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SB 13 “An Act relating to eligibility requirements for medical assistance for certain children
and pregnant women; and providing for an effective date,”

Sponsor Statement

SB 13 increases and restores to original levels 12 years ago the qualifying income eligibility
standard for the Denali KidCare Program to 200% of the Federal Poverty Line (FPL). Alaska as one
of the nation’s wealthiest states is only one of 5-7 states which funds its SCHIP program below
200% FPL. SB 13 makes health insurance accessible to an estimated 1277 more uninsured children
and 225 pregnant women in Alaska. Denali KidCare is an “enhanced” reimbursement program with
up to 70% matching funds (Alaska currently receives about 66%) under the federal government’s
State Children’s Health Insurance Program (SCHIP), which was created in 1997. Congress
reauthorized the SCHIP program for five years and President Obama just signed into law on
February 4, 2009 with expanded coveérage for 4 million more children.

Consider the following information from the Kaiser Commission on Medicaid and the Uninsured,
January, 2009:
e 44 states, including D.C., cover children in families with incomes at 200% FPL or higher.
e 33 states cover children in families with income between 200% and 250% FPL.
e 19 states including D.C., cover children in families with income at 250% or higher. 10 of
these states cover children in families with income at 300% FPL or higher.
e 35 states allow premiums or enrollment fees, and 24 states have co-payments for selected
services in SCHIP programs on a sliding scale of FPL,
» 46 states do not require asset tests

Denali KidCare serves an estimated 7900 Alaska children and remains one of the least costly
medical assistance programs in the state at about $1,700 per child with full coverage, including
dental, which is about 20% of the cost of adult senior coverage.

Early intervention and preventative care under SB 13 will greatly increase Alaska children’s health
and yield substantial savings to the state and public and private sector hospital emergency rooms
which must admit indigent and uninsured patients for non-emergency treatment. It is estimated that
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uninsured children with a medical need are five times as likely not to have a regular doctor as
insured children and four times more likely to use emergency rooms at a much higher cost.

There are still an estimated 18,000 uninsured children in Alaska, or about 9% of the children age 18
and under. Private health care coverage for children has declined over 30% in the last ten years,
and the deepening recession is pulling more children and families into the uninsured ranks, The
reauthorized SCHIP program and “Stimulus Package™ should help, and Alaska should do its share
and take advantage of available federal matching funds by insuring its low income children up to
and including 200% FPL under SB 13.
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Senator Bettye Davis

SB 13 “An Act relating to eligibility requirements for medical assistance for certain children and
pregnant women; and providing for an effective date.”

Repercussions of the unmet health needs of Alaska’s uninsured children

e The number of uninsured children in Alaska is estimated to be about 18,000 or 9% of the
population age 18 and under (Urban Institute and Kaiser Commission on Medicaid and the
Uninsured).

. e Over the last 10 years Alaska has seen a 31% decline in the number of children covered by private
C health insurance (Robert Wood Johnson Foundation).
- ¢ Nationally, more than 80% of uhinsured children are from working families (Kaiser Commission
on Medicaid and the Uninsured).

o Uninsured. children have much higher health risks than do covered children. The receive less
preventative care and are diagnosed at more advanced stages of illness (Kaiser, supra).

¢ Uninsured children are more likely to develop throat, eye, and ear infections, serious dental
problems, and chronic conditions such as asthma and diabetes. They are more than five times as
likely as insured children to have an unmet need for medical care and nine times more likely not to
be examined by a regular doctor. They are also four times more likely to use emergency rooms
which are much more costly than care in physicians’ offices (Pediatrics 105, 113; “Care for
Children,” New England Journal of Medicine, 330).

e Almost 1/3 of uninsured children received no medical treatment during a 1-year period between
2002 and 2003 (Health Affairs 23, no. 5, September-October 2004). :

e Uninsured children are 25% more likely to miss school than insured children (Children’s Defense
Fund, Minnesota). Continued illness affects school performance and, in the long run, workforce
participation (Southern Institute on Children and Families), A National Institute of Medicine
study indicates that lack of insurance results in lost national economic productivity of $65-5130
billion annually.
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Senator Bettye Davis

SB 13 “An Act relating to eligibility requirements for medical assistance for certain children and
pregnant women; and providing for an effective date.”

Background of SCHIP/Denali Kid Care

C. e SCHIP was created in 1997 to reduce the number of uninsured children by providing subsidized
insurance to children of those parents who are too poor to afford insurance but make too much to
receive Medicaid coverage. About 1/3 of all children in America get health services through
Medicaid or the State Children’s Health Insurance Program (SCHIP), which is administered in
Alaska through the Denali KidCare Program.

e The Denali KidCare Program is 70% funded by the federal government up to the state’s allocated
funding level. After that, the reimbursement rate declines to slightly over 50%. In fiscal year
2006 the cost of Denali KidCare was $25.9 million, of which $18.2 million was paid by the
federal government.

e Denali KidCare provides health insurance for children age 18 and pregnant women who meet
income guidelines. There is no cost to eligible children, teens and pregnant women. However,
youth who are 18 may be required to contribute a limited amount for some services.

e Roughly 7,600 children were covered by Denali KidCare as of December, 2006.

The cost per child of Denali KidCare is about $1,700 annually, compared to over $12,000 for an
elderly person who qualifies for federal aid.

e By comparison, private health insurance for a family of three, e.g., a pregnant woman with two
children, is estimated at $8,000-$17,000 annually. Unlike Denali KidCare, this insurance may
require a $1,000 deductible, 20% co-pay, and no vision, dental or hearing benefits.

e Alaska remains one of the lowest eligibility rates in the nation. Forty-one states allow participation
by families at or above 200% of the FPL. Seven have rates at or above 300% of the FPL. The US
and state governments rationale for higher eligibility for children’s health insurance is that it will

L save huge sums in transfer costs and improve health in the future through early detection and care.

Background
Page 1 of 2
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Why Coverage for Pregnant Women is Important In Alaska

C » Alaska has one of the nation’s highest documented pregnancy-associated mortality ratios —
' 58 per 100,000 live births during 1990-1999 (DHSS). National data indicate that women
who receive no prenatal care are al increased risk of pregnancy-related death.

e Only 58% of women in Alaska receive. adequate prenatal care, compared with 75%
nationally. ,

e Mothers having late or no prenatal care are more likely to have low birth weight or pre-
term infants and are at increased risk fro pregnancy-related mortality and complications of
childbirth (DHSS).

e The average cost of hospital care for a premature baby was $75,000 in 2001, compared
with $1,300 for a healthy, full-term infant. The March of Dimes Prenatal Data Center
reports that premature babies cost about $13.1 billion annually.

Background
Page 26f2
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. FISCAL NOTE

STATE OF ALASKA Fiscal Note Number: 1
2049 LEGISLATIVE SESSION Bili Version: S8 13
(S) Publish Date: 2/11/09
Identifier (file name): SB013-DHSS-BHMS-02-01-09 Dept. Affected: Health & Social Services
Title Medical Assistance Eligibility ROU Behavioral Health
Component Behavioral Health Medicaid Services
Sponsor Davis
Requester Unknown ’ Component Number 2660
Expendifures/Revenues (Thousands of Dollars}
Note: Amounts do not include inflation unless otherwise noted below.
Appropriation
Required Information
OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015
Personal Services
Travel
Contractual
Supplies
Equipment
Land & Structures
Grants & Claims . 430.0 0.0 467.0 507.1 550.7 598.1 649.5
Miscellaneous
TOTAL OPERATING 430.0 0.0 467.0 507.1 550.7 598.1 649.5

[CAPITAL EXPENDITURES I | | I ] | |

[CHANGE IN REVENUES ( I [ I [ I ] |

FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts 284.0 3057 330.7 3591 390.0 423.6
1003 GF Maitch 146.0 161.3 176.4 191.6 2081 226.0
1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other Interagency Receipts

TQTAL 430.0 0.0 467.0 507.1 550.7 598.1 649.5
Estimate of any current year (FY2009) cost: 0.0
POSITIONS
Full-ime
Part-time
Temporary

AMNALYSIS:  (AlHach a separate page if necessary)

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of
the federal poverty guidelines, up from 175%. It restores eligibility Jevels to the Jevels used when the Denali KidCare
{DKC) program was originally created.

Between Octaber 2003 and July 2007, the upper income limit for these individuals was "frozen" at an amount
equivalent to the 2003 federal poverty guideline {FPG). By April 2007, that income amount was calculated by the
department to correspond to about 150% of the 2007 FPG, Senate Bill 27, implemented in summer 2007, made the
upper income standard for children and certain pregnant and postpartum women equal to 175% of the

{continued on page 2) :

Prepared by: William J. Streur, Deputy Commissioner Phone 907-269-7827
Division Health Care Services DatefTime 1/22/08 12:00 AM
Approved by:  Alison Elgee, Assistant Commissioner Date 2/1/2009

Finance Management Services

{Ravised B/10/2008 OMB) Page 10f2
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FISCAL NOTE #1

STATE OF ALASKA BILL NO. sB 13

2009 LEGISLATIVE SESSION

ANALYSIS CONTINUATION

prevailing federal poverty guideline {FPG) for Alaska, as published annually in the federal register, and
effectively raised the income level from 150% to 175% EPG. However, chifdren and pregnant women with
incomes between 176% and 200% of the prevailing FPG did not regain eligibility.

Between 2003 and 2006, the number of enroiled children with household incomes between 151% and
200% FPG dropped by 2,553 and the number of enrolled pregnant women with incomes between 134%
and 200% dropped by 436. This fiscal analysis assumes that the additional enroliment due to this bill will be
equal to about half that number of people {estimated 25 218 pregnant women and 1,277 children). The
assumption is that most people affected by this bill will enroll by the end of SFY 2010 and that enrollment
will resume normal growth (about 2% per year) thereafter.

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the
year, will not change with implementation of this bill and will remain the same throughout the projection
period. First year costs are based on an estimate for the number of new enrollees times the average cost
per enrollee for the affected eligibility subtypes in 2008. Medicaid children in the income range addressed
by this bill tend to have lower Medicaid costs than those from families with lower incomes, and those
lower costs are reflected in our estimates.

Costs projections incorporate 8.6% annual growth {Long Term Forecast of Medicaid Enrollment and
Spending in Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population,
enroliment, utilization, and medical-price inflation.

Fund source calculations are hased on the relative proportion of costs for these eligibility types that were
reimbursed at IHS, Title XIX, or Title XX rates during 2008 and our best estimates for federal medical
assistance percentages (FMAPs) between 2010 and 2015. Chiidren affected by this legislation are included
in the State Children's Health Insurance Program (SCHIP) so most of their Medicaid costs would normally
be matched at the enhanced rate for Title XXl services. Fund projections assurme sufficient SCHIP
allocation to fully fund the additional children between 2010 and 2015;, however, the program is currently
funded under a continuing resolution. Title XX| funding for the balance of SFY 2009 after March 30, 2009
and for SFY 2010 will not be established until Congress takes additional action to reauthorize and fund the
SCHIP program.

Expenditures for the Behavioral Health Medicaid Services component were determined based on the
component’s share of expenses for the affected eligibility subtypes in 2008. Behavioral Health paid about a
quarter of the costs for affected DKC children in 2008. No charges for services for DKC pregnant women
were paid by this component in 2008.

Page 2 of 2
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STATE OF ALASKA

2009 LEGISLATIVE SESSION

Identifier (file name):
Title

5B8013-DHSS-MS-02-01-09

Medical Assistance Eligibility

—

Sponsor

Davis

Requester

Unknown

Expenditures/Revenues

Dept. Aftected:

RDU
Component

Componerit Number

*

FISCAL NOTE
Fiscal Note Number: 2
Bill Version: 5B 13
(S) Publish Date: 2111109

Health & Social Services

Health Care Services

Medicaid Services

2077

(Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

Appropriation
Required

Information

OPERATING EXPENDITURES

FY 2010

FY 2010

FY 2011

FY 2012

FY 2013 FY 2014 FY 2015

Personal Services
Travel
Contractuai
Supplies
Equipment

Land & Structures
Grants & Claims
Miscellaneous

2,105.0

0.0

2,286.0

2,482.6

2,696.1 2,928.0 3,179.8

TOTAL OPERATING

2,105.0

0.0

2,286.0

2,482.6

2,686.1 2,928.0 3,179.8

[CAPITAL EXPENDITURES

[

]

[CHANGE IN REVENUES (

[

l

FUND SOURCE

{Thousands of Dollars)

1002 Federal Receipts
1003 GF Match

1004 GF

1005 GF/Program Receipts
1037 GF/Mental Health
Other Interagency Receipts

1,448.7

1,561.0

1.689.5

1,834.8 1,992.6 2,164.0

656.3

7251

793.1

861.3 9354 1.015.8

TOTAL

2,105.¢

0.0

2,286.0

2,482.6

2,696.1 2,928.0 3,179.8

Estimate of any current year (FY2009) cost:

POSITIONS

0.0

Full-time
Part-time
Temporary

ANALYSIS:

{continued on page 2)

(Atlach a separale page if nacessary)

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200
percent of the federal poverty guidelines, up from 175%. It restores eligibility fevels to the levels used when the
Denali KidCare (DKC) program was originally created.

Between October 2003 and July 2007, the upper income limit for these individuals was "frozen” at an amount
equivalent to the 2003 federal poverty guideline (FPG). By April 2007, that income amount was calculated by the
department to cotrespond to about 150% of the 2007 FPG. Senate Bill 27, implemented in summer 2007, made the
upper income standard for children and certain pregnant and postpartum women equal to 175% of the

Prepared by:

William .J. Streur, Deputy Commissioner

Division

Hezlth Care Services

Approved by:

Alison Elgee, Assistant Commissicner

DHSS Finance Management Services

{Revissd 91072008 OMB)

P

Phone 307-268-7827

DatefTime 1/22/09 12:00 AM

Date 2/1/2009

Page 10of 2
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FISCAL NOTE #2

STATE OF ALASKA BILL NO. sB 13
2009 LEGISLATIVE SESSION

ANALYS|S CONTINUATION

prevailing federal poverty guideline {FPG} for Alaska, as published annually in the federal register, and
effectively raised the income level from 150% to 175% FPG. However, children and pregnant women with
incomes between 176% and 200% of the prevailing FPG did not regain eligibility.

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and
200% FPG dropped by 2,553 and the number of enroiled pregnant women with incomes between 134%
and 200% dropped by 436. This fiscal analysis assumes that the additional enrollment due to this bill wilt be
equal to about half that number of people {estimated as 218 pregnant women and 1,277 children), The
assumption is that most people affected by this bill will enroll by the end of SFY 2010 and that enroliment
will resume normal growth (about 2% per year) thereafter.

"Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the

year, will not change with implementation of this bill and will remain the same throughout the projection
period. First year costs are based on an estimate for the number of new enrollees times the average cost
per enrollee for the affected eligibility subtypes in 2008. Medicaid children in the income range addressed
by this bill tend to have lower Medicaid costs than those from families with lower incames, and those
lower costs are reflected in our estimates.

Costs projections incorporate 8.6% annual growth [Long Term Forecast of Medicaid Enroliment and
Spending in Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population,
enrollment, utilization, and medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were
reimbursed at IHS, Title XiX, or Title XXI rates during 2008 and our best estimates for federal medical
assistance percentages (FMAPs) between 2010 and 2015. Children affected by this legisiation are inciuded
in the State Children's Health Insurance Program {SCHIP) so most of their Medicaid costs would normally
be matched at the enhanced rate for Title XXl services. fund projections assume sufficient SCHIP
allocation to fully fund the additional children between 2010 and 2015; however, the program is currently
funded under a continuing resolution. Title XXI| funding for the balance of SFY 2009 after March 30, 2009
and for SFY 2010 will not be established until Congress takes additional action to reauthorize and fund the
SCHIP program.

Expenditures for the Health Care Services Medicaid component were determined based on that
component's share of expenses for the affected eligibility subtypes in 2008. Health Care Services Medicaid
paid 100% of the costs for DKC pregnant women and about three quarters of the costs for affected DKC
childrenin 2008.

Page 2 of 2




. FISCAL NOTE

STATE OF ALASKA

Fiscal Note Number:

2009 LEGISLATIVE SESSION Bill Version: SB013

{} Publish Date:

identifier (file name): SB{J13-DHSS-PAFS-02-24-09 Dept. Affected: Health & Social Services

Title Medical Assistance Efigibility RDU Public Assistance
Component Public Assistance Field Services
Sponsor Davis
Requester Senate HSS Component Number 236
Expenditures/Revenues (Thousands of Dollars)
Note. Amounts do not include inflation unless otherwise noted below.
Appropriation
Required information
QPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015
Personal Services 134.4 134.4 1344 1344 134.4 134.4
Travel
Contractual 17.6 17.6 17.6 17.6 17.6 17.6
Supplies 1.0 1.0 1.0 1.0 1.0 1.0
Equipment 14.4
Land & Structures
Grants & Claims
Miscellaneous
TOTAL OPERATING 167.4 0.0 153.0 153.0 153.0 153.0 153.0
[CAPITAL EXPENDITURES ] | | | | [ |
[CHANGE IN REVENUES { ] | | | ] | |
FUND SOURCE {Thousands of Dollars)
1002 Federal Receipts 108.8 0.0 99.5 99.5 98.5 99.5 99.5
1003 GF Match 58.6 0.0 53.5 53.5 53.5 53.5 53.5
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other Interagency Receipts
TOTAL 167.4 0.0 153.0 153.0 153.0 153.0 153.0
Estimate of any current year (FY2009) cost: 0.0
POSITIONS
Full-time 2.0 2.0 2.0 2.0 2.0 2.0
Part-time
Temporary
ANALYSIS:  (Attach a separate page if necessary)

This legislation increases the income level for covering children and pregnant women under Denali KidCare to
200% of the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the
Denali KidCare{DKC) program was originally created.

This fiscal note represents the additional administrative costs needed to support the increased eligibility
determination workload resulting from more pregnant women and children applying for medical assistance,
using the assumptions from the companion fiscal notes for the Division of Health Care Services and the Division
of Behavioral Health.

{continued on Page 2)
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Prepared by: Ellie Fitzjarrald Phone 907-465-5847
Division Division of Public Assistance Date/Time 2/24/0% 12:00 PM
Approved by: Alison Elgee, Assistant Director Date 2/24/2009

DHSS Finance & Management Services

{Revissd 9/10/2008 OMB)
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FISCAL NOTE

STATE OF ALASKA BILL NO. sSB 013

2009 LEGISLATIVE SESSION

ANALYSIS CONTINUATION

The eligibility decision includes verifying information and determining whether a pregnant woman or child
qualifies for DKC when they apply, acting on changes, and pericdically re-examining a household's
eligibility.

We assume that 218 pregnant women and 1,277 children will enroll in Medicaid if the qualifying income
limit is revised to 200% FPG, and that implementation will begin July 1, 2009. We estimate two additional
Eligibility Technician | {Range 13) positions will be needed to manage this additional work in FY2010.

Total Administrative Costs for ET | Positions:

Personal Services: Two Eligibility Technician | Range 13 at a cost of 5134 .4, including benefits, for 12
months.

Contractual: Annual cost for office space, phones, etc. will be $17.6.

Commodities; Annual cost for the office supplies will be $1.0,

Additional Cost of FY2010:

£quipment/Supply: A one time cost of $14.4 for desktop computer, software, printer, and work stations
will be needed for the new positions.

Page 2 of 2
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NATIONAL CONFERENCE of STATE LEGISLATURES

The Forum for America’s Ideas

Joz Hackaey

Spoaker

North Careliva Hexse of Representatives
Presidens, NCSL

To: The Honotrable Bettye Davis S:,’,’,,f,,“a‘;?‘l?é?'""’

Alaska Senate - Florida Legislature
Sreaff Chair, NCSL

From: Jennifer Saunders gminl:: 1;;{::;:"
Health Program * :' ‘
303-856-1440 ' !
Jennifer.saunders@ncslorg

Date: February 11, 2009

Subject: SCHIP Cost Sharing Rules

Senatot Davis,

We enjoyed listening to your Health and Social Services committee meeting on Monday. This
memo is intended to answer the question posed about the SCHIP cost-sharing rules.

Alaska's SCHIP program is 2 Medicaid expansion progtam and therefore must comply with
Medicaid's cost-sharing rules as specified under the Deficit Reduction Act of 2005. Under
provisions of the Deficit Reduction Act of 2005 (DRA), states generally cannot impose cost sharing
on children in families with income below 150 percent of the federal poverty guidelines except in
certain circumstances. In addition, even at more moderate-income levels, federal rules exempt some
special setvices from any cost sharing requirements.

Most children under the age of 18 are exempt from premiums and from cost-sharing on most
services. However, the DRA rules allow states to requite co-payments for prescription drugs and use
of the emergency room for non-emergency care on all children in certain circumstances. The DRA
also allows states to assess premiums and cost-sharing charges on some children in families with
income above the poverty line. The total amount of premiums and cost-sharing charges cannot
exceed a cap of five percent of family income, which is calculated on a monthly or quarterly basis at
the option of the state.

Please see the following document by the Center on Budget and Policy Priorities for more detailed
information about cost-sharing and premiums in Medicaid:
Cost-shating and Premiums in Medicaid: What Rules Apply? February 28, 2007

http:/ [orww.cbpp.org/2-28-07health.pdf

In addition, you may also find the following document by the Congressional Research Service
helpful. The table on page 5 compares setvice-related cost-sharing rules in traditional Medicaid, the
DRA options and SCHIP. .

Medicaid Cost-Sharing Under the Deficit Reduction Act of 2005 (DRA)

Denver Washington
7700 East First Place 444 North Capitol Street, NW. Suite 515 Website www.nesl org
Danger, Colorado 80230-7143 Washington, D.C. 20001

Phone 303.364.7700 Fax 303.364.7800 Phone 202.624.5400 Fax 202,737.106%
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February 11, 2009
p.2

CRS Repott for Congress, January 25, 2007

http: / /assets.opencts.com/rpts /RS22578 200701 25.pdf

The following document by the Centers for Medicare and Medicaid Setvices (CMS) also summarizes
these Medicaid requirements and you may find the "Important Links" on the bottom of page 2
helpful

See the CMS document hete:

http: //www.cms hhs.gov/DeficitReductionAct/Downloads/Costsharing pdf

For more general information about cost sharing and SCHIP, please see the following CMS website:
http://www.cms.hhs.gov/MedicaidGenInfo/05 SCHIPY%20Information.asp

(Scroll down to see the information under the heading "Cost Sharing.™

To create cost sharing requirements that differ from the Medicaid requirements, states can do so by
submitting a waiver to and obtaining approval from the Centers for Medicare and Medicaid Services
(CMS) or by creating 2 stand-alone SCHIP program.

If you have moze specific or detailed questions regarding cost-sharing requirements under Alaska's
SCHIP program, I would suggest that you contact CMS directly.

Best regards,
Jennifer Saunders




FISCAL NOTE

STATE OF ALASKA Fiscal Note Number: 3

2009 LEGISLATIVE SESSION 8ilt Version: SB 13
(S) Publish Date: 2/11/09
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FISCAL NOTE #3

STATE OF ALASKA BILL NO. s& 13

2009 LEGISLATIVE SESSION

ANALYSIS CONTINUATION

The eligibility decision includes verifying information and determining whether a pregnant woman or child
qualifies for DKC when they apply, acting on changes, and periodically re-examining a household's
eligibility.

We assume that 218 pregnant women and 1,277 children will enroll in Medicaid if the qualifying income
limit is revised to 200% FPG, and that implementation will begin July 1, 2009, We estimate two additional
Eligitility Technician | {Range 13} positions will be needed to manage this additional work in FY2010.

Total Administrative Costs for ET | Positions:

Personal Services: Two Eligibility Technician | Range 13 at a cost of $134.4, including benefits, for 12
months.

Contractual: Annual cost for office space, phones, etc. will be 517.6,

Commadities: Annual cost for the office supplies will be $1.0.

Additional Cost of FY2010:
Equipment/Supply: A one time cost of $14.4 for desktop computer, software, printer, and work stations
will be needed for the new positions.

Page 2 of 2
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BUITE $H-025
HART BUILISING
WASHINGTON, BC 20518
{202) 224-3004

Mnited Dtates Senate

WASHINGTON, DC 20510

February 25, 2009
The Honorable Gary Stevens The Honorable Lyman Hoffman
Senate President Co-Chairman, Senate Finance Committee
State Capitol, Room 111 State Capitol, Room 518
Juneau, AK 99801-1182 Juneau, AK 99801-1182

The Honorable Bert Stedman
Co-Chairman, Senate Finance Committee
State Capitol, Room 516

Juneau, AK 99801-1182

Dear Senators Stevens, Hoffman and Stedman:

As the Alaska Senate this week resumes committee work on Denali KidCare, I urge your
support of proposals to increase the number of children and pregnant women eligible for
health insurance under this valuable program. One of my first acts as U.8. Senator was to
vote in favor of the Children’s Health Insurance Program Reauthorization Act of 2009. The
measure also was supported by Senator Lisa Murkowski and Congressman Don Young. Now
that Congress has reauthorized and funded the Children’s Health Insurance Program (CHIP)
for the next five years, it is time to give more Alaska families the chance to qualify for basic
health care.

The federal legislation authorizes states to offer coverage for families earning up to 300
percent of the federal poverty level (FPL), and some already do. It is troubling that Alaska —
recognized in the early days of Denali KidCare as a national leader for its outreach and
signup efforts — is now at only 175 percent of FPL and one of the strictest states in the nation
for eligibility.

At aminimum, I urge you and your colleagues to restore Alaska’s eligibility guidelines to
200 percent. As you know, that step would return Alaska to 2003 levels and immediately
qualify an estimated 1,277 additional children and 218 more pregnant women for Denali
KidCare, I and many other Alaskans would celebrate that improvement. However, merely
restoring the program to where it was six years ago is not exactly a huge victory for Alaska’s
families. We can and should do better. 1 support efforts to increase eligibility levels beyond
200 percent of FPL, including the possibility of an effective but equitable co-pay provision
for families that can afford to buy into the program. I applaud your Senate and House
colleagues on both sides of the political aisle who are working to improve Alaska’s program.

2326
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Senators Stevens, Hoffman and Stedman
February 25, 2009
Page 2

We know the need is great. According to the respected Kaiser Family Foundation, there are
more than 21,000 children in Alaska without health insurance, Many are from hard-working
families who make too much for regular Medicaid but not enough to afford a private health
plan. This results in less preventive care, more sickness and more lost school days.
Emergency room visits also increase — last-minute care that is often uncompensated and
results in higher insurance premiums and medical costs for everyone.

As you deliberate, let me alleviate concerns about federal sapport. When President Obama
signed the CHIP reauthorization bill earlier this month, he and Congress effectively joined
forces to provide states with funding certainty (CHIP is now authorized through FFY2013).
That continuity is especially important during these times of economic instability. If families
do lose employer-provided health-coverage or fall further behind in their efforts to afford
private insurance, it is essential that Denali KidCare be available to cover basic health care
needs. Coupled with the fact that the federal government is offering financial incentives to
states that increase enrollment and will pay up to 70 percent of the total cost of the program
(currently estimated at 66 percent in Alaska), this is frankly a very good deal.

Given action by Congress to reauthorize CHIP, the Legislature’s obvious interest in this issue
and Governor Palin’s announced intent to support an expansion of Denali KidCare, it looks
as if the stars are finally aligned.

Thank you for your work on this matter. Please feel free to contact me if I can be of

assistance.
Sy'/

Mark Be
U.S. Senator

Cc:  The Honorable Mike Chenault, Speaker of the House
The Honorable Mike Hawker, Co-Chairman, House Finance Committee
The Honorable Bill Stoltze, Co-Chairman, House Finance Committee
Governor Sarah Palin
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LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES

LEGISLATIVE AFFAIRS AGENCY

{S07) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182
Malil Stop 3101 . _ . Deliveries to: 129 6th St., Rm. 329

MEMORANDUM January 22, 2009

SUBJECT: Sectional Summary (SB 13; Work Order No. 26-LS0076\A)

TO: Senator Betty Davis

Attn: Tom Obermeyer
FROM: Jean M. Mischel

Legislative Counsel

You have requested a sectional sﬁmmary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be considered
an authoritative interpretation of the bill and the bill itself is the best statement of its
contents. If you would like an interpretation of the bill as it may apply to a particular set
of circumstances, please advise.

Section 1, Amends the medical assistance eligibility provisions for persons under 19
years of age and for pregnant women by increasing the household income limit from 175
to 200 percent of the federal poverty line.

Section 2. Increases the household income limit from 175 to 200 percent of the federal
poverty line for requiring premiums and cost-sharing contributions from medical
assistance recipients who are under 19 years of age.

Section 3, Provides for an immediate effective date.

IMM:ljw
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2009 Federal Poverty Guidelines Page 1 of 2

SR Ak e . Freguégt Questions
Umted States I_!fzrrmem‘ of 2 '
He uman Semces

THE 2009 HHS POVERTY GUIDELINES
One Version of the [U.S.] Federal Poverty Measure

. [Federal Register notice. January 23, 2009 (POF - 3 pages]
[ Prior Poverty Guidelines and Federal Reglster References Singe 1982 1.
[ Frequently Asked Questions (FAQs) ]
[ Eurther Resources on Poverty Measuremnent, Poverty Lines, and Their History ]

There are two slightly different versions of the federal poverty measuré:
+ The poverty thresholds, and
* The poverty guidelines.

The poverty thresholds are the original version of the federal poverty measure. They are updated each
year by the Census Bureau (although they were original veloped lie Orshansky of the Social
Security Administration). The thresholds are used mainly for statistical purposes — for instance,
preparing estimates of the number of Americans in poverty each year. (In other words, all official
poverty population figures are calculated using the poverty thresholds, not the guidelines.) Poverty
threshoids_since 1980 and wej d avera i r since 1959 are available on the Census
Bureau’s Web site. For an example of how the Census Bureau applies the thresholds to a family’s income
to determine its poverty status, see "How the Censys Bureau Measures Poverty” on the Census Bureau’s

web site.

The poverty guidelines are the other version of the faderal poverty measure. They are issued each
year in the Federal Register by the Department of Health and Human Services (HHS). The
guidelines are a simplification of the poverty thresholds for use for administrative purposes — for
instance, determining financial eligibility for certain federal programs. The Egggca[ Register notice with
th_e_ZQ.Q.S_p_q_engu.lie_lmﬂs (PDF - 3 pages).

The poverty guidelines are sometimes loosely referred to as the “federal poverty level” (FPL), but that
phrase is ambiguous and should be avoided, especially in situations (e.qg., legislative or administrative)
where precision is important.

Key diffarences between poverty thresholds and poverty guidelines are outlined in a table under

Frequently Asked Questions (FAQs). See also the discussion of this topic on the Institute for Research on

Poverty's web site.

The 2009 Poverty Guidelines for the 48 Contiguous States
and the District of Columbia

Persons in family Poverty guideline
1 e $10,830
2 . 14,570
3 18,310
4 22,050

5 & o hitp://aspe.hihs. gov/POVERTY/09poverty.shtml 1/24/2009
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2009 Federal Poverty Guidelines
5 25,790
6 29,530
7 : _ 33,270
8 37,010
For families with more than 8 persons, add $3,740 for each additional person.

2009 Poverty Guidelines for Alaska

Persons in family Poverty guideline
1 : $13,530
o2 18,210
3 22,890
4 27,570 ‘.
5 32,250 /..
6 36,930
7 41,610
8 46,290
For families with more than 8 persons, add $4,680 for each additional person.

2009 Poverty Guidelines for Hawaii

Persons in family Poverty guideline

1 $12,460

16,760

21,060

25,360

29,660

33,960

Nlojunjafwln

38,260

. 8 ' 42,560

For families with more than 8 persons, add $4,300 for each additional person.

Page 2 of 2

Go to Further Resources on Poverty Measurement, Poverty Lines, and Their History

Go to Frequently Asked Questions (FAQs).
Return to the main Poverty Guidelines, Research, and Measurement page.

Last Revised: January 23, 2009

HHS Home | Questions? | Contact HHS { Site Feedback [ Site Man {1 Acgessibiity | Bdyacy Policy | Ereedom of Information Act | Disclaimerg
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Executive Summary

Medicaid and SCHIP have been instrumental in coveting more low-income uninsured children over the last
decade. While much progress has been made, nine million children remain uninsured. As SCHIP
reauthotization approached in 2007, states were poised to move forward with efforts to cover mote uninsured -
children. However, federal obstacles, including the Medicaid citizenship documentation requirements, the
issuance of 2 CMS-directive on August 17t 2007 limiting state expansions, and the failure to reauthotize
SCHIP have hampered progress. A temporaty extension provided funds for SCHIP through March 31, 2009.

When states adopted their budgets for the fiscal year starting July 1, 2008, many were able to include funding
for children’s coverage expansions. Later, the severity of the unfolding fiscal crisis became clearer and state
budget shortfalls are now expected to total $350 billion for the remainder of FY 2009 and through 2011. States
face mounting pressure to cut Medicaid and SCHIP just as the need for coverage rises due to climbing
unemployment and loss of health coverage. In the last downturn, seme states implemented restrictive
‘enrollment procedures and repotted dramatic declines in children’s enrollment as a result. States may soon feel
pushed to take such steps. Key findings from the annual KCMU survey of state Medicaid and SCHIP policies
for children and parents that were implemented or authorized between January 2008 and January 2009 in the
50 states and D.C. include:

s States continued to make progress on improving access to health coverage, particularly for
children, but several significant setbacks warn about impending problems, One-third of states
(19) increased access to health coverage, while ten states enacted at least one measure to restrict
coverage. The most common resttiction was imposing new ot higher premiums in SCHIP, but two
states also restricted eligibility. California increased the frequency of renewal, a cha.ngc estmated to
affect more than 260,000 children as well as large numbets of parents.

* The economic crisis is widespread and serious healthcare cuts are looming, but the
commitment to children is still strong. States continued to enact eligibility expansions for children,
and state officials in several of those states plan to go forward even though they are facing significant
budget shortfalls, Federal constraints, such as the unresolved reauthorization of SCHIP and the
August 17% directive, have caused some states to put expansions on hold temporarily. Others are using
state funds to pay for coverage precluded by the directive.

s Parent coverage is still more difficult to obtain than children’s coverage. The median income at
which children qualify for coverage is 200 percent of the federal poverty line, but is much lower — 68
percent of the federal poverty line — for working parents. However, for unemployed parents, the
median income eligibility for Medicaid is just 41 percent of the federal povetty line, $601 per month for
a family of three in 2008. Jobless parents who need coverage may find that unemployment payments
put them over the income limit for Medicaid.

¢ Outreach budgets were increased in a number of states, however, some are beginning to report
that these funds are being curtailed. Outreach, including community-based application assistance,
is critical in a recession, since newly eligible families may be unfamiliar with public programs. But in
light of budget shortfalls, some states expressed skepticism for conducting aggressive outreach. About
half the states are using technology to implement or develop online applications and to develop mote
efficient enrollment and renewsal systems.

As the economic crisis deepens, states will be under major pressure to contain costs. This may lead them to
take steps that not only reverse coverage gains, but intensify the hardships that many families are already facing
as a result of losing their jobs and their health insurance. Congress is currently considering SCHIP
reauthotization 2nd an economic recovery package that would provide additional federal Medicaid matching
funds. These would help states to maintain vital coverage for low-income families, support state efforts to
enroll more eligible children, and make program improvements. Strengthening Medicaid and SCHIP in these
ways is an essential precursor to the larger task of enacting broad health care reform.

THE KAISER COMMISSION ON
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I. Introduction

A commitment to providing health coverage for uninsured children has inspired nationwide efforts
that began in earnest with enactment of the State Children’s Health Insurance Program (SCHIP) in 1997,
Like Medicaid, the chief source of health coverage for low-income families, SCHIP finances coverage
through a partnership between the federal and state govetnments. State measures to expand eligibility and
adopt streamlined enrollment procedures in Medicaid and SCHIP have strengthened both of these
ptograms, and they have been instrumental in reducing the percentage of low-income uninsured children
by one-third over the last decade.’ Notably, the number of low-income uninsured parents increased over
the same period, since eligibility levels and resoutces for addressing their health coverage needs do not
approach those related to children.

While considerable progress has been made, nine million children in the United States remain
uninsured, with nearly two-thirds of them eligible for Medicaid and SCHIP. In 2007, with relatively robust
state budgets and the reauthorization of SCHIP at hand, across the country, states came forward to
reaffirm their commitment to closing this gap. That year, state efforts to expand children’s health
coverage represented the most aggressive steps forward since the eatly years of SCHIP. Of the 20 states
that expanded eligibility for children, 12 raised or authorized raising SCHIP income limits to 300 percent
of the federal poverty line, more than doubling the number of states that previously had eligibility set at
this level. States also made progress on adopting simplified enrollment and renewal procedures in both
Medicaid and SCHIP, emphasizing strategies that reduce paperwork and jump-start enrollment.?

Despite this burst of activity, efforts to advance children’s coverage met unanticipated federal
obstacles. The Medicaid citizenship documentation requirement, enacted in 2006 as part of the Deficit
Reduction Act, sent state simplification efforts backwards by requiring U.S. citizens applying for Medicaid
to present original documents proving their citizenship and identity. States reported that this new rule
ushered a deep decline in the enrollment of eligible U.S. citizens, especially children.

The expected reauthorization of SCHIP also encountered roadblocks. Congress passed two
versions of legislation to reauthorize SCHIP and President Bush vetoed each of them. And, on August 17,
2007, as SCHIP reauthorization was proceeding, the Centers for Medicare and Medicaid Sexvices (CMS)
issued a directive that impeded states’ ability to expand coverage.’ The year ended with these problems
unresolved, meaning states were without the infusion of funds they were anticipating, and the new tools to
bolster outreach and enroliment did not materialize. A temporary extension provided funds for SCHIP
through March 31, 2009.

When states adopted their budgets for the state fiscal year starting July 1, 2008, they were able to
include funding for children’s coverage expansions. Later, the economy began to show signs of trouble,
but it was not until September 2008 that the breadth and depth of the unfolding fiscal crisis became clear
as financial markets co]lapsed and unemployment started to rise sharply. States ate now facing an
extremely threatening fiscal situation, with state budget shortfalls expected to total $350 billion for the
remainder of FY 2009 and through 2010 and 2011.*

So fax, most states have managed to maintain existing eligibility levels and procedural
improvements. For example, despite serious financial pressures, states that enacted eatlier children’s
coverage expansions, such as Iowa and New York, have reiterated their intentions to go forward. But,
there are warning signs that this will become more and more difficult.

THE KAISER COMMISSION ON
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As in past economic downturns, states will continue to struggle with the mounting pressure to cut
health coverage programs just at the time that an increasing number of people need the vital services they
provide. Many states have already implemented or announced major cuts to health programs, mainly in
the area of provider rates and benefits, which have a significant impact on access and the quality of care.
States that have not yet expanded are likely to be deterred from increasing coverage because of the dire
economic environment.

Medicaid enrollment and spending growth peaked in 2002 at the same time state revenues dropped
sharply. In response, states adopted an array of cost containment strategies to control spending growth.
Then federal fiscal relief was made available to states through the Jobs and Growth Tax Relief
Recondiliation Act of 2003, increasing the federal share of Medicaid costs, and lifting some of the burden
states were carrying. The legislation restricted states from loweting Medicaid eligibility between September
2003 and June 2004, as a condition of receiving relief funds. Thus, no state retracted Medicaid eligibility
during this time period. SCHIP eligibility also remained relatively constant, with only a few states cutting
back.

However, because they were still grappling with budget shortfalls, nearly half the states put in place
enrollment procedures that made it more difficult for children and parents to secure and retain health
coverage between Apisil 2003 and July 2004.° Some states reported dramatic declines in children’s
enrollment as a result of these budget-driven changes, and children who were most likely e/gib/ for existing
programs became uninsured. For example, in Texas, SCHIP enrollment dropped by more than 149,000
children (a 29 percent decline), in large measure, due to reducing continuous coverage from 12 months to
six months. Washington state also repealed the guarantee of 12 months of coverage and required parents
to renew their child’s eligibility every six months as well as report changes in the interim. This, along with
other procedural changes, led to a dramatic caseload reduction of more than 40,000 childten. In
Wisconsin’s BadgerCate program, establishing more rigorous documentation requirements resulted in an
enrollment decline of 13,000 children and parents in just the first four months of implementation. Several
states also froze SCHIP enrollment. In addition to turning away children who qualified for coverage
under SCHIP, this strategy adversely affected Medicaid-eligible children not subject to the freeze. Eligible
applicants’ path to coverage was limited when states stopped taking joint Medicaid/SCHIP applications ot
because families mistakenly interpreted news reports to mean that all coverage programs were closed to
new applicants.®

Coming out of the last economic downturn, states wotked to eliminate SCHIP enrollment freezes
and teverse some of the enrollment barriers they had imposed. This enabled caseloads to recover
somewhat. An important lesson learned, however, is that the problematic effects of changing
administrative procedures can endure if such changes send conflicting messages to prospective and current
program participants.

As this report goes to press, two major developments ate within reach. Congress has taken up
SCHIP reauthorization once again and is working towards passing a bill that will likely be one of the first
pieces of legislation to be presented to the nation’s new president, Barack Obama. Next will come 2
significant economic recovery package that will contain substantial state fiscal relief in the form of
enhanced federal matching funds for Medicaid that will reduce the share of the costs states will have to
contribute for the program. Passage of both these bills would provide needed relief, as well as the support
to move forward on enrolling moze eligible, uninsured children. These measures would also help reinforce
the federal/state partnership that is fundamental to the viability of health coverage programs.
Strengthening Medicaid and SCHIP by making sure they are in a position to provide coverage to more
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low-income uninsured individuals, is also an essential precursor to the larger task of enacting broad health
care reform.

II. About this Survey

This report presents the findings of 2 survey of eligibility rules, enroliment and renewal procedures,
and cost- -sharing practices in Medicaid and SCHIP for children and families that were implemented or
authotized between January 2008 and Januaty 2009 in the 50 states and the District of Columbia. These
policies have a large influence on how effectively Medicaid and SCHIP can deliver health coverage to the
eligible children, pregnant women and patrents who rely on the vital services these programs provide. They
are the driving forces behind efforts to reduce the numnber of low-income people who lack adequate
insurance but cannot afford to pay for it on their own.

This study, the eighth annual survey conducted by the Center on Budget and Policy Priorities for
the Kaiser Commission on Medicaid and the Uninsured, was carried out in the summer and early fall of
2008, through extensive telephone interviews with state Medicaid and SCHIP program administrators.
Detailed follow-up interviews proceeded through the end of the year. The findings reflect policies and
procedures in effect in the states in January 2009, as well as coverage expansions that were authorized, but
were not implemented, by states duting the sutvey period.

THE KAISER COMMISSION ON
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III. Key Survey Findings — Current Status of Coverage for Children and Parents

States continue to make progress on improving access to health coverage for low-income families.
As of January 2009, income eligibility levels are as follows:

States provide health coverage for children and pregnant women under Medicaid or SCHIP as
follows (Figures 1 & 2): '

+ 44 states, including DC, cover children in families with income at 200% FPL or higher.
_ ($35,200 for a family of three in 2008).

« 33 states cover children in families with income between 200% and 250% FPL.
(200%: $35,200 for a family of three in 2008; 250% FPL: $44,000 for a family of three in 2008).

» 19 states, including D.C,, cover childten in families with income at 250% FPL or higher.
10 of these states cover children in families with income at 300% FPL ot higher.
($52,800 per year for a family of three in 2008).

» 40 states, including DC, cover pregnant women with income 185% FPL or higher.
($32,560 for a family of three in 2008).

Fgurs 1

Figure 2
Children’s Eligibility for Medicaid/SCHIP by Income, Medicaid Eligibility for Pregnant Women by Income,
January 2009 January 2009
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States provide health coverage for parents under Medicaid as follows (Figures 3 & 4):

« In 12 states, family income must be less than half the federal poverty line for 2 working parent to
qualify for Medicaid ($8,700 per year for a family of three in 2008).

« In 29 states, family income must be less than half the federal poverty line for a jobless parent to
qualify for Medicaid ($8,700 per year for 2 family of three in 2008).

» 18 states, including the District of Columbia, cover parents in families with income at 100 percent of
the federal poverty line or higher (§17,600 per year for a family of three in 2008).

« In 28 states, a parent in a family of three, wotking full-time at the minimum wage, earning on average,
$1,092 per month, cannot qualify for Medicaid.
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Pgure3
Medicaid Eligibility for Working Parents by Income,
January 2009
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Rpure 4
Medicald Eligibility for Jobless Parents by Income,
January 2009
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It continues to be more difficult for a low-income parent to qualify for health coverage than for a
child (Figure 5). The median income at which children qualify for Medicaid or SCHIP is 200 percent of
the federal poverty line, but is much lower — 68 percent of the federal povetty line — for working
parents. For jobless parents, the median income eligibility for Medicaid is just 41 percent of the federal
poverty line, $601 per month for a family of three in 2008. In an economic downturn, this low income
limit can take a serious toll on families. For many individuals who have lost their jobs and also their health
insurance, COBRA coverage is likely to be prohibitively expensive ot may not be available, and parents
may turn to public programs for coverage. However, they may find that the unemployment compensation
payments they receive put them over the income limit for Medicaid. (Since unemployment compensation
is unearned income, “earnings disregards” that are designed to help working families qualify do not apply.)
Jobless patents may eventually become eligible, but in the interim they are subject to health risks and
financial exposure that can have deleterious consequences for themselves and their families.

Figure 5
Median Medicaid/SCHIP Income Eligibility Thresholds
for Children, Pregnant Women and Parents,
January 2009
Percent of Poverty
200% 185% Federal Poverty Line
A for a family of three
(§17,600 per year in 2008)
41%
Chitdren Pregnant Working Jobless Parents
Women Parents
SOURCE: Based on & national survey canduciad by the Canter on Budget
and Policy Priortes for KCMU, 2004,
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IV. Key Survey Findings ~ State Actions During 2008

Overall, states continued to make progress on imptoving access to health coverage, but a few
setbacks warn about impending problems (Figure 6).

+ More than one-third of the states (19 states) took steps to increase access to health coverage
for low-income children, pregnant women and parents. Fifteen(15) states authorized or
implemented coverage expansions (CO, L4, IN, KS, LA, MD, MT, ND, N, NY, OK, OR, §C, TN,
W1); 11 states reduced procedural barriets (AZ, CO, 14, KY, LA, MD, MT, NV, OR, 5C, UT) and
three states reduced financial barriers to Medicaid and SCHIP (TN, WA, WI).

Figure 6

Number of States Taking Action Affecting Access
to Health Care Coverage, Jan 08 ~ Jan 09

18 | States that Improved Access

15
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SOURCE: Based ona national surmy conducted by the Cemer an Budgat ang
Polley Priodtas for KCMU, 2009.

+ Ten states (10 states) enacted at least one measure to restrict coverage. The most common
restriction was to increase financial barriers such as new or higher premiums in SCHIP programs.
Eight states (GA4, L4, MIN, MO, NJ, NV, PA, RI) went in this direction. Rbode Isiand and South
Carvlina restricted eligibility, the former cutting income eligibility for parents, and the latter
establishing a three-month waiting period in its new separate SCHIP program, during which children
must remain uninsured before they can enroll. California, increased the frequency with which patents
and children are required to renew coverage.

The actions taken by Rbode Island and California, among the first states to feel the effects of the
economic downturn, raise concerns about where other states could be headed if their fiscal pressures
go unaddressed. The premium increases in Rhode Isfand are steep, coming at a time when families are
likely to be financially strapped. Premiums of $45 per child per month are now required for children
in families with incomes as low as 133 percent of the federal poverty line ($23,467 for a family of
three in 2008}, as compared to the previous starting point, 150 percent of the federal poverty line.
Premiums for other children range from $86 per month to $114 per month, representing an increase
of up to $29 per month for some.

California’s rerraction of 12-tmonth continuous eligibility for children withdraws the guarantee of full-
year coverage, which is critical for children with ongoing medical needs. In addition, the state will
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now require children and parents on Medicaid to comply with a semi-annual reporting procedure that
is likely to cause otherwise avoidable gaps in coverage for eligible families. It will also create
unnecessary and costly administrative burdens, since eligible families dropped from the program are
likely to reapply within a short period of time. These changes could result in more than 260,000
children losing coverage by 2011. A large number of parents would be affected as well.

The economic crisis is widespread, and serious health cate and other cuts are looming, but states
are demonstrating a steadfast commitment to covering children (Rigure 7). States continued to
enact eligibility expansions for children, and state officials in several of those states, such as Jowa and New
York, plan to go forward even though they are facing significant budget shortfalls. Federal constraints that
have dampened states’ ability to expand, such as the untesolved reauthorization of SCHIP and the August
17" directive, have caused several states to put expansions on hold or scale back temporarily. Others, such
as Wisconsin and New York, are using state funds to pay for children whose coverage is precluded by the
August 17" directive.

Figure 7
Number of States Taking Action Affecting
Children's Access to Health Care Coverage,
Jan 08 - Jan 09
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SOUACGE: Bated on & natiéhal survey conduciad by the Center on Budget and
Poficy Priorittes lor KCMU, 2009,

+ One-third of the states (17 states) increased access to coverage for children. Ten (10) states
implemented or authorized eligibility expansions for children. lowz and Montana taised children’s
coverage (scheduled to begin later this year), to 300 percent of the federal poverty line and 250
percent of the federal poverty line, respectively; Kansas implemented a children’s coverage expansion
to 250 percent of the federal poverty line. If the August 17 directive remains in place, these states
will be subject to the strict conditions it imposes. Eligibility increases were also implemented, but to
more modest levels in Colorads, North Dakota and South Carolina. New York adopted the option to
allow children leaving foster care upon reaching age 18 to keep their Medicaid coverage.

Of the ten states that expanded coverage for children, four were implementing expansions that were
authorized last year, but which had been held back by the August 17" directive or by the uncertainty
surrounding SCHIP reauthorization. Lowésiana and Indiana increased eligibility to 250 percent of the
federal poverty line, rather than 300 percent. Wisconsin and New York chose to move forward with
their full expansions, funding coverage over 250 percent of the federal poverty line with state funds
only. Ilinois has been funding its expansion using state dollars. Planned expansions in five additional
states (NC, OH, OK, W.A, and WV/) remain stalled.
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lowa Children Get A Coverage Boost

Buoyed by a groundswell of public support for covering children, lowa Governor Chet Culver, along with
state legislators, remain strong in their pledge to expand health insurance to more of the state's uninsured
children. In the last legislative session, state legislators passed an expansion of hawk-i, the state’s SCHIP
program, to 300 percent of the federal poverty line, which will be implemented in July 2008, and cover an
estimated 5,000 new children. Program improvements have already proceeded. The state now guarantees
children a full 12 months of continuous coverage and is pursuing ways to ease premium payment policies.
For example, familles new to the program will not have to pay premiums for the first two months of
enroliment. Outreach is expected to go forward as well, but may possibly be scaled back. Like many other
states, lowa is in a severe budget crunch, with an expscted shortfall of more than $600 million in the corning
year. Major spending cuts are being planned, but it appears that the children’s coverage expansion will go
forward. Senate Majority Leader, Mike Gronstal (D) stated recently, “We commitied to providing access to
aflordable coverage to every kid in the state of lowa. I'm not interested in backing up on that commitment.”

* *Heaith Promises Persist: [owa lawmakers reconcile health care goals, budget” The Hawkeys, January 15, 2009.

Eleven (11) states took steps to reduce procedural barriers to‘coverage for children (Figure 8).
Arizona, Kentucky, and Ulah no longer require families to participate in face-to-face interviews to
obtain health coverage for their children, and Colorads adopted “administrative verification and
renewal,” meaning the state no longer requires families to provide paper documentation of their
income and eligibility workers use existing databases to verify the information families provide on the
application. Maryland, Mentana, Louisiana, South Carolina and Utab have revised their applications to
allow parents to apply using the same simplified forms that are used for children, a change that
benefits both children and parents. Iowa, North Dakota and Orggon now guarantee 12 months of
continuous eligibility, considered to be one of the most effective tools for keeping children covered
for as long as they qualify. One serious setback, the changes to the renewal procedures in Cakfornia,
was discussed eatlier.

Figure$

Simplifying Enroliment and Renewal:
Strategies States are Using in Children’s
Health Coverage Programs, Jan 09

Number of States:
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SOURCE: Basod on m nstionat sunvey conducied by the Centar
mBudgnleuﬂcyPﬂmﬂhshKCHU.

THE KAISER COMMISSION ON
Medicaid and the Uninsured




2543

States Explore the Use of Technology to Facilitate Enroliment

Emergence of Online Applications

About half the states reported that they are implementing, or are in the process of designing, on-line
applications. Several of these states alsc report allowing the use of electronic signatures, so that a follow-up
signature page does not have to be printed and mailed in. (Other siates appear unsure about the
permissibility of electronic signatures and point to the lack of clear federal guidance on this subject.) Some
states at the forefront of using on-line applications aiso report that their appfications currently interface with
existing eligibility systems (or witl in the future), so that information from the on-line application does not have
to be re-entered by eligibility workers and an eligibility determination can move forward mora rapldly.

Database Usage

Eleven states (12 states at renewal) report using technology to streamline the enroliment and renewal
process. States report conducting matches with existing databases to verify income and other Information,
as well as eliminating rules requiring families to submit pay stubs or other paper documentation. This
procedure is referred to as “administrative verification and renewal.” Many states also are conducting data
matches with their Vital Records departments to help families comply with the Medicaid citizenship
documentation requirement, however, the technological capacity to do this efficiently varies considerably.
Finally, states are exploring the use of technology to target outreach, for example, by conducting data
matches with existing databases to identify children and parents who are likely to qualify for heaith coverage
but who are not enrolied. States report using matches with food stamp databases for this purpose, and have
expressed interest in using state tax system databases.

+ Outreach budgets in a number of states were increased in 2008, however, some states are
beginning to report that these funds are being curtailed. Several states reported increases in
outreach funding in 2008, sometimes associated with new expansions, but also for ongoing
promotional activities and community-based application assistance. In tecent follow-up interviews,
some state officials indicated that their outreach budgets have now been cut; others expressed
skepticism for conducting aggressive outreach in light of budget shortfalls. Still others said their
outreach activities would go forward, with some indicating that activities would emphasize renewal
assistance so that already enrolled children do not lose coverage.

» A few states reduced financial barriers to children’s coverage, eliminating or lowering
premiums for some children, while other states increased premiums (Figure 9).” Tennessee,
Washington and Wisconsin either reduced premiums or eliminated them for some children. Georgia,
Minnesota, Missouri, Nevada, New Jersey, Pennsylvania and Rbode Island increased premiums for children,
with two of these states showing significant increases. Minnesota premiums increased by up to §14 per
month for some children. Premium increases in Rbode Island, discussed earlier, represented the most
severe increases for children this year. New premiums implemented in Lowisiana, apply to the state’s
new expansion group (children with incomes between 200 petcent and 250 percent of the federal
poverty line).

+ Co-payments for health services were adopted in one state and increased in two states (Figure
10). Currently, 24 states charge co-payments for children’s health services. Wisconsin adopted new co-
payments, and West VVirginia and Usab increased co-payments for prescription drug coverage. Only
one state, Montana decreased co-payment amounts.
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Low-income parents applying for Medicaid coverage continue to face substantdally restricted
income eligibility and access as compared to their children (Figure 11 and 12).

+ A few states took steps to boost coverage and simplify procedures for parents. Three states —
New Jersey, Maryiand, and Wisconsin — implemented parent coverage expansions. Still, in 28 states,
parents working full time at minimum wage cannot qualify for Medicaid. One state, Rbode Island, cut
parent coverage. Maryland also stopped counting assets in determining elipibility for parents;, a step
that fewer than half the states have taken. Given the restrictive income eligibility levels for parents in
most states, the majority of parents applying are not likely to have substantial bank accounts, multiple
vehicles of significant value, or other resources that would disqualify them. The burdensome and
intrusive paperwork associated with proving that one does not exceed the asset limit often deters
eligible parents from completing the application process. Other measures were implemented to
reduce procedural barriers for parents, including eliminating interviews and reducing the frequency of
renewal (AZ, MD, UT), but these practices are still more prevalent in children’s coverage programs.

Pgure 11
Medicaid Eligibility for Working Parents
by State Minimum Wage, Jan 2009
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Maryland Expands Medicaid Eligibility for Low-Income Parents

Access to health coverage increased measurably for thousands of low-income Maryland parents this year
when an income eligibility expansion and a package of procedural improvements were implemented on July
1,2008. The state boosted parent eligibility from about 30 percent of the federal paverty line to 116 percent.
The state also eliminated the asset test and no longer requires parents to have a face-to-face interview at the
Madicaid office. This streamlined the process for parents and also aligned procedures for parents and
children to a greater extent so that they can apply using the same simplified application form. Since its
implementation, 29,682 adults have enrolled as a result of the expansion.

To achieve this early success, a logical first step was to identify chiidren already in Medicaid whose family
income is below 116 percent of the federal poverty line and enroli the parents when they renew their child's
coverage. Traditional outreach efforts including TV, print and radio publicity, as well as activities with the
Baltimore Ravens football team, also have done much to inform families about the new coverage
opportunity. in additlon, the Medicaid and revenue agencies coordinated on a new initiative that used the tax
system to identify 150,000 people who were potentially eligible. They were sent a letter from the state
Comptroller inviting them to call a toll-free number for an application. Between December 1 and December
12, 2008, nearly 1,800 hotline callers were sent applications. Others obtained applications on-line and
through other avenues.

Enrollment continues to increase and the recession is apparently a driving force: there were more approvals
of parents In the expansion group during the first two weeks in December than there have been since it was
implemented in July and state officlals say they are seeing people who previously had secure jobs and are
seeking help, perhaps for ihe first time. The budget is tight in Maryland, but in two rounds of cuts, the
expansion has not been targeted.

*Conversations with Maryland State Officlals, January 2009.

+ Income eligibility for pregnant women remained stable with neatly half the states covering
pregnant women at 185 percent of the federal poverty line. Two states, Tennessee and Wisconsin,
increased eligibility for pregnant women to 250 percent and 300 percent of the federal poverty line
respectively. Oklahoma and Oregon both adopted the option to use SCHIP funds to cover unborn
children of pregnant women. ‘

V. Discussion

Recession Jeopardizes States’ Ability to Maintain and Advance Coverage for Low-Income
Children and Parents

States have made substantial progress in reducing barriers to health coverage for low-income
children and families. They continued to do so during the first half of 2008 by further expanding eligibility
and streamlining enrollment and renewal procedures. Now, as the econosmic crisis deepens, states will be
under major pressure to contain costs. This may lead them to take steps that would not only reverse
critical coverage gains, but would intensify the hardships so many families are already facing as a result of
losing their jobs and their health insurance. In the last economic downturn, federal fiscal relief was
successful in helping states address budget shertfalls, avoid deeper Medicaid cuts, and preserve eligibility,
which was 2 condition of receiving enhanced federal funds. However, to deal with tight budgets, many
states made procedural changes to their programs which blocked eligible children and parents from
obtaining coverage at a time when they could least afford health care on their own.
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Easing Eligibility and Simplifying Procedures Are Especlally Important During an Economic
Downturn

Individuals who have lost health coverage due to unemployment need a smooth path to Medicaid
and SCHIP.® Any period of time without insurance could cause ongoing medical conditions to escalate if
it is not possible for families to find or pay for needed medication or other treatment on their own.
Parents who are recently unemployed may find that the unemployment compensation payments they
receive put them over the income limit for Medicaid. States can choose to disregard these payments ora
portion of them in determining eligibility for jobless parents. States can eliminate thetr SCHIP waiting
petods or at least ensure that a job-loss exemption is available. Minimizing documentation requirements
and rescinding face-to-face interviews also ate important since complicated, burdensome forms and
procedures often discourage families from completing the process. Enrolling children for a full 12 months
and simplifying renewal helps ensure beneficiaries remain covered for as long as they qualify. In addition
to protecting children and families, taking such steps also saves administrative costs by reducing the
workload on eligibility workers. Eligibility staff may have been cut at the same time application volume
has increased.

Premium Payment Policies Matter

It also is important to ensure that unreasonable out-of-pocket costs do not keep eligible children
from obtaining coverage and needed care. When a family has lost income or a job, it will be more difficult
to keep up with premium payments on top of regular living expenses. Nurmerous studies show that
premiums for low-income individuals can depress enrollment in health coverage programs.” Similarly,
burdensome co-payments can be an obstacle to getting needed care or medication. Programs should also
avoid imposing strict payment timeframes after which children are disenrolled from SCHIP, as well as
lock-out periods that bar children from returning to SCHIP if the lack of a premium payment forces them
to lose coverage.

Outreach Is Critical During Economic Downturns

In tight budget times, it may appear sensible to cut outreach funds as states seek ways to contain
the costs associated with expanding caseloads. Conducting cutreach may also seem counterintuitive when
hiring freezes and lay-offs mean there are fewer eligibility workers to process a larger volume of
applications. However, families that previously had stable jobs with health insurance are likely to have
little or no expenence navigating the public benefits system. They may not know whete to turn for help
when they become jobless, nor are they likely to know much about Medicaid and SCHIP or realize that
they may qualify. Community-based organizations and institutions can play 2 vital role in alerting families
to the availability of free or low-cost coverage and in assisting famihes with application procedures.

States are attempting to balance these competing pressures. For example, although New Mexico
has had to make significant cuts to its Medicaid budget, the state will continue to reach out and enroll
more uninsured children, 2 goal Govetnor Richardson has prioritized. A state Medicaid official explained
that, while available funding will continue to be used for outreach, “the state does not have funds to do
anything very aggressive or costly. It's difficult to justify spending on outreach when we're cutting
elsewhere, however we will conduct some data matches to identify eligible but unentrolled children.
Given the demands that outreach generates and the limitations created by personnel cuts, adopting
simplified procedures are more important that ever. Streamlining renewal, in particular, protects the
investment in outteach since it guards against eligible children and parents losing coverage unnecessarily.

»10
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Federal Legislation May Provide Needed Help for States

‘Two major picces of legislation are being considered in Congtess as this report is being written.
Both are critical to addressing the challenges states are facing as they report mounting deficits and also
attempt to assist the growing demand for health coverage among families that are suffering the effects of
the weakening economy. The first is reauthorization and extension of SCHIP legislation, which is
currently operating with temporary funding through March 2009. This legislation would provide the
additional funds to maintain coverage for children currently enrolled and cover additional uninsured
children. It would also provide bonus payments designed to encourage states to enroll more eligible
children under Medicaid.

The second piece of legislation is the economic recovery package. In this recession, with
substantial state deficits, one form of assistance the federal government could provide is an increase in the
‘federal share of financial assistance for the Medicaid progtam (FMAP). The amount of funding for the
enhanced FMAP, the duration of the relief, the distribution of the funds across states, and the conditions
or maintenance of effort requirements related to eligibility are critical issues in the design of a recovery
package. In 2003, one of the conditions for states receiving an increased FMAP was that they were
prohibited from reducing eligibility levels in order to qualify for this financial assistance. Congtess could
also consider requiring states to maintain enrollment procedures to qualify for federal assistance and
additional provisions to extend temporary Medicaid coverage to individuals affected by the economic
downturn.

"The SCHIP reauthorization and economic recovery plan could provide an essential boost that

would enable states to sustain the coverage gains they have achieved and give families hard-hit by the
recession the confidence that assistance with health coverage will be available.
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