WEST VIRGINIA’S NEW STATE PLAN AMENDMENT FOR MEDICAID LEAVES MANY QUESTIONS UNANSWERED

Revised, May 17, 2006 
The Deficit Reduction Act of 2005 (DRA), which was signed into law in February 2006, gives states new options to change benefits for children and parents enrolled in Medicaid.
  On May 3, 2006, West Virginia became one of the first states to receive federal approval of a state plan amendment (SPA) to make a change in benefits.
  West Virginia plans to implement the SPA in three rural counties (Clay, Lincoln and Upshur) beginning on July 1 and implement the SPA statewide over four years.  According to the Governor, the SPA will “help bring down program costs while helping to prevent disease.”
 The following is a summary of the SPA and some of the key questions it raises.  The summary is based on the SPA and press accounts, the only information available to date.  
West Virginia’s SPA Affects Most Children and Parents Enrolled in West Virginia’s Medicaid Program
The West Virginia SPA will change benefits for some children and parents.
 Seniors, people with disabilities, and pregnant women, the other groups covered in West Virginia will not see any change in their benefits under the SPA.  Among the beneficiaries affected, the vast majority are children. In 2002, the most recent year that national enrollment data is available, 183,000 children were enrolled in West Virginia’s Medicaid program, representing just over 50 percent of all beneficiaries.  The only other beneficiaries that will be affected by the SPA are some of the parents of these children. Only parents in families with income below 37 percent of the poverty line ($6,142 per year for a family of three in 2006) can enroll in West Virginia’s Medicaid program, while children can be covered at higher income levels.
  Thus, in many West Virginia families only children can enroll in Medicaid regardless of whether their parents have access to other health coverage. In 2002, there were just under 60,000 parents enrolled in the program. About two-thirds of these parents are women.

How the SPA Will Work

Under the SPA, there will be four new benefits packages:  a basic benefits package and an enhanced benefits package for children, and a basic benefits package and an enhanced benefits package for parents.  The basic benefits package for both groups will be more limited than the current West Virginia Medicaid benefits package.  Under the SPA, beneficiaries will receive the basic package until they (or their parents on behalf of their children) sign a member responsibility agreement.  The agreement will be signed at the practice location of the beneficiary’s health care provider, called a medical home under the SPA. Once the agreement is signed, beneficiaries can receive the enhanced package of benefits.  
By signing the agreement, Medicaid beneficiaries agree, among other things, to “do my best to stay healthy,” to “go to health improvement programs as directed by my medical home,” and “to go to my medical home when I am sick.”  Parents will be required to sign the agreements on behalf of their children regardless of whether the parents are also Medicaid beneficiaries. If a beneficiary “does not fulfill the responsibilities” listed in the agreement, his or her Medicaid coverage will revert to the basic benefits package.  According to the SPA, health care providers will monitor and report on their patients’ compliance with their member agreements.  Once a beneficiary moves back into the basic benefits package, they can re-enroll in the enhanced benefits package after twelve months or at the time their Medicaid coverage is renewed.
Benefits for Parents

Parents who receive the basic benefits package will have access to fewer benefits than in the current Medicaid program.
  For example, under the basic benefits package, parents will not have coverage for emergency dental services, diabetes care, physical or occupational therapy, or mental health services.  These are all services parents can currently receive in West Virginia’s Medicaid program.  Moreover, certain other services such as prescription drugs and transportation will be limited under the basic benefits package.  Prescription drugs will be limited to four prescriptions a month and non-emergency transportation will be limited to five trips a year. Parents can now receive up to ten prescriptions per month, and there is no limit on necessary medical transportation.
 

The enhanced benefits package does not limit the number of medically necessary prescription drugs or the medically necessary transportation adult beneficiaries can receive.  In addition, the enhanced plan includes several services that are not included in the basic plan, such as cardiac rehabilitation, diabetes care, and chemical dependency/mental health services. 
Because parents will not receive coverage for all the services in the enhanced plan until they sign a member agreement, they could be left without a means of payment for critical services such as care for diabetes or mental health services until an agreement is signed.  Moreover, parents — the majority of whom are women and all of whom have incomes below 37% of the poverty level — could lose access to these critical services whenever a decision is made that they failed to comply with their member agreement.  

Benefits for Children

While the DRA gives states new flexibility to provide most children enrolled in Medicaid alternative benefit packages, a state taking up this option for children must provide Early and Periodic, Screening, Diagnostic and Treatment (EPSDT) benefits as “wraparound” coverage.  Congress added the EPSDT benefit to Medicaid in 1967 and strengthened it in subsequent years in recognition of the critical role Medicaid plays in promoting the health and development of low-income children.
  Under EPSDT, states must ensure that all children enrolled in Medicaid receive regular check-ups, including vision, dental, and hearing exams, as well as all necessary immunizations and laboratory tests.  Children are entitled to receive all necessary follow-up diagnostic and treatment services that can be covered under Medicaid, even if a state has chosen not to provide that service for adults.  

According to the West Virginia SPA, children will be limited to the basic benefits package when they first enroll in Medicaid.  They will also be limited to the basic benefits package if they (or their parents acting on their behalf) do not comply with their member responsibility agreement.  The basic benefits package for children limits prescription drugs to four prescriptions a month and has limits on dental, hearing and vision services that are not included in the enhanced plan for children. The basic benefits package also excludes altogether coverage for skilled nursing care, orthotics, prosthetics, tobacco cessation programs, nutritional education, diabetes care, and chemical dependency and mental health services.  Under EPSDT, all Medicaid-eligible children are entitled to coverage for these limited or excluded services if a screening has determined that the service is necessary.
 
The SPA does list EPSDT as a covered service in the basic benefits package.  However, the West Virginia provider manual defines EPSDT as including only the comprehensive screening services that are part of the EPSDT benefit and does not make it clear that follow-up diagnostic and treatment services are also covered.
 By excluding certain health care services from the basic benefit package, the SPA could lead to a loss of necessary health care for some children in West Virginia even though these services should be covered under EPSDT.
Many Questions Remain

The West Virginia SPA was not shared with the public before it was submitted to CMS, and it was approved in less than two weeks.
  With only the SPA and press statements available for review, many questions about the proposal cannot be answered.   The questions below are just some of the many questions the SPA raises: 
How will the SPA “help bring down program costs” as claimed by the Governor?   In 2003, just 16.9 percent of Medicaid spending in West Virginia was for health care services for children and only 7.4 percent was for parents.  Taken together, the parents and children who will be subject to the SPA are responsible for less than one-quarter of Medicaid costs in West Virginia even though they are more than two-thirds of the beneficiaries.
  Their care is already relatively inexpensive:  $1,458 a year per child and $1, 937 per adult in 2002.
 The state’s assumption that compliance with the member agreement will improve health and lead to savings is untested and unproven. Even if Medicaid spending on low-income women and children does decline as a result of this SPA, most of the savings will accrue to the federal government, which finances 73 cents out of every dollar that West Virginia spends on Medicaid.  
Have health care providers agreed to be responsible for having their patients sign member responsibility agreements and to monitor and report on compliance?  When a physician or other health care provider reports that a parent has failed to comply with his or her member responsibility agreement, the parent could lose Medicaid coverage for critical services such as diabetes care or mental health services. What is the professional obligation of the physician in this situation, knowing that parents earning less than 37% of the poverty level are unlikely to be able to pay for needed services out of pocket?  Is there any legal liability if the physician decides to discontinue treating the parent because the parent no longer has coverage for needed services under the enhanced benefits package?
What are the implications for children who can lose benefits when their parents are found to be out of compliance with the member agreement?  Parents will sign the agreements on behalf of their children.  When a parent does not take her child for an appointment or uses the emergency room for non-emergency care, will the child lose benefits, even though the child has no ability to comply on his or her own, and even though the child remains entitled to EPSDT? Will the physician or clinic or hospital treating the child lose payment for services rendered as a result of the parent’s noncompliance?  Will physicians now treating Medicaid-eligible children be reluctant to accept new Medicaid patients or continue treating current Medicaid patients?
� Section 6044 of the Deficit Reduction Act of 2005, Pub. L. 109-171, added a new section 1937 to the Social Security Act.





� The state plan amendment is at � HYPERLINK "http://www.wvdhhr.org/bms/oAdministration/bms_admin_WV_SPA06-02_20060503.pdf" ��http://www.wvdhhr.org/bms/oAdministration/bms_admin_WV_SPA06-02_20060503.pdf�





� Scott Finn, “Medicaid changes approved,” The Charleston Gazette, May 4, 2006.  Governor Manchin is a voting member of Secretary Leavitt’s Medicaid Commission.   





� Under the DRA, children with disabilities who receive SSI benefits, children in foster care or adoption assistance programs, and children receiving services from the state’s program for children with special health care needs funded under the Maternal and Child Health block grant are exempt from the provision allowing states to provide alternative benefit packages to Medicaid beneficiaries.


 


� West Virginia covers children under age one with family income below 150 percent of the poverty line, children between the ages of one and six with income below 133 percent of poverty, and children from six to nineteen with income below poverty.  In 2006, the poverty line for a family of three is $16,600 per year.  





� The Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on data from MSIS reports from CMS for FY2002 available at www.kff.org.


� Benefits by State:  West Virginia (October 2004) The Kaiser Commission on Medicaid and the Uninsured Medicaid Benefits Online Database at � HYPERLINK "http://www.kff.org/medicaid/benefits" ��www.kff.org/medicaid/benefits�.





� Parents currently pay co-payments up to $3 for prescription drugs.  The new plan does not make any changes in the rules for cost-sharing.





� Sara Rosenbaum, D. Richard Mauery, Peter Shin, and Julia Hidalgo, “National Security and U.S. Child Health Policy:  The Origins and Continuing Role of Medicaid and EPSDT,” (Washington, DC:  George Washington University School of Public Health and Health Services, April 2005).





� Section 1905(r) of the Social Security Act; 42 CFR §§440.40; 441.50-441.62.





� West Virginia Department of Health and Human Resources Provider Manual, Chapter 200-17 and West Virginia EPSDT Health Check Provider Manual available at � HYPERLINK "http://www.wvdhhr.org/bms/smanuals/bms_manuals_main.htm" ��http://www.wvdhhr.org/bms/smanuals/bms_manuals_main.htm�





� West Virginia did share several versions of a concept paper for a Medicaid waiver, but the design of the waiver varied significantly from the state plan amendment.  The waiver would not have made access to certain benefits conditional on signing and following the member agreement. 





� Under the DRA, coverage for children with disabilities and children in foster care and child welfare cannot be changed, so the actual costs for those subject to the state plan amendment is even less.





� The Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on data from MSIS reports from CMS for FY2002 available at � HYPERLINK "http://www.kff.org" ��www.kff.org�.
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