2017 LEGISLATIVE AGENDA
CHILDREN’S HEALTH COVERAGE COALITION
The Children’s Health Coverage Coalition (formerly the Texas CHIP Coalition) is dedicated to
ensuring the health and wellbeing of children and families in the state of Texas. The CHC Coalition
engages in public education and advocacy, working closely with state agencies and the Texas
Legislature on behalf of children and their families. We are dedicated to reducing the number of
uninsured children in Texas and improving health outcomes for them and families. Achieving these
goals will require investing sufficient resources into Medicaid and the Children’s Health Insurance
Program (CHIP), which together are essential to Texas’ efforts to enhance the lives of Texas’ lowincome families. At the same time, we support prudent reforms that will enhance patients’ access
to timely services and quality of care, while also reducing Medicaid and CHIP costs.
During the 85th legislative session, the CHC coalition will support the following strategies and
initiatives.

Budget:
1. Ensure adequate funding for Medicaid and CHIP and prevent reduction in critical health
services or payments that will adversely affect children’s and mothers’ access to care.
The Medicaid and CHIP programs should be funded adequately, including caseload and
cost growth. Medicaid and CHIP budget reductions jeopardize access to and the quality of
care for children and pregnant women. Today, some provider types are paid rates that
reflect only a portion of the costs of care. Texas needs to create a sustainable process in
which provider payments increase each biennium to match the cost of delivering services
and to ensure Medicaid managed care provider networks are adequate to meet the needs
of enrollees.

Outreach, Enrollment, and Eligibility Systems:
2. Modernize and streamline eligibility and enrollment for children and pregnant women to
remove unnecessary procedures, which contribute to unnecessary gaps in health coverage.
Of the 682,000 uninsured Texas children in 2015, about 315,000 children are eligible for
Medicaid or CHIP but not enrolled.1 Efforts to streamline eligibility and enrollment will help

enable uninsured children in Texas to get the health coverage they need to grow and thrive.
In particular:
a. Streamline renewal processes for families by enabling those with multiple children
enrolled in Medicaid or CHIP to renew coverage for each child on the same date every
year. This creates a more uniform process for the state and families.
b. Modify Texas’ continuous eligibility period for children’s Medicaid, which is currently
6 months, to align with the 12-month Medicaid certification period – similar to what
Texas has done for CHIP. Right now, with multiple income checks and the lack of
continuous coverage, children in Medicaid continue to fall through the cracks and get
disenrolled from insurance – even if they are still eligible. Twelve-month continuous
eligibility promotes retention, reduces workload and administrative costs for the
state, and prevents kids from cycling on and off of insurance during the year. Across
the country, this approach is the recognized best practice and the single most
effective step our state can take to reach the roughly 315,000 remaining uninsured
children who are eligible for Medicaid or CHIP but not enrolled.2

Access to Quality Care:
3. Improve maternal and child health by supporting policies and practices that will improve
access to care before, during, and after pregnancy.
a. Ensure continued funding for the successful administration of Texas’ state-funded
women’s health care programs – Healthy Texas Women and Family Planning
Program. Preventive care and screenings before and between pregnancies help
promote healthier pregnancies and reduce the risk of babies being born too early or
too small.
b. Make policy changes to allow more new mothers to receive screening for perinatal
depression (also called postpartum depression) and substance abuse disorders and
provide access to treatment for those in need. Timely screening and treatment of
perinatal depression is critical for both a mom’s health and a child’s development. Left
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untreated, perinatal depression has adverse effects on a child’s brain and language
development, as well as academic achievement, and may increase the likelihood of
developing behavioral problems, sleeping and eating difficulties, social disorders, and
learning disabilities.3 Untreated perinatal depression also increases health care costs.
Untreated depression during pregnancy increases the risk of preterm birth,4 which has
substantial costs to Texas’ Medicaid program.5 Women facing perinatal depression are
four times more likely to have emergency room visits and incur 90 percent higher
health care costs compared to non-depressed women.6 Earlier identification and
treatment can divert women from costly emergency room care.
First, Texas should enact new Medicaid policy to allow pediatricians, family
physicians and other EPSDT providers to screen mothers for perinatal depression
during the child’s Medicaid or CHIP well-child visit. Primary care physicians frequently
interact with mothers during a child’s first year of life, thus providing greater
opportunities to detect perinatal depression early.7 Ten other states have clarified that
Medicaid covers perinatal depression screening during pediatric or family medicine
visits, under the child’s Medicaid.8
Second, eliminate current coding and procedural issues that impede physicians and
other providers from conducting perinatal depression screening and counseling for
adult women enrolled in Medicaid or Healthy Texas Women.
These two steps can improve the rate of early detection and treatment. However,
limitations remain. The current Healthy Texas Women program does not provide
comprehensive treatment or counseling for perinatal depression and substance abuse
disorders. A limited benefit for perinatal depression is allowed – such as screening and
a brief consultation with a primary care provider – but specialty care, including mental
health counseling or substance abuse treatment, is not covered. Additional policy
changes will be needed to ensure new mothers diagnosed with perinatal depression or
substance use disorders are able to receive the recommended treatment they need.
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c. Direct HHSC to evaluate options for streamlining enrollment in women’s health
programs to promote continuous care following a pregnancy. This includes a
streamlined enrollment and referral process between CHIP perinatal and the state’s
Family Planning Program. Continuity of care after delivery of a child and between
pregnancies improves health outcomes for moms and babies, prevents preterm birth,
promotes better birth spacing, and reduces unintended pregnancies, in turn lowering
the state’s Medicaid costs.
d. Amend HHSC policy to allow women to dually enroll in CHIP perinatal program and
other private individual health coverage. Current state rules do not allow women to
dually enroll in CHIP perinatal program and other private health insurance. CHIP
perinatal is limited to pregnancy-related services for pregnant women who do not
qualify for Medicaid. Lawfully present immigrant women eligible for CHIP perinatal may
also be eligible to enroll in other private health insurance, which provides full medical
coverage for additional medical needs unrelated to the pregnancy, but may have
significantly higher deductibles and co-payments. Dual enrollment would enable
women to get pregnancy-related services in CHIP perinatal program and other benefits
through their private insurance, thereby reducing the likelihood of being otherwise
uninsured.
Enabling women to dually enroll in private coverage and CHIP perinatal would not only
improve continuity of care before, during, and after pregnancy, it could increase state
savings because private insurance must be the primary payer and the state CHIP
perinatal program would be the payer of last resort.
4. Support legislation to create comprehensive coverage for Texas’ low-income adults, improve
maternal health, and enhance the financial security for parents striving to do the best job of
raising their children and providing for their families.
Parents’ access to health care coverage not only benefits them, but also the entire family by
promoting better health and financial security. An estimated 864,000 Texas adults have
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income too low to qualify for health insurance subsidies and too high to qualify for
Medicaid.9 One out of three uninsured adults are parents of dependent children.10
Health insurance matters. Children are more likely to be insured – and stay enrolled in
coverage – if their parents are insured.11 Most children have the same health insurance
status as their parents, and previous expansions in health insurance for adults have been
connected to better insurance rates for children, increasing consistency of regular check-ups
and preventive care.12 An analysis of health literature by the Kaiser Family Foundation found
that children who receive regular doctor visits and preventive medical and dental care
perform better in school. Teens with regular access to care are less likely to drop out.
Health insurance coverage for adults has been shown to improve overall family economic
security. Studies show that being insured through Medicaid reduced by more than 50
percent the chances of having to borrow money or skip paying other bills because of medical
expenses. Texas’ uninsured rate has dropped significantly over the past several years thanks
to greater access to affordable health insurance. But more than 4.6 million Texans remain
uninsured.13
Further, women’s access to comprehensive health coverage before, during and after
pregnancy is critical to babies’ health. In fact, the lack of post-partum care in the year
following birth is a critical contributor to Texas’ alarming increase in pregnancy-related
deaths and severe health complications.14 More than 1.5 million Texas women of
childbearing age between age 15 and 44 lack health insurance (27 percent).15 More than half
of births in Texas are covered by Medicaid,16 but these women do not qualify for Medicaid
before pregnancy to get preventive care and screenings that are crucial to ensure healthy
pregnancies and prevent pre-term births. Also, Medicaid maternity coverage ends just two
months after birth of a child, meaning new mothers with infants are becoming uninsured at
a time when they are facing great risk of pregnancy-related deaths or complication. In fact,
the 2016 DSHS Maternal Mortality and Morbidity Task Force found that 60 percent of
maternal deaths occurred more than 42 days and up to a year after delivery of a child. 17
Increasing health insurance coverage is an essential step to improve birth outcomes and
address Texas’ alarming spike in pregnancy-related deaths and complications.
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Further, as noted in the coalition’s Access to Care recommendations above, treatment for
perinatal depression is vital to the health of mothers and babies. Yet, when women lose
Medicaid 60 days after birth of a child, coverage for perinatal depression is extremely
limited. Women residing in urban counties with comprehensive indigent care programs may
be able to access specialty care, but women living in rural and suburban counties are not as
fortunate. Implementing comprehensive coverage would ensure access to the full array of
perinatal depression treatment options and improve Texas’ maternal and infant health
outcomes.
*****
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