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protect workers and focus the delivery of funding on those most in need leaves us no choice but
to oppose it.

Chapter 2

Section 3311, Funding for Consumer Protection Safety Fund to protect consumers from
potentially dangerous products related to COVID-19.

We are disappointed that the Democrats continued its partisan approach in drafting
section 3311, which is similar to the provisions of HR. 8134, the Consumer Product Safety
Inspection Enhancement Act, a bill to authorize additional resources for the Consumer Product
Safety Commission (CPSC). During the 116th Congress, the Committee on Energy and
Commerce passed HR. 8134 by a voice vote on September 24, 2020, and the bill passed the full
House of Representatives by a voice vote on September 29, 2020. Because of the Committee’s
bipartisan efforts, an authorization for additional port inspection personnel for the CPSC was
included in division F, title XX, of H.R. 133, the Consolidated Appropriations Act of 2021,
enacted on December 27, 2020,

The Democrats ignored the bipartisan consensus recognizing the threat posed by the
People’s Republic of China (PRC) and instead, allocated $50 million that are desperately
needed for the CPSC’s port inspection responsibilities to a Commission slush fund to be
used however the CPSC chooses and without regard for our bipartisan agreement.

We support enhancing our ports security and providing the necessary resources to do
so. In 2020, the House Republican China Task Force issued a report outlining many of the
Chinese Communist Party’s (CCP) subversive acts against our country. The PRC is a threat to
our way of life. Resources are needed to enhance targeting, surveillance, and screening of
consumer products originating from China. But section 3311 includes new definitions like
“COVID-19 products,” which have not been vetted and may reach beyond the CPSC’s
authority.

Section 3311 also includes new provisions that were not included in the 2020 bipartisan
agreement and that the Democrats never discussed with us. In particular, we are concerned that
authorizing the CPSC to undertake “enhanced monitoring of Internet websites” will distract the
Commission from its port inspection duties.

The CPSC does not need more full-time personnel surfing the Internet. The Commission
needs more personnel on the ground at ports, protecting us from dangerous products from the
CCP. These resources should be targeted on counterfeit and illicit products originating in the
PRC. In a January 24, 2020, report entitled “Combating Trafficking in Counterfeit and Pirated
Goods,” the Department of Homeland Security (DHS) estimated that 100,000 packages that
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could harm or defraud our constituents arrive in America every day from China and more than
85 percent of all contraband seized at our borders comes from China and Hong Kong.

There is another DHS report, “Operation Stolen Promise,” which found that more than 50
percent of the nations’ counterfeit COVID-19 products originate from China and Hong
Kong. And a recent article from Reuters found that Chinese internment camps in the Xinjiang
region force Uighur Muslims into labor camps and often shave the heads of women to use their
hair in products shipped to the U.S. We wrote to the CPSC about these Uighur women recently,
and the CPSC has acknowledged that it has not tracked this matter.

This section is a disappointment and a missed opportunity to continue our bipartisan
work to keep Americans safe from dangerous products from China.

Section 3312. Funding for E-Rate Support for Emergency Educational Connections and
Devices.

This section wastes $7.6 billion dollars in taxpayer funding for purposes that Congress
has already funded. It provides funding for schools and libraries to buy and distribute Wi-Fi
hotspots, modems, routers, and other devices for students to use for off-premise schoolwork.
This funding is duplicative of a cumulative $110 billion that Congress appropriated in 2020 to
the Department of Education to respond to the coronavirus pandemic, and much of that money
remains unspent. It is irresponsible for Congress to appropriate more money for this purpose
before the existing money is spent and Congress can determine where, if any, there are
remaining gaps.

Besides the fact that Congress already appropriated money in the early days of the
pandemic for remote learning purposes, this program is also inconsistent with the President’s
goal to reopen schools because it encourages the continuation of remote learning. Similarly, it
conflicts with the Administration’s Centers for Disease Control and Prevention guidance, which
states that it is safe for schools to reopen and that they should do so as quickly as possible.

In addition, and contrary to claims from the Democrats, section 3312 does nothing to
support the Federal Communications Commission’s (FCC) E-Rate program. Rather, it creates a
new program with no rules, no requirements, and no oversight to track the devices once they are
given to students, or to verify eligibility and ensure that there is no double dipping at schools and
libraries. The statute also does not clearly state whether or not this funding is available only for
the duration of the COVID-19 pandemic, or until 2030, which is well beyond the scope of the
pandemic. This program is simply a vehicle for the Democrats to implement its longstanding
partisan policies endorsed by the teachers’ unions rather than helping Americans.

During the Committee markup of this provision, Rep. Latta and Rep. Walberg offered
amendments that would provide long-term solutions to close the digital divide and incentivize
schools to re-open for in-person learning. To provide a permanent solution to close the digital
divide, Rep. Latta offered an amendment to redirect this funding to rural broadband deployment
in unserved areas. Rep. Walberg offered an amendment to put this money directly into the
existing E-Rate program at the FCC, which funds connections and certain technologies in
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schools and libraries where it is not economically feasible for carriers to otherwise serve.
Eligibility would have been contingent on schools and libraries being open 5 days per week. The
word “open” was not defined, which would ensure that schools and libraries had the flexibility to
follow appropriate CDC guidance to reopen safely. Both proposals were unanimously opposed
by the Democrats.

Section 3312 is another bad public policy and missed opportunity. The only way to close
the so-called “homework gap” is to invest in permanent broadband infrastructure that closes the
digital divide between urban and rural America once and for all. In order to recover from this
pandemic and ensure our students are not left behind, we need to focus on policies that reopen
schools and the economy as quickly as possible. We are disappointed the Democrats rejected
bipartisanship and again embraced a partisan process that will waste billions of dollars on
temporary, unreliable options such as hotspots, with no oversight and no accountability.

bWl s =

Cathy McMorris Rodgers Fred Upton
Ranking Member Ranking Member
Subcommittee on Energy

Robert E. Latta Brett Guthrie
Ranking Member Ranking Member
Subcommittee on Communications Subcommittee on Health

and Technology
David B. McKinley Gus M. Bilirakis
Ranking Member Ranking Member
Subcommittee on Environment Subcommittee on Consumer Protection

and Climate Change and Commerce
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I. PURPOSE AND SUMMARY

Subtitle C: Budget Reconciliation Legislative Recommendations Relating to Children’s
Health Insurance Program (Subtitle C) provides budget reconciliation recommendations related
to the Children’s Health Insurance Program (CHIP) to the House Committee on Budget pursuant
to S. Con. Res. 5 to provide comprehensive relief to the American people in response to the
coronavirus disease of 2019 (COVID-19) pandemic and the resulting public health emergency
(PHE). The legislation would give states the option to extend CHIP eligibility to women for 12
months postpartum for five years. It also requires CHIP coverage of COVID-19 vaccines and
treatment without beneficiary cost sharing with the vaccines and the administration of vaccines
matched at a 100 percent of Federal Medical Assistance Percentages (FMAP) through one year
after the end of the PHE.

II. BACKGROUND AND NEED FOR LEGISLATION
Since the first case of COVID-19 in the United States was discovered on January 21, 2020,

the United States response efforts have failed to mitigate or reduce COVID-19 transmission in
the country. As of February 4, 2021, approximately 2.93 million children in American have

! Centers for Disease Control and Prevention, First Travel-related Case of 2019 novel Coronavirus
Detected in United States (Jan. 21, 2020) (www.cdc.gov/media/releases/2020/p012 1 -novel-
coronavirus-travel-case html) (press release).
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tested positive for COVID-19.2

The most recent data shows that 10 million Americans are still unemployed,’ and there are
still 9.8 million fewer jobs in the U.S. economy than there were in February 2020, right before
the pandemic began.* CHIP has been an important source of coverage that has helped states
respond to and mitigate the effects of COVID-19 and the economic downturn.® The legislation
would strengthen CHIP coverage by authorizing states to invest additional resources to extend
CHIP eligibility for women to 12 months postpartum.

In addition, although federal legislation in previous COVID relief packages has expanded
access to vaccines and treatment for COVID-19 free of cost-sharing, gaps in coverage remain.®
The legislation expands access to vaccination and treatment for COVID-19, by providing
children and pregnant and postpartum women enrolled in CHIP with free COVID-19 vaccines
and treatment fully funded by the federal government through one-year after the end of the PHE.

1. COMMITTEE CONSIDERATION

The Committee on Energy and Commerce met in virtual open markup session, pursuant to
notice, on February 11 and 12, 2021. During consideration of Subtitle C on February 12, an
amendment in the nature of a substitute (AINS) offered by Ms. Eshoo was agreed to by a voice
vote. Mr. Pallone, Chairman of the committee, subsequently moved that Subtitle C be ordered
transmitted favorably to the House Committee on Budget, amended, by a roll call vote: 30-24
(Roll call no. 18), a quorum being present.

IV. COMMITTEE VOTES

Clause 3(b) of rule XIII of the Rules of the House of Representatives requires the
Committee to list each record vote on the motion to report legislation and amendments thereto.
The Committee advises that there was one record vote taken on Subtitle C, including a motion by
Mr. Pallone ordering Subtitle C favorably transmitted to the Committee on Budget, amended.
The motion on final passage of the bill was approved by a record vote of 30 yeas to 24 nays. The

* American Academy of Pediatrics, Children and COVID-19: State-Level Data Report, (Feb. 8, 2021)
(services.aap.org/en/pages/2019-novel-coronavirus-covid-19-infections/children-and-covid- 1 9-state-
level-data-report/).

* Bureau of Labor Statistics, THE EMPLOYMENT SITUATION - JANUARY 2021 (Feb. 5, 2021)

(www bls.gov/news release/pdf/fempsit.pdf) (press release).

* The economy gained just 49,000 jobs in January as recovery sputiers amid pressure from virus,
Washington Post (Feb. 6, 2021) (www.washingtonpost.com/business/202 1/02/05/january-jobs-
report-202 1-unemployment).

* Kaiser Family Foundation, Analysis of Recent National Trends in Medicaid and CHIP Enroliment (Jan.
21, 2021) (www kff org/coronavirus-covid-19/issuc-brief/analysis-of-recent-national-trends-in-
medicaid-and-chip-enrollment).

¢ Kaiser Family Foundation, Gaps in Cost Sharing Protections for COVID-19 Testing and Treatment
Could Spark Public Concerns About COVID-19 Vaccine Costs (Dec. 18, 2020) (www kff.org/health-
costs/issue-brief/gaps-in-cost-sharing-protections-for-covid-19-testing-and-treatment-could-spark-
public-concerns-about-covid-19-vaccine-costs/).
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following is the record vote taken during Committee consideration, including the names of those
members voting for and against:

[CAMERA COPY - GPO - See attached after this page]
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V. OVERSIGHT FINDINGS

Pursuant to clause 3(c)(1) of rule XTI and clause 2(b)(1) of rule X of the Rules of the House
of Representatives, the oversight findings and recommendations of the Committee are reflected
in the descriptive portion of the report.

VI. NEW BUDGET AUTHORITY, ENTITLEMENT AUTHORITY, AND TAX
EXPENDITURES
Pursuant to 3(c)(2) of rule X111 of the Rules of the House of Representatives, the Committee
adopts as its own the estimate of new budget authority, entitlement authority, or tax expenditures
or revenues contained in the cost estimate prepared by the Director of the Congressional Budget
Office pursuant to section 402 of the Congressional Budget Act of 1974.

VII. CONGRESSIONAL BUDGET OFFICE ESTIMATE

[INSERT LETTER & DOCUMENT FROM CONGRESSIONAL BUDGET OFFICE
(CBO)]
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VII. FEDERAL MANDATES STATEMENT
The Committee adopts as its own the estimate of Federal mandates prepared by the Director
of the Congressional Budget Office pursuant to section 423 of the Unfunded Mandates Reform
Act.
IX. STATEMENT OF GENERAL PERFORMANCE GOALS AND OBJECTIVES
Pursuant to clause 3(c)(4) of rule X111, the general performance goal or objective of this
legislation is to provide coronavirus emergency response and relief, and for other purposes.
X. DUPLICATION OF FEDERAL PROGRAMS
Pursuant to clause 3(c)(5) of rule XIII, no provision of the Committee Print is known to be
duplicative of another Federal program, including any program that was included in a report to
Congress pursuant to section 21 of Public Law 111-139 or the most recent Catalog of Federal
Domestic Assistance.
XI. COMMITTEE COST ESTIMATE
Pursuant to clause 3(d)(1) of rule XTI, the Committee adopts as its own the cost estimate
prepared by the Director of the Congressional Budget Office pursuant to section 402 of the
Congressional Budget Act of 1974.
XII. EARMARKS, LIMITED TAX BENEFITS, AND LIMITED TARIFF BENEFITS
Pursuant to clause 9(e), 9(f), and 9(g) of rule XXI, the Committee finds that the Committee
Print contains no earmarks, limited tax benefits, or limited tariff benefits.
XIHI ADVISORY COMMITTEE STATEMENT
No advisory committee within the meaning of section 5(b) of the Federal Advisory
Committee Act was created by this legislation.
XIV. APPLICABILITY TO LEGISLATIVE BRANCH
The Committee finds that the legislation does not relate to the terms and conditions of

employment or access to public services or accommodations within the meaning of section
102(b)(3) of the Congressional Accountability Act.
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X. SECTION-BY-SECTION ANALYSIS OF THE LEGISLATION

SECTION. 3201. MANDATORY COVERAGE OF COVID-19 VACCINES AND
ADMINISTRATION TREATMENT UNDER CHIP

Requires CHIP coverage of COVID-19 vaccines and treatment without beneficiary cost
sharing with the vaccines and the administration of vaccines matched at a 100 percent FMAP

through one year after the end of the PHE.

SEC. 3202. MODIFICATIONS TO CERTAIN COVERAGE UNDER CHIP FOR
PREGNANT AND POSTPARTUM WOMEN

This provision allows states, for five years, to extend CHIP eligibility to women for 12
months postpartum.
XVI. CHANGES IN EXISTING LAW MADE BY THE BILL, AS REPORTED
A Ramseyer was requested but not yet received. Therefore, with respect to clause 3(e) of
rule XIII of the Rules of the House of Representatives, the Committee advises that compliance
prior to submission to the Committee on the Budget was not possible.

XVIL. ADDITIONAL VIEWS

[Additional Views (original) attached to this page]
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Congressional Budget Office
| Cost Estimate

February 14, 2021

2021-2031

By Fiscal Year, Millions of Dollars 2021-2030
| Direct Spending {Outlays) 27,498 126,130
f Revenues 0 1,474
| Increase or Decrease ()
Lin the Deficit 27,498 124,656

The legislation would

* Eliminate the cap on rebates that drug manufacturers pay to Medicaid
Communications Commission increases annual fee collections

Estimated budgetary effects would mainly stem from
s Increased direct spending resulting from $105 billion in new budget authority

Medicaid and CHIP

jails and prisons, and long-term services and supports
« Reduced Medicaid spending on prescription drugs

Areas of significant uncertainty inciude

» Estimating future growth in drug prices
Detailed estimate begins on the next page.

« Appropriate $105 billion for various activities related to testing for, treating, and responding to COVID-19
(the disease cause by the coronavirus); and for other activities related to COVID-19

+ Allow extended postpartum coverage in Medicaid and the Children’s Health Insurance Program (CHIP)

s Increase the federal medical assistance percentage (FMAP) to encourage states to expand Medicaid
coverage and increase their provision of certain types of long-term services and supports

« Increase the cost of an existing private-sector mandate on certain commercial entities if the Federal

* Additional direct spending from increasing the number of months of postpartum coverage under

« Increased Medicaid and CHIP spending on COVID-19 vaccines, new enrollees, services for inmates in

« Estimating the rate at which the new budget authority would be spent by federal agencies
« Predicting how many women would participate in postpartum coverage under Medicaid and CHIP
» Estimating how many states would expand Medicaid coverage as the result of higher FMAPs

123,827

1,488 1

122,339

See also CBO’s Cost Estimates Explained, www.cbo. gov/publication/54437;
How CBO Prepares Cost Estimates, www. cbo.govipublication/53518; and Glossary, www.cbo.govipublicationf4d2804.
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Summary of the Legislation

S. Con. Res. 3, the Concurrent Resolution on the Budget for Fiscal Year 2021, instructed
several committees of the House of Representatives to recommend legislative changes that
would increase deficits up to a specified amount over the 2021-2030 period. As part of this
reconciliation process, the House Committee on Energy and Commerce approved legislation
on February 12, 2021, with a number of provisions that would increase deficits.

The legislation would appropriate $92.2 billion for various activities related to testing for,
treating, and responding to COVID-19, the disease caused by the coronavirus. The legislation
would also make changes to the Medicaid program and the Children’s Health Insurance
Program (CHIP), which include expanding coverage for women after the birth of their child,
encouraging states that have not already done so to expand Medicaid coverage to adults made
eligible by the Affordable Care Act (ACA), and eliminating the limit on the rebates paid by
drug manufacturers to Medicaid. Finally, the legislation would appropriate $12.8 billion for
various activities related to addressing the energy, environmental, educational, and
commerce-related effects of the coronavirus pandemic.

Estimated Federal Cost

The estimated budgetary effects of the reconciliation recommendations of the House
Committee on Energy and Commerce are shown in Table 1. The costs of the legislation fall
within budget functions 300 (natural resources and environment), 370 (commerce and
housing credit), 500 (education, training, employment, and social services), 550 (health), and
600 (income security).

Basis of Estimate

For this estimate, CBO assumes that the reconciliation bill will be enacted by the end of
March 2021. Outlay estimates are based on historical spending patterns for affected programs
and information from the agencies about program implementation.

Direct Spending and Revenues

CBO and the staff of the Joint Committee on Taxation (JCT) estimate that enacting the
reconciliation recommendations of the House Committee on Energy and Commerce would
increase direct spending by $126.1 billion and would increase federal revenues by

$1.5 billion over the 2021-2030 period, for a net effect on the deficit over that period of
$124.7 billion.

Funding for Public Health. Subtitle A would appropriate $92.2 billion for various activities
aimed at improving public health and responding to COVID-19.

Within subtitle A, Chapter 1 would provide $14.2 billion to fund activities related to
vaccination and treatment with the following specific appropriations:

o $7.5 billion to the Centers for Disease Control and Prevention (CDC) to plan, prepare for,
promote, distribute, administer, monitor, and track COVID-19 vaccines;
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$1.0 billion to the CDC to improve vaccine education and confidence and vaccination
rates;

$5.2 billion to the Secretary of Health and Human Services (HHS) to advance research,
development, manufacturing, production, and the purchase of vaccines, therapeutics, and
ancillary medical products to prevent, prepare, and respond to SARS-CoV-2, COVID-19,
or any disease with potential for creating a pandemic; and

$0.5 billion to the Food and Drug Administration to oversee the development and
marketing of COVID-19 therapeutics, vaccines, and diagnostic tests.

Chapter 2 would provide $49.0 billion for testing for COVID-19, specifically appropriating:

$46.0 billion to the Secretary of HHS to detect, diagnose, trace, and monitor COVID-19
infections;

$1.8 billion to the CDC for genomic sequencing, analytics, and disease surveillance;

$0.8 billion to the CDC to combat COVID-19 and other emerging infectious threats
globally; and

$0.5 billion to the CDC to support the surveillance and analytic infrastructure of public
health data.

Chapter 3 would provide $7.8 billion for strengthening the public health workforce with two
specific appropriations:

$7.7 billion for state, local, and territorial public health departments to establish, expand,
and sustain their public health workforce; and

$0.1 billion to the Medical Reserve Corps.

Chapter 4 would provide $11.2 billion for other public health investments that specifically
cover:

JA

$7.6 billion for awarding grants and cooperative agreements to community health centers
and qualified entities under the Native Hawaiian Health Care Improvement Act to support
activities related to testing for, treating, and vaccinating against COVID-19;

$0.8 billion to the National Health Service Corps to support qualified health care
providers working in areas with limited access to care;

$0.2 billion to the Nurse Corps to support nurses working in facilities that provide
primary health care or maternal health care to underserved populations;

$0.3 billion to health centers that provide graduate medical education;

$1.8 billion for activities related to testing, tracing, and mitigating COVID-19 infections
in congregate settings; and

$0.4 billion for HHS to provide services for children under its care, including
unaccompanied alien children in the custody of the Office of Refugee Resettlement.
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Chapter 5 would provide $6.1 billion to the Indian Health Service (IHS) for lost
reimbursements resulting from people deferring routine and elective health care, testing and
tracing of COVID-19 infections, COVID-19 vaccine promotion, distribution and
administration, additional support for purchased and referred care, and for other purposes.

Chapter 6 would provide $3.9 billion to strengthen activities related to mental health and
substance abuse, specifically appropriating:

o $1.8 billion to the Secretary of HHS for community mental health services;

o $1.8 billion to the Secretary of HHS for activities relating to the prevention and treatment
of substance abuse;

» $0.1 billion for the Health Resources and Services Administration (HRSA) to award
grants to eligible institutions that provide mental and behavioral health education and
training; and

e $0.3 billion for other activities.

Chapter 7 would appropriate $20 million to HHS for grants to eligible states to modernize the
health insurance marketplaces established under the ACA.

In total, CBO estimates that the funds appropriated by subtitle A would increase direct
spending by $91.3 billion over the 2021-2030 period.

Coverage of COVID-19 Vaccinations and Treatments. Subtitles B and C would make
various changes to the Medicaid and CHIP programs’ coronavirus-related spending. In total,
sections 3101 and 3201 would increase direct spending by an estimated $1.1 billion and

$68 million, respectively, over the 2021-2030 period.

Mandatory Coverage of COVID-19 Vaccination, Without Cost Sharing. Sections 3101 and
3201 would require state Medicaid and CHIP programs to cover vaccinations, without cost
sharing, for all eligible enrollees. Under current law, the federal government is expected to
provide the vaccines administered through both programs, but some patients would still have
to pay the cost sharing associated with having the vaccine administered. In addition, if a
state implements an option under Medicaid to provide COVID-19 testing for uninsured
people, it would have to do so without cost sharing. The sections also would extend for a year
the period in which a state must vaccinate, without cost sharing, adults enrolled in Medicaid
under the program’s traditional eligibility rules.

CBO estimates that 4 million Medicaid and CHIP enrollees are currently ineligible for
vaccination under either program. By the end of the public health emergency (PHE), CBO
estimates, fewer than 1 million adults enrolled under Medicaid’s traditional eligibility rules
would be subject to cost-sharing requirements to receive the vaccine.

If enacted, CBO estimates, the requirements in sections 3101 and 3201 would increase the
number of vaccinations administered to Medicaid and CHIP enrollees by about 2 million
doses in 2021 and by about 6 million over the 2021-2023 period. Because the federal
government is expected to provide the vaccine itself, sections 3101 and 3102 would only
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affect the costs associated with administering the vaccines. Using information from the
Centers for Medicare & Medicaid Services, CBO estimates that in 2021, the cost of
administering a single dose will vary between $17 and $28, depending on the type of vaccine.
Over the 2021-2030 period, CBO estimates, the requirement to provide vaccination coverage
without cost sharing would increase Medicaid’s direct spending by $107 million and CHIP’s
by less than $1 million.

Increased Federal Medical Assistance Percentage for Vaccinations. Sections 3101 and 3201
also would raise the federal medical assistance percentage (FMAP) to 100 percent for
payments to states for administering vaccines for one year after the end of the PHE. Over the
2021-2030 period, CBO estimates, the higher FMAP would increase direct spending for
Medicaid and CHIP by $747 million and by $68 million, respectively.

Mandatory Coverage of Treatment or Prevention, Without Cost Sharing. Sections 3101 and
3201 also would require state Medicaid and CHIP programs to provide coverage, without
cost sharing, for treatment or prevention of COVID-19 for one year after the end of the PHE.
Additionally, over the same period, if a state chose to implement an option under Medicaid to
provide COVID-19 testing for uninsured people, section 3101 also would extend the
requirement to provide treatment and prevention to those people without requiring cost
sharing.

About 5 million people enrolled in Medicaid or CHIP are expected to receive COVID-19
treatment in 2021. CBO expects that number to decline to fewer than 100,000 by 2022 and
estimates that about 25 percent of those people would be subject to cost-sharing requirements
for a physician service ($2, on average, in 2021), an inpatient hospital service ($70, on
average, in 2021), or both. CBO estimates that the requirements in sections 3101 and 3201
that would prohibit cost sharing for treatment would increase direct spending by $34 million
for Medicaid and by less than $1 million for CHIP over the 2021-2030 period.

CBO anticipates that 3 million uninsured people will receive COVID-19 treatment in 2021.
By 2022, that number is expected to fall below 50,000. In 2020, 10 states had implemented
an option under Medicaid to test uninsured people for COVID-19. In those states, CBO
estimates, the requirement in section 3101 to provide vaccinations or treatment services
would increase direct spending for Medicaid by $243 million over the 2021-2030 period.

Coverage for Pregnant and Postpartum Women. Sections 3102 and 3202 would aliow
states to extend health coverage for women enrolled in Medicaid or CHIP for 12 months after
the birth of a child. In total, CBO estimates, those sections would increase federal deficits by
$5.1 billion over the 2021-2030 period—an increase in direct spending of $6.0 billion and an
increase in revenues of $0.8 billion over the period.

Under current law, for 60 days after the birth of a child, states must provide Medicaid
coverage to women whose income does not exceed 138 percent of the federal poverty level
(FPL). Forty-six states and the District of Columbia exercise an option under current law to
provide Medicaid coverage to pregnant women whose income is above 138 percent of the
FPL, 29 extend coverage if their income is equal to or above 200 percent of the FPL, and 3
extend coverage if their income is above 300 percent of the FPL. Under current law, states
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also can provide pregnancy-related services to women under CHIP, but they may only
provide postpartum services to women who, if not for their income, would otherwise be
eligible for coverage under Medicaid.

CBO estimates that in 2020, Medicaid and CHIP provided pregnancy-related coverage to
about 2 million women; approximately 1.8 million carried their pregnancy to term. CBO
estimates that about 35 percent of those recipients have income above 138 percent of the
FPL, which reflects the coverage options currently available to states under Medicaid and
CHIP. Regardless of a state’s decision to provide optional coverage to eligible women, the
state must reevaluate applicants’ eligibility for other coverage before the end of the 60-day
postpartum period. Medicaid coverage after that point can include the full scope of health
services or be limited to family-planning services.

Medicaid Coverage Under the 12-Month Option. CBO estimates that under current law, at
the end of the 60-day postpartum period about 30 percent of women will continue to receive
comprehensive services from Medicaid, 30 percent will enroll either in employment-based or
in marketplace coverage, and about 45 percent will be uninsured (although roughly two-
thirds of those women would still receive family-planning services).

Section 3102 would provide women in states that exercise the option with 10 additional
months of Medicaid coverage. CBO estimates that by 2024, about 25 percent of all women
who would be expected to receive postpartum services from Medicaid will live in states that
implement the 12-month option. Using administrative data and information from industry
sources, CBO estimates that the combined federal and state cost to provide 10 additional
months of Medicaid coverage would be about $1,500 per person, on average, in 2022; that
amount would increase at an average annual rate of about 6 percent over the 2022-2030
period. For women whose current-law Medicaid services are limited to family planning,
CBO estimates that the cost per person would be about $1,100, on average. In total, CBO
estimates, the additional months of coverage would increase direct spending for Medicaid by
$6.1 billion over the 2021-2030 period.

CHIP Coverage for Pregnant and Postpartum Women. Under current law, states can provide
CHIP coverage to eligible women during pregnancy and for 60 days after the birth of a child.
CHIP cannot be used to replace existing Medicaid coverage for pregnant women. To cover
pregnant women under CHIP, states must provide, at a minimum, Medicaid coverage to
women whose income is up to 185 percent of the FPL. In 2020, approximately 15,000
women received pregnancy and postpartum care under CHIP. CBO estimates that all of those
women became ineligible for comprehensive Medicaid and CHIP services at the end of the
60-day postpartum period.

If a state provides CHIP coverage to eligible women up to the end of the 60-day postpartum
period, and if the state chooses to implement the Medicaid option under section 3102, the
legislation would require the state to extend similar coverage under CHIP. However, because
not all states extend CHIP coverage to pregnant women, CBO estimates that by 2024 fewer
than 1,000 pregnant women would reside in a state that implemented the option. CBO
expects that additional months of coverage under CHIP would cost about the same as under
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Medicaid. On net, CBO estimates, section 3202 would increase direct spending for CHIP by
$5 million over the 2021-2030 period.

Private Health Insurance for Pregnant and Postpartum Women. Some women whose
Medicaid coverage ends after the birth of a child enroll in private health insurance. CBO
estimates that in states that are expected to implement the option under section 3102, fewer
than 5 percent of women who become ineligible each year for Medicaid or CHIP currently
receive coverage through a marketplace and 30 percent enroll in employment-based
coverage. Under section 3102, over the 2021-2030 period, about 10,000 and 100,000 women
annually would delay enrollment either in marketplace coverage or in employment-based
coverage, respectively, for about 10 months. That delay would lower subsidies for private
health insurance, thereby reducing direct spending by $137 million and increasing revenues
by $816 million over the 2021-2030 period, according to CBO and JCT’s estimates.

Medicaid for Inmates During the 30-Day Period Preceding Release. Section 3103 would
create an exception for 5 years, starting one year after enactment, to the prohibition on
making Medicaid payments for services provided to inmates of correctional institutions.
Section 3103 would permit payments for services to inmates who are enrolled in Medicaid
during the last 30 days of their incarceration. According to data from the Bureau of Justice
Statistics:

e Local jails admit and release about 10 million people per year, 89 percent of whom are
admitted and released within 30 days, and

e State prisons admit and release about 600,000 people per year, almost all of whom remain
incarcerated for longer than 30 days.

As a result, section 3103 would allow the vast majority of Medicaid enrollees to maintain
their Medicaid coverage during their incarceration in local jails and would permit those jails
to bill Medicaid for medical care provided to the incarcerated enrollees. Section 3103 would
allow incarcerated enrollees in prisons to receive Medicaid coverage in the final 30 days of
their incarceration, which would permit state prisons to bill Medicaid for services provided
pre-release.

Based on a report by the Prison Policy Initiative, CBO estimates that about 45 percent of
inmates released from jails and prisons would be enrolled in Medicaid in the early years of
the 2021-2030 period, rising to 55 percent by the end of the period as CBO projects
additional states will adopt the ACA expansion over time.

CBO expects that the costs per Medicaid inmate would be modest, as local jails generally
provide limited services, such as generic medications to assist with drug withdrawals and
mental health crises during the short-term stays, while prisons would be expected to provide
pre-release health screenings and short-term supplies of medications to help with the
transition to the post-release period. CBO estimates that the average cost per prisoner would
be about $100 in the beginning of the period, rising to about $200 by the end of the period
because of increases in the costs of providing medical care.
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Lastly, CBO projects that state prisons would quickly develop the infrastructure to bill
Medicaid for services to inmates in the last 30 days of their stay, which in many cases would
allow them to defray the costs incurred for pre-release services. Local jails would more
gradually establish similar capacity to bill Medicaid, delaying the full implementation of
section 3103 for several years. In total, CBO estimates that section 3103 would increase
direct spending by $3.7 billion over the 2021-2030 period.

Bundled Community-Based Mobile Crisis Intervention. Section 3104 would, for 12 fiscal
quarters, increase a state’s FMAP for crisis intervention services that qualify as mobile and
community-based, as defined by the bill. The enhanced FMAP would equal 85 percent and
would apply only to services that otherwise would be reimbursed at a state’s traditional
FMAP. Based on information from state mental health agencies, CBO estimates that at least
16 states have programs that provide services that would qualify for the enhanced FMAP
provided under section 3104. Not all of those programs currently seek Medicaid
reimbursement for crisis intervention services provided to Medicaid; CBO expects that the
programs would be more likely to do so under section 3104. CBO also anticipates that those
changes would encourage all of the programs to request reimbursement under their state
Medicaid programs and that the states would receive the enhanced FMAP under section 3104
for such services. In addition, based on the rate at which state Medicaid programs have
adopted other services and demonstrations specific to behavioral health care, CBO expects
additional states would begin reimbursing for crisis intervention services that qualify as
mobile and community-based.

CBO estimates that the combined federal and state cost to provide crisis intervention services
that qualify as mobile and community-based would be about $1,500 per person, on average,
in 2021; that amount would increase at an average annual rate of about 6 percent over the
2022-2030 period. In total, CBO estimates, the enhanced FMAP and the decision by states to
establish new programs that provide crisis intervention services that qualify as mobile and
community-based would increase direct spending for Medicaid by $1.1 billion over the 2021-
2030 period.

Temporary Increase in FMAP for Expanding ACA Coverage. Section 3105 would, for
eight calendar quarters, provide a temporary, 5 percentage-point increase in the Medicaid
FMAP to states that expand coverage to adults made eligible by the ACA. CBO and JCT
estimate that the provision would increase federal deficits by $15.5 billion over the 2021-
2030 period—the net effect of an increase in outlays of $16.2 billion and an increase in
revenues of $0.7 billion.

Under section 3105, the FMAP increase would be available only to states that expand such
coverage after the legislation is enacted, and it would not be available to states that had
previously expanded coverage. Only services provided to traditional eligibility groups could
qualify for the increase; services provided to adults made eligible by the ACA would not be
included. The higher FMAP also would not apply to the following expenditures:

¢ Medicaid payments to hospitals that serve a disproportionate share of low-income
enrollees,
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¢ Medicaid allotments to the territories, and

o Payments for programs other than Medicaid that use the FMAP to determine the federal
share of payments (such as CHIP, payments from states toward Medicare Part D, and
Title IV).

Increased Medicaid Spending. Section 3105 would increase Medicaid spending in two ways.
First, CBO expects, the additional 5 percentage-point increase in the FMAP would induce
some states to expand Medicaid coverage to low-income adults sooner than CBO’s baseline
projections for Medicaid enrollment would indicate. Currently, 37 states and the District of
Columbia have implemented the expansion, and those states have enrolled roughly

60 percent of eligible adults nationwide. Under its baseline forecast, CBO projects that
additional states will adopt the expansion at the historical rate of expansions since 2014 (the
initial year of the expansion’s availability). CBO anticipates that by 2030 about 70 percent of
all potential enrollees will be covered.

Although the rate of expansion is subject to considerable uncertainty, CBO projects that the 5
percentage-point increase in the FMAP would induce states that would expand during the
2021-2030 period to do so about a year sooner, on average, than they otherwise would. The
result would be an increase in Medicaid enrollment in those years among adults made
eligible by the ACA in those states. Based on CBO’s projections for enrollment in states that
have not already adopted the expansion and the projected cost per adult made eligible by the
ACA, CBO estimates that those earlier expansions would cost the federal government

$17.2 billion over the 2021-2030 period.

The second effect of section 3105 would be the added cost of the 5 percentage-point increase
in the FMAP. Based on the average matching rates projected for states that have not yet
adopted the expansion, CBO estimates the cost at $4.7 billion. In total, CBO estimates,
section 3105 would increase direct spending on Medicaid by $21.8 billion over the 2021-
2030 period.

Reduced Federal Subsidies for Private Health Insurance. Section 3105 also would reduce
enroliment in private health insurance as more people enroll in Medicaid in the states that
adopt the ACA expansion. CBO and JCT estimate that over the 2021-2030 period Medicaid
enrollment would increase, on average, by about 85,000 people who would otherwise have
enrolled in coverage through the marketplaces and by another 33,000 people who would
otherwise have enrolled in employment-based coverage. CBO and JCT estimate that those
reductions in enrollment would reduce direct spending for health insurance subsidies by
$5.7 billion and increase revenues by $0.7 billion over the 2021-2030 period.

100 Percent FMAP for Urban Indian Organizations and Native Hawaiian Health Care.
Section 3106 would, for eight calendar quarters, provide a 100 percent federal matching rate
for services to Medicaid enrollees who access care in the Urban Indian Health Programs
(UIHPs) or the Native Hawaiian Health Care System (NHHCS). Under current law, services
provided to Medicaid enrollees are matched at 100 percent if they are received through an
IHS facility. THS is the agency that is responsible for providing federal health services to
American Indians and Alaska Natives. UTHPs are health care organizations that are grantees
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