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OUR GOAL
○ ○ ○ ○ ○ ○ ○ ○ ○

One West Virginia Health Insurance ogram
Pr
for Childr
en:
Simplify and coordinate publicly-funded health insurance coverage
for children (Medicaid and CHIP).

Affordable
Health
Coverage forAll
West Virginians.

• Centralize eligibility determination for CHIP and Medicaid children.
• Allow self-declaration of income.
• Simplify the renewal process in Medicaid and CHIP.
• Establish 12 months continuous eligibility for Medicaid children.
• Adopt presumptive eligibility for Medicaid and CHIP.

Proposed by:
WV Community
Voices Partnership

2.

WVHealthy Kids
Coalition

• Expand coverage above 200 percent of the federal poverty level
through income disregards and deductions.
• Use available federal dollars for outreach.
• Make more kids eligible by redefining affordable family coverage.

American Friends
Service Committee
Coalitionfor WVÕs
Children

3.
WVHospital
Association
WVPrimaryCar e
Association
WVW elfareRefor m
Coalition

Formor einfor mation
ortoendorsethese
recommendations
contact:
WVCommunity
VoicesPartnership
1018 Kanawha Blvd., E
Suite1100
Charleston,WV
25301
304/558-0530
pore@hepc.wvnet.edu

Make Health Car
eCoverage Available to All Uninsur
ed
WestV irginiaChildr en: Expand eligibility of existing programs.

Develop AffordableHealthInsuranceFor Adults: Expand
health coverage for low-income adults by applying state options
under existing federal programs.
• Raise the eligibility threshold for Medicaid
• Expand Medicaid coverage for pregnant women from 150 percent to
200 percent of the federal poverty level.
• Extend Transitional Medicaid from 12 to 24 months.
• Offer Medicaid to persons with disabilities under the Work Incentives
Improvement Act of 1999.
• Pursue options under new Medicaid rules.
• Finance expanded coverage through current state dollars going into
health care, a smokeless tobacco tax, and tobacco settlement money.

More than 300,000 W
est Virginians Are
Without Health Coverage.
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Health Coverage in est
W Virginia

More than 300,000

Health coverage for West Virginians has declined in recent years. An estimated 309,600 of our state’s citizens, 17.2 percent of the state’s population,
were uninsured in 1998 compared with 14.9 percent in 1996. Most of the
uninsured are adults who are not covered by their employers, cannot afford to
purchase private insurance, and are not covered by public programs.

West Virginians do
nothave the
security of health

For those who are insured the three main sources of health insurance are:
employer-based plans, Medicaid, and Medicare.

carecoverage.

Insurance Status of WestV irginians, all ages
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Most insured West Virginians are covered by employer-based health insurance-–close to 796,650West Virginians, or 44 percent of the state’s population.
Of these persons, 594,436 receive private employer-based insurance (33 percent
of the state’s population), while 202,214 are public employees insured through
the Public Employees Insurance Agency or PEIA (11percent).
Medicaid provides health coverage to 347,580 people, or 19 percent of
the state’s population. This figure includes about 11,000 people who also
receive Medicare (dual Medicare/Medicaid eligibles). The total number of
people receiving Medicaid has declined by some 52,295 persons, or 13
percent, since 1996.
The de-linking of Medicaid benefits from welfare benefits, which was part
of welfare reform, is thought to be partly responsible for this decline. People
who no longer receive cash assistance or welfare may not realize they may
still be eligible for Medicaid. West Virginia’s current Medicaid income threshold at 30 percent of the federal poverty level is so low that marginally employed adults often are not Medicaid eligible. Other factors which have been
suggested for the decline include the stigma associated with the receipt of
public benefits, and the lack of dignity and respect with which recipients of
benefits feel they are treated when dealing with public agencies.
Medicare is the third most common source of health insurance in the state.
It is a federal program for people over age 65. Approximately 334,496 persons, or 18.5 percent of West Virginians, receive Medicare. West Virginia has
the highest percentage of residents over age 65 - a number that will continue
to rise.
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Fewer W
estV irginians
arecover edby
Medicaidtodaythan
in1996.

Better Health For W
est Virginia

Health Insurance Status of
WestV irginia Children
Approximately 33,000 kids, or 8 percent of the state’s children, are continuously uninsured according to 1998 figures.
Uninsured children

Insurance Status of WV Childr
en
TotalWVChildr enUnder Age 19: 401,400

infamilies earning
lessthan $34,100
(for a family of four)

CHIP 11,704
Uninsured 33,000

arenow eligible for
healthcoverage

Employer-PEIA 41,470

throughMedicaid

Employer-Private 152,258

andCHIP .

Medicaid 162,968

Employer-Private:38%

Employer-PEIA: 10%

Medicaid: 41%

CHIP: 3%

Uninsured: 8%

Sources: Estimates based on HCF
A 2082 Report (1998); U.S. Census Bur
eau,
CurrentPopulation Survey, March 1999; WV DHHR; PEIA.

Employer-based health insurance is provided to 193,728 children (48 percent) in the state. Of these children, 152,258 are insured through private employers, while 41,470 are insured through PEIA.
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Nearly half of the state’s children, 174,672 or 44 percent, receive some
form of public health insurance. Medicaid provides coverage to 162,968
children or about 41 percent of all children.
The Children’s Health Insurance Program provides public coverage to
uninsured children of working families who make too much to qualify for
Medicaid. As of July 2000, CHIP had enrolled 11,704 children (3 percent of
children). In October 2000, CHIP was expanded to children of families who
make up to 200 percent of the federal poverty level, or $34,100 for a family of
four. This expansion will make it possible to provide most children in West
Virginia with some form of health insurance.
While the number of children insured through CHIP has increased, the
number of children covered by Medicaid dropped by 38,935 between 1996
and 1998. This startling number of children represents 74 percent of the
52,295 persons who lost Medicaid coverage during this period. One of the
benefits of the CHIP enrollment process is that it has found and enrolled over
5,000 children who are eligible for Medicaid.
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Better Health For W
est Virginia

Health Insurance Status of
WestV irginia Adults

Adults make up the majority of West Virginia’s uninsured. Nearly 20
percent of the state’s adults, or 276,600 individuals, have no health coverage.
In 1996, the number
of West Virginians
covered by Medicaidbegantodr op.
Total Medicaid

Approximately 602,922 adults receive employer-based health coverage. Of
these, 442,178 adults are covered through a private employer and 160,744 are
insured through PEIA. This number includes about 30,000 beneficiaries who
also receive Medicare. Employer-based coverage reaches nearly 35 percent of
the state’s population and 44 percent of its adults.

enrollment
droppedby52,295

Insurance Status of WV Adults

persons,or13%

Total WV Adults: 1,398,600

between 1996
and1998.
Employer-PEIA 12%

Medicaid: 12%

Employer-Private: 32%

Uninsured: 20%
Medicare: 24%

Employer-Private: 442,178

Employer-PEIA: 160,744

Medicare: 334,496

Medicaid: 184,582

Uninsured: 276,600

SOURCES: HCFA 2082 (1998); U.S Census Bur
eau; WV DHHR; PEIA.
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Public programs such as Medicaid and Medicare cover another 519,078
adults. This public coverage accounts for 29 percent of the state’s population,
and 36 percent of adults.
Medicaid covers approximately 184,582 adults or 12 percent of the state’s
population. Within this group, 12,891 persons received Transitional Medicaid
in 1998. Transitional Medicaid is available to families for 12 months after they
no longer qualify for Medicaid because their income or child support exceeds
the state’s threshold of 30 percent of the federal poverty level ($5,115 for a
family of four).
Medicare provides health coverage to 334,496 older adults. This
represents almost 19% of the state’s population and nearly 24% of the
adult population.
As mentioned, in 1996 the number of West Virginians covered by Medicaid began to drop. Total Medicaid enrollment dropped by 52,295 persons, or
13% between 1996 and 1998. This drop included 13,360 adults.
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Fewer WestV irginians
arecover edby
Medicaidtodaythan
in1996.

Recommendation #1

What

West Virginia
cando:
¥ Centralize
eligibility
determination and
enrollment.
¥Allow selfdeclaration of
income.
¥Simplify the
renewalpr ocess.
¥Establish 12
monthscontinuous
eligibility.
¥ Adoptpr esumptive
eligibility.

Everyoneagr ees
thathealth
coveragefor
childrenisagood
investmentinW est
VirginiaÕs future.

One W
est Virginia Health Insurance
Programfor Childr en:
Simplify and Coor
dinate PubliclyFunded Health Insurance Coverage
forChildr en(Medicaid and CHIP)

Medicaid and CHIP have a lot in common. They provide similar health care
benefits to the children of low income families. They both receive substantial
financial support from the federal government and both programs are subject to
federal rules and regulations. For both programs, eligibility is determined by
county offices of the Department of Health and Human Resources.
A major difference between the two programs is that Medicaid is an entitlement program and CHIP is not. With CHIP, states have more flexibility in
structuring the program. In West Virginia, CHIP is administered by the Department of Administration and the Public Employees’ Insurance Agency. It has a
citizen board appointed by the Governor, which establishes policy for the
program and provides fiscal oversight. Medicaid is administered by the Department of Health and Human Services.
The West Virginia Children’s Health Insurance Program (CHIP) was established in 1998 as a new program separate from the State Medicaid Program
because legislative leaders wanted to assure that expanding public coverage
would be affordable for the state and that a new program would not carry the
"baggage" of the State Medicaid Program.
Since its establishment, CHIP has proven that publicly-funded health care coverage for children is relatively low in cost and enjoys overwhelming support, both from
the families who are its beneficiaries and the general public. Everyone agrees that
health coverage for children is a sound investment in West Virginia’s future.
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Recommendation #1:
One West Virginia Health Insurance Program for Children

West Virginia has been successful in enrolling eligible children in CHIP
because the program has been promoted as health coverage for the children of
working families, as a "hand-up" rather than a "hand-out," and because the
State created a simple, two-page, mail-in application form. The goal was to
take bureaucracy out of the process and make enrollment in a publicly-funded
program as easy and friendly as enrollment in a privately-funded program.
While we have done a good job enrolling children in CHIP, many children
who were enrolled in Medicaid lost coverage over the last few years.
We have learned a lot from CHIP, and now is the time to extend the lessons learned from CHIP to Medicaid for children and make Medicaid less
bureaucratic. After all, both programs are for families who do not receive
health coverage with their jobs; both programs are heavily subsidized with
federal dollars; both programs help families take care of their children. Some
families even participate in both programs, with a younger child in Medicaid
and an older child in CHIP.
We can integrate CHIP and Medicaid and address the concerns of
policymakers to assure fiscal accountability. Many other states have done so.
Vermont, for example, has created a very successful Dr. Dynasaur program
that integrates all publicly supported health coverage into one health insurance
program for kids.
To promote administrative simplicity and efficiency, to help West Virginia
families take better care of their children, and to bring West Virginia Medicaid
for children into the post-welfare reform world, we must coordinate and
integrate the policies and practices of CHIP and Medicaid.
Administrative simplification and impr
ovedcoor dinationcanbe
achieved by the following actions:

Centralize eligibility determination
for CHIP and Medicaid childr
en.
Under current policy, children can be enrolled in Medicaid or CHIP
through the same simple mail-in application. Once the application is dropped
in the mail-box, a complex process with many opportunities for error comes
into play.
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Weshouldextend the
lessonslear nedfr om
CHIP to Medicaid for
children.

Recommendation #1:
One West Virginia Health Insurance Program for Children

The application goes to a central mail room in Charleston. From there it is
sent to 54 local DHHR offices where it is entered into the RAPIDS computer
system and eligibility is determined. The computer determines if the child is
eligible for CHIP or Medicaid and in addition decides if the child is eligible for
a multiplicity of other DHHR programs - even though the family may have no
intention of or interest in applying for any other program. The computer then
generates a notice, which tells the family about their child’s eligibility for CHIP
along with eligibility of family members for other benefit programs. These
notices are often difficult to understand.

We must simplify

The Healthy Kids Coalition has had two years of experience with the
glitches in the system. They are numerous and troubling and create wrongful
denials and unnecessary confusion among families.

enrollment to get
moreeligible
childrencover ed.

We can fix these problems, create administrative efficiencies and have
consistent interpretation of policy by creating a centralized system which
reviews children for CHIP and Medicaid eligibility only and provides for an
understandable and rapid response. A centralized system could be operated by a
state agency or a private entity.

Allow self-declaration of income.
CHIP and Medicaid applications for children currently require that proof of
income be attached to the application. Proof of income includes pay-stubs and
federal tax forms. However, states have the option of permitting self-declaration of income. Twelve states currently permit self-declaration of income with
follow-up audit processes to assure integrity of the program. West Virginia
could do the same and eliminate a barrier and one of the reasons why many
applications are not completed or are rejected.

Simplify the enewalpr
r
ocessin
Medicaid and CHIP
.
Just as too many children are lost because of the initial eligibility process,
renewals also cause children to lose coverage. Computer generated letters
asking families to re-submit information and proof of income for renewal are
difficult to understand. Some will not reach the families.
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Recommendation #1:
One West Virginia Health Insurance Program for Children

To simplify this process, the state should send a print-out asking families
to note any changes, sign, and send back. No child should be dropped without first making follow-up contact with the family.

Continuous enr
ollmentcan improve

Establish 12 months continuous eligibility
forMedicaidchildr en.

thequality of car
e.

When a child is enrolled in CHIP, the child remains eligible for 12
months and the family receives a plastic card good for the next twelve
months. In Medicaid, if there is no change in a family’s circumstances, the
child’s eligibility is redetermined every 12 months. However, if there is a
change in the family’s circumstances, eligibility must be redetermined, or
recertified, as of that change. Medicaid cards are sent out every month to
over 150,000 children.
Under Section 1902 (e) (12) of the Social Security Act, states may grant
continuous Medicaid eligibility for children for up to 12 months even if
there is a change in family income, assets, or composition. By granting
children eligibility for up to one year without regard to changes in circumstances, states can minimize the burden on families seeking to maintain
coverage for their children. Most importantly, continuous eligibility can
minimize the loss of coverage among children that may occur when families are in financial transition and when recertification requirements impose
barriers to continued participation.
Studies suggest that frequent re-certification of Medicaid eligibility
undermines the delivery of quality health care for children. A study by
Berman et. al. at the University of Colorado Health Sciences Center found
that children with middle ear infections, who were continuously enrolled,
were more than four times as likely to have an assigned primary care provider
compared to children who went on and off Medicaid. In addition, children
who were continuously enrolled were far less likely to visit the emergency
department, more likely to fill antibiotic prescriptions and more likely to be
referred for needed ear surgery such as tube placement and/or adenoidectomy, when compared with children who were not continuously enrolled.
(Berman, S, Bondy J, Lezotte D, and Others, The Influence of Having an
Assigned Medicaid Primary Care Physician on Utilization of Otitis MediaRelated Services, Pediatrics 104(5), November 1999. pp. 1192-1197)
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Interrupted coverageunder mines
thegoalsofP AAS,
MedicaidÕs care
management
program.

Recommendation #1:
One West Virginia Health Insurance Program for Children

For the past several years, the Bureau for Medical Services has worked to
implement managed care through contracts with HMOs and to improve its own
internal care management program known as Physician Assured Access
(PAAS). Both of these efforts aim to improve the quality of care and save
dollars on expensive emergency and inappropriate care by connecting Medicaid
beneficiaries to a primary care provider. Interrupted coverage undermines
the goals of these programs. Twelve (12) months continuous eligibility
would greatly enhance the effectiveness of PAAS and promote administrative efficiencies for the managed care organizations and physicians serving
Medicaid children.
Medicaid officials have indicated recently that they plan to implement 12
months continuous eligibility for Medicaid children (children only) on February 1, 2001. This welcome step will help to improve quality of care.

Adopt presumptive eligibility for
Medicaid and CHIP
.
Under a recent change in policy, CHIP children become eligible for
services on the first day of the month in which they apply. Medicaid children
become eligible on the day that DHHR determines the child is eligible for the
program. Medicaid will pay medical bills for children up to three months
prior to the date of enrollment.
Presumptive eligibility for children was enacted by the federal government
in 1997 as a state option in the Medicaid program. It is a way for states to
empower health care providers and others that serve low-income children to
give temporary Medicaid cards to children. To be eligible children must fall
within Medicaid eligibility levels. To keep coverage, families must follow
through on the regular application process by the end of the month or the
temporary coverage expires. States have had such an option for pregnant
women for more than ten years, but presumptive eligibility for children is
new. States can also implement presumptive eligibility in a separate
Children’s Health Insurance Program in order to create a seamless system of
children’s health coverage. Medicaid providers and organizations that determine eligibility for Head Start, WIC and the Child Care and Development
Block Grant can participate in presumptive eligibility as qualified entities.
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Recommendation #1:
One West Virginia Health Insurance Program for Children

Presumptive eligibility can be the quickest way to access health care
services. As of February 2000, seven states have implemented or begun the
process of implementing presumptive eligibility for children in their Medicaid
programs: Massachusetts, Nebraska, New Mexico, New Hampshire, New
York, Kentucky, and Connecticut. In addition, Massachusetts, New Jersey and
New York have adopted presumptive eligibility for their CHIP program.
Some people are wary of the presumptive eligibility option, fearing families will misrepresent their income in order to obtain services for their children. A Wisconsin study of presumptive eligibility for pregnant women found
an error rate of less than 1 percent. Head Start, WIC, and other such eligibility
sites are likely to be accurate because they also make income determinations
for participation in their own programs and often have first-hand knowledge of
a family’s financial circumstances. ("Promising Ideas in Children’s Health
Insurance," Families USA, Washington, DC, April 2000.)

The adoption of presumptive eligibility has several important advantages:
• It would assure that children receive the services they need when
they need them. This is particularly important for newborns, who
have been losing Medicaid coverage for a month or more because of
administrative delays.
• It would assure that health care providers receive payment for services
rendered.
• It would promote confidence in public programs.
• It would promote outreach and enrollment through existing programs and
organizations that serve children.
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Recommendation # 2
Make Health Car
eCoverage Available
toallUninsur edW estV irginiaChildr en:
Expand Eligibility of Existing Pr
ograms
What

West Virginia
cando:

¥ Expand coverage
above 200 per
cent
of the federal
poverty level.

U
¥ se available
federaldollarsfor
outreach.

Expand coverage above 200 per
cent of
the federal poverty level thr
ough
income disr
egardsanddeductions.
About 10,000 West Virginia children will not be eligible for coverage under
current policy because their families’ income is above the 200 percent threshold.
The Children’s Health Insurance Program could expand eligibility by using
income disregards and deductions. The state would still receive the 82 percent
federal match under this proposal. Higher income families could have the
option of buying into the program by paying a premium or enrollment fee.
Maryland recently raised income limits for CHIP from 200 percent to 300
percent of the federal poverty level. Between 200 and 250 percent, Maryland
charges a premium of $38 per family per month; between 250 and 300 percent
the premium is $47 per family per month.

¥Make morekids
eligibleby
redefining

Use available federal dollars to
supportoutr each.

affordablefamily
coverage.

As a result of welfare reform, a $5 million fund is available through Temporary Assistance for Needy Families (TANF) funds for outreach for Medicaid.
These dollars could be used for a media education campaign encouraging
families to enroll their children in CHIP and Medicaid. They could also be used
to support outreach efforts by hospitals and primary care centers and to improve
the State’s computer eligibility system.
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Recommendation #2:
Make Health Care Coverage Available to all Uninsured West Virginia Children

In November 2000, DHHR agreed to a partnership with the WV Primary
Care Association to use $2.5 million of TANF dollars to pay for outreach
workers at primary care centers. This is a welcome and big step forward.

Make morekidseligiblebyr edefining
affordablefamilycoverage.
Under current state policy, children in families with access to employerbased coverage are not eligible to enroll in CHIP unless the cost to families of
that coverage exceeds ten percent of the family’s gross income.
For many low income families, the cost of family coverage is not affordable. We can help cover children in these families by reducing the current
threshold of what is considered affordable from ten percent to five percent
of gross income.
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Recommendation #3

What

West Virginia
cando:

Develop Affordable Health
Insurance for Adults:
Expand Health Coverage for
Low-Income Adults by Applying
State Options Under Existing
Federal Programs

¥ Raise the eligibility
threshold for
Medicaid.
¥Expand Medicaid
forpr egnant
women.
¥ExtendT ransitional
Medicaid.
¥Of ferMedicaidto
personswith
disabilitieswhoar e
employed.
¥Pursue options

Without action by the government, the number of uninsured people in West
Virginia will continue to grow. The fact that the numbers of uninsured have
grown over the past several years despite good economic times and record low
unemployment is especially troubling. We have a growing elderly population
and our health status is among the worst in the nation. Our health care infrastructure is ailing as never before. A number of rural hospitals are on the verge
bankruptcy. Our outstanding system of primary care clinics is in trouble.
More people with health coverage would address problems of uncompensated care and cost shifting.
West Virginia health care spending exceeds $7 billion per year. Because West
Virginia is a relatively poor state, health care makes up a greater share of our
gross state product than is the case in most other states. About half of all spending
comes from federal dollars through Medicare and Medicaid. Medicare is funded
with federal dollars and the premiums, co-pays and deductibles of beneficiaries.
Medicaid is funded with 75 percent federal and 25 percent state dollars. Medicaid
beneficiaries do not pay premiums, co-pays or deductions.

undernew
Medicaidrules.
¥Finance expanded
coverage through

While it has been a burden for West Virginia to fund the 25 percent state
match for Medicaid, it has also been an opportunity - an opportunity to provide
thousands of people with health care and protect their economic security.
Medicaid has also been an economic engine pouring millions of dollars into the
state’s economy, some of it in the most disadvantaged parts of the state.

currentstatedollars
goingintohealth
care, a smokeless

Until recently, states had little opportunity without waivers of federal law to
cover low-income parents under Medicaid unless the parent was receiving

tobaccotaxand
tobaccosettlementmoney.
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Recommendation #3
Develop Affordable Health Insurance for Adults

welfare. The 1996 federal welfare law, however, broke the link between
welfare and Medicaid. Under the de-linking provision, known as Section
1931, states have the option to broaden coverage to low income parents.
WestV irginiaÕs

Raise the eligibility thr
eshold for
Medicaid by applying income and asset
disregardsandbyusing a less restrictive
financialstandar d.
In West Virginia, the upper eligibility threshold for Medicaid for parents
is 30 percent of the federal poverty level. Only two states, Alabama and
Louisiana, have a lower threshold. Thirteen states have eligibility levels
ranging from 100 percent to 275 percent. West Virginia’s threshold means
that a parent who works more than 15 hours a week at minimum wage or 11
hours at $7 per hour is no longer eligible for Medicaid.
West Virginia can provide broader coverage for parents by adopting
Section 1931 income disregards. The federal government will finance about
75 percent of expanding such coverage for parents. No federal waiver is
required for the state to exercise this option.

thresholdfor
Medicaid is 30
percentofpoverty
level($5,115 for a
familyoffour) oneofthelowest
inthenation.

States that have
expandedMedicaidcoveragefor
adults:

C
¥ alifor nia
¥Connecticut

2000 HHS Poverty Guidelines
Family Size
2
3
4
5
6

100%

200%

$11,250
$14,150
$17,050
$19,950
$22,850

$22,500
$28,300
$34,100
$39,900
$45,700

¥Maine
M
¥ innesota
M
¥ issouri
N
¥ ew Jersey
O
¥ r egon
¥V ermont
¥W ashington
W
¥ isconsin
R
¥ hodeIsland
¥W ashington,D.C.
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Recommendation #3
Develop Affordable Health Insurance for Adults

ExpandMedicaidcoverage for pregnant
womenfr om150 percentto200per centof
thefederalpoverty level.
Under current state policy, pregnant women are covered through Medicaid
up to 150 percent of the federal poverty level. Now that eligibility for children
has reached 200 percent through CHIP, we should also cover the mothers of
these children. Making sure that pregnant women have access to good prenatal
care and that their babies are born healthy is a good investment in West
Virginia’s future.

Extend rTansitional Medicaid from
12 months to 24 months.
Under Section 1925 of the Social Security Act, states must provide extended Medicaid benefits or Transitional Medicaid to families who, because
of increased hours of paid work, income, or child support, lose their eligibility
for Medicaid. To be eligible for Transitional Medicaid, a family must have
received Medicaid under Section 1931 in three of the preceding six months.
West Virginia provides Transitional Medicaid for twelve months but some
states provide a longer period of Transitional Medicaid. For example North
Carolina, South Carolina, and New Jersey have extended their Transitional
Medicaid to 24 months to parents who otherwise would have lost Medicaid
due to earnings.

Persons with

Limited changes in Medicaid rules can insure that families in the earliest
stages of their connection to the workforce do not lose their Medicaid coverage. (HCFA, Supporting Families in Transition: A Guide to Expanding
Health Coverage in the Post-Welfare Reform World.)

disabilities c ould
work and still
receive coverage
in many cases.

Preparetoof ferMedicaidtopersonswith
disabilities under theicket
T
to Workand
WorkIncentives ImprovementAct of 1999.
Through the Ticket to Work and Work Incentives Improvement Act of
1999, people with disabilities will be able to become self-supporting without
losing health coverage through Medicaid. The loss of coverage is a major
disincentive for work. States will be able to expand the income limits of
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Recommendation #3
Develop Affordable Health Insurance for Adults
Medicaid for people with disabilities or allow workers with disabilities to buy
into the program even if their income exceeds 250% of the federal poverty
level. Beginning in FY 2001 and continuing for the next five years, the federal
Department of Health and Human Services is offering states federal Medicaid
infrastructure grants of at least $625,000 to assist states in designing and
implementing these extended Medicaid options.
West Virginia is one of seventeen states to be awarded a Medicaid Infrastructure Grant in the first round. Under the grant, the WV Division of Rehabilitation Services, working with the WVU Affiliated Center for Developmental
Disabilities and other partners, will establish the West Virginia Medicaid Work
Incentive Network Project (M-WIN). The Project will seek to remove barriers
to employment of persons with disabilities through the enhancement and
development of Medicaid services and related components . This will enable
West Virginians with disabilities to work competitively and to sustain adequate
health coverage. (HHS Statement and Fact Sheet on the 10th Anniversary of the
ADA Act, July 26, 2000, WV Division of Rehabilitation Services., HHS Press
Release, Oct. 25, 2000)

PursueoptionsundernewMedicaidrules.
On January 11, 2001, the U.S. Department of Health and Human Services
(HHS) published new rules to enable more low-income individuals to be
covered by Medicaid. Since the 1980's, states have been required to tailor their
Medicaid income requirements and eligibility determinations to cash assistance
programs. The states could not apply less restrictive income methodologies
than were permitted by the Federal Financial Participation (FFP) limits in
section (1902(r)(2) of the Social Security Act. These limits were based on cash
assistance standards.
HHS is eliminating this requirement to give states additional flexibility in
setting Medicaid eligibility requirements. HHS believes this policy change
reflects the intent of Congress to move the Medicaid program away from cash
assistance program rules. This intent was underscored in the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 which severed the
link between Aid to Families With Dependent Children (AFDC) and Medicaid.
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The new rules will provide the states with the opportunity to make a
number of changes in Medicaid eligibility through changes in their State
Medicaid plan before the FFP limits would apply. These state options include:
• Disregarding increased portions of a person’s income under the ‘medically needy’ program, thus reducing or eliminating the current ‘spend
down’ process. In many states, the medically needy income standard is
actually lower than the income standard for SSI benefits which permit
a beneficiary to receive Medicaid. In West Virginia, the medically
needy income standard is:
1 person – $200/ month
2 persons -- $275/month
3 persons -- $290/month
4 persons -- $312/month
5 persons -- $360/month
• Correcting spend down problems so that more people can live in community settings rather than in institutions. Currently, people in institutions
can qualify for Medicaid coverage at much higher income levels than if
they lived in the community. This ‘institutional bias’ acts as a barrier to
persons such as the elderly or those with disabilities who risk losing their
health coverage if they move into a community setting.
• Encouraging some employment among Medicaid recipients such as the
‘medically needy’ by increasing the amount of earned income that is not
counted in determining a person’s eligibility.
• Expanding Medicaid eligibility by disregarding additional types and
amounts of income and resources, thereby allowing people who cannot
otherwise meet the program’s eligibility requirements to become eligible.
For example, states could offer Medicaid coverage to young adults age 19
and 20 who are still in school or just beginning employment.
According to Mike Hash, acting administrator of HCFA, these changes
"could permit elderly and others to retain enough income to meet life’s basic
living expenses and still get help with their catastrophic medical bills." We
recommend that West Virginia incorporate these new options and opportunities to provide coverage in the State’s Medicaid program.
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Finance expanded coverage thr
ough
individual cost sharing, redirectingcurr ent
statedollarsgoingintohealthcar e,a
smokeless tobacco tax, and tobacco
settlementmoney.
Medicaid provides an opportunity to leverage current state dollars flowing
into health care. West Virginia can identify all those health care programs
funded with state-only dollars and consider if some of those dollars can be used
as a match for Medicaid bringing in an additional $3 federal dollars for every
$1 state dollar. This could provide some current funding to expand coverage.
In addition, the state should consider new sources of revenues from the
tobacco settlement or from a smokeless tobacco tax.
Finally, the state could ask parents to participate financially in a CHIP
expansion by paying an affordable premium, enrollment fee and/or co-pays.
TANF may also provide an opportunity to expand health coverage. DHHR
currently has a policy in effect that helps pay for employer-sponsored health
insurance using TANF funds for families whose gross monthly income does not
exceed 185 percent of the federal poverty level. Payments up to $125 per
month may be made for each employed adult for a limited time.
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