in Medicaid, hy S tate, as o f August I, 
2003

This appondix rollecls cosl sharing amounts charged by stales for tho sorvices and portions of Iho 
Modicaid adult populations subject lo cosl sharing charges. Tho amount ol cost sharing and tho 
scrvicos subject to cost sharing may vary within a slalo by population. Soo Appondix VIII for details 
on Iho adull populations subject to copaymont requirements in Modicaid.

"Cost sharing amount is on a por visit or per admission basis unless olhor.viso nolod.

'Cost sharing amount is on a por prescription basis unless otherwise noted.

'Dolawaro's only cosl sharing was a $1 copayment for nonomcrgoncy Iransporlation.

"Ilinois did not roquiro cost sharing lor all proccduros within this service.

‘Maino had a $3 daily limit and a $30 monthly limit for Ihoso sorvices.

'Copaymonl is for individuals participating in Iho Missouri's 1115 waivor program, which extends 12 
months ot additional covorago lo working parents or caretakers As ol January 2003, this program 
had approximately 2,300 beneficiaries.

’Missouri’s copaymonl for physician services is only (or sorvices rendored in a hospital outpatient 
clinic or omorgoncy room.

'South Carolina had a $500 deductible tor elderly individuals cnroilod in tha stato's pharmacy waivor.

Wisconsin also had a deductible— either $500 or $850. depending on incomo levels— for elderly 
individuals cnroilod in tho state’s pharmacy waivor program.

I'ugo 53 (■AO 01 101 M rd lrn ld mid St ‘1111* IlcncH rln ry ( 'o i i l r i ln i l i i i i i i
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GAO’s Mission The General Accounting Office, the audit, evaluation and investigative ami of 
Congress, exists to support Congress in meeting its constitutional responsibilities 
and to help improve (lie performance and accountability of the federal 
government for the American people. GAO examines the use of public funds; 
evaluates federal programs and policies; and provides analyses, 
recommendations, and other assistance to help Congress make informed 
oversight, policy, and funding decisioas. GAO’s commitment to good government, 
is reflected in its core values of accountability, integrity, and reliability.

Obtaining Copies of 
GAO Reports and 
Testimony

The fastest and easiest way to obtain copies of GAO documents at no cost is 
through the Internet. GAO’s Web site (www.gao.gov) contains abstracts and full- 
text files of current reports and testimony and an expanding archive of older 
products. The Web site features a search engine to help you locale documents 
using key words and phrases. You can print these documents in their entirety, 
including charts and other graphics.

Maeh day, GAO issues a list, of newly released reports, testimony, and 
correspondence. GAO posts this list, known as “Today’s Reports," on ils Web site 
daily. The list contains links to tin? full-text document files. To have GAO e-mail 
this list to you evety afternoon, go to www.gao.gov and select “Subscribe to e-mail 
alerts" under the “Order GAO Products" heading.

Order by Mail or Phone 'I'he first copy of each printed report is free. Additional copies are $2 each. A
check or money order should be made out to the Superintendent of Documents. 
GAO also accepts VISA and Mastercard. Outers for 100 or more copies mailed to a 
single address are discounted 25 percent. Orders should be sent to:

U.S. General Accounting Office 
•I II G Street NW. Room LM 
Washington, D.G. 20518

To order by Phone: Voice: (202)512-6000
TDD: (202) 512-2587
Fax: (202) 512 001

To Report Fraud,
W n y t o  • m r l  A l i n u n  i n  Web site: www.gao.gov/friiudnel/fraudnel.hlm
W d b l l , ,  f l l l d  A lJ U b L  l i t  Ivmail: fraudiietOTgao.gov
Federal Programs Automated answering system: (S()(J) 12-1 5151 or (202) 512-7170
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Washington, D.G. 20518

PRINTED ON Q i l ' ) RECYCLED PAPER

http://www.gao.gov
http://www.gao.gov
http://www.gao.gov/friiudnel/fraudnel.hlm
mailto:NolligunJ@gao.gov


/ v i r / t - c H  ^

May 2006

SCHIP Buy-in Programs
Prepared by: Cynthia Pernice and 

David Bergman

The State Children's Health Insurance Program (SCHIP) was created 
in 1997 to cover uninsured children from families with incomes of 
200% or less of the Federal Poverty Level (FPL). In 2005, 49 states 
and the District of Columbia were operating a SCHIP program. These 
programs have had their intended effect of reducing the number 
of uninsured children. Some states, however, have observed that 
children leaving the SCHIP program due to loss of financial eligibility 
become uninsured because their families either do not have access to 
employer coverage or cannot afford private coverage.

By 2005 seven states had developed programs to fill in this coverage 
gap by augmenting their SCHIP programs with ''buy-in" programs.
In a buy-in program families with incomes in excess of SCHIP 
program eligibility limits are allowed to purchase insurance coverage 
for their children through the state's SCHIP program.1 Families 
pay for a significant portion (or all) of the cost the state incurs 
for the coverage. The seven states operating buy-in programs 
are Connecticut, Florida, Maine, North Carolina, New Hampshire,
New York, and Pennsylvania. Four of these states -  Florida, New 
Hampshire, New York, and Pennsylvania -  had implemented a buy-in 
program prior to the passage of SCHIP. In September 2005, these 
seven states reported covering a total of 837,290 children in their 
SCHIP programs, and 44,416 in their buy in programs (Table 1).
These states further report that their buy-in programs cost them little 
to operate and are needed to fill a coveraye gap for children.

Table 1: Enrollment in SCHIP and SCHIP buy-in programs

State
Point In time SCHIP 

enrollment 
(as of September 2005)

Point in Time Buy-in 
Enrollment 

(as of September 
20051

Connecticut 14.963 708
Florida 202,133 20,401
Maine 14.300 100
Nottli Carolina 130.291 2.655
New Hampshire 7,114 1.409
New York .340.000 17,762
Pennsylvania 128,589 7.881Source NASHP slalf rasaarch
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State SCHIP program staff have expressed interest in learning more about these seven states' experience 
in operating buy-in programs so that they might make a more informed decision about whether or not to 
pursue establishing buy-in programs of their own.

To meet this need( National Academy for State Health Policy (NASHP) staff examined key elements of 
the seven state buy-in programs in operation in 2005. The information used to prepare this brief was 
collected from state websites and telephone interviews with the state staff who administer buy-in programs. 
Representatives from each of the seven states also reviewed a draft of this brief. The remainder of this 
brief summarizes essential aspects of buy-in programs in the areas of administration, eligibility, and 
premiums and benefits.

P rogram A dm in istration________________________________________________

All seven states use the same administrative structure for their buy-in programs as they do for their SCHIP 
programs. States that contract with a vendor to administer their SCHIP program use the same vendor— and 
often the same contract— to provide the same functions for their buy-in programs. Similar'y, state staff 
that perform administrative functions for the SCHIP programs perform those same functions for the buy-in 
programs.

Six of the seven states with buy-in programs pass on the full cost of administering the program to the 
families participating in the program. They do this by charging participating families a premium that covers 
both the amount the state pays for the health care coverage and the cost to administer the program. 
However, in New Hampshire, the New Hampshire Healthy Kids Corporation (NHHK), the administrative 
vendor that manages the SCHIP program, operates the buy-in program outside of its contract with the 
state. NHHK has negotiated agreements with insurers to donate their administrative cost so the only 
administrative cost added to the family premium is for NHHK administrative costs.

About SCHIP

The Balanced Budget Act of 1997 included the authorization of Title XXI of the Social Security Act, 
otherwise known as the State Children's Health Insurance Program rsCHIP), In creating SCHIP, 
Cong •-•ss sought to assist state efforts to initiate and expand the provision of health benefits cover­
age to uninsured, Iow-income children.

States can provide SCHIP coverage to Iow-income children by using one of three options:

Create a separate child health program (S-SCHIP),
Expand eligibility for benefits under the state's Medicaid plan (M-SCHIP), or 
Implement both types of programs (combination).

All SCI IIP programs are designed and administered by states within federal SCI IIP rules. States 
have more flexibility in the design of S-SCHIP programs than M-SCHIP programs because 
S-SCHIP programs are bound by federal SCHIP rules while M-SCHIP programs are bound by both 
SCHIP and Medicaid rules.

ISSUE B R IE F /2



E l i g ib i l i t y

The states that offer buy-in programs have established income eligibility policies (Table 2) that indicate the 
program's purpose of filling in a coverage gap for children from families with incomes too high to qualify for 
SCHIP.

In six of the seven states the minimum income eligibility limit for the buy-in program is explicitly set at 
the point at which income eligibility for the SCHIP program ends. North Carolina, New Hampshire, and 
Pennsylvania have also established upper income limits for their buy-in programs. New Hampshire specifies 
that in order to qualify for the buy-in program a child must be a legal alien and not eligible for SCHIP. This 
means that legal alien children who have not been in the United States for 5 years (the minimum for SCHIP 
eligibility) are eligible for the buy-in program.

Maine and North Carolina make a direct link between qualifying for eligibility in the buy-in program and losing 
eligibility for the SCHIP program due to increased income. In these ctates the only children who qualify 
for the buy-in program are those leaving the SCHIP program (in effi. here can be no break in coverage 
between "graduating" from the SCHIP program and entering the buy-in program). In addition, in North 
Carolina only children who have been enrolled in SCHIP for a least one year are eligible for the buy-in.

Table 2: Overview of eligibility policies in the seven state buy-in programs

State

Lower
Income

Limit
(FPL)

Upper
Income

Limit
(FPL)

Upper Age 
Limit 

(years)

Maximum 
Time a 

Child May 
Remain 
in the 

Program 
(months)

How Often 
Eligibility is 

Redetermined
Other limits

Connecticut 300% None Through 18 None Annually None

Florida 200% None Through 18 None Annually
Enrollment capped at 
10% of total SCHIP 

enrollment2

Maine 200% None Through 18 18 Never
May only join when 
leaving the SCHIP 

program

North Carolina 200% 235% Through 18 12 Never
May only join when 
leaving the SCHIP 

program

New
Hampshire 300% -100%

Through 18, 
except until 
21 if in high

SChoO l

None Never None

New York
208% net 
250% 
gross

None Through 18 None Never None

Pennsylvania 200% 235% Through 18 None Annually None

Sotiico: NASHP s u it  tosoarch
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Six of the seven states have established an upper age limit for the buy-in program that is the same as the 
SCHIP program age limit (though age 18). New Hampshire requires most children to leave the program 
after their 19th birthday but allows those who are high school students to remain until age 21.

Five of the seven states with buy-in programs have a mechanism in place that positions their buy-in 
programs as a bridge to other coverage— not as a long-term source of coverage.

• Maine and North Carolina have a maximum limit (18 months and 12 months, respectively) on the 
length of time a child may remain in the buy-in program.

• Connecticut, Florida, and Pennsylvania require program participants to submit information annually 
to determine their eligibility.

In all seven states with buy-in programs, a family that participates may request an eligibility assessment at 
any time to determine if they are eligible for SCHIP or Medicaid.

P remiums and B enefits_________________________________________________

Monthly premiums range from a low of $97 per child in one region of New York3 to $220 per child for 
a plan in Connecticut (Table 3). In six of the buy-in programs (all but Pennsylvania), participating 
families pay the full cost of the premium. In Pennsylvania, the premium cost is shared by the state and 
participating families— each pays half of the fuli premium cost of $132 per child per month.

Table 3: Overview of premiums and benefits in the seven buy-in programs

State Premium 
(per child per month)

Uses same contract 
for buy-in and SCHIP 

program

Offers Same Benefit Package 
to Buy-in and SCHIP 
program Participants

Connecticut $168-$220 depending on 
the plan Yes Yes

Florida
$110

($98 without dental 
coverage)

Yes
Yes, except families may elect 
not to take dental for a reduced 

premium
Maine $102 Yes Yes

North Carolina $196.74 Yes Yes

New Hampshire $130 No No, package excludes prenatal, 
labor, and delivery services

New York $97-$152 
(depending on the plan) Yes Yes

Pennsylvania

$132
(State-wide average of 7 
different contractors. 

The family pays half of the 
total.)

Yes Yes

Source: NASHP sln ff research
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Six of the seven states (all except New Hampshire) offer the same benefits to children enrolled in the buy- 
in program as they do to those enrolled in the SCHIP program— and these six states have also included 
buy-in participants in the contracts they have with health plans for their SCHIP programs. New Hampshire 
offers a reduced benefit package and has separate contracts with health plans for the buy-in participants.

C onclusion_____________________________________________________________

Buy-in programs for children no longer eligible for SCHIP, such as those described here, cost states little 
to operate. The states with buy-in programs view them as filling a coverage gap for children of working 
families who don't have access to or cannot afford employer-based or private coverage. While enrollment 
it these programs is small, they do offer a vehicle for coverage for a population of children that would not 
otherwise be covered.

Notes

1 Federal SCHIP funding is not used to pay for any part of the cost of covering these families.

2 Florida reports that the buy-in program has historical enrollment levels of approximately 5% of the 
SCHIP enrollment. However, over the last 18 months, buy-in enrollment as a percentage of SCHIP 
enrollment has steadily increased. In October 2005 buy-in enrollment reached a peak of 10.1%.

J In New York, Health Plans create regions in which they offer different plans. An individual region could 
have multiple plans competing for enrollees. Nonetheless, the premiums within the state range from $97 
PM/PM to $152 PM/PM.

About NASHP

The National Academy for State Health Policy is an independent academy of state health 
policymakers working together to identify emerging issues, develop policy solutions, and improve 
state health policy and practice, NASHP provides a forum for constructive, nonpartisan work across 
branches and agencies of state government on crilical health issues facing states. We are a 
non-profit, non-partisan organization dedicated to helping states achieve excellence in health policy 
and practice.

Contact us at

50 Monument Square, Suite 502, Portland, Maine, 207-874-6524 
1233 20th St., N.W., Suite 303, Washington, D.C., 202-903-0101 

'www.nashp.org
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Help Paying for Health Insurance

The Insurance Partnership
From the Commonwealth of Massachusetts

THE COST OF HEALTH CARE IS ON THE RISE. That's why the Commonwealth of 
Massachusetts has created a program to help you and your employees pay for health insurance. 
The Insurance Partnership is not a health plan. Instead, the Insurance Partnership makes health 
insurance more affordable for qualified business owners (including self-employed) and their 
uninsured employees. 

Important Advantages for Your Business:
. decreases the cost of health insurance coverage for the employer
• makes it more affordable for employees to pay for health insurance
• improves a company's business reputation
• helps attract and retain valued employees - and improves morale
• delivers payments up-front, to help with cash flow
• makes health insurance more accessible to all employees

How Does the Insurance Partnership Help Pay?
For each enrolled employee, the Insurance Partnership pays the business a fixed monthly sum 
determ ined by the tier of coverage the employee elects. Additionally, the business will receive a Premium 
Assistance payment(s) made on behalf of its' enrolled employees: your company is responsible for 
reducing enrolled employee’s payroll deductions to reflect our Premium Assistance payment(s). Our 
monthly statement provides a breakdown of all payments made.

How Much Can Your Business Save?
For each eligible employee enrolled, the business will receive up to $1,000 a year in Insurance 
Partnership payments based on the employee(s) tier of coverage (the business must have an enrolled 
eligible employee lo receive a payment).

T ie r of.Coverage .......Monthly Payment;to Employer = Ann.ua! Sayings of;

Individual $33.33 $ 400 per enrolled
Couple $66.66 $ 800

One adult, one child $66.66 $ 800 “
Family $83.33 $1,000

Does Your Business Qualify?
To join the Insurance Partnership, a business must:

• employ 50 or fewer full-time employees (or be self-employed)
■ offer (oi plan to offer) comprehensive health insurance to its employees
■ contribute (or be willing to contribute) at least 50% of the cost o f the insurance purchased by the 

employee
■ Have at least one uninsured employee

How Will Your Employees Benefit?
A currently uninsured employee's cost for health insurance can be significantly reduced to as little as $12 
to $160 per month -  we pay the balance (up to $150 each for an employee and spouse, and up to $210 
for each child under the age of 19). Employees cannot be currently enrolled in the company health plan 
to apply, as this program is for uninsured employees.

V‘),5 I’tigc I <>1*2



r  '

Do Your Employees Qualify?
To qualify for the Insurance Partnership Program, an 
employee must:

■ be between the ages of 19 and 64 (inclusive)
■ be a resident of Massachusetts
« not have been offered health insurance through his

employer during the past six months, and not have 
been eligible for coverage through his spouse’s 
employer during the past six months

■ have a family income that does not exceed the 
Employee Income Standards to the right

Employee Incom e Ceilings*: 
Family 
Size

Maximum Family Income*
1 $29,412
2 $39,600
3 $49,800
4 $60,012
5 $70,200

‘ Each additional dopcndont plcaso add $10,200. 
Effocllvo Octohor 1, 2006 through March 31, 2007.

Exam ple B reakdow n: Assuming example to right, 
an $800 monthly premium and 50% employer contribulion, 
savings are:

IP Sample Payment

□  583 □  S28

□  $317 I $372

□  EE Pays
■  IP Pays EE
□  ER Pays
□  IP Pays ER

An Insurance Partnership Example:

The ABC Company has an eligible 
employee* (EE) with the family tier of 
coverage and one child. With the 
Insurance Partnership (IP), the 
employee will pay only $28 per month 
towards health insurance. The employer 
(ER) receives a separate payment of 
$83.33 each month for covering this 
family.
* This example assumes the family has an 
annual income of $49,000.

To A pp ly  for The Insurance Partnership:

I. C om plete the app lica tions. You will need to fill out both the Em ployer A pplication , and your eligible 
employees will have to fill out Medical Benefit Request form s (MBRs). If you don't have these 
applications, please call us or download the applications from our web site,

II. Gather the necessary paperwork: Businesses w ith em ployees will need to provide a copy of your 
WR-1 listing employees, a copy of your health insurance bill, or a quote for health insurance if you 
don't currently offer health insurance. Your em ployees will need to provide along with their completed 
MBR, 1) copies o f their 2 most recent paystubs, 2) appropriate proof of identification and/or citizenship -  
please call for details, and 3) the Insurance Partnership Affidavit.

Self-em ployed will need to submit copies of last year's tax re turns including Schedule C 
(if yo i are a new business -  please call us), a copy of your health insurance quote, both the Em ployer 
A pp lica tion  and MBR, appropriate proof of identification and/or citizenship -  please call for details, and 
the Insurance Partnership Affidavit.

III. Call customer service at the number below to make sure that your applications are complete.

IV. Mail your completed applications to:
The Insurance Partnership
354B Turnpike Street, Suite 204 
Canton. MA 02021-2746

Or call us at 1-800-399-8285
or 781-830-0282

V‘J.5 I’i i r c  2 ol 2



1. Make sure the employer meets the 

eligibility requirements, (see inside)

2. Contact an insurance agent. (For a 

list of trained agents, knowledgeable in 

O -E P IC , visit www.insureoklahoma.org)

3. Complete an O -EP IC  business 

application, ( www.insureoklahoina.org)

•1. Upon approval, the employer will 

receive application information lor 

its employees.

5. Employees must, then apply and be 

approved.

G. Employer must send the monthly 

health plan invoice to O -EPIC .

7. O -EP IC  will pay the premium 

subsidy to the employer monthly.

Getting 
Started

An e x a m p le  o f  h o w  the  O-EPIC 
p ro g ra m  c o u ld  w o rk .. .

This e x a m p le  a ssu m e s:

Employee has a fam ily o f fo u r : Husband, wife, 
and two children*

A nnua l househo ld incom e: $31,000

M on th ly p rem ium s nrc ; $300 for ind ividual and 
$G00 for ind iv idual and spouse

Em p lo ye r P rem ium  Share Am oun t: $ 75

Employee P rem ium  Share Am oun t: $ 85

O-EPIC S ubs idy Am oun t: $ 440

O -EPIC  will calculate the following:

. - .Payer / ; ; i individual . Spouse Total-/-'

Employer $75 0 $75

Employee $42.50 $42.50

toC
D

O-EPIC $182.50 $257.50 $440

Totals $300 $300 $600

The em p lo ye r sha re is 35 p e rc e n t o f the 
emp loyee p rem ium  ra te  o f $300, o r $75.

Thu em p loyee sha re is 15 p e rc e n t o f $500, 
o r $U0. S ince th e $00 exceeds 3 pe rce n t o f 
th e emp loyee fa m ily  in com e , the em p loyee 
sha re is capped a t th e 3 pe rc e n t fig u re , o r 
$85.

The O -EP IC su b s id y equa ls th e rem a in in g  
ha iance o f $410.

•Children are not eligible for O-EPIC, hut may lie 
covered undi r SoonerCarc. Please v is it 
http://www.ol;hca.org/dient/dient.asp or contact 
your local county OKDIIS dfice to find out,

Oklahoma 

Employer/employee 

Partnership for 

Insurance 

Coverage

citizens, sm a ll businesses, 
the insurance industry, 
and state government 
working together to 
insure Oklahomans.

Thu pubic..i t . .7/1 H is p rin ted and issued b / the Oklahoma Health Care A u tho rity j»  
authorized by 65 O.S. IM l .  ir e . J d lC . and *v.»v funded by tobacco tav revenues 
Jepox iled in to the Health Employee a n j Economy Im provem en t Act Revolving fund at 
s  cost o f tJOO.OO to r I0.GH0 copies. C%ipies have te e n  deposited w ith the Publications 
Clearinghouse o f th e Oklahoma Departm ent o /L ilra n c s

Health Care Premium Assistance 
for Employees of Small Businesses

http://www.insureoklahoma.org
http://www.insureoklahoina.org
http://www.ol;hca.org/dient/dient.asp


O klahom a Small Employer

To be eligible, a business must:

• H ave 50 or fewer employees.

• Be located in Oklahoma.

• O ffer an O -Iil'IC  qualified health plan.*

• Contribute at least 25 percent of 
prem ium s for eligible employees.

• Complete an O-EI’ IC  application 
packet.

•For a list of qualified O-EPIC plan pli-ase go to 
litlp.VAvvvn 1ns1 1 r1 1 1Ual10 111n.org and click on 
health plans.

An 0-KP1C Individual Plan w ill he offered to 
people who cannot access Employer Sp n- orrd 
Insurance through an employer E riio lln i' iit 
begins January ‘J. >007.

For an em p lo ye r en ro llin e n t p a c k e t  n.- u li- t ol 

qualified health plan*, please contact y< n r I -  a I 

health insurance agent n l \ n it our Web site i t 

http://www insiireoklahomn org

Oklahom a Employees and Iheir Spouses
To be elig ib le , an employee must:

• Be between tho ages of 19 and (i l.

• Agree tu participate in the employer’s 

qualified health plan.

• He an Oklahoma resident and meet 

citizenship guidelines

• Have a gross annual ho a-hold income at 

or below the annual guidelines.

• Contribute at most 15 percent of monthly 

premium costs (nut to exceed 3 percent of 
/.'rocs’ annual household income).

• Contribute 15 percent of premium cost fur 
fcpoilaeii eligible for coverage.

The -late pays III) percent of employee pre­

mium costa and 85 percent of premium cost •

for spouses

Fur nti.re detailed program information, phase visit 
http i/www tii-on oklahonia org

Employees may apply fat D -K I’ IC alte r the - mall 

business has l-ccn approicd For more m luf matron, 

ph ase visit h llp (ASSrw noun . k ljhom .i org

I-------------------------------------------------------------

2006 Gross Annual 
Household Income 

Guidelines

Fam ily  S i/c  M a x im tim  Incom e

1 § 1 8 ,1 3 0

2 $24,-120
3  $ 3 0 ,7 1 0

4  $ 3 7 ,0 0 0

5 $43,290
G $49,580
7  $ 5 5 ,8 7 0

8 $G2,1G0

9 $68,450
10 $74,740

For families larger than 10 add SO,2911 
to the maximum income for each 

additional member.

To ll-F ree: 1 -888-365-3742 

Fox: 1 -405 -949-9563

Web site: www.lniuteoklahoma.org

Oklahoma Health Care Authority
V  4545 N tlncoln ftoulovord. Suite 124

Oklahoma Oklohom o City Oklahom a 73105 
health  care 
au th o rity

http://www
http://www.lniuteoklahoma.org


Hov i docs Rlto Share benefit employers?

IV caw e  p am c ip a tiv 't in  R ite  S lu t c  a llow * you r 
<*ip l»ycea to  e n r o l l in  you r t om  party'• lie a lth  in ji ita n ic  
>t lit t le  o r  n o  com  t o  t h e n ,  yno w ill

•  A ttrac t and  tc ta in  i |i ia li fn d  em ployee* by c iv in i; them  j n t . i  t o  
a ffo rdab le  h e a lth  inu irancc

•  D e ttca tc  »b*en tecum  and in c rca ic p roduc tiv ity
•  Im it a t e  p a rtic ip a tion  rate* in  y.'ur h e a lth  p lan , w hich may he lp  

your c o t t iia n y  m a in ta in  iiu a li lie a t ion  fo r p toup im ut mcc coverage
•  Im piuve em p lo y e r taU tlac tinn  and h e a lth

What do employers need to do to participate 
in Rite Share?

It'i eaty tn  pa rtic ipa te in  Ki te  Share a i .J  the re  n  n o  i . n t  t i ty o o t  
company S im p ly

•  A ^ trc  to  accept u f tm i t  p ay in ft.ta  lr , .n i K ite  S h i r r  i.’ i a l l • r j - o t . i 
y o a r em p loy ee ’* ilta re  o f  loy1>er m on th ly  prem ium

• I it Ip y*a j employee enroll tn f t c o m |  any'i healtli mautancc pUn
• t ‘. mplttc a alml a; elicit!! :■ I t i t la j l^  In lillN II It < *, Via It

i  -fiijta uy 't health  iiuuian< < f la n  T h u  in fo rm a tion  will a lW  
M IS  t o t k ie im m e  w hethe r y » . i  t a m in g  j lan m t t n  th r benefit 
le t  e l* r r tp u r rd  tor ; a t t i o j a l a f i  lit  H ite  S l o i t ,  Th r ta a ! o ftinM  
c .en rrten  t*1 h e a lth  plafv* in fthifcb It la n d  meet th e •/
Ittpnirmtnu

b o r tt io tr in fo tm a t io n  o r  to  aelu Ju le  
a p t t re n ta t to n  * S .ru l K i te  S h a re , t a l l  the 

ItO fM iy i r  I ' o n t a t l  I  ’ n i l at

(401) 462 0311
n r  r>m *il u* at

RltoSh:iro(g>ow.(Uis.stuti'.ri.us

rI te
S H A R E

Ul*. *Jc l#V*J D ip i iu  irvil \ i I \n iu n .Siv-cr» 
I  CO N'< W L«*fn I  •?» A*c f * *

Cru «iun, H)«atL l . l iu j 01920 
v • » Ja» if air f> u<

y.T> t
J P V ]

I

rIte
S H A R E

Health Insurance Ptemlum 
Assistance Program

Good for employees, 
good for business.



Are your employees having difficulty 
paying the ir share of your company's 
health insurance? 

J W K  can helP!

What is Rite Share?

Hire P lurc i> a pub lic/prlvjtc [ uttiicrtlnp t lu t law ..ful middle
mu.-mc employee. participate in your com pany . health iruuraiuc plan. 
R I:e  Share w ill pay all or pan o f an employee* thare of y or com panyi 
family health inuirancc premium. T h u  m a lo  yoot offer o f  health 
miuianec invite a lf.m l.iH c for your employer! and their famtlie*.

El.g.bie einpl.j>re»are able to enroll their cntoe family in yi'ur company ! 
(tiittpy heallh  inrorantc plan rlltc Share w ill pay a ll o f part o f an 
employe*'*Co-payrneni! or ptemium!.

Who cart qua lify fo r Rite Sluirc?

K i:e  Share it de iicn e .ifo e  low 1 1 1 J  ml Idle income u irhir.tf la im lic i 
with ...ild rcn  under (he aye o f 19 .

Employee! apply J it r e i ly  to live III llcparim er.l of Homan S t iv ic .i  
(T d l- tnderrrn iine il they .nubfy h r K ite S lu r r  ll y . or im p luyrr 
.p .ib r .ft for K ite Sba tr , f ) |I S  w o th  w ith y .a i and your erupt iyr. to 
cm ..re that hr tc d .c . .  enrolled in your CoUijuny'. health plan

Frequently Asked Questions 
by Employers about Rite Share

Q c  W ill [participating m  R ite  Share cost my company 
any th ing !

At There no cost to participate in K ite Share.

Q :  /» it difficult to p a r t ic ip a te  in  HUc S ha re !

A c  N o . if*  c d iy  A > ah employer, you complete a shurt application, 
and submit .1 Summary o f  benefits fi>r the health plant 1) you idfcr. 
Yon also agree to accept prepaym ents from Kite Share Lx  i l l  at 
part o f youi employee'* contribution to your monthly health 
insurance ptemuim.

Q :  I)o  /  h a \e  to change the h e a lth  im u r a tu c  plan I offer!

A: No. M int .)l the health insurant'* plans that arc v .L ! m Rhmh 
Island meet K ite Share benefit lc \c l tf.pw em enu

Q :  W hy 1 1  K i t e  S h a re  gum 1 for my employees?

A c  K Iu  * (K if I r y ..r ctnj I I
• Fm p lgyro  *  ho qualify It* K l ir  Share ;rt a ll <1 flic hA tfiU O tve tcd  

l:y yimf health ifu u i in ie  plan They iruy al*> receive a d jm .r u ! 
benefits • Tiered and pat.! ha  d o u r ly  ty  the Hhcvlr Island M fdlt-a! 
Awntancc 1’ rograrn

• {fp tcvn  lily  m  insured iM urem pI v t r t w i l l h iv r lo t a h c r i i t n t i i  

ar-.J g 'c J lc t  pr<aJi*tlvny
• ■ *•! ; .%• .! ■ ij | f < n  » r i their* ntirr family t he I

i in Jf t  if»c  plan.

Q :  Do I  Jun e  to offer different benefits to my employees 
enrolled  in  K ite  Share !

Ac No. A i an employer, you continue ro offer the umc \
o f  you r em ployee*. W h en  em ployees arc fo u n J  e lig ib le fo r K ite  
Shattc. they arc a ls o  e lig ib le  for a separate M ed ica l A u it fa n c c  
insurance earJ . w hich p ru v iJc t add itiona l services nu t always 
cove red  by com m erc ia l health insurance.

Q :  W ill th is truil bookkeeping tnnte complex and  firnr 
con sum ing /

Ac K ite  Share is designed to  be easy t o  a J iw ra ttc r. A s an em p loyer, 
you m ay have to  n o p  o r reduce you r e lig ib le rm p lcyee  a pay ro ll 
deduction  fur h ea lth  invotftACc. in fo rm  R ite  S h a ic  i f  th e re  a r i any 
changes in the em p loyee* stato* (e  p.. em p loym en t o r a t te s t  to  
bene fit* ), and p rov i.Ic  jn h om au o jt  im  you f h e a lth  insurance rates 
lo  K it* S lu fc  on afl annual bans

Q :  W hd I if ! decide to participate and  h a ir  additional 
i f u r t d o n t  uhuut R ile  Share !

A:
unit, the Employe? C if iu c t  I 'n o , a on cst p for a ll »>f y *-ai 
k}.<«ln>ns »*t concerns ab o .t I hr K ite Shatc program. T l*r staff 
it dr.i.wated tn n u iin g  part 10 ; an tes in R ite Share simple and 
p/ubVrn-ftec

W c s'ore what you think. If you luvc conimrnt& or questions o!x)Ut Hitt* Slurv* 
please call the Employer Contact Unit at (*|01) d fi2 '0 il I.
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i. Providing affordable coverage for the unin­

sured.

II. Changing the way that health care is deliv­

ered to Vermonters w ith chronic diseases.

III. A new tax on employers of $365  per year 

for each employee not offered insurance or 

who is offered insurance, chooses not to 

enroll, and is uninsured.

About 60 ,0 0 0  Vermonters, 10% o f the state’s 

population, do not have health insurance. The 

new law contains two provisions designed to 

make a comprehensive health Insurance policy 

available and affordable to the uninsured. Both 

provisions contain a premium subsidy program 

for Vermonters with incomes less than 300% 

of poverty (about $60 ,0 00  for a family of four).

I. Catamount Health -  This is a new insurance 

product that will be offered by Blue 

Cross/B lue Shield of Vermont to Ver­

monters who have been unmsu'cd for 12 

months, do not qualify for a government 

health insurance program o r have lost pri­

vate coverage during the past 12 months for 

certain specific reasons, such as lo ss of em ­

ployment, divorce, o r death of a spouse.

For in-network services, the new insurance 

plan w ill contain a $ 50 0  deductible for fami­

lies. 20% co-insurance. $ 1 0  office co-pay, 

prescription drug coverage with co-pays and 

an out-of-pocket maximum for a family of 

$ 16 0 0 ,

2. A subsidy for employer sponsored insurance 

premiums -  This government subsidy will make 

employer sponsored insurance more affordable 

for w orkers whose employers offer insurance 

but who cannot afford to pay the employee 

share of the premiums. The employer spon­

sored insurance w ill have to offer benefits sub­

stantially sim ilar to those offered under Cata- 

i mount Health.

Both Catamount Health and the subsidy program 

for employer sponsored insurance are scheduled 

to become available October I, 2007

A disease is chronic if it is expected to last a year 

or more and requires ongoing medical manage­

ment. Common examples are diabetes, high 

blood pressure, mental illness and cancer.

About 75% of all health care spending today is for 

people with chronic diseases.

Our health care system was designed long ago to 

deal w ith so-called acute episodes, such as a bro­

ken leg. By identifying Vermonters with chronic 

disease and managing their care on an ongoing 

basis according to medical best practices, people 

with chronic d isease will live healthier lives and 

the rate of growth in health care costs may be 

restrained.

This part of the new law sets a goal of Janu­

ary I, 2009, for participation by all health 

care professionals, hospitals, insurers, third- 

party adm inistrators and Vermonters with 

chronic diseases in a chronic care manage­

ment plan to be developed by the Vermont 

Health Commissioner.

Effective April 1, 2007 , w ith the first quar­

terly payment due on July 30, 2007 , a new 

tax, called a "premium contribution a sse ss­

ment," will be imposed on employers whose 

employees do not have health insurance. The 

assessm ent is $91 .2 5  per quarter, which is 

$365  per year, o r one dollar per day. This 

new tax w ill help to pay for the premium 

subsidies described earlier in this brochure 

and will be paid on three kinds of employees:

• All employees of employers who do not 

offer insurance to anyone.

• Employees o f employers who offer insur­

ance to some employees, but who are not 

eligible themselves,

• Employees who are eligible for their em ­

ployer plans, but who choose not to en­

roll and are uninsured.

The tax will be collected quarterly on Full 

Time Equivalents (FTEs). A FTE is a hypo­

thetical employee who w orks *10 hours per 

week for 13 w eeks. This methodology allows 

the tax to be collected for part time employ­

ees and employees who w ork less than the 

entire quarter.

Small employers are som ewhat protected 

from the new tax by the exemption of eight 

FTEs in the first two years, six in the third 

year and four in the fourth year and thereaf­

ter.

* a



A-TTA-CH-

Resolution on Importance of Preventive Care & 
Early Intervention Services

BE IT R E S O L V E D  B Y  THE L E G I S L A T U R E  O F  THE  S T A T E  O F  ALASKA:

W H E R E A S ,  a g r o w i n g  b o d y  of r e s e a r c h  l inks e a r l y  c h i l d h o o d  ac c e s s 

to p r e v e n t i v e  h e a l t h  a n d  d e v e l o p m e n t a l  s e r v i c e s  w i t h  later cognitive, 

social, e m o t i o n a l ,  a n d  p h y s i c a l  h e a l t h  an d  d e v e l o p m e n t ;  and

W H E R E A S ,  the E a r l y  P e r i o d i c  S c reening, D iagnosis, a n d  T r e a t m e n t  

{EPSDT) P r o g r a m ,  the c h i l d  h e a l t h  c o m p o n e n t  of Medi id, is r e q u i r e d  in 

e v e r y  s t a t e  a n d  is d e s i g n e d  to improve the h e a l t h  of lo w - i n c o m e  

c h i l d r e n  b y  f i n a n c i n g  a p p r o p r i a t e  an d  n e c e s s a r y  p e d i a t r i c  services, 

i n c l u d i n g  p r e v e n t i v e  h e a l t h  an d  e a r l y  i n t e r v e n t i o n  serv i c e s ;  and
W H E R E A S ,  the K a i s e r  Coinmi s i o n  on H e a l t h  r e c e n t l y  found that, 

" w h i l e  the F.PSDT b e n e f i t  Is i m p ortant to all c h ildren, it has b e e n  

e s p e c i a l l y  b e n e f i c i a l  for the 1.3 m i l l i o n  c h i l d r e n  w i t h  d i s a b i l i t i e s  

e n r o l l e d  in M e d i c a i d .  For these children, M e d ic a i d ,  t h r o u g h  EPSDT, 

p r o v i d e s  m o r e  c o m p r e h e n s i v e  c o v e r a g e  than the t y p i c a l p r i v a t e  ins u r a n c e  

p l a n  a n d  i n c r e a s e s  a c c e s s  to n e e d e d  s e r v i c e s  that i m p r o v e  the q u a l i t y  

o f  d a i l y  life"; a n d
W H E R E A S ,  A r t i c l e  7, S e c t i o n  4 of th e  A l a s k a  C o n s t i t u t i o n  states 

t h a t  the L e g i s l a t u r e  s h a l l  p r o v i d e  for the p r o m o t i o n  a n d  p r o t e c t i o n  of 

p u b l i c  h e a l t h ;  ind
W H E R E A S ,  a L e g i s l a t u r e  has d e s i g n a t e d  the D e p a r t m e n t  of H e a l t h  

ar.d S o c i a l  S e r v i c e s  (DHSS) as the r e s p o n s i b l e  s t a t e  a g e n c y  for 

p r o m o t i n g  t h e  h e a l t h  of all A l a s k a n s ;  an d
W H E R E A S ,  the D i v i s i o n  of P u b l i c  H e a l t h  w i t h i n  DHSS  d e f i n e s  as one 

of its c o r e  m i s s i o n s  a s s u r i n g  a c c e s s  to e a r l y  p r e v e n t i v e  s e r v i c e s  a n d  

q u a l i t y  h e a l t h  care; a n d
W H E R E A S ,  iho D i v i s i o n  of H e a l t h  c a r e  S e r v i c e s  w i t h i n  DHSS is 

r e s p o n s i b l e  for o p e r a t i o n  ot major' c o m p o n e n t s  of the A l a s k a  M e d i c a i d  

program, i n c l u d i n g  the s t a t e ' s  E P S D T  p r o g r a m ;  and
W H E R E A S ,  in feder a l  fiscal year 2005 A l a s k a ' s  E P S D T  s c r e e n i n g  

rat e for M o d i c a i d  b e n e f i c i a r i e s  was r e p o r t e d  as 6 9  pi-rcunt, w ith 19,000 

out of .in e x p e c t e d  6 9 , 0 0 0  s c r e e n  perf o rm e d ;
BE IT R E S O L V E D  b y  tie- A l a s k a  .State L e g i s l a t u r e  that DHSS, through 

its D i v i s i o n s  o l P u b l i c  H e a l t h  an d  H e a l t h  C a r o  Service;;, shall d e v e l o p  

S t r a t e g i e s  and i n i t i a t i v e s  to p r o m o t e  p r e v e n t i v e  c are a n d  e a r l y  

n t e r v e n t i o n  a o r v i c o s  ind in c r e a s e  tho s t a t e ' s  E P S D T  s e r e  n i n g  rat 

a n d  be it
F U R T H E R  R E S O L V E D  that DUDS shall report, fs-ri d- -ally to (.!.•• 

Legislature* o n  i t s  a d o p t e d  sti a t  • g i  .s an d  i n i t i a t i v e s  m d  its p r o g r e s s  

' '..ii i a c h i e v i n g  < lOd percent :re<*n ing rate*



Alaska 
Medicaid Program Review

PRESENTAT .IN OF FINDINGS

The Pacific Health Policy Group 
February 2007

MEDICAID REVIEW
Introduction

Pacific Health Policy Group
> PHPG is a health care consu lting firm , founded in 1994

> Offices in Californ ia and Illino is

> Our focus is Medicaid/SCHIP and o the r gove rnm en t-funded 
health care program s

r Have provided assistance to 20+ sta tes

^ We also have worked w ith counties, providers , founda tions 
and p riva te health insurers

nihd****** '
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MEDICAID REVIEW
Introduction

Project objectives:
> Evaluate the Alaska Medicaid program re la tive to o the r 
sta tes ("50 -s ta te analysis")

> Ensure tha t program operations re flec t cu rren t s ta tu tes , 
rule=- i policies ("regu la to ry rev iew ")

> Assess cu rren t program operations and iden tify best 
practices from o the r sta tes ("ope ra tiona l rev iew ")

> Assist the leg is la ture w ith the eva lua tion o f sho rt and long 
te rm program reform in itia tives -  iden tify stra teg ies tha t 
enable the program to operate w ith the fle x ib ility necessary 
to best serve Alaskans, recognizing budgeta ry realties

^ Iden tify ove rs igh t prio rities fo r the leg is la tu re

I,* '

MEDICAID REVIEW
Introduction

Potential reforms defined in RFP:
> Developing pub lic /p riva te partnersh ips between Medicaid 
and employers -  adopting marke t-based re fo rm s

> In troduc ing lanaged care, to the ex te n t feasible

> Enacting cost sharing -  prem ium s/co -pays, perhaps tied to 
benefits

Conta in ing costs th rough program caps

> Increasing federal financia l partic ipa tion by ob ta in ing 
match ing dollars fo r services funded w ith sta te dollars on ly

;r S treng then ing the triba l health system

9 4 b  f



MEDICAID REVIEW
Introduction

Work Steps:
> In te rv iew ed p rov ide r represen ta tives and benefic ia ry 

stakeholders

> Consulted w ith DHSS and o the r sta te agency s ta ff

> Reviewed recently-issued reports exam in ing Medica'd 's long 
te rm g row th ; long term care system ; and behaviora l health 
system

> Compared Alaska en ro llm en t and expend itu re data to 
comparab le data fo r the o the r fifty sta tes

> Evaluated best practices and innova tive approaches in 
o the r sta tes fo r app licab ility to Alaska

> Note: DHSS has not had the opportun ity to review  
figures/assum ptions s

MIX,timing let*#

MEDICAID REVIEW
Introduction

Topics to be Covered Today
1. Summary find ings from 50-s ta te review

^ Demographics and Medicaid eligibility

- Covered services & aggregate expenditures

2. Curren t opera tions & trends, by service type

- Acute care

Long term care -  elderly/physically disabled & MR/DD

- Behavioral health

* Tribal health (all services)

* Administration

3. Recommendations for reform  and oversight

!#%»•
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MEDICAID REVIEW
Introduction

‘Executive Summary":
Alaska is expensive, on a per benefic iary basis

However, the sta te falls in to the m iddle range in most 
areas, in te rm s o f the popu la tions and services covered

The aging o f the sta te 's popu la tion is going to place 
sign ifican t pressures on the de live ry system and Medicaid's 
budget

There are a num ber o f re fo rm s w ith in the existing Medicaid 
s truc tu re th a t can be taken to im prove services and be tte r 
contro l costs

There also are sf" jc tu ra l re fo rm s tha t the sta te should 
consider to ensure the prog ram 's long te rm sus ta inab ility

W I W /.* •*
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50-STATE SUMMARY

Demographics & Medicaid E lig ib ility

Overview
> Medica id e lig ib il ity  is segm en ted in to m anda to ry and 

op tio na l popu la tio n s

> M anda to ry g roups have a "c a te g o r ic a l" lin kage to 
e lig ib il ity -  e .g ., ch ild ren , p regnan t w om en , d isab led

> O p tiona l g roups typ ic a lly a re persons who m ee t 
m an d a to ry /c a te g o r ic a l c r ite r ia  bu t whose incom e is too 
h igh

> Every s ta te cove rs som e op tio na l g roups , a lth o ugh the 
e x te n t o f th e cove rage va -ie s w ide ly

> Som e sta tes a lso cove r "m ed ica lly needy " persons 
th ro u g h Medica id -  s im ila r to A laska 's Chron ic & Acu te 
Medical Ass is tance (CAMA) e lig ib les »



50-STATE SUMMARY
Federally Defined Coverage Groups
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Alaska Optional Coverage Groups (sfy'05)
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50-STATE SUMMARY
Coverage o f Optional Populations

Alaska is middle-range in coverage of major optional 
categories, such as children and pregnant women

Under
One Yeer Ages 1 -5 Ages 6-11

Pregnant
Women

US Requirement 133% 133% 100% 133%
Highest S ta te 3 0 0 / . , : l v ,_ 3 0 0 % 2 7 5 r -
Lowest State 133% 133% 100% 133%
Alaska 176% 175% 175% 175

Alaska Rank 36'" 1ST 1-r 36"

r u n f e t o r

50-STATE SUMMARY
Coverage o f Optional Populations

Overall, Alaska's optional groups account for a smaller 
than average portion of enrollment and spending

E nro llm en t (2005 )

E xpend itu res (2005 )

1?



50-STATE SUMMARY
Enrollm ent Growth

Total Medicaid enrollment until 2005 exceeded state 
population growth, but trailed the national rate

S3u ? ra t . US C m tu l  a .  u . .  C PS O x il I'VJ D u S S  f -  w a i v«4» 2 3 0 /  b

13k ' t m i t f

r

50-STATE SUMMARY
Medicaid & Uninsured Populations

Medicaid covers a large percentage of Alaskans, but 
the percentage without insurance is also relatively 
high

P*rc*flt wtth M tdlciM Porcont Unlnturod
R*nk s u u Porcont Rank S u i t  | Porcont

1 Di»v*ctcf CoivnD-a 21 9% i To«as " I  24 2%
« M.SSitSippi 21 1% *» Ronda 20  7%
3 Vonront 199% 3 Now Woa.co I 20 4%
4 Ahi \* 4 VJ T-. 4 A/i/ona ( 20  2%
5 U j.n o 196% S Coi.forra I 19 4%
6 New York 184% 6 Geo'S a I 16 0%
7 RhJOo lOUnd 172% / lc . .v . i n j  f 18 6%
6 Now VO»jCO 17 0% 6 On'ahon'a 18 5%
9 Tonne*voo •6  <'4 9 ' . i
10 Ar./ona 16 1% >u A M l 4.) ] f / f l t .

(U ) A jC um j 16 1H <10) Antanva* | 17 8%
W in (•*».« (»•. .'#« IfMl)
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50-STATE SUMMARY

Distribution by Payor Mix
Relatively fewer Alaskans have employer-sponsored 
coverage, not surprising given the prevalence of small 
employers in the state

15

50-STATE SUMMARY
M edically Needy & CAM A

Overview
> Med ica lly Needy p ro g ram s se rve persons whose 

incom es exceed ca tego rica l lim its , b u t who in cu r 
m ed ica l expenses su ff ic ie n t to qu a lify on th a t basis

> A laska is one o f 16 s ta te s w ith o u t a Med ica lly Needy 
p rog ram

> The s ta te 's CAMA p rog ram  is s im ila r to a Medica lly 
Needy p rog ram , bu t is funded w ith s ta te do lla rs on ly 
($ 2 .2 m illio n in 2004 )

^ Som e sta tes have added CAMA-like popu la tion s to 
Medicaid th ro ug h w a ive rs , th e re b y capp ing the s ta te 's 
financ ia l lia b ility , w h ile d raw ing down add itio na l fede ra l 
m a tch ing do lla rs ,



50-STATE SUMMARY
M edically Needy & CAM A

ffij ——— — —

Overview
> Example: Mississippi added a program in 2005 through 
a Section 1115a waiver covering most of the same 
groups as CAMA (cancer, diabetes etc.)

> Mississippi projected the program would be "budget 
neutral" by forestalling onset of disabling conditions 
requiring long term care

r- Converting the CAMA program would likely not require 
legislation, unless the eligibility standards for the 
program were altered

17
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50-STATE SUMMARY
Covered Services

Overview
> Medicaid-covered services are also segmented into 
mandatory and optional groups (children are entitled 
to a wider range of mandatory services than adults)

> Alaska is comparable to most other states in terms of 
the optional services offered

> Alaska spends more per bene fic ia ry than ether states 
and costs grew rapidly in the first part of the decade

> DHSS has taken a number of steps to contain costs, 
consistent with actions in other states

> Demographic trends are going to impose serious cost 
pressures in the next decade

i s
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50-STATE SUMMARY
Expenditures per Beneficiary

Alaska spent more than the national average per 
beneficiary in 2003, even c'fter adjusting for cost-of- 
living

Aaska - Unac,-stud Aaska • A^usted Ur.:to(3 Statos

'U ' t i  Fact* U1 j  c> C4 *r >r jr« i z n  Jy ;v» <a
«<«♦» ta »?v a** n v t c ’f ' f l  ?*• »# - •  t>r ir  i  'a w

f

I 50-STATE SUMMARY
Expenditure Growth

Alaska's Medicaid expenditures grew faster than the 
average annual rate early in the decade, but have 
since fallen back to the middle-range

f t AM <At>kA*0
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50-STATE SUMMARY
Expenditures by Beneficiary Type

Alaska ranked in the top 5 in every category 
(unadjusted dollars)

Child ran Adults Eidorty
Bllrxa & 
Disabled Total

Un/ted States St *67 St 972
i l  I k
sato

StO 700 512 265 S4 072
Lowest Stato SO 12 S5 0M SS #73 S2 520
Alaska

Al .) ik j  R jn k
S l iM

f
U  **! 

r "
s ir ,021 

r
923 402

r -
t* 512T~
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ALASKA MEDICAID
Where Are the Dollars Spent?

Most spending falls into five major service categories

Other 
10%

Hospital 
24%Long Term 

Caro -
27% | J PlrysiCiarV

Cine 
11%

Behavioral
Health
14%

Pharmacy
14%



ALASKA MEDICAID
Acute Care

Hospital Services
> In 2003, Alaska spent $1,200 oer beneficiary for 

inpatient services, fourth highest: in the country

> Alaska spent $168 per beneficiary for outpatient 
services, second highest in the country

> The higher costs occurred despite lower than average 
utilization

JJ
4«»)*

ALASKA MEDICAID
Acute Care

Physician/Clinic
^ Alaska's physician payment rates are the highest in the 

country, partly because of the prevalence of tribal and 
cost-based providers

- Physicians perceive the fee schedule to be essential for 
supporting their practices -  the reverse of what 
normally occurs

5  -• The state faces a worsening physician supply shortage
-  one that could be exacerbated by cutting fees

- Telemedicine is a promising concept for stretching 
provider capacity. The state implemented payment 
regulations in 2002, but utilization remains low



i

ALASKA MEDICAID
Acute Care

Pharmacy
> In 2003, prescrip tion drug expend itu res per benefic ia ry 

(before rebates) were $788, 13th h ighest in the coun try

> The sta te has taken a num ber o f cost con ta inm en t 
actions, includ ing jo in ing a purchasing pool and 
in troducing a pre ferred drug list

> Alaska pays among the highest rates fo r drugs and 
dispensing fees -  which to some ex ten t supports critica l 
access pharmacies

> The sta te should consider d iffe ren tia l pric ing stra teg ies, 
ta rge ting urban chains fo r discounts. This like ly could be 
enacted th rough regu la tion , w ithou t the need fo r a 
s ta tu to ry change

2S

ALASKA MEDICAID
Long Term Care

Nursing Faci)ities/HCBS
- LTC accounted fo r one -qua rte r o f Medicaid expend itu res 

in 2005, but is pro jected to grow sign ifican tly as the 
sta te 's e lde rly popu la tion grows in size (from 55,000 
seniors in 2005 to 80 ,000 in 2015)

> Under cu rren t trend lines, Medicaid LTC spending is 
pro jected to Increase from $273 m illion in 2005 to $877 
in 2015

^ Nursing home rates are highest in the coun try , but 
u tiliza tion Is the lowest, pa rtly due to a lack o f beds

^ Pioneer Homes, which are licensed as Assisted Living 
Fac.iities, are becom ing de facto A lzhe im er's providers , 
though in a re la tive ly costly setting



Nursing Facilities/HCBS
I  > The sta te has tw o HCBS wa ive r program s fo r e lde rly and 

physica lly disabled persons (OA and OPD), but ne ithe r are 
designed to serve persons w ith A lzhe im e r's /dem en tia .

> The waivers also o ffe r lim ited in -hom e support services, 
encourag ing many to seek Personal Care A ttendan t (PCA) 
services outs ide the wa ive r

> In 2005, PCA costs reached $80 m illion , wh ile the two 
waivers amounted to on ly $42 m illion

> The sta te has in troduced p rio r au tho riza tion rules fo r PCA, 
but a comprehensive pre-adm ission screen encompassing 
all comm un ity services (w ith PCA converted to a wa ive r 
serv ice) would allow the sta te operate a more ho lis tic 
system »

ALASKA MEDICAID
Long Term Care

ALASKA MEDICAID
Long Term Care

Nursing Facilities/HCBS Recommendations
^ In s titu te up -fron t, comprehensive pre-adm iss ion 
screening and care planning

> Convert PCA to a wa ive r service

^ Add wa ive r serv ices targeted to A lzhe im er's /D em en tia as 
less costly a lte rna tives to Pioneer Homes (e .g ., AFC) 
and /o r establish case-m ix ad justed paym en ts fo r Pioneer 
Homes

- Also consider a prov ide r tax on Nursing Facilities as a 
revenue source (also recommended by PCG in its repo rt). 
Federal law pe rm its up to a six percent tax

- The tax would requ ire leg is la tive action . The o the r 
recommendations would require federal approva l

P»*«, t ***** •



ALASKA MEDICAID
Long Term Care

Developmentally Disabled
> Alaska serves all DD benefic iaries th rough waivers, 

outside o f ins titu tiona l se ttings -  one o f only a handfu l o f 
sta tes to do so (making it a leader)

> In 2004, expend itu res per wa ive r benefic ia ry were six th 
highest in the coun try ($63 ,000 versus $37,000 average)

> DHSS should develop and in troduce a mandato ry , un ifo rm 
cost reporting tool fo r providers (<cnd aud it requ irem en ts)

Rates should be updated th rough application o f a 
reasonable annual in fla to r and rebased period ica l1'/ (e .g ., 
every fou r o r five yea "s)

^ This like ly could be im plemented at the regu la to ry level 
th rough changes to the princip les o f re im bursem ent
•Jv f/*-

ALASKA MEDICAID
Long Term Care

Developmentally Disabled
> About 12 percent of the state's DD spending is through state- 
funded grants ($18 million in 2005) - average fo r the fifty 
states, but below states that have achieved close to 100 
percent federally-matched programs

> Unmatched DD dollars are being spent, in part, on persons on 
the DD waiver waiting list and persons deemed not eligible 
under current screening criteria - the reverse of the 
elderly/physically disabled program

- The state could create a second waiver, w ith distinct elig ib ility 
criteria. Enrollment could be capped at the numbers served 
today with state dollars - and the dollars matched

> The new waiver would require federal approval and possibly 
legislative action, if the waivers are authorized in statute

»*****
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ALASKA MEDICAID
Behavioral Health

Overview
> Over 80 percent of behavioral health dollars in 2005 went

ffj toward treating children, with 90 percent o f all spending split
between Residential Psychiatric Treatment Centers (RPTCs) 
and general mental health

> The state spends very little on early intervention activities, to 
prevent or treat behavioral health conditions at an initia l stage

> CMHC rates have been fla t fo r over a decade -  with most 
additional funding going to serve persons in crisis

^ The "Bring the Kids Home" initiative is an important effort, though
it will bring Alaska only to the stage many states reached years

l ago and will leave Alaska dependent on inpatient care

I ^ Savings achieved through Bring the Kids Home should be at least
partly invested in early intervention/community-based services, in 
line with trends in other states ji

m n i l * ' h M-

ALASKA MEDICAID
Tribal Health

Overview
American Indian/Alaska Natives (A I/AN) represent 40 percent 
o f the state's Medicaid population; tribal health is a $740 million 
delivery system

The tribal system faces significant fiscal challenges, as IHS 
funding has been increasing at 1 - 2 percent per year

The health status o f Alaska Natives is significantly worse than 
tha t of the general population on many key measures, such as 
tuberculosis and diabetes

The AI/AN population is younger than aveiage, but its elderly 
segment is growing significantly and will require a triba l LTC 
provider in frastructure that does not exist today

The state may have an opportun ity to dramatically a lte r the 
fiscal landscape - and provider system - for AI/AN beneficiaries

16



ALASKA MEDICAID
Tribal Health

AI/AN Current Medicaid Funding
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ALASKA MEDICAID
Tribal Health

Tribal Health Recommendation
* Alaska spends about $19 million per year on nursing facility costs 

for AI/AN beneficiaries residing in non-tribal facilities ($8 million 
state dollars)

The state should consider investing in development of tribal long 
term care capacity, to allow beneficiaries to be served closer to 
family/friends, while garnering 100 percent federal matching 
dollars. For example:
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I ALASKA MEDICAID
Tribal Health

*ii ________________________________________________________________

' Tribal Health Recommendation
- Medicaid expenditures within the tribal health system receive 100 

percent federal funding; services provided to AI/AN beneficiaries 
by non-tribal providers are matched at the regular rate

> Under a Section 1115a waiver, the state, in collaboration with 
tribal providers, could designate the tribal system as a managed 

I care entity

The entity would be funded for all care -  including services 
furnished by non-tribal providers. However, the "capitation 

I payment" would be submitted for 100 percent federal match

* The new entity would have flexibility to invest savings into areas
of g re a tc t need for AI/AN beneficiaries

^ This initiative would require federal approval, which is not assured

, 35

ALASKA MEDICAID
A dministration

Overview
* DHSS was reorganized into four major divisions in 2003 - the 

department overall falls into the "super agency" structure adopted 
by many states to consolidate public health/behavioral health/ 
Medicaid

^ In 2003 (pre-reorganization), Medicaid's administrative costs were 
$504 per beneficiary (or $*103, adjusting for cost-of-living), versus 
a national average of $224

- Administrative costs represented 6.8 percent of total 
expenditures, closer to the national average of five percent

- Administrative spending also grew more slowly In Alaska from 
1997 to 2004 than it did nationally

36



ALASKA MEDICAID
A dministra tion

Program Integrity/Provider Payments
> The federal government is phasing-in a new audit structure for 
states, known as the Payment Error Rate Measurement (PERM) 
process; Alaska's first audit is scheduled for 2008

- States that have error rates significantly above the national rate 
face disallowances and may be ordered to refund federal monies

DHSS has established a Program Integrity and Analysis function 
and has re-codified service regulations, as a means of bringing 
better clarity and oversight to the payment process; the 
Department also has conducted test audits to prepare for PERM

However, the PERM audit will overlap with implementation of a 
new MMIS - on a schedule which appears to be very ambitious

^ The legislature should monitor both processes closely because of 
their fiscal implications for the program

37
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ALASKA MEDICAID
A dministra tion

Regulations
«• The updating of Medicaid regulations, beginning with HCBS waiver 
rules, was essential and is already yielding results

- The Department's recently-issued draft regulations for covered 
services comply with federal law and regulations, with only a few 
areas for potential follow-up by DHSS identified

- Of the 481 regulations reviewed, only 8 potential inconsistencies 
were detected, representing 1.66% of the total

^ It appears that Alaska performed a very thorough review of 
applicable federal authorities when it sought to repeal existing 
state regulations and propose revised rules

r.
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ALASKA MEDICAID
Broad-Based Reform

Planning for Reform
^ The federal government in recent years has shown a willingness 

to grant states greater flexibility in running their Medicaid 
programs, if presented as part of a comprehensive reform model

^ Vermont, Massachusetts and, to a lesser extent, Florida have 
undertaken major reforms under the aegis of 1115a waivers

Under such waivers, states agree to operate their programs at no 
greater cost than would have occurred without reform. In return, 
the federal government agrees to "waive" traditional rules 
governing how the program operates and who can be served

^ Denali KidCare operates under an 1115a waiver

ALASKA MEDICAID
Broad-Based Reform

Reform Objectives
Ensure the best use of public resources to meet Alaskans' health 
care needs

- Ensure the program is culturally appropriate and recognizes 
Alaska's unique demography

- Ensure the program is Fiscally sustainable for the long term 

* Encourage preventive care and early intervention

^ Promote access to quality care

- Ensure the state has the necessary tools to quickly respond to 
client needs, changes in the delivery system and fiscal constraints



ALASKA MEDICAID
Broad-Based Reform

Reform Steps
> Define Medicaid 's top p rog ramm a tic needs ove r the next 

decade

> Project like ly spending au tho rity over same period

> D ra ft wa ive r proposal seeking fle x ib ility to res truc tu re 
program

> Iden tify specific re form s to be undertaken

^ CAMA program

> Triba l health

> DD waive r

> Long Term Care
• «:

_______________________________________________________________________

MEDICAID REVIEW
Sum mary

PV.-V ' yrr.r- y  '

j ,  ’

CAMA Program
» Convert to iedt-rjlly- 
matched model under a 
Section n t5 a  waiver

» Federal approval 
> Possible statutory action (if 
covered populations/services 
change)

Pharmaceutical
Pricing

» Differential pricing 
strategies, by location * Regulatory amendments

Personal Care 
Attendant (PCA)

- Comprehensive pre­
admissions screening

Regulatory changes 
«• Possible statutory action (if 
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Executive Summary

Executive Summary

In April 2005 the Alaska Department of Health and Social Services (ADIISS) contracted 

with the Lewin Group and ECONorthwest to develop a long-term forecasting model of 

Medicaid spending for the Slate of Alaska. This document describes the steps 

undertaken in the development of the forecasting model and provides details on the 

projected growth in enrollment, utilization, and spending on Alaska's Medicaid 

program through 2025.

This report is intended lo inform ADI ISS executives and the Alaska Stale Legislature of 

the substantial projected growth in total spending on Alaska's Medicaid program and 

the projected growth in state matching fund spending on the Medicaid program. The 

projections of total and stale matching fund spending presented in this report assume 

that the mix of Medicaid services remains constant and that eligibility criteria do not 

change in the future. These assumptions were necessary lo show how Medicaid 

spending in Alaska would grow under the program's status quo. The statistical models 

developed for this analysis will be provided lo ADHSS staff providing them the ability 

to update the Medicaid forecast as more timely data become available.

KEY FINDINGS
The Alaska Medicaid program will fundamentally change over the next 20 years from a 

program that centers on children to one that is dominated by seniors (age 65 and older). 

This is a result of changes in Alaska's demographic profile, which will include many 

more seniors. On a per-recipient basis, spending on Medicaid services for seniors is 

substantially higher than spending for children. As this portion of the population grows 

rapidly over the next 20 years, Medicaid spending will also grow rapidly. In calendar 

year 2005, approximately 42% of spending on Medicaid claims was devoted to children 

and 22’% was devoted lo seniors. My 2025, we expect that approximately 45% of 

Medicaid spending will be devoted to seniors and approximately 30% will be devoted 

lo children. As Figure I shows, we expect spending on Medicaid claims for the elderly 

tu surpass spending on the working-age population by 2015 and to surpass spending on 

children by 2018.

T h e  I x i v i n  C m i i j ) ,  In c .  m n l  I 'C O i h n l l i u n v t
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Executive Summary

Figure 1: Spendiny on Elderly will Surpass Spending on Other Age Groups by 
2018

Forecasted Proportion of Total Spending on Medicaid Claims by Age Group, 2005-2025

Year

Source: I.ewin Group & liCONorthwcst analysis o f Alaska Department o f Health and Social Services data.
Note: Spending projections are on an incurred service basis.

Among the key findings of this report are the following:

• More important than any of the other factors in our projection of the Alaska 

population, the 65 and older population is projected to grow rapidly, almost 

Iripling from 43,000 lo 124,000 between 2005 and 2025.

• Alaska's Medicaid program has been a program dominated by spending on 

services for children hut it will change to one much more focused on the elderly. 

This change will affect the mix of benefits that Medicaid provides and, more 

importantly, Iho cosl. Average per-recipient costs of Medicaid services are much 

higher for the elderly than for children.

The I.ewin Group, Inc. iiml ECl)Northwt'$t
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Executive Summary

• Projected to grow a little faster than the state's population, we expect Medicaid 

enrollment—on a full time equivalent basis —to reach 131,000 by 2025 (compared 

to 95,000 in 2004).

• Total spending on Medicaid claims will increase from approximately $975 

million in CY 2005 to approximately $4.7 billion in CY 2025.

• An incieasing share of the Medicaid burden will be shifted away from the 

federal government to the state. State matching funds for Medicaid claims are 

projected to increase at a faster rate than the total Medicaid program-8.9% 

versus 7.6% for total funds (see Figure 2).

F i g u r e  2: S t a t e  M a t c h i n g  F u n d  S p e n d i n g  o n  M edica id  to G r o w  8.9% A n n u a l l y

Total Forecasted State Matching Funds for Medicaid Claims (in Millions of Dollars), 2005-2025
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Executive Summary

Table 1 and Table 2 show projected utilization and spending for the five fastest growing 

Medicaid service categories. With the exception of Vision Services, these categories are 

also expected to be among the most expensive Medicaid services provided in 2025. In 

fact, As Table 2 shows, over half of stale matching funds will be spent on just two 

service categories —Personal Care and 1ICI3 Waiver. These are two of the most 

important Medicaid service categories for Alaska's seniors.

Table 1: Forecast of the 5 Fastest Growing Ser :ice Categories by Utilization, 
2005-2025

Medicaid Sorvico

Calendar Year Average 
Annual % 
Change 

(2005-2025)

Rank by 
Avn. 

Annual % 
Change

2005 2010 2015 2020 2025

Personal Caro 5.029 8.626 14.587 23.617 35.311 9.7% 1

HCB Waivor 4.167 7,004 11.428 17.686 25.263 9.0% 2
Residential Psych /BRS 1.227 1.098 2.766 3.889 5.319 7.3% 3
Therapy/Rehabilitation 9.949 15,240 22,242 31,135 41.529 7.1% 4
Vision 24.208 35.006 47,669 61.614 75.190 5.7% 5
IV .duplicated Count of 
Modicaid Recipients 113.953 130,047 141,184 148,117 150,743 1.4% NA

Undupllcatcd Count of 
Modicaid Enrollccs 132.344 151,036 163.971 172.022 175.073 1.4% NA

Source; I.cwin Group &  HCONorlhwcvt analysis o f Alaska Department o f Health and Social Services data.
Note: In tlii'. analysis we define service utilization a s  the annual uiuluplicatcd count o f persons who used a particular

Medicaid sen ice durinjj the fiscal year

Table 2: Forecast of tho 5 Fastest Growing Service Categories by Stato Matching 
Funds (In Millions of Dollars), 2005-2025

Calendar Year AVfl. Rank

Medicaid Service
2005 2010 2015 2020 202i

Annual % 
Change 

(2005-2025)

by Avg. 
Annual % 
Change

Personal Caro $48.7 $105,0 $200 6 $367.3 $629.1 128% 1
HCB Waiver $49.0 $1006 $1010 $316.1 $520.4 11.8% 2
Residential Psych/HRS $27 1 $52.9 $80 0 $141 1 $221 5 10 5% 3
I hernpy/Huhnbililntlon $11 5 $21.7 $35 1 $56 3 $85.9 10 0% 4

Vision $0 4 SOB $1 2 $17 $2 4 u.u% 5
All Modicaid Sorvlcos $350 $591 $9v2 $1,377 . . 89% NA
Source I ew in  G roup \  l i t  < (N orthwest a n a ly s is  o l A la ska  Department o f  H ealth  and Soc ia l S e rv ice s data 

Note D o lla rs .lie  not ad justed for m tla lion

I he I error limu/i, Inc. iiiu l I ’.CllSoillin'c^t
I V



Executive Summary

• State matching fund spending on claims provided by the Alaska Medicaid 

program will grow tr n approximately $350 million in calendar year 2005 to just 

over $2 billion in calendar year 2025.

• lne main factors responsible for growth in spending on Medicaid services are 

population growth, aging of the population, increasing utilization of Medicaid 

services by enrollees, and growth in the prices of medical services.

• Growth in total (federal and state funds) spending on claims will slow from the 

pace of the last decade. On an average annual basis, total spending on Medicaid 

claims is projected to increase by 7.8%. Comparatively, between 1998 and 2004, 

spending on Medicaid claims increased by 16.6%.

• In calendar year 2005, state-matching fund spending on Medicaid claims was 

approximately $500 per Alaskan citizen. We project this will grow to 

approximately $2,600 by 2025—an S.0% average annual growth rate. 

Compai alively, per-capita personal income in Alaska is projected lo grow by less 

than 3.0% per year over this same period.

• I5y 2025, more than half of state matching fund spending on Medicaid claims is 

expected to be for Personal Care and I ICO Waiver. In CY 2005 these two service 

categories account for less than 30% of the state's spending on Medicaid claims.

• Medicaid enrollment will grow at almost twice the annual rate of Alaska's 

population (1.4% vs. 0.86%).

• Por the elderly, Medicaid enrollment is also projected lo grow at a greater annual 

rate '1 '* , . 'ation (6.3% vs. 5.3%).

« Medicaid utilization will grow by approximately I 3% per year between 2005 

and 2010, but this rate of growth will decline to approximately 2.1% between 

2020 and 2025.

• We project relatively slow growth in the enrollment rates of eligibility categories 

specific to children (e.g. Title X I X  Kids), but high rates of growth in eligibility

I hr I rti'in (itnn/i, Ini', nnil I < dSfmlliu'f.t
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Executive Summary

categories geared more heavily toward the elderly (e.g, Long Term G re Non- 

Gish).

• The elderly population in Alaska will almost triple between 2005 and 2025 from 

43,000 lo 124,000; while the child population will remain relatively stable 

growing only from 205,000 to 245,000 in 20 years.

• The Native population will increase on average by 1.71 % per year, while the 

Non-Native population is expected to increase by only 0.67%. The difference 

between the two growth rates is expected lo result in the N«Viv > proportion of 

the population increasing from approximately 17% in 2005 to approximately 21% 

by 2025.

• Currently, Natives are almost three times as likely to be enrolled in Medicaid as 

are non-Nativcs.

• The enrollment of males into the Medicaid program is projected to grow slightly 

faster than females. Still, due lo greater life expectancies, higher rales of poverty, 

and pregnancy and related needs, we expect the proportion of females in the 

Medicaid program to remain higher than males.

• The Anchorage/Mat-Su region, with almost half of all Medicaid enrol lees in 

2005, is expected to in rease its Medicaid population by 2.0'% per year—the 

fastest growth of any of the regions.

Ilit* I cit'in Cnni/i, Inc. ntnlI i '<iX n rlhno t
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Introduction

Introduction—Alaska Medicaid Spending Projection

In this study, we develop long-term forecasts of Medicaid program spending from 2005 

through 2025. We project spending for 20 categories of services provided under the 

Alaska Medicaid program. Although results are presented at state level for all residents, 

analysis is conducted on a regional basis for demographic subgroups of the population.

In addition lo this report, the models constructed for and used in the analysis will be 

installed on Alaska Department of Health and Social Services (ADI ISS) computers. This 

will provide ADI ISS staff the ability to update the forecast as more timely data become 

available. The models were developed in the Statistical Package for the Social Sciences 

(SPSS) at the request of agency staff. The SPSS modeling syntax serves as 

documentation of the analysis, allowing ADIISS staff lo operate ai. , if necessary, 

modify the models. Indeed, the primary contributions of this project are the 

development of a methodology and set of statistical models that will allow ADI ISS staff 

to prepare long-term forecasts of Medicaid spending into the future. Neither the 

demographic profile of Alaska's population, nor the administrative aspects of the 

Medicaid program are static. Il is important, therefore, that ADI ISS staff has the ability 

to inform Medicaid administrators and policy makers about fiscal issues related lo the 

Medicaid program. ADIISS now has a tool that they can use to project the impact of 

proposed changes to the Medicaid program.

This report presents the findings from our analysis of long-term Medicaid spending in 

Alaska. It is based on the most currently available data and represents a benchmark for 

future forecasts, but does not reflect changes in Alaska's Medicaid program made since 

the last year of historical data (fiscal year 2001). We recognize that changes to the 

Medicaid program ADI ISS has implemented since l;Y 2CIM already have had —and will 

continue to have —an impact on enrollment, utilization, and spending.1 Wilh the new 

long-term forecasting model in hand, these changes will be reflected in ADIISS' future 

updates of the forecast. Revised projections will have the same validity as the 

benchmarking piojet lion because they will be based on the same model.

1 I ' taiiiples, nl'ch.mgcr made tit the Medicaid program since 1-Y 2001 include numetous changes implemented to 
contain cost*, the Itring the Kills Home initiative to return childicn in out-of-st.ilo residential psychiatric treatment 
centers to Alaska, changes lo the Personal t ’are Attendant program, rind the launch o l’Mcdicaio's prescription drug 
benefits,

I'tii' I cit'in «• /«*#«/», //it*, ami l . a  hVoH/itrve/
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Introduction

SUMMARY OF METHODOLOGY
The main factors responsible for growth in spending on Medicaid services are 

population growth, aging of the population, increasing utilization of Medicaid services 

by enrollees, and growth in the prices of medical services. Our methodology, therefore, 

entailed detailed analysis of each of these factors in order to formulate a series of 

statistical models lo project total spending on Medicaid services. The statistical models 

of Medicaid enrollment, and service utilization and spending were developed using 

historical enrollment-level data provided by ADIISS. Population forecasts for five 

regions of Alaska were based on historical Census population estimates and statewide 

population forecasts developed by the Alaska Department of Labor and Workforce 

Development.

The forecast of total spending on Medicaid services depends on the following key 

demographic, economic, and program-related factors:

• Growth in Alaska's resident population and changes in demographic 

composition

• Changes in the Medicaid enrollment rate

• Changes in the utilization of Medicaid services by Medicaid enrollees

• Personal health services specific price inflation

The creation of the long-term Medicaid forecasting model for Alaska required the 

development of five separate modeling tasks. These include:

• Task 1: Project population of Alaska by regional-demographic grouping: The first 

step in determining the demand for Medicaid services in fulme years is to 

understand the size of the Medicaid eligible population, ils demographic 

characteristics, and its regional distribution. We do this by projecting Alaska's 

population through 2025 by the following four characteristics:

• Region (5)

• Age Cohort (I I)

• Gender (2)

• Native/non-Nalive (2)

I lie l.iw iit < Inc. ninl i:CC)\’vrtliiuest
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Introduction

This results in 220 subpopulations (5*11*2*2 = 220) that we project for each year from 

2005 to 2025. The purpose of projecting Alaska's population at such detail is that 

eligibility for and consumption of Medicaid services differs greatly by age and gender; 

the federal match rate varies between Medicaid service categories and by Native/non- 

Native status; there may be regional differences in the eligibility and participation rates 

for Medicaid, as well as in the costs of service.

Task 2: Project Medicaid enrollment rate for each of the 220 subpopulations: Using 

Medicaid enrollment data provided by the Alaska Medicaid program for fiscal years 

1997-2004, we estimated regression equations of Medicaid enrollment rates for children 

(0-19 years of age), working-age adults (20-64 years of age), and the elderly (65+ years 

of age). These equations included a range of demographic variables designed to 

measure differences in enrollment for these groups, including age, gender, Nalive/non- 

Native status, and region of residence.2 Coefficient estimates from the regression 

equations were used to project the proportion of each of the 220 subpopulations 

enrolled in Medicaid through 2025. Medicaid enrollment is then allocated across the 11 

eligibility classes based on historic trends. Medicaid eligibility classifications were 

determined by ADI ISS staff.

Task 3: Project utiliznt'on by Medicaid service class for each of the 220 

subpopulations: Using historic Medicaid data on utilization of Medicaid services for 

each of the 20 service classes, we project Medicaid utilization for each of the 20 service 

classes within each of the 11 eligibility groups and the 220 subpopulalions. Service 

utilization is modeled using logistic regression, a statistical modeling technique used for 

estimating the probability of an event occurring. For our purposes, the event is the 

utilization of a particular service within a given year.

Task 4: Forecast the average and total cost per year of Medicaid services by 

subpopulation: Using linear regression analysis, average spending per recipient of each 

Medicaid service category was regressed on demographic and other explanatory

In addition, sve examined statewide economic data, including total peisunal income, per capita personal income, 
and employment. I lie statewide data provided no explanatory power in the enrollment rate models and was, 
therefore, dropped from the models. Regional economic data were not examined because wo know o f no available 
Imip-u mi foieeasts o f such data. Statewide economic data from the University o f Alaska's Institute for Social and 
Heonomic Research (ISHR) were also considered in the regression models. The economic data, however, did not 
provide additional explanatory power and were, therefore, dropped from the models.

Tlti' l.ctt’iit Group, Inc. mul tNurlltwcst
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Introduction

variables.3 One regression model was developed and estimated for each of the 20 

service categories. The results obtained from the 20 models were used to project total 

real spending per Medicaid recipient through 2025. Using national-level forecasts of 

medical inflation, we then project total annual nom inal spending per recipient through 

2025.

Task 5: Forecast total state matching fund spending on Alaska's Medicaid program: 

The State's obligation to lover the cost of an individual's Medicaid costs differs 

according to the individual s Medicaid eligibility group, category of Medicaid service, 

provider of Medicaid-related service, and Native/non-Native status. Based on cost 

share information from ADI ISS and our projections of total Medicaid spending by 

service category, we forecast total state matching fund spending through 2025 by the 

Stale of Alaska.

Task 6: Forecast the cost of other payments and offsetting recoveries: This final 

component of Medicaid spending is not directly tied to individual claims and, therefore, 

cannot be forecasted by the same methods described above. Rather, for projections of 

Offsetting Recoveries, future credits are assumed to grow at approximately the same 

rate as in the past. For the forecasts of Medicare Part A & Part B Premiums, the 

historical relationship between spending on this program and growth in the elderly 

population (65 and older) was statistically measured and used as a basis for projecting 

future spending by ADIISS on Medicare Part A & Part B Premiums. Finally, for the 

Supplemental I lospital Payments program, the relationship between spending on this 

program and spending on the Inpatient and Outpatient I lospital services categories 

was statistically measured and used as a basis for projecting future spending on the 

Supplemental I lospital Payments program.

MODEL ASSUMPTIONS AND LIMITATIONS
Hie l.cwm Group and ECONorthwest realize that the value of economic analysis 

depends on the quality of the data and assumptions employed. We have worked 

carefully to ensure the quality of our work and the accuracy of our data. Throughout 

this report we identify our sources of information and the assumptions used in the 

analysis. We have undertaken considerable effort to validate the forecast and to confirm 

the reasonableness of the data and assumptions on which the forecast is based,

J Note: Annual Medicaid spending for each ot the hisloi ical years o f data is inflation adjusted in’o dollars.

I hr I.twin Cinm/>, Inc. and JZCONoitliwcst
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Nonetheless, we acknowledge that any forecast of the future is uncertain. The fact that 

we view the forecasts in this report as reasonable does not guarantee that actual 

enrollment in, utilization of, and spending on the Alaska Medicaid program will equal 

the projections in this report. ADHSS administrators and the Alaska's elected 

representatives must recognize the inherent uncertainly that surrounds forecasts in 

considering the long-term Medicaid spending projections. The primary benefit of this 

report to Medicaid administrators and Alaska's policy makers is information on the 

direction and approximate magnitude of changes in the Medicaid program.

There are many assumptions underlying the forecast, which the Lewin Group and 

ECONorthwest have deemed to be reasonable. ADHSS established a steering 

committee of program and financial managers experienced in Medicaid policy lo 

provide guidance throughout the process of developing the forecast models. The 

steering committee provided valuable feedback on Ihe suitability of our assumptions 

and the reasonableness of our results. Throughout the analysis, we relied upon the best 

available information, including historic Medicaid claim data, the State of Alaska's 

official population forecast, and nationally recognized information on trends in medical 

prices. In addition, in no instances do we impose any speculation on future Medicaid 

policies or procedures. Rather, we develop the long-term forecast as if the policies and 

practices of today will be the status quo throughout the forecast period. Assumptions of 

particular importance, include, but are not limited to, the following:

• The mix of currently available Medicaid services is assumed to be constant 
throughout the forecast period. The Stale of Alaska currently provides Medicaid 
services not mandated bv the federal government. VVe assume the State will 
continue to provide these services throughout the forecast period.

• Medicaid eligibility requirements will not change throughout the length of the 
forecast period.

• Wilh respect to gender and age cob rt, Alaska's population will grow at 
approximately the rale forecasted by the Alaska Department of I.abor and 
Workforce Development in their February 2005 report. Relative population 
growth by region of the slate and by Native/non-Native status will be similar to 
that expeiienced between 1990and 2000.

• The growth rate in the prices of Alaska's Medicaid services will be the same as 
the projected growth rate in the prices of personal health care services, embodied

Thel.i'U'iit lm . iiihl
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in the Center for Medicare and Medicaid services' national personal health care 
deflator.

• Neither the historical data nor the spending forecast will directly correspond to 
the ADHSS accounting or budget systems. Additionally, the claims data is based 
on date of service while the accounting and budget systems are based on dales of 
payment. There are three reasons for this:

1. The data used in the forecast of total spending are based on date of service 
and not on date of payment;

2. The payment amounts include only claim payments processed through he 
Medicaid Management Information System (MMIS) and do not included any 
payments or accounting adjustments not made through MMIS (i.e., the data 
do not directly correspond lo accounting records);

3. The historical data are based on the Stale's fiscal year, but the forecasts are on 
a calendar year basis. This was done to remain aligned with the population 
forecast.

• Claim data for Fiscal Year 2005 are used as a benchmark for the long-term 
forecast. These data were not, however, used in the development of the forecast. 
The reason foi this is that the statistical models used in this analysis were 
developed in Q2 and Q3 2005, and the earliest the FY 2005 claim data became 
available was a month or more into Q3 2005. Further, because this analysis is on 
an incurred basis and many claims are not paid for several months or more after 
the service is incurred, there is currently and will continue to be for several 
months much missing cost data in the FY 2005 claim data.

• Data for years 1997, 1999, 2001, and 2003 are not shown in historical tables of 
utilization and spending because of limited space. Aveiage annual growth rates 
are slightly lower when considering the period 1997-2004.

• Forecast data are only shown for 2005, 2010, 2015, 2020, and 2025. The model, 
however, forecasts each year from 2005 through 2025.

• The enrollment and claims data provided by ADI ISS were from their Juneau 
Claims and Enrollment (JUCF) database. JUCF contains Medicaid enrollment 
records and claim-level data or. paid claims, adjustments, and voids. JUCF does 
not include denied claims, claims pending adjudication, payments not processed 
through MMIS, or administrative costs. For the long-term forecasting model, 
ADIISS summarized enrollment and paid claims data into one record for each 
individual enrolled in the Medicaid program for each complete fiscal year 
available (1997-2001) using the following 10 criteria.

Tin' I ctcin (Irani*, Inc. iiml I'CONnrtIncest
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1. Claim dale is based on the date the service was provided (incurred), not 
the date the claim was paid.

2. Only complete fiscal years are included in the data file. Data for fiscal year 
2005 are excluded because there is a lag between providing the service 
and paying the claim. Many of the claims incurred during fiscal year 2005 
will not be paid until fiscal year 2006.

3. There is one record per individual for each fiscal year he/she is enrolled 
in Alaska's Medicaid program, regardless of whether he/she is enrolled 
for one month during the fiscal year or for the entire fiscal year.

4. Data were grouped so that classifications are consistent wilh those 
typically used by ADHSS in budgeting analyses and financial reporting. 
The list of variables include ID, year, region, gender, race (Native/non- 
Native), age, months in program, eligibility classification, and service 
classification.

5. To protect the privacy of client?, no personally identifying information 
(i.e., name, birth date, social security number) was included in the data 
file. The Medicaid client identification numbers were recoded by ADI ISS 
to create the ID variable and cannot in any way be used to identify 
individuals.

6. The race variable is one of two values: Native or non-Native. The Native 
category includes anyone identified as Alaska Native or American Indian. 
Knee is a self-identified optional field on the enrollment application. 
Natives wl o  left this item blank would be counted as non-Native.

7. The Monlhs-in-Program variable is the number of months during the 
fiscal year in which the individual was enrolled in Medicaid, legibility is 
determined on a monthly basis. If a person is eligible for oil" day in the 
month, they are eligible for the whole month.

8. When summarizing enrollment data, if multiple values were encountered 
in the region, gender, race, or age variables, one of the values was chosen 
randomly by assigning an integer between 1 and 12 (inclusive), the 
integer represented the month of the fiscal year in which to determine the 
individual's value fur the entire fiscal year.

9. The I I eligibility classifications are based on groupings of eligibility 
subtype codes (See Appendix A). If a client's situation changes over time, 
he/she is reassigned lo the eligibility code that best fits. Consequently, 
there is a great deal <4 movement between classifications and il is common

I hr I.fin'n Cidhji, Iiif. mill i.C.ONorthu fst
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for individuals to have more than one eligibility code during the year. If 
multiple eligibility codes were encountered during a fiscal year, the last 
value was chosen

10. Claim data were aggregated into 20 service classifications based on 
ADHSS categories of service (See Table 9). The net amount of claims paid, 
including debits, credits, and voids, was summarized for each individual 
enrolled for each fiscal year. Not all enrollees had claims in all service 
classifications. In fact, some enrollees did not have any claims at all for a 
fiscal year.

The l.ewiii Groii/i, hie. mut T.CONuitlnvvst
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