STATE CHILD HEALTH INSURANCE PROGRAM PROVIDES HEALTH CARE TO UNINSURED LOW-INCOME CHILDREN

This is a reproduction of an article that appeared in the November/December 2000  version of AT Advocate, the newsletter of the National AT Advocacy Project, a Project of Neighborhood Legal Services, Inc.

INTRODUCTION

Health insurance is a pressing issue for many families with limited income. This is especially true when the family has a child with a disability who needs assistive technology (AT) or other expensive services. The poorest of these children will qualify for Medicaid. What about uninsured children from families with income that is too high for Medicaid? The State Child Health Insurance Program (SCHIP) may be the answer.

SCHIP was created by the Balanced Budget Act of 1997, Pub.L. 105-33, Title IV, § 4901(a), by adding a new Title XXI to the Social Security Act. The program requirements are found at 42 U.S.C. §§ 1397aa - 1397jj. The final SCHIP regulations, published on May 24, 2000 and effective June 23, 2000, are designed primarily to guide States in obtaining reimbursement under the program. 65 Fed. Reg. 33616.

Initially, many had referred to SCHIP as the Child Health Insurance Program, or CHIP. However, by Section 704 of the Medicare, Medicaid and SCHIP Balanced Budget Refinement Act of 1999, Pub.L. 106-113, the Federal government is prohibited from using the terms Child Health Insurance Program or CHIP. Therefore, we will use the term SCHIP.

There is a very helpful SCHIP web site established by the Health Care Financing Administration (HCFA), which administers SCHIP, located at www.hcfa.gov/init/children.htm. It contains a series of questions and answers which provide interpretive guidance about the program, copies of informational letters sent to the States, information about State implementation of SCHIP, and links to other helpful web sites. 

PROGRAM OVERVIEW: THE BASICS
The purpose of SCHIP is “to provide funds to States to enable them to initiate and expand the provision of child health assistance to uninsured low-income children in an effective and efficient manner that is coordinated with other sources of health benefits coverage for children.” 42 U.S.C.§ 1397aa(a). The statute authorizes $40 billion over 10 years to be distributed to all 50 States and all U.S. Territories. Id. § 1397dd. It commenced with the 1998 fiscal year, which began on October 1, 1997. Id. § 1397aa(d). Like Medicaid, the program is optional, but as of October 1, 1999, every State and Territory was participating. Funds are allocated to each State based on a ratio which includes the number of uninsured low-income children and the total number of low-income children in the State.

Id. § 1397dd(b).

To receive funding, a State must have an approved plan describing how the State will implement the program. Id. § 1397aa(b). However, “to provide States with the flexibility and time needed to develop their programs and to submit their child health plans,” HCFA published “reserved” rates for the 1998 and 1999 fiscal years, which became final once each State’s plan was approved. 65 Fed. Reg. 33621. The law requires that States ensure public participation in the design and implementation of the plan, as well as a method for ongoing public involvement. 42 U.S.C. § 1397gg(c). 

States have great flexibility in implementing their program. States may extend Medicaid coverage to children who are eligible for SCHIP, create a separate program, or create a combination of both. Id. § 1397aa(a). It is critical to obtain your State’s plan to determine the basic program structure, who is eligible, and what services are covered.

The law provides basic guidelines which apply to all States. Each State’s plan must include a description of the following: 

1. The actual child health assistance to be provided under the plan. 

2. Eligibility standards, including those relating to the geographic areas to be served, age, income and resources (including any standards relating to spend downs and disposition of resources), residency, disability status (so long as any standard relating to such status does not restrict eligibility), access to or coverage under other health insurance, and duration of eligibility. Such standards may not discriminate on the basis of diagnosis. 

3. Eligibility screening to ensure that only eligible children receive services under the program, that children found to be eligible for Medicaid are referred to that program, and that eligible American Indians are provided services. 

4. Outreach to families of children likely to be eligible under the program, or under other public or private insurance programs, to inform them of available coverage and to assist them in enrolling their children in programs for which they are eligible. 

5. Procedures for coordinating SCHIP with other public and private health insurance programs. Id. § 1397bb. 

ELIGIBILITY CRITERIA

States have great latitude in establishing eligibility criteria, including ages, geographic areas, income and resource rules, and duration of eligibility. Again, however, there are certain mandatory guidelines. Generally, coverage is limited to children under 19, who are not eligible for Medicaid or other health insurance, and whose family income is below 200 percent of the federal poverty level. However, children enrolled in a State-created insurance pro-gram, which was in place prior to July 1, 1997 and did not use any federal funds, will still be eligible for SCHIP. Id. § 1397jj.

If a State had raised its Medicaid eligibility level above 150 percent of the poverty level before June 1, 1997, the State may raise the SCHIP eligibility standards to 50 percent above the current Medicaid income level. Id. § 1397jj(b)(1)(B)(ii)(I). However, the State cannot lower its Medicaid income and resource limits in an effort to make children ineligible for Medicaid and thereby eligible for SCHIP.

Id. § 1397ee(d)(1).

Financial eligibility criteria must not operate to cover children in families with higher incomes without covering children in families with lower incomes. Nor can the eligibility criteria deny coverage to children with preexisting medical conditions. Id. § 1397bb(b)(1)(B). Finally, children who are “inmates” in a public institution or who are patients in an institution for “mental diseases” are not eligible for coverage. Id. § 1397jj(b)(2)(A).

On July 1, 2000, HCFA announced criteria for SCHIP demonstration projects. States which have had at least one year of experience implementing SCHIP and have submitted all required reports are eligible. The State must also “provide assurances that it has met the primary purpose of SCHIP by expanding eligibility to low-income children” and “demonstrate that it is successfully reaching and enrolling eligible children.” One possible demonstration project can be to extend coverage “to low-income parents of the children they are enrolling in Medicaid and SCHIP.” July 31, 2000 letter to State health officials from Timothy M. Westmoreland, Director, HCFA, www.hcfa.gov/init/ch73100.htm.
AVAILABLE SERVICES

States may choose to deliver services in one of three basic ways: by expanding Medicaid; by creating a separate program; or by using a combination of both.

A State may choose to extend Medicaid coverage to those children who would otherwise be ineligible for Medicaid. 42 U.S.C. § 1397aa(a)(2). In doing so, the State must provide the full range of services available to all other Medicaid eligible children. See State Children’s Health Insurance Program Q & A, HCFA, Question 6 (September 11, 1997), www.hcfa.gov/init/qa/q&a9-11.htm. This would include all the services available under Medicaid’s Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program. The EPSDT program mandates that States provide all medically necessary mandatory and optional Medicaid services. 42 U.S.C. § 1396d(r)(5). This means that the SCHIP Medicaid expansion program must cover the full range of Medicaid service categories that have been used to fund AT including, for example, the home health care (covering durable medical equipment), prosthetic devices, speech therapy, physical therapy, and occupational therapy categories.

If a State chooses to create a separate SCHIP program, it has great flexibility in choosing the scope of services to cover. There are four basic options: benchmark coverage, benchmark-equivalent coverage, the preexisting State-based program in New York, Florida or Pennsylvania, or any other coverage package which is approved by HCFA as “appropriate.” Id. § 1397cc(a). Benchmark coverage must be equivalent to the coverage available to federal employees, State employees, or members of the largest commercial, non-Medicaid health maintenance organization in the State. Id. § 1397cc(b).

Benchmark-equivalent coverage must be the “actuarial equivalent” of one of the benchmark packages. Id. § 1397cc(a)(2)(B). They must include, at a minimum, the following categories of services: inpatient and outpatient hospital services; physicians' surgical and medical services; laboratory and x-ray services; and well-baby and well- child care, including age-appropriate immunizations. Id. § 1397cc(a)(2)(A) and (c)(1). The State must also include the following optional services, if the benchmark package used by the State to determine “actuarial equivalence” includes them: coverage of prescription drugs; mental health services; vision services; and hearing services.

Id. § 1397cc(a)(2)(C) and (c)(2).

States are free to provide coverage for benefits that are not listed in any of these categories. In fact, the scope of permissive services is very comprehensive, and clearly may include AT. Covered services may include the following [AT advocates - note items 12 and 14]: 

1. Inpatient hospital services 

2. Outpatient hospital services 

3. Physician services surgical services 

4. Clinic services (including health center services) and other ambulatory health care services 

5. Prescription drugs and biologicals and the administration of such drugs and biologicals, only if such drugs and biologicals are not furnished for the purpose of causing, or assisting in causing, the death, suicide, euthanasia, or mercy killing of a person 

6. Over-the-counter medications Laboratory and radiological services 

7. Prenatal care and pre-pregnancy family planning services and supplies 

8. Inpatient mental health services, other than services described in paragraph (18) but including services furnished in a State-operated mental hospital and including residential or other 24 hour therapeutically planned structured services 

9. Outpatient mental health services, other than services described in paragraph (19) but including services furnished in a State-operated mental hospital and including community-based services 

10. Durable medical equipment and other medically-related or remedial devices (such as prosthetic devices, implants, eyeglasses, hearing aids, dental devices, and adaptive devices) 

11. Disposable medical supplies 

12. Home and community-based health care services and related supportive services (such as home health nursing services, home health aide services, personal care, assistance with activities of daily living, chore services, day care services, respite care services, training for family members, and minor modifications to the home) 

13. Nursing care services (such as nurse practitioner services, nurse midwife services, advanced practice nurse services, private duty nursing care, pediatric nurse services, and respiratory care services) in a home, school, or other setting 

14. Abortion only if necessary to save the life of the mother or if the pregnancy is the result of an act of rape or incest 

15. Dental services 

16. Inpatient substance abuse treatment services and residential substance abuse treatment services 

17. Outpatient substance abuse treatment services 

18. Case management services 

19. Care coordination service 

20. Physical therapy, occupational therapy, and services for individuals with speech, hearing, and language disorders 

21. Hospice care 

22. Any other medical, diagnostic, screening, preventive, restorative, remedial, therapeutic, or rehabilitative services (whether in a facility, home, school, or other setting) if recognized by State law and only if the service is:

A) prescribed by or furnished by a physician or other licensed or registered practitioner      within the scope of practice as defined by State law, or

B) performed under the general supervision or at the direction of a physician, or

C) furnished by a health care facility that is operated by a State or local government or is licensed under State law and operating within the scope of the license 

23. Premiums for private health care insurance coverage 

24. Medical transportation 

25. Enabling services (such as transportation, translation, and outreach services) only if designed to increase the accessibility of primary and preventive health care services for eligible low-income individuals 

26. Any other health care services or items specified by HCFA and not otherwise excluded. Id. § 1397jj(a). 

COST SHARING

States may impose cost sharing charges, including premiums, deductibles and coinsurance, but the schedule for these charges must be made public. Id. § 1397cc(e)(1)(A). Any cost sharing income will reduce the State’s SCHIP appropriation, id. § 1397ee(c)(5), must not favor children of higher income families over lower income families, id. § 1397cc(e)(1)(B), and may not be imposed for the preventive services of well-baby and well-child care, and age-appropriate immunizations. Id. § 1397cc(e)(2). Finally, if the State is operating a Medicaid expansion program, the Medicaid rules for cost sharing will apply. Id. § 1397cc(e)(4).

There are additional limitations on the use of cost sharing based on family income. For families above 150 percent of the federal poverty level, cost sharing may be imposed on a sliding scale, based on income, but total cost sharing cannot exceed five percent of the family’s income per year. Id. § 1397cc(e)(3)(B). For families below 150 percent of the poverty level, cost sharing charges are limited to the Medicaid levels for non-categorically eligible individuals. Under Medicaid requirements, the permissible enrollment fees or premiums must be based on income and family size. The maximum premium is $19 per month. The maximum co-payment is $3 for any service costing more than $50. State Children’s Health Insurance Program Q & A, HCFA, Question 28 (October 3, 1997), www.hcfa.gov/init/qa/q&a9-11.htm. Additionally, the maximum deductible is $2 per month and the maximum coinsurance rate is five percent of the cost of the service. English, Abigail and Madlyn Morreale, The New Children’s Health Insurance Program: Major Provisions and Early Lessons, ABA Center on Children and the Law, www.abanet.org/child/chipfinal.html.

CONCLUSION

An increasing number of families with low and moderate income are uninsured; many of them include a child with a disability. Your State’s SCHIP program may provide funding for health-related services to the children of these uninsured families. In many cases this funding will pay for expensive items such as AT. If you have questions about SCHIP, contact Ron Hager at the National AT Advocacy Project (716-847-0650 ext. 225 or rhager@nls.org).
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