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program, and 26% of disenrollees stated this cost increase as their reason for disenrollment.4 In 
January 2002, Rhode Island's RIte Care began charging monthly premiums ranging between $43 
and $58 for families above 150% FPL. In the first three months that the policy was enforced, 
about 18% of families subject to these premiums were disenrolled due to nonpayment. Half of 
these families stated that they could not afford the new premiums. 5 

The use of monthly premiums, compared to fees collected less frequently, has unique challenges 
to access to health care. Monthly premiums present families with 12 decisions each year to 
decide whether they would like their children to remain in CHP+ or drop out of the program. 
This may result in children moving on and off of CHP+ as their families' financial situation 
varies throughout the year, or even monthly. Of those children who disenroll from CHP+, some 
of them may obtain private insurance, while others may not. Surveys of individuals who have 
disenrolled from public health care programs in various states have shown that up to two thirds 
of disenrollees remain uninsured. Although most of these surveys are on individuals below 
205% FPL, 51 % of individuals who disenrolled due to Rhode Island's premiums increase on 
higher income groups remained uninsured.6 Hence, despite the fact that families between 206% 
and 250% FPL have higher incomes relative to other CHP+ clients, they still face difficulties 
affording higher monthly premiums beyond a certain point. 

The use of monthly premiums presents a very unique challenge in Colorado. Because children in 
CHP+ receive 12-month guaranteed eligibility, the family has to pay only the first month of 
premium in order to become eligible for the program. After that, the child is guaranteed 
eligibility for a full year regardless of whether they continue to pay the monthly premium. This 
would result in lower revenue collected by the State. Families may have to be sent to collections 
for any unpaid fees depending on the length of time from the last tax season. In addition, the 
Department would have to develop policies and procedures to prevent families from re-enrolling 
in CHP+ if they have outstanding premiums owed from the prior year. 

Per Governor John Hicken1ooper's directive in his letter vetoing SB 11-213 "Concerning 
Enrollee Cost-Sharing for Children Enrolled in the Children's Basic Health Plan," the 
Department has actively engaged stakeholders to determine what level of increases to CHP+ cost 
sharing would result in the lowest attrition of clients and maintain affordability for families while 
still increasing clients' responsibility in their personal and family health care while realizing 
savings to the State. The Department's proposal includes increases in annual enrollment fees for 
children over 205% FPL and various co-payment increases. Details of the Department's 
proposal can be found in the Department's November 1, 2011 FY 2012-13 Budget Request, R-7 
"Cost-Sharing for Medicaid and CHP+." 

4 Vermont Department of Prevention Assistance, Transition and Health Access, "Impact of Premiums on the 
Medicaid Program," April 2004. 
S Center of Child and Family Health, ''Results of RIte Care Premium Follow-up Survey," Rhode Island Department 
of Human Services, January 2003. 
6 Artiga, Samantha and O'Malley, Molly, "Increasing Premiums and Cost Sharing in Medicaid and SCHIP: Recent 
State experiences," The Kaiser Commission on Medicaid and the Uninsured, May 2005. 
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Co-payments 
Federal regulations at 42 C.F.R. § 457.540 limit co-payments charged in CHP+ for children with 
family incomes at or below 150% FPL. Co-payments for children whose family incomes are at 
or below 100% FPL must be less than or equal to the amounts pennitted under 42 C.F.R. 
§447.54, which outlines limits for co-payments for Medicaid. Cost-sharing for children with 
family incomes between 101% and 150% FPL must be less than or equal to the amounts 
permitted under 42 C.F.R. §457.555. Please see Tables 3.a and 3.b below for these co-payment 
limits. 

Table 3.a - Maximum Co-payments for Table 3.b - Maximum Co-payments for 
Children Below 100% FPL Children between 101% to 150% FPL 

State Payment for Service Maximum Co-payment State Payment for Service Maximum Co-payment 
$100rless $0.60 $15 or less $1.15 
$10.01 to $25 $1.15 $15.01 to $40 $2.30 
$25.01 to $50 $2.30 $40.01 to $SO $3.40 
$50.01 or more $3.40 $SO.OI or more $5.70 

Co-payments for CHP+ clients are collected by providers at the point of service. Currently, 
CHP+ charges co-payments for various services on a sliding fee scale. The Department does not 
collect these co-payments, but rather pays its managed care organizations a capitation rate 
calculated by its contracted actuary. This actuary estimates co-payment collections using CHP+ 
service utilization data and assumes that co-payments are collected by providers and become part 
of their compensation for the services they provide to CHP+ clients. This allows the actuary to 
incorporate these co-payments into lower capitation rates, which result in savings to .the 
Department. At the point of service, however, providers may waive these co-payments if 
families are unable to pay them. Since the Department is unable to determine whether or not a 
client actually pays the co-payment amount, the full impact of the cost sharing proposal on 
providers and clients is diffic\1lt to determine. 

Since the federally mandated maximum allowable co-payments are tied to the costs of services to 
the state, the Department would require data on the costs of individual services in order to 
calculate the maximum allowable co-payments for clients at or below 150% FPL. The 
calculation of the maximum allowable co-payments for this group is further complicated by the 
fact that different providers may charge different prices for the same services. However, since 
the Department contracts with several managed care organizations and pays these monthly 
capitations, the Department does not have access to the data necessary to estimate these co­
payments. 

As described above, the Department has worked with stakeholders to increase co-payments in 
CHP+ in a manner that is as minimally disruptive to families enrolled in CHP+ while increasing 
clients' responsibility and realizing savings to the State. Details of the Department's proposed 
co-payment structure can be found in its November 1, 2011 FY 2012-13 Budget Request, R-7 
"Cost-Sharing in Medicaid and CHP+." 


