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Baltimore, MD  21244-8016
Submitted Electronically
Re: File Code CMS-2244-P; Medicaid Premiums and Cost Sharing Proposed Rule, 73 Fed. Reg. 9727 (February 22, 2008); and State Flexibility for Medicaid Benefit Packages Proposed Rules, 73 Fed. Reg. 9714 (February 22, 2008)

We are writing on behalf of the HIV Medicare and Medicaid Working Group (HMMWG) to share serious concerns from the HIV community regarding CMS’ proposed rules for implementing provisions in the Deficit Reduction Act (DRA) of 2005 and the Tax Relief and Health Care Act of 2006 that grant states greater flexibility with regard to Medicaid premiums, copayments and benefits packages.  HMMWG is a coalition of 84 national and community-based AIDS services organizations that represent HIV medical providers, advocates, public health workers and people living with HIV/AIDS committed to ensuring that people living with HIV/AIDS have access to appropriate, cost-effective health care and drug treatment. 

The DRA included many harmful provisions that could negatively impact access to care for people with HIV/AIDS across the country.  We remain particularly concerned about these two provisions that reduce protections that have been fundamental to ensuring state-based Medicaid programs serve as a viable safety-net program for low income individuals with life-threatening conditions such as HIV disease.  We offer specific comments below.
Cost Sharing and Premiums Rules

447.54
Increasing maximum allowable cost-sharing will leave the sickest Medicaid beneficiaries and those that are most in need of timely and reliable access to medical care vulnerable to going without it. 
It is well documented that even nominal levels of cost sharing result in people going without medically necessary care.  Furthermore, tying annual cost sharing increases to the medical inflation rate places undue burden on Medicaid beneficiaries that are living on fixed incomes—incomes that increase at rates far below medical inflation. We are concerned that the proposed rule goes further than intended by Congress and the standard practice within most federal programs by allowing states to apply the annual increase after rounding the previous year’s limit upward. At a minimum, we urge you to limit states to applying the annual increase to the pre-rounded limit for the previous year. Medicaid beneficiaries with HIV/AIDS rely on 6 to 10 prescriptions a month along with regular access to physicians and other critical services such as mental health care to stay healthy.  Even so called “nominal” copayments add up to an out of pocket expenditure that serves as a real barrier to accessing medical services while also meeting other basic needs.
447.64 Allowing states to charge premiums or enrollment fees will introduce a new access barrier to Medicaid beneficiaries with HIV/AIDS and others that rely on the program for access to health care services.

The introduction of premiums will create new cost barriers to obtaining health care services for many Medicaid beneficiaries.  Reports from states that have obtained waivers to implement monthly premiums indicate that this additional level of cost sharing results in Medicaid beneficiaries disenrolling from the program and joining the ranks of the uninsured.  For people with HIV/AIDS, early and reliable access to health care services is not only critical to their health but is more cost effective for the overall health care system.  Implementing cost barriers such as monthly premiums is counterproductive for a program intended to serve as our country’s health care safety-net.
447.71 The limit on cost sharing of 5 percent of quarterly income is too high and will result in Medicaid beneficiaries with HIV/AIDS going without medically necessary care and treatment. 

As referenced above, even nominal levels of cost sharing result in low income individuals going without or delaying medically necessary healthcare.  For people with HIV/AIDS, successful treatment requires strict adherence to a combination of prescription drugs along with reliable access to a host of medical services important for monitoring treatment and addressing treatment side effects and co-occurring conditions.  Imposing cost sharing as high as 5 percent of monthly income will result in some people with HIV/AIDS becoming sicker and requiring more intensive interventions because they could not afford to access treatment and services when they needed it.  As previously stated – it is inappropriate and counterproductive to implement cost barriers to health care services that keep people healthier and prevent them from requiring more costly interventions, such as emergency room visits and hospitalizations.  We support absolute limits on cost-sharing, but setting such limits at 5 percent of income offers inadequate protection to poor individuals with significant healthcare needs. 
447.80 Allowing Medicaid services to be denied for inability to pay cost sharing, including copayments and monthly premiums, strips the program of an essential beneficiary protection. 

Medicaid by definition serves individuals that are both very poor and particularly vulnerable in the absence of health care coverage, e.g., single parents, seniors and people with disabilities.  A majority of people with HIV/AIDS qualify because they are disabled, and they struggle to live on low, fixed monthly incomes.  Denying them services because they are unable to pay cost sharing is cruel, will invariably lead to increases in emergency room visits and hospitalizations, and should not be allowed within a program created to serve our country’s neediest residents. Allowing Medicaid services to be denied undermines the nation’s established commitment to providing a health care safety net to those individuals that need it the most.  This policy needlessly jeopardizes the health of people with HIV/AIDS. 
State Flexibility for Medicaid Benefit Packages
440.330 The benchmark coverage plans are not adequate for Medicaid beneficiaries with life-threatening conditions, such as HIV/AIDS.

The Medicaid benefits package was specifically designed to meet the diverse and complex needs of the populations that the program serves.  For Medicaid beneficiaries with HIV/AIDS, it is critical that they maintain access to the comprehensive range of medical and support services required to effectively manage HIV disease.  A number of studies document how critical services such as mental health care and case management are to successful HIV treatment. Allowing states to “tailor” benefit packages in ways that essentially eliminate coverage for critical health services places the health of Medicaid beneficiaries with HIV/AIDS in serious jeopardy. Furthermore, it will lead to even greater state variability in Medicaid coverage – which already is a significant factor in the health care disparities that exist across the country.
440.335 Allowing the Secretary to approve benchmark-equivalent plans is inappropriate and leaves beneficiaries without a guarantee of a basic standard for services. 
As previously mentioned, offering the states the option to offer benchmark plans leaves Medicaid beneficiaries at risk of going without services critical to their health.  Allowing states even greater flexibility such that they are not required to even meet the benchmark is inappropriate and is likely to result in more Medicaid beneficiaries going without health care services until they become sick and require more intensive interventions, such as hospitalization.  We must maintain a standard for coverage that Medicaid beneficiaries can count on regardless of where they live. 

440.390 
Non-emergency Medical Transportation is critical to ensuring access to care for Medicaid beneficiaries with HIV/AIDS. This benefit must be maintained. 
As previously stated Medicaid beneficiaries by virtue of qualifying for the program live on very low incomes and are single parents, persons with disabilities or seniors. Many lead complicated lives and live without resources that many of us take for granted, such as reliable transportation. Coverage for non-emergency medical transportation is particularly important to Medicaid beneficiaries with HIV/AIDS who live in rural areas where public transportation systems are non-existent.  Limited HIV medical and social provider networks often require people with HIV/AIDS to travel significant distances.  Failure to ensure coverage for this service will leave Medicaid beneficiaries with HIV/AIDS at risk of going without lifesaving HIV care.  Furthermore, not requiring coverage for this service is extremely short-sighted.  The emergency transportation and services that will be necessary if Medicaid beneficiaries with HIV/AIDS are not able to access health care services when they need them not only places their lives at risk but also increases costs to the Medicaid program.  This provision goes beyond the intent of the DRA and we feel strongly should be repealed. 
Please contact Andrea Weddle, Associate Director of the HIV Medicine Association at (703) 299-0915 with any questions.
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