Conference Report Permits Staggering Medicaid Cost-Sharing Increases 


Proponents of the reconciliation report may argue that the Medicaid cost-sharing provisions are a substantial improvement over the provisions in the House-passed bill.  That assertion simply does not bear any scrutiny.  

Analysis of the legislative language in the conference report shows that it permits large increases in the premiums and co-payments charged to low-income Medicaid beneficiaries, very similar to those included in the House bill.  In fact, the CBO cost estimates confirm this analysis: they show that the cuts in the cost-sharing area in the conference report (i.e., $1.9 billion in cuts over 5 years and $10.1 billion in cuts over 10 years resulting from increases in beneficiary co-payments and premiums) are 80 percent of the size of the House-passed cuts in this area over five years, and 90 percent the size of the House cuts over ten years.  CBO and a large body of research has found that if these provisions become law, many low-income Medicaid beneficiaries would forego needed health care services and medications and others would fail to participate in the Medicaid program at all. 

Under current law, states may not charge premiums and can generally charge no more than $3 co-payments per service or medication.  Certain populations like children are entirely exempt.  The conference report would significantly alter those rules:   

· For many low-income beneficiaries with incomes above 150 percent of the poverty line including children and people with disabilities, states may charge unlimited premiums to participate in the Medicaid program and may now charge co-payments up to 20 percent of the cost of the needed medical service.  For example, a typical physician visit in the Medicaid program costs $100.  This would mean a co-payment of as high as $20.   

· For many near-poor beneficiaries with incomes between 100 percent and 150 percent of the poverty line including children and people with disabilities, states can now charge co-payments up to 10 percent of the cost of the needed medical service.  For example, in one state, a typical inpatient hospital day may cost between $1,000 and $1,600.  A 10 percent co-payment then would then equal $100 to $160.
· For many poor beneficiaries, states may annually increase the existing nominal co-payments of $3 by the medical care portion of the Consumer Price Index (M-CPI), which rises twice as fast or more as beneficiaries’ income.

-- 
Due to a serious legislative drafting error, poor beneficiaries may end up being charged unlimited co-payments and charged unlimited premiums.
· In addition, there are special rules for increasing cost-sharing in the area of co-payments for prescription drugs.

--
For many low-income beneficiaries with incomes above 150 percent of the poverty line, states may charge co-payments for non-preferred drugs up to 20 percent of the cost of the medication.  For example, in one state, Prevacid, an anti-ulcer drug, costs $125; Zyprexa, a mental health drug, costs $500 and Combivir, a drug to treat HIV, costs $600 per prescription.  That means co-payments as high as $25, $100 and $120 respectively for each drug.
--
For many near-poor and poor beneficiaries below 150 percent of the poverty line, states may charge co-payments for non-preferred drugs of $3 inflated by the M-CPI annually.  Again, such co-payments would rise twice as fast or more as beneficiaries’ income.
· There are also special rules for cost-sharing in the area of co-payments for non-emergency services provided in the emergency room.

--
For many near-poor beneficiaries, states may charge unlimited co-payments.
--
For many poor beneficiaries, it appears that states may charge twice the nominal co-payments indexed by the M-CPI annually.

--
Due to a serious legislative drafting error, even poor beneficiaries may end up being charged unlimited co-payments (and only beneficiaries between 100 percent and 150 percent of the poverty line can be charged no more than twice the nominal co-payments indexed by M-CPI).

· Only certain populations and services are exempt from premiums and cost-sharing.  No premiums may be charged to mandatory kids and pregnant women, and several other groups.  No co-payments may be charged to certain populations and services including mandatory children, preventive services for kids, pregnant women, and emergency services.  For the first time, near-poor children could be charged premiums and co-payments (younger children under age 6 above 133 percent of the poverty line).
· The only limit on these cost-sharing increases is that total cost-sharing may not exceed five percent of a family’s income over three months.  This means that if a family experienced a major health problem, the family might need to spend total co-payments well in excess of 5 percent of their income in a single month, before reaching the five percent of their quarterly income.  While states can use a more appropriate monthly limit, there is no requirement to do so.  
· For the first time, providers can deny the needed service to beneficiaries if they are unable to afford the co-payment and states can terminate eligibility for failure to pay the premium.  Because more patients will have difficulty affording the new, higher co-payments, this change heightens the risk that patients will be unable to obtain medications or health care they need.  The risk is greatest for people who are disabled or who have chronic problems, since they require more care and thus face a larger volume of co-payments.  
