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. Attached. for your revrew and comment as well as ass!stance is a draft of the model application template
" and instructions that are’ bemg developed to assist states in subrmttmg a child health plan under Title XXI
, of the Socral Secunty A(l:t : ,

This draﬁ model apphcatton template outlines the types of mformatton that are hkely to be included in the
state child health plan requrred under Title XXI. It has been designed to reflect many of the requirements
that will be necessary for state plans under Title XXI. It is not intended to be comprehensive or final. We
provide it for preliminary guidance as well as to sohcrt additional mformatlon from states and other
interested parties on the appropnate content. . : :

LR
‘ '

The Department of Healfth and Human Servrces will eontmue to work collaborauvely with states and other
interested parties to provide specific. guidance in key areas like benefits definitions, maintenance of effort
provisions, collection of baseline data, and methods for preventing substitution of new Federal funds for
existing state and private funds.” As such guidance becomes available, the model application template will
be revised and finalized. l We will work to distribute it in a timely fashion to provrde assistance as states

‘submit their state plans. }

‘ Assrstance from the states advocates and other mterested parties, in the form of' comments and input on the
attached docurnents 1s greatly apprecrated and all suggesttons wrll be taken into cons1deratton ’ ,

Please note that under tlle law a state must have an approved state plan for a fiscal year in order to receive -
~ an allotment that year. - ln order for the Department to determine allotments for FY 98, state plan ‘
applications -should be subrrutted as soon‘as possible. The length of time from submission to approval will
vary depending upon the quality of the plan and the extent to which requirements under the law are met.
We cannot guarantee that we will be able to approve plans submitted after July 1 before the close of the
fiscal year. Therefore, the sooner a state submits its plan, the more quickly Health Care Financing
. Administration (HCFA) will be able to approve it, and the sooner states will have access to their
allotments. ‘For States with approved plans, the allotment under Title XXI is avarlable for up to three

years. : . : § o ‘ .
Coniments on the templaitte may be subrmtted to the HCFA at the followmg address: |

I
e Center for Medicaid and State Operatxons
: ! " Health Care Financing Admrmstrauon '
' 7500 Security Blvd '
|  Baltimore, Maryland 21244 . . '
~ Attn: Family & Children's Health' Progra.ms Group
1. Marl Stop - C4-14-16 ‘
We hope that you find thrs mfoxmatton hel pful in the development of the State Chtldren s Health Insurance
Program, If you need further assrstanee or have questions regarding this information, please contact your
HCFA regional office or Rick: Fenton in HCFA s Family and Children’s Health’ Programs Group at 410-

 786-5920.
| ;'i‘
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- INSTRUCTIONS FOR COMPLETING
l. The Draft Model Application Template for
-State Child Health Plan Under Title XXI of the Social Secunty Act
A | State Chnldren s Health Insurance Program '

i l .
l L l

i

Preamble. Thxs draft model apphcatlon template outlines the types of mfonnatlon that are likely
to be included in the state child health plan required under Title XXI. It has been designed to
reflect many of the requlrementstthat will-be necessary for state plans under Title XXI. It is not
intended to be comprehenswe or,final. We provide it for prehmmary guidance as well as to solicit
addltlonal information from states’ and other mterested partles on the appropnate content.

The Departmient of Health and Human Serwces wrll continue to work collaborattvely mth states

" and other interested pames to prov:de specific guidance in key areas like benefits definitions,

maintenance of effort provisions, collection of baselin. .'~*2, and methods for preventing

substitution of new Federal funds for existing state and private funds.” As such guidance becomes

- available, the model apphcanon template will be revised and finalized. We will work to distribute

* it in a timely fashion tolprowde assistance as states subnut thelr state plans : '

l

- Disclosure. Accordmg to the Paperwork Reductmn Act of 1995, no persons are requu‘ed
to respond to a collection of mformatmn uriless it displays a valid OMB control number.

- The.valid OMB eoiltrol number for this information collection is 0938-0707. The time

required to complete ithis mformatnon collection is estimated to average 160 hours (or

~ minutes) per response, mcludmg the time to review instructions, search existing data
resources, gather thel data needed, and complete and review the. information collection.

If you have any. comments concerning the accuracy of the time estimate(s) or suggestions

for improving this form, please write to: HCFA, P.O. Box 26684, Baltlmore, Maryland

. '21207 and to the Off‘ ice of the Information and Regulatory Affalrs, Office of

* Management and Bu'dget, Washmgton, D.C. 20503. .

Introduction. The purpose of the new State Chnldren s Health Insurance Program (Tltle XXI) is .
to provide Federal matchmg funds to states to enable them to initiate and expand coverage to
uninsured, low-mcome children in an effective and efficient manner that is coordinated with other

sources of health beneﬁts coverage for children. States are able to use Title XXI funds for: (1)
obtaining health beneﬁt coverage 2) expandmg Medicaid coverage or (3) a combination of both. -

[

|
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Requirement to Submit a State Plan. In order to be eligible for payment under this new
legislation, each state must submit a Title XX1 plan for approval by the Secretary that details how
the state intends to use the funds and fulfill other requirements under the law. Under the law, a
state plan is considered approved in 90 days unless the Secretary notifies the state in writing that
the plan is disapproved or that specified additional information is needed. If a state wishes to use
Medicaid to expand coverage through Title XXI, it must submit a Medicaid plan amendment for
an eligibility expansmn in addition to submitting a state plan for Title XXI. The Title XXI plan
" should encompass all of the child health assistance being provided using Title XXI funding. The
Department will be workmg with states to facilitate and expedite the aplecatlon and approval

process. f

‘Any items that require a description may be addressed in the form of an attachment or in the space
: 'provxded It is expected that any attachments will be brief and limited to one page, unless more
space is needed for an accurate description.

7

The application template includes the following sectlons

General Description and Purpose of the State Child Healih Plans ‘

General Background and Description of State Approach to Child Health Coverage
General Contents of State Child Health Plan :

Eligibility Standards and Methodology

Outreach and Coordination - )

Coverage Requirerﬁents for Children’s Health Insurance

Quality and Appropriateness of Care

Cost Sharing and Payment
. Strategic Objectives and Performance Goals for the Plan Admxmstranon

10 Annual Reports and Evaluatlons -
11. Glossary o

V0NN AW~ s

Statement of Pugpose This model application template and instructions may be employed by

states for the purpose of submitting a state plan. The instructions have been designed to

" complement the model} apphcatlon template and to facilitate completion of the template. States
should use the mstmctlons in conjunction with the template for guidance regarding what issues
should be addressed in‘ the narrative sections of the state plan.

With regard to Sections 9 and 10 on performance goals and annual reporting requirements, we
plan on developing national standards for performance measures, in conjunction with the states,
advocacy groups, Congress evaluators, and other interested parties, subsequent to the
implementation of this legislation. We believe that, by developing national standards with the
states, with advocates and with others, we will insure the ability to review and evaluate the impact
of the program in a way that will be most useful to the public, while limiting the reportmg burdens
on the states, and ensunng accountablhty and effectiveness of State programs

i 2 ~ Version 9/12/97
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Program QOptions. A§ mentioned above, the law allows states to expand coverage for chﬂdréﬁ
through a separate Chlld health insurance program, through the Medicaid program, or through a
combination of these programs States have the following options under Title XXI:

Option to Expand Medicaid. States may elect to expand coverage through
Medicaid. This option for states would be available for children who do not
qualify for Medlcatd under state rules in effect as of April 15, 1997. Under this

option, current Medtca.ld rules would apply.

Option to Create or Expand a Separate Program States electing to use their
available Title XXI funds to establish or expand a separate child health insurance
program will be subject to new cost-sharing and benefit rules in the law. These
states must establish enrollment systems that are coordinated with Medtcatd and
other sources of health coverage for children and also must screen children during

~ the application process to determine if they are eligible for Medicaid and, if they
are, enroll these children promptly in Medicaid. The law requires that any state that
lowers its Medicaid ehglbthty standards for children below the June 1, 1997 levels
be denied access to the new child health funds. '

Combmatlon of Ogtnons The new law allows states to elect to use a
combination of the Medicaid program and a separate child health insurance

program to increase health coverage for children. For example, a state may cover
children in farmhes with incomes of up to 133% of poverty through Medicaid and

a targeted group of children above that level through a separate program. For the
children the state chooses to cover under Medicaid, the description provided under
“Option to Expand Medlcald” would apply. Similarly, for children the state
chooses to cover under a separate program, the provisions outlined above in
“Option to Create or Expand a Separate Program” would apply.

~ In order to expedite the application process, states choosing to expand coverage only through an
expansion of Medicaid eligibility' would be required to complete Sections 1 (General
Description), 2 (General Background), 5 (Outreach and Coordination), 9 (Strategic
Objectives and Performance Goals for the Plan Administration), and 10 (Annual Reports
and Evaluations).. States expanding through Medicaid-only will also be required to submit a
Medicaid State Plan Amendment to modify their Title XIX state plans. These states may
complete the first check—oﬁ‘ for Sections 3 (General Contents of State Health Plan), 4 (Eligibility
Standards and Methodology) 6 (Coverage Requirements for Children's Health Insurance), 7
(Quality and Appropriateness of Care), and 8 (Cost Sharing and Payment) indicating that the
description of the requirements for these sections are incorporated by reference through their state
Medicaid plans. States wishing to use a combination of approaches will be required to complete
the Title XXI state plan and the necessary state plan amendment under Title XIX.

(N 3 - Version 9/12/97
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. Completed state plans for Title XXI should be submitted to the Health Care Financing
Administration at the followmg address
Adrmmstrator A
| Health Care Financing Administration -
: 7500 Security Blvd
Baltimore, Maryland 21244

Attn: Family & Children's Health Programs Group '
« Center for Medicaid and State Operatlons

P - Mail Stop C4-14-16
. The state should submxt'lan ongmal package and 10 copies. In addition, state plan amendments
for Medicaid expansmns should also be sent to this address. Plans may be submitted on computer
disk, formatted using WordPerfeqt 6.1. An electronic version of the model application template
can be obtained by contacting HCFA . The template - .2d instructions are viewable on the HCFA
website (Http.//www.hcfa.gov). Questions regardmg this process may be submitted to the Farmly
& Children’s Health Programs Group or the state may contact its servicing Health Care Financing
Administration regional office. The contacts and addresses for the regional offices are as follows:

HCFA Regional Office Admxmstrators

| Regional Office Adrmmstrator - Address ~ Phone
- Atlanta : Fl\ose Crum Johnson HCFA - Atlanta RO 404/331-2329 .
' Regional Administrator 101 Marietta Tower Rm. 701
; Atlanta, Georgia 30323
 Boston Sidney Kaplan HCFA - Boston RO 617/565-1188
- Regional Administrator . - JFK Federal Building
7 ' Room 2325 ‘
i Boston, MA 02203
o | A |
Chicago _Dorothy Burke Cellms HCFA - Chicago RO -312/886-6432
' . Regmna] Administrator 105 W. Adams Street.
; 5 15th & 16th Floors
! —_— Chicago, IL 60603
Dallas Ed Lessard HCFA - Dallas RO 214/767-6427

Acting Regional Admin. 1200 Main Street, Ste: 2000
; - 4 ~ Dallas, TX 75202-4348

|
| ‘ ‘ ‘
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Lienver

Kansas City

| New York

Philadelphia’

San Francisco

~ Seattle

Mary Kay'Smith

- Regional Administrator

|
i
'
i

Joe Tilghman
Regional Administrator

}

Alberta Leone

| f}cting Regional Admin.

| |
I\!fIaurice Hartman
Regional Admin,

Beth Abbott
Regionﬂ Administrator

i :
Nancy Dapper
Regional Administrator

I

" HCFA - New York RO

HCFA - Seattle RO

DRAFT - 9/12/97

HCFA - Denver RO 303/844-2111
Federal Office Bldg.

1961 Stout Street, Room 522
Denver, CO 80294-3538
HCFA - Kansas City RO 816/426-5233
Richard Bolling Federal Bidg.

601 East 12th Street, Room 235

Kansas City, MO 64106-2808

212/264-4488
26 Federal Plaza, Room 3811

New York, NY 10278

.:C7 A - Philadelphia RO 215/596-1351
3535 Market Street, Rm. 3100
Philadelphia, PA 19104

HCFA - San Francisco RO 415/744-3507

75 Hawthorne Street, 4th Floor

San Francisco, CA 94105-3903

206/615-2306

2201 Sixth Ave.
Mail Stop RX 40
Seattle, WA 98121-2500
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- SECTION SPECIFIC; INSTRUCTIONS (For attached model application template)
Section 1. General Dfescription and Purpose of the State Child Health Plans

Introduction

An approved state ch:ld health plan is reqmred in order for a state to be eligible for payment under
" Title XXI. This plan must set forth how the state intends to use the funds provided under Title
XXI by indicating that child health assistance shall be provided primarily through one of the three
options listed in Section 2101(a) of the Social Security Act (the Act).

!

1

Guidance | P - '

Section 1.1.  Check here if child health assistance shall be provided primarily through the
development of an independent insurance program that meets the requirements of
Section 2103, which details coverage requirements and the other applicable

}requnrements of Title XXI.

Section 1.2. Check here if child health assistance shall be provlded primarily through providing
expanded eligibility under the state’s Medicaid program (Title XIX). :

Section 1.3. Check he;[:re if child health assistance shall be provided through a combination of
both 1.1 and 1.2. (Coverage that meets the requirements of Title XXI, in
conjunction with an expansion in the state’s Medicaid program).

B
o
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Section 2. General]Background and Descnptlon of State Approach to Ch:ld Health
' Coverage ;
c
|

" Introduction . ; A

This section is designed | ,to sohcnt general information related to the specral characteristics of each
, .state The information bemg sought concerns the extent and manner to which children in the state
. currently have credztable health coverage current health state efforts to provide or obtain
~-creditable health coverage for uncovered children and how the plan is designed to be coordinated
with current health i msurance or pubhc health efforts. This information will provide a health -

* insurance baseline in terms of the status of the chﬂdren in a given state and the state programs

currently in place .
- Guidance 1
- Section 2.1. "The demographlc mfonnatxon requested in 2.1. in the form of an attachment can be

used for state planning and will be used strictly for informational purposes. -

. THESE NUMBERS WILL NOT BE USED AS A BASIS FOR THE
ALLOTMENT The numbers used to determine the allotment of funds under
Title XXI will be those provided each 3 year by the U S.'Bureau of the Census

, Factors that the state may con51der in the prowsmn of this information are age
breakouts income brackets definitions of insurability, and geographic location, as
well as ra‘ce and ethmc1ty To the extent practicable, the state should make a
dlsttnctlon between creditable coverage under public health insurance programs
(eg, Medlcard and state-only child health insurance) and public-private
partnershlps and describe its information sources and the assumptions it uses for
the devellbprnent of its description. (A suggested format for describing this .
information can be found in Section 10 of the tempiate) :
. f ‘
‘Section 2.2. A state Chlld health plan must 1nclude an overview of current efforts made by the
o state’ through child related programs (e.g., Medicaid, the Maternal and Child
Health Block Grant Title V, WIC, community and migrant health centers, or
special state programs for child health care) to provide health care services or -
obtain credltable health coverage for uncovered children by identifying and
enrolling:all uncovered children. :
« 221 Bneﬂy describe the steps bemg taken by the state to 1dent1fy and
' - “enroll all uncovered children who are eligible to participate in
public health insurance programs (e.g., Medicaid and state-only -
: child health insurance).” This information may include a description
| ofthe state's outreach efforts through Medicaid and state-only
programs

]
‘
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| , :
e 2 2 2. Biiefly describe the steps being taken by the state to identify and
- enroll all uncovered children eligible to participate in health ,
insurance programs-that involve a pubhc—przvate partnership. The
state may also address the coordination between the pubhc -private
outreach and the pubhc health programs that is occurrmg statewide.

Sectmn 2.3. Thxs ner{n requrres a brief overview of how new Title XX1 efforts -- pamcularly
new enrollment outreach efforts -- will be coordinated with and improve upon -
emstmg state eﬁ'orts descnbed in Section 2.2. :

To help understand the strategy of the state pIan to accomplish the intent of Title
XX1, states need to describe the efforts they are making to coordinate the Title
Xxa plan with the Medicaid program. Under Title XXI children identified as
'Medlcand-ellgnble are required to be enrolled in Medicaid. Therefore, the state
should descnbe how its Title XXI program will closely coordinate the enrollment
wrth Medlcard S pes : : :

o

i
l
|
|
!
;
|
|
| !
S
l
!
I
|
}
|
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Sectlon 3. General Contents of State Chlld Health Plan

' Introduction

b
{ i

I

The state child health assxstance plan must descnbe the type of child health assistance to be
provided under the plan (2102(a)(4)) ‘This section requires a description that must include both -
proposed methods of dehvery and proposed utilization control systems. This section should fully
describe the delivery system of the Title XXT program including the proposed contracting
standards the proposed dellvery,systems and the plans for enrollmg provlders o

. **Note: States electmg to use funds provuded under Title XXI only to provide expanded
ellgtbnllty under the state s Medicaid plan may check the appropriate box and proceed to

‘ Sectlon 4,

Guldance , |
Section 3.1,

;
H

In descnbmg the methods of dehvery of the chlld health asmstance using Title XXI
funds, the state should address the ciw.cc-f financing the insurance products and’
the methods for assuring delivery of the insurance product(s) to

| .
children; These may include, but are not necessarily limited to: contracts with
managed health care plans (including fully and partially capitated plans); contracts
with mdemmty health insurance plans; and other arrangements for health care .
dehvery| The state should describe any variations based upon geography, as well
as the state methods for establishing and deﬁmng the dehvery systems.

l
In addmon states ‘may use up to 10’ percent of actual or estlmated Federal

,expendttlures for targeted low-income children to fund other forms of child health
' ~ass1stance mcludmg contracts with providers for direct services, other health

services tlmtlatlves to improve children’s health; outreach expenditures; and

) admtmstratlve costs (See 210.)(3)(2)) Descnbe which, if any, Qf these methods

will be used !‘
| .

| Examples of the above may mclude dlrect contractmg with school-based health

services; direct contracting to provide enabling services; contracts with health
centers recetvmg funds under section 330 of the Public Health Service Act;
contracts with hospitals such as those that receive disproportionate share payment

~ adjustments under section 1886(d)(5)(F) or 1923 of the Act; contracts with other .

hospttals and contracts with pub ic health clinics receiving Title \% ﬁmdmg

Ifapphc}able address how the new arrangements under Tttle XX1 w111 work thh

exnstmg service dehvery methods, such as regional networks for chronic illness and

’ dlsabthty neonatal care units, or early-mterventmn programs for at-risk 1nfants m
‘the dehvery and utlltzatton of semces

I ‘ _
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In descnbmg the unhzatlon controls urider the chxld health assistance using Title
XXI, note that utilization control systems are those adininistrative mechanisms that
are designed to ensure that children use only that health care that is appropriate,
medically necessary, and/or approved by the state or its subcontractor. -

Examples of utilization control systems include, but may not be limited to, the
following: requirements for referrals to specialty care; requirements that clinicians
use clinical practice guidelines; or demand management systems (e.g., use of an .
800 number for after-hours and urgent care). In addition, the state should describe
its plans for review, coordination, and implementation of utilization controls,
addressing both procedures and state developed standards for review, in order to
assure that necessary care is delivered in a cost-effective and efficient manner.

|
|
!
i
|
|
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Section 4. Ellgnblllty; Standards and Methodology

Introductnon

b
'

The plan must include a descnptmn of the standards used to determme the eligibility of

targeted low-income children for child health assistance under the plan. Included on the template
- 1s a list of potential ehgxbﬂrty standards. Please check off the standards that will be used by the
state and provide a short description of how those standards will be applied. All eligibility
standards must be consxstent with the provisions of Title XXI and may not discriminate on the
basis of diagnosis. In addmon, if the standards vary within the state, describe how they will be
applied and under what circumstances’ they will be applied.

**Note: States electmg to use funds provnded under Title XXI only to provide expanded
eligibility under the state s Medicaid plan may check the appropriate box and proceed to

" Section 5.

Guidance
Section 4.1.

Section 4.2.

|

Check all standards that will apply to the state’s plan.

41.1.

412
4.1.3.

414,

4.1.5.
4.1.6.
4.1.7.

4128

4159,

If eligibility criteria will vary based on geography within the state, “check
and explain. .
Identxfy and explain the state’s age standards.

ldentlfy the state’s income standards, including the definition of household
and family income, deductions, disregards, and methods for evaluating
family income.

Identify the state’s resource standards and describe spend down and
disposition of resources, if applicable.

Identxfy the state’s residency requirements.

Idennfy how disability status affects eligibility.

Identify how access to or coverage under other health coverage aﬁ‘ects
ehglbdlty

Specify the duration of e11g1b111ty ‘

Identlfy and describe other standards for or aﬁ'ectmg ehgxblhty

5

Assurar{nces. The state must assure that its e 1g1b111ty standards do not discriminate
on the basis of diagnosis; within a defined group of covered targeted low-income
children, the standards do not cover children of higher income families without
covering children with a lower family income; and the standards do not deny
eligibility based on a child having a pre-existing medical condition. Check the
appropriate boxes to make the necessary assurances. The state should review its
policies and maintain state records necessary to explain how it may make these
assurarices. » :

| ~ |
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Section 4.4,
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Methodology. Descrlbe the methods of establishing and contmumg ehgrbrlrty and
enrollment. The descrlptlon should address the. procedures for applying the
eligibility standards, the organization and infrastructure responsible for making and

r eviewing eligibility determinations, and the process for enrollment of individuals -~

recelvmg covered services, whether the state uses the same application form for
Medicaid and/or other public benefit programs :

i

This. sectlon addresses eligibil tty screening and coordmatron with other heal h
coverage programs States must’ descnbe how they will assure:

44.1

442,
443,

444

445,

on]y targeted low-mcome chr]dren are ﬁ.lrmshed chlld health assrstance
under the plan;

children found through the screening to be ehglble for medical assxstance
under the state Medicaid plan are enrolled for assistance under such plan;
the insurance provided under the state child health plan does not substitute
for coverage under group hea:+: plans; |

the prowsron of child health assistance to targeted low-income chlldren in
the state who are Indians (as defined in section 4(c) of the Indian Health .

' Care Improvement Act, 25 U.S.C. 1603(c)); and

coordmatlon with other public and private programs provxdmg credrtable ’
coverage for low-mcome children.

, Descnbe the statle $ ehgrbﬂrty screening process in a way that addresses the five assurances |
specified above. | ' The state should consider including in this description important - -
definitions, the relatlonshrp with affected Federal, state and local agencies, and other
applicable cntena that wﬂl describe the state’s ability to make assurances.

H
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- Section 5. Outreach and Coordination

‘ Introduction

This section is desxgned for the state to fully explain its outreach and coordination activities.
Outreach is defined in law as outreach to families of children likely to be eligible for child health
assistance under the plan or under other public or private health coverage programs. The purpose
is to inform these faxmhes of the availability of, and to assist them in enrolling their chlldren in -
such a program. .

- deance

" Section 5.1.

| <
Descnbe how the outreach program will be used to target children i in the state who ,
would be eligible and enable those children to enroll, utilize and stay in the health

" care system including those served through other child-related programs (e.g.,

MCH Block Gran’t WIC, and community and migrant health centers).
|

. Outreach and enablmg services may i.u’<, but are not limited to, community

outreach workers, outstationed eligibility workers translation and transportation

_services, assistance with enroliment forms, case management and other targeting

activitics to inform families of low-income children of the availability of the health
insurance program under the plan or other Federal, state or local health assistance
program. ‘ : :

- This sec?tion may olso include discussions of the following:

Section 5.2.

i

. How the outreach program will take advantage of the outreach strategies
and experience of traditional safety net providers. . :
. Coordination of the outreach program with other public and private health

services, other social services, day care programs and school-based or
school- lmked services.
e  Special outreach efforts that will target famxhes of migrants, homeless
children, other children with special health care needs, or those in rural or
. frontier areas.
’  Further outreach efforts the state will require of health plans or providers
who receive Title XXI funds. '

Describe how chiidren who are determined to be eligible for Medicaid or another
state-only chlldren s health insurance program will be referred to and enrolled into

" that program

Descnbe how Medicaid eligibility workers will refer non-Medlcand eligible chxldren

R to the new ‘Children’s Health Insurance Program.

| i
{
|
i
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| o :
Finally, describe how the outreach efforts described above will be coordinated with
current outreach efforts for the Medicaid or other state-only children’s health
insurance program, and how outreach and enrollment efforts for the Children’s
Health Insurance Program will be coordinated with the state’s current efforts to
provide ¢ outstationed eligibility services at Federally Qualified Health Centers and
stpropomonate Share Hospitals (as required by Section 1902(a)(55) of the
Social STcunty Act)

|

i
i

H
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Section 6. Coverage Reqmrements for Chlldren s Health Insurance
| 5 : :

‘Introduction ? B :

Regarding the required scope of health insurance coverage ina state plan, the child health

assistance provided must consist of any of the four types of coverage outlined in Section 2103 (a) ‘

(specifically, benchmark: coverage, benchmark—equwalent coverage existing comprehenswe state-

- based coverage, and/or Secretary-approved coverage).

Identify the scope of coverage and beneﬁts offered under the plan mcludmg the categones under
which that coverage is offered. The amount, scope, and duration of each offered service should
be fully explained, as well as any correspondmg limitations or exclusions. - o

**Note: States electmg touse funds provided under Tltle XXI only to prov:de expanded
" eligibility under the state s Medlcald plan may check the approprlate box and proceed to
~Section 7. | ,

Guidance. T R . |
Section 6.1. Check alll‘that appEy in terms of the coverage to be offered to eligible children:

. 6.1.1. Benchmark coverage is equwalent to the beneﬁts coveragein a
benchmark ‘benefit package (FEHBP-equivalent coverage, state employee
* coverage, and/or the HMO coverage plan that has. the largest insured
‘ commercnal non-Medicaid enrollment in the state). If this box is checked,
exlther 6.1.1.1,6.1.12, 0r6.1.1.3. must also-be checked and an attached
. description: prowded
s+ 61.1.1. | Check here if the benchmark beneﬁt package to be offered
¢ by the state is the standard Blue Cross/Blue Shield preferred
f s * provider option service benefit plan, as described in and
; ! offered under Section 8903(1) of Title 5, United States
-~ 1 Code. Ifchecked, attach a copy of the plan.
o ol 2. . Check here if the benchmark benefit package to be oﬁ’ered
C l 1 by the state is state employee coverage, meaning a coverage
{ - plan that is offered and generally available to state
' employees in the state. Identify the specific state plan and
_ ' attach a copy of the benefits description.
+ 6;. 1.13. . ' Check here if the benchmark benefit package to be oﬁ'ered
' bythe state is offered by a health maintenance organization
i (as defined in Secnon 2791(b)(3) of the Public Health
' Services Act) and has the largest insured commercial, non- -
| Medicaid enrollment of covered lives of such coverage plans
' offered by an HMO in the state. - Identify the specific HMO
coverage plan and attach a copy of the beneﬁts description.

“15 : ( Versnon 9/12/97




6.12.

6.1.3.

' DRAFT-9/12/97

Benchmark-equivalent coverage must meet the following requirements:
the coverage includes benefits for items and services within each of the
categones of basic services described in Section 2103(c)(1): inpatient and
outpatrent hospital services, physicians’ surgical and medical services,
laboratory and x-ray services, well-baby and well-child care, including age-
appropriate immunizations; the coverage has an aggregate actuarial value
that is at least actuarially equivalent to one of the benchmark benefit
packages (FEHBP-equivalent coverage, state employee coverage, or
coverage offered through an HMO coverage plan that has the largest

- insured commercial enrollment in the state); and the coverage has an

actuarial value that is equal to at least 75 percent of the actuarial value of
the additional categories in such package, if offered, as described in

. 2103(c)(2) coverage of prescription drugs, rnental health services, vrsmn
| serwces and hearing services. . :

|
If this box is checked, a signed actuarial memorandum must be attached.

Sufficient information should be provided so that any actuary could review
and replicate the results of the state’s actuary.

: | S
. The actuanal report must be prepared by an md1v1dua1 who is a member of

the American Academy of Actuaries. This report must be prepared in
accordance with the principles and standards of the Actuarial Standards
Board for such reports. In preparing the report, the actuary must use
generally accepted actuarial principles and methodologies, use a
standardtzed set of utilization and price factors, use a standardized
populatlon that is representative of privately insured children of the age of
chlldren who are expected to be covered under the state child health plan,
appiy the same principles and factors in comparing the value of different
coverage (or categories of services), without taking into account any
drﬁ'erences in coverage based on the method of delivery or means of cost
control or utilization used, and take into account the ability of a state to -
reduce benefits by taking into account the increase in actuarial value of
benefits coverage offered under the state child health plan that results from
ﬁhe limitations on cost sharing under such coverage. -

]'Ezustmg comprehensive state-based coverage is only applicable to New -
York, Florida and Pennsylvania. If this box is checked, an attached
description of the benefits package, adrmmstratlon and date of enactment
must be attached _

1 - .
A state app_roved under this provision, may modify its program from time
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. to time so long as it contmues to prowde coverage at least equal to the

l(lywer of the actuarial value of the coverage under the program as of
August 5,1997, or one of the benchmark programs. - If “existing

‘ comprehenswe state-based coverage” is modified, an actuarial opinion

documentmg that the actuarial value of the modification is greater than the

tvalue as of!' August 5 1997, or one of the benchmark plans must be

o Also the ﬁscal year 1996 state expendttures for “ex1stmg comprehensive

6.1.4.

state—based coverage must be descnbed in the space provided for all
states g

Secretary-iapproved ceverage'refers to any other health benefits coverage
deemed appropriate and acceptable by the Secretary upon apphcatton bya
state.

. l
The term ‘child health assistance” means payment for part or all of the cost of

health beneﬁts coverage for targeted low-income children that includes any of the

services and products listed in this section of the, template (Section 2110(a)). All
forms of coverage that the state elects to provide to children in its plan must be
checked. | The state should also describe the scope, amount and duration of

. services covered under its plan, as well as any exclusmns or hmttatlons

6.2.1.: 6! 2.28. Check each box the state elects to prov1de coverage for in‘its child

health asswtance plan. _
The follov\nng are clarifications of certain types of services:

6 '2 14  Homeand commumty based services may include .
- supportive services such as home health nursing services,
home health aide services, personal care, assistance with
" activities of daily living, chore services, day care services, ,

© respite care services, training for family members, and mmor k
-1 modifications to the home.

612.15. = 'Nursing services may include nurse practmoner services,

I nurse midwife services, advanced practice nurse services,

; _private duty nursing care, pediatric nurse services, and

l . respiratory care services in a home, school or other setting.
|

l

'612.24. ' Any other medical, diagnostic, screening, preventive,

i restorative, remedial, therapeutic or rehabilitative service
.. may be provided, whether in a facility, home, school, or-

] . other setting, if recognized by state law and only if the

L - serviceis: 1) prescribed by or furnished by a physician or
i other licensed or registered practitioner within the scope of
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| practice as prescnbed by state law; 2) performed under the -
general supervision or at the direction of a physician; or 3)

. furnished by a health care facility that is operated by a state-
or local government or is licensed under state law and

_ operating within the scope of the license. -

612.27. - Enabling services, such as transportation, translatron, and’

. outreach services, may be offered only if designed to
. increase the accessibility of primary and preventive health’
care services for eligible low-inco’me individuals.

|
Sectron 6.3. There are two types of waivers that states may request that address addttronal
purchase loptlons in Title XXI: waivers authorized for cost effective alternatrves
and warvers for the purchase of famrly coverage :

" Review and approval of the waiver apphcatron(s) will be separate and drstmct from
the state plan approval process :

. 63.1.

!

Check here if the state is requesting a waiver for a cost-effectrve ,
alternatlve. ‘Such a waiver allows the state to waive the 10% limitation on
expendrtures not used for Medicaid or health insurance assistance if
coverage prowded to targeted low-income children through such
expendrtures meets the requirements of section 2103; the cost of such
coverage is not greater, on an average per child basis, than the cost of
coverage that would otherwise be provided under Section 2103; and such
coverage is provided through the use of a community-based health delivery
system such as through contracts with health centers receiving funds under
Section 330 of the Public Health Services Act or with hospitals such as ‘
those that receive disproportionate share payment adjustments under

‘ Sectton 1886(d)(5)(F) or 1923,

If the cost-eﬁ'ectrve alternattve waiver is requested, the state must

| demonstrate that payments in excess of the 10% limitation will be used for

other child: health assistance for targeted low-income children; expendxtures h
for health services initiatives under the plan for improving the health of -
chrldren (mcludmg targeted low-income children and other low-income -

‘ chﬂdren) expenditures for outreach activitiés as provided in Section

21102(0)(1) under the plan; and other reasonable costs mcurred by the state
to admtmster the plan. e .

63.1.1. B If .a waiver for costreifec':tive alternatives is sought, k
| coverage provided to.targeted low-income children through -
such expenditures meet the coverage requirements as stated -
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above and describe the coverage provided by the alternatxve
dehvery system in an attachment.

If a waiver for cost-effective alternatives is sought, the cost
of such coverage must not be greater, on an average per
child basis, than the cost of coverage that would otherwxse

' be provided for the coverage described in 6.4.1., and

describe the cost of such coverage on an average per child

‘basis in an attachment.

If @ waiver for cost-effective alternatives is sought describe
the commumty based delxvery system in an attachment.

Check here 1f the state is requesting a waiver fo purchase family -

co{rerage under a group health plan. Any state desiring such a waiver
. will need to attach information that establishes to the Secretary’s .
satlsfactlon that: 1) when compa.red to the amount of money that would

‘have been paid to cover only the chlldren involved with a comparable

package the purchase of family coverage is cost effective; and 2)the . -
purchase of farmly coverage is not a substntutlon for coverage already being.
prowded to the child. .

x’

|
63.2.1.
|

I
6.3.2.2.

| Describe the associated costs for purchasing the faﬁﬁly

coverage relative to the coverage for the low i income

- children in an attachment.

Describe how the family coverage would not otherwise -

- substitute for health insurance that would be provided to

such children but for the purchase of family coverage. -
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~ Section 7. Quality and Appropriateness of Care

! : ,

" Introductxon !

State child health plans must mclude a description of the methods (including monitoring) to be
used to assure the quality and appropriateness of care and to assure access to covered services. A
variety of methods are available for states’ use in monitoring and evaluating the quality and
appropriateness of care m its child health assistance program. Listed below are some of the
methods which states may consider using. In addition to methods, there are a variety of tools
available for state adaptation and use with this program. A list of some of these tools is provided
below. States also havejthe option to choose who will conduct these activities. As an alternative
to using staff of the state agency administering the program, states have the option to contract out
with other organizations for this quality of care function.

!

Methods for Evalnam’tg: and Momtarmg Quality

. Methods to assure quahty include the application of performance measures quality standards -
" consumer information strategles and other quahty inig ovement strategles

Performance measurement strategles could mclude usmg measurements for external reporting

either to the state or to consumers and for internal quality improvement purposes. They could be

based on existing measurement sets that have undergone.rigorous evaluation for their

' approprlateness (eg, HEDIS) They may include the use of standardized member satisfaction

surveys to assess members’ experience of care along key dimensions such as access, satisfaction,

* and system performancq ;

! | - ,

Quality standards are often used to assure the presence of structural and process measures that

promote quality and could include such approaches as: the use of external and periodic review of

health plans by groups such as the National Committee for Quality Assurance; the establishment

. of standards related to consumer ‘protection and quality such as those developed by the National
Association of Insurance Commissioners; and the formation of an advisory group to the state or

plan to facilitate consumer and community participation in the plan

Information strategies could include: the disclosure of information to beneficiaries about their
benefits under the plan and their rights and responsibilities; the provision of comparative
information to consumers on the performance of available health plans and providers; and
consumer education strategies on how to access and effectively use health insurance coverage to

maximize quality of care. ;
' Ny 3 o i
Quality improvement strategies could include the establishment of quality improvement goals for
the plan or the state and provider education. Other strategies includes specific purchasing
specifications, ongomg contract momtormg mechamsms ‘focus groups, etc. :

I
i
i
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Tools for Evaluating a]nd Momtonng Qualig

" Tools and types of mformanon avmlable include QARI (Medtcald ] Qualtty Assurance Rev1ew

Initiative), QISMC (The Quality Improvement System for Managed Care) wmch isunder

- development by HCFA land will replace QARI, HEDIS (Health Employer Data Information Set)
measures, FACCT (Foundation for Accountability) measures, CAHPS (Consumer Assessments of
_Health Plans Study) vxtal statlsncs data, and state health reglstnes (e g 1mmumzatlon reglstnes)

" Quality- monitoring may be ‘done lntemally by appropriate staff of the state agency adrmmstenng
the child health i insurance program or may be contracted out to a variety of entities including state
Health Departments, external quality review organizations, PROs (Professional Review
Orgamzanons) and others with appropnate skills and expertise. Estabhshmg gnevance measures

s also an important aspect of momtormg

States are also expected to oomply with any natxonal quality measures developed in the future as |
discussed ori page 2. Any standards that are adopted will be developed in conjunction with the

- states, advecacy groups -and other interested part:
l

**Note: States eleetmg| to use funds provided under Title XXI only'to pfovnde expanded o
ehglbnhty under the s;ate s Medlcald plan may check the appropnate box and proceed to

Sectlon 8

l
|
Guidance E ‘
Section 7.1. 'Prowde a brief descnptlon of methods to assure the quallty and appropriateness of
' .-care, pamcularly with respect tc well-baby care, well-child care and immunizations
. prowded under the plan. The state must also specify the quallﬁcatlons of entities -

" that will ;provxde coverage and the conditions of participation.

i

o 7.1.1.-7. 'l 4, Check each of the tools llsted that the state plans to utnhze to assure
‘ E quallty . ,

Section 7.2. Prowde a bnef descnptlon of methods to be used to assure access to covered
services, including emergency services. The state should consider whether there
are sufficient prowders of care for the newly enrolled populatxons and whether

there is reasonable access to care. .
AN
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'Sectlon 8. Cost-Shanng and Payment

; ]
| -
Introductnon ' | :
- This section addresses the requnrement of a state chrld health plan to mclude a descnptlon ofits

“proposed cost sharing for enrollees. Cost-sharing is the amount (if any) of premiums, deductibles,
coinsurance and other cost-sharmg imposed. The cost-sharing requirements provide protection
for lower income children in the state’s cost-sharing plan, ban cost-sharing for preventive
- services, address the limitations on premiums and cost-sharing and address the treatment cf pre-
existing medical conditions. y :

- **Note: States electmg to use funds provnded under Title XXI only to provrde expanded
eligibility under the state s Medlcald plan may check the appropnate box and proceed to
-Section 9. ‘

- Guidance i . : o
Section 8.1. _ Indicate if the staté’s Title XXI ‘pla'n will implement any sort of cost-sharing.

s 8 1 1. éheck here if the state’s Title XXI plan wrll 1mplement any sort of cost-
sharmg in the form of prermums deductlbles coinsurance or other cost-
S sharmg ;
. 812 Check here if the state’s Title XXI plan w1ll not 1mplernent any sort of

cost-shanng If there is no cost- sharmg, proceed to quest1on 8.5.

Section 8.2. ' This sectlron asks for a description of the cost-shanng under the state plan Itis

' ' .important to note that for families below 150% of poverty, the same hmltatrons on
cost-sharlmg that are under the Medicaid program apply (These cost-sharing
lnmtatrons have been set forth in Section 1916 of the Social Security Act, as
1mplemented by regulations at 42 CFR 447.50-.59). ' For families with incomes of
150% of \poverty and above, cost-sharing for all children in the famlly cannot
exceed 5% ofa farmly s income per year.

I

| Section 8.3. Provrde 1abrxef descnpnon of how,beneﬁcnaries and thé public will be able to

obtam mformatron on cost-sharmg requrrements;
!

‘Section 8.4. To ensure that protectlon will be provided for lower income children and that

' ‘ preventrve services will not be subject to cost-sharing, the state must assure that
the followmg are descriptive of its plan. The state should be able to demonstrate
upon request its rationale and justification regardmg these assurances. This section '
also addresses limitations on payments for certain expendltures and requlrements
for mamtenance of effon - : - s

o
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Under Tltle XX, cost-sharing cannot favor children with higher incomes
over those with lower incomes. Please indicate if the state’s plan follows
thls requlrement

Under Title XX[ state plans are not allowed to have cost-sharing on well-
baby and well-child care, including age appropriate immunizations. Please

: mdlcate if the plan foliows this requirement.

The state must comply with cost-sharing Iimitations as described in
1916(b)( l)

Funds prowded by the Federal government are not eligible for use as the
state match. In addition, services assisted by or subsidized to any great
extent by the Federal Government may not be used for state match either.

‘ Please confirm that non-Federal funds wﬂl only be used for the state match.

1

Prermums and cost-sharing from beneﬁc1anes are not eligible for use as

- part of the state match. Please confirm that no cost-sharing funds will be

dsed toward the state match. Please note that if a state collects cost-
sharing funds, this revenue will be offset by reducing the amount of
expendltures eligible for state match by the amount of the cost-sharing

" revenue.

; : .
To prevent duplicative payments, no payment will be made to a state if a

private insurer (as defined by the Secretary by regulation and including a
group health plan -- as defined in Section 607(1) of the Employee
Retirement Income Security Act of 1974 -- a service benefit plan, and an
HMO) would have been obligated to provide such assistance but for a
prowsxon of its insurance contract which has the effect of hrmtmg or
excluding such obhgatlon because the individual is eligible for or is
provxded health assistance under the plan. Please confirm that this
requlrement is incorporated into the state plan.

The following essurance must be made regarding the maintenance of effort requirements:
8.4.7. Under the child health program, a state may not implement income and

resource standards and methodologies for determining Medicaid eligibility
that are more restrictive than those in use as of June 1, 1997. Please
indicate if the state’s Medicaid ehglblhty standards have changed since June

1, 1997.

~ The following assurances must be made regarding limitation of services for abomon under child

health:.
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f : ~ ' .

8.4.8. Appropriated funds may not be used to pay for health coverage that
includes abortion or to assist in the direct purchase of abortion services
except if necessary to save the life of the mother or if the pregnancy is the
result of rape or incest. Please confirm that the state’s plan follows this
requxrement ; _

"8.4.9. Payments shall not be made to a state under this section for any amount

expended under the state plan to pay for any abortion or to assist in the -
purchase in whole or in part, of health benefit coverage that includes
coverage of abortion (except as described in 8.5.5.). (Note that nothing in -
Tltle XX1'should be construed as affecting the expenditure for any abortion
or for health benefits coverage that includes coverage of abortion by a -
state, locality, or private person or entity of state, local or private funds.)
Please confirm that the state’s plan follows this requirement.
!
The state should be able to demonst:«:2 upon request its rationale and supportmg
Justlﬁcatlon regardmg the assurances addressed above.

Cost-sharing on cluldren from families with incomes equal to or greater than 150%
of poverty cannot exceed 5% of family income a year. Please provide a

description of the-methods that will be used to ensure that families in this income
range wﬂl not be charged more than allowed

Under Tltle )O(I, ‘pre existing condition exclusions are not allowed, with the only
exceptlon being in relation to another law in existence (HIPAA/ERISA). Indicate’
that the plan adheres to this requlrement by checking the apphcable description.

In the event that the state provides benefits through a group health plan or group
health coverage or provides family coverage througha group health plan under a
waiver (see Section 6.3.2. of the template), pre-existing condition limits are
allowedito the extent permitted by HIPAA/ERISA. Ifthe state is contracting with
a groupi ‘health plan or provides benefits through group health coverage, please
describe briefly any limitations on pre-existing conditions.
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Section 9. Strategic Objectives and Performance Goals for the Plan Administration

[

Introduction

The section addresses the strategic objectives, the performance goals, and the performance
measures the state has established for providing child health assistance to targeted low-income
children under the plan: for maximizing health benefits coverage for other low-mcome children and

children generally in the state.

. States are also expected to comply with any national performance measures developed in the
" future as discussed on page 2. Any standards that are adopted will be developed in conjunction

- with the states, advocacy groups, and other interested parties.
| i : ‘
. |
Guidance | S ‘ 4 - ~ )
Section 9.1.  Identify and list the specific strategic objectives relating to increasing the extent of
credltable health coverage among targeted low-income children and other
low-income children. It is suggested :..."»ate identify a minimum of 5, but no

more than 10 strategic objectives.

Section 9.2. Specify lilt least one performance goal and performance measure for each strategic
objective. We plan on developing, in conjunction with the states, advocacy
groups, and other interested parties, national standards for performance measures.
We will be working with states to develop the most useful measures. In the
interim, we are proposing examples that may be useful for states in designing their
performance measures. In the hope of consistent reporting among states, and for
the aggregation of national results, we suggest that each performance goal and
performance measure be described as reflected in Section 9.3.

Section 9.3. - Bneﬂy descnbe how the plan’s performance will be measured objectively and
mdependently Check all appropnate measures the state will be uuhzmg
Itis acceptable for the state to include performance measures for populatlon
subgroups chosen by the state for special emphasis, such as racial or ethnic
minorities, pamcular high—nsk or hard to reach populations, children with specml

needs, etc. .

HEDIS (Health Employer Data and Information Set) 3.0 measures directly
relevant to children and adolescents younger than 19. In addition, HEDIS 3.0
contains measures for the general population, for which breakouts by children’s
age bands (e.g., ages <1, 1-9, 10-19) are required. Full definitions, explanations
of data sources, and other important guidance on the use of HEDIS measures can
be found in the HEDIS 3.0 manual published by the National Committee on
Quality Assurance. So that state HEDIS results are consistent and comparable
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with national and regional data, states should check the HEDIS 3.0 manual for
detailed definitions of each measure, including definitions of the numerator-and.
denormnator to be used. For states that do not plan to offer managed care plans,
HEDIS measures may also be able to be adapted to organizations of care other
than managed care. HEDIS 3.0 is a set of standardized performance measures
designed for. managed care plans, including plans that enroll Medicaid
beneficiaries. HEDIS is intended to focus on areas of health important to
individual consumers and patients, providers, and purchasers, and is being used by
over 300 managed care plans to report performance experience for the reporting
year 1996. Results by plan and summary results (national and regional) will be

‘ avmlable in early fall 1997.

The folioyvnﬁg is an example of how the State could provide an objective meaéure.

HEDIS 3.0 Rgportirfng Set Méasures Relevant to Children and Adolescents

HEDIS Domain /Measure'

Rough definition of Measure

i

Effectiveness of Care

Childhood immunization staftus

% of children in plan who have received appropnate immunizations by
their 2nd birthday

Adolescent immunization status

% of 13-year-olds in plan who received all appropnate m:mumzanons by
their 13th birthday

Treating children’s ear infec:tions

How often a non-preferred antibiotic was given to children with
uncomplicated acute otitis media

Access/Availability of Care! ‘

Children’s access to pnmazy care
prowders

% of Medicaid enrolled children age 12 months through 24 months and age
25 months through 6 years who had a visit with a health plan primary care
provider during the reporting year, and the % of Medicaid enrolled children
age 7 through 11 years who had a visit with a health plan primary care
provider during the reporting year or the year preceding the reporting year.

Sattsfacuon with the Expenence
of Care )

CAHPS -child health module

Use of Services I

Well-child visits in the ﬁrst 15

% of members who turned 15 months old during the reporting year and who

months of life i received either zero, one, two, three, four, five, or six or more well-child visits
f with a primary care provider during their first 15 months of life.

Well-child visits in the 'I'Irnrd, % of enrolled members who were 3,4, 5, or 6 years old during the

Fourth, Fifth and Sixth Yearof | reporting year and who received one or more well-child visit(s) with a

‘Life . primary care provider during the reporting vyear.
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Adolescent well-care visits % of members who were age 12 through 21 years' during the reporting year

for children less than 19.

States receiving funds would be required 1o care provider during the reporting year.
caver, and thus 1o use, this quality measure, only '

who have had at least one comprehensive well-care visit with a primary

Health Plan Descrrpt:ve

Information

Pediatric physician specialists % of each that has completed residency training or fellowship training in

. their respective specnalhes and/or are board certified, reported separately
! for each payer.

Pediatric mental health semoes A narrative description of the health plan’s pediatric mental health provider

network, including the number and types of MH providers specially trained
|| to treat children and adolescents (including, but not limited to, child
psychiatrists, child psychologists and social workers, counselors, marriage
and family therapists and nurses with special education and training in child
and adolescent mental health). ‘If the plan subcontracts for this service, it is
required to describe any special requirements included in the subcontracts.

Section 9.4,

Section 9.5,

|
o
]
|
|

Assure that the state will provrde reports to the Secretary as requested

Bneﬂy descnbe the state’s plan for annual assessment and evaluanon (See
sectxon 10 and sections 2108 (a) and (b) of the Act.) Some questions to
¢onsider and to assist the state in describing the state’s plan for annual
assessment mclude :

For the annual assessment: :
How will the state calculate the baseline number of uncovered

low-income children?

For the evaluatlon :

Who will perform the evaluatlon?

What constitutes "effectiveness"?

How will the state measure the "quality of health coverage"? What
data elements will the state track? How will this mformatton be
collected? By whom?

How are the performance goals and proposed measures the state
identified in section 9.3 related to the required elements of the
evaluation? Are there information systems in place to track these
performance goals? Who is responsible for monitoring progress?
How will the state identify "changes and trends in the state“ affecting
the prov1s1on of health insurance for chlldren?

!
¢

o
1
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Self-explanatory '

As stated above, national performance standards will be developed in
conjunction with states, advocates, and other interested parties. This

- assurance verifies that the states will participate in the collection and

evaluation of data when the measures are developed.

Assure that the state applies sections of this Act in the same manner as
they apply under Title XIX as listed in Title XXI, Section 2107(e).
Check all that apply.

1 ‘

Bneﬂy descnbe the process and document the activity used to involve
the public, mcludmg community-based providers and consumer
representatlves in the desxgn and implementation of the plan and the
method for ensuring ongoing public involvement. Issues to address

. include a hstmg of public mee+iags or announcements made to the
' pubhc concemmg the development of the children's health insurance

program f

|

Submit thé budget for this program including details on the planned use
of funds and sources of the non-Federal share of plan expenditures.
This budget must be updated periodically as necessary.

A form for the budget is being developed, with input from all intere_sted
parties, to assist in addressing this requirement.
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Section 10. Annuzzll Reports and Evaluations

Introduction and Cuidance

Section 2108(a) reqmres the state to assess the operation of the State Child Health
Insurance Program plan and submit to the Secretary an annual report which includes the
progress made in reducmg the number of uncovered low-income children. The report is
due by January 1, fdllowmg the end of the Federal fiscal year. The report will cover a
Federal Fiscal Year: the first repcrt covering Federal Fiscal Year 1998, is due January 1,
1999. '| :

By March 31, 2000,_; each state participating in the program must submit to the Secretary
an evaluation report«f addressing the elements set forth in section 2108(b).

States are also expected to comply with any national repomng measures developed in the
future as discussed on page 2. ‘Any standards th... arc adopted will be developed in

conjunction with the states, advocacy groups, and other interested parties.
l

In this section, states are asked to assure that they will comply with these requxrements
indicated by checkmg the box. : -

Section 10 l These assUrances address the annual assessment

. Chart. Complete the chart using the performance measures the state have
developed for analyzing the state’s Title XXI program. A chart is included in
subsecthn 10.1. listing the types of infcrmation that the state’s annual report
might include. Submission of such information will allow comparisons to be
made between states and on a nationwide basis.

Section 10.2. - State evaluations and assurances. Complete this sectlon verxfymg that

the state’s. .annual report will address these areas.
‘. .

Section 10.3. Self -explanat.oxjy
| | g
Section 10.4. Specify that the state agrees to the assurance that it will comply with all
: Federa.l laws and regulations, including grant adnumstratlon and

: reportmg rules
i

L
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| GLOSSARY

Adapted directly from SEC.: 21 10. DEFINITIONS

CHILD HEALTH ASSISTANCE For purposes of this title, the term "child health
assistance' means payment for part or all of the cost of health benefits coverage for
targeted low-income children that includes any of the following (and includes, in the case
described in secnon 2105(a)(2)(A) payment for part or all of the cost of providing any of
the following), as specnﬁed under the State plan:

(1) Inpatient hospital services.
(2) Outpatient Hospital services.
(3) Physician services. - A
)] Surglcal sen}rces ,
(5) Clinic semces (mcludmg health center semces) and other ambulatory health care
services. ‘
6) Prescnptnon[drugs and biologicals and the administration of such drugs and
biologicals, only if such drugs and biologicals are not furnished for the purpose of
causing, or assisting in causing, the death, suicide, euthanasia, or mercy killing of a
person. :
(7) Over-the-counter medications.
(8) Laboratory and radiological services.
(9) Prenatal care and prepregnancy family planning services and supplies.
(10) Inpatient mental health services, other than services described in paragraph (18)
- but including services furnished in a State-operated mental hospital and including
residential or other 24-hour therapeutically planned structured services.
(11) Outpatient mental health services, other than services described in paragraph (19) -
but including services furnished in a State-operated mental hospital and including -
community-based services.
~ (12) Durable -medical equipment and other medzcallywreiated or remedial devices (such
as prosthetic dewces implants, eyeglasses, hearing aids, dental devices, and adaptive
devices).
(13) Disposable medical supplres
(14) Home and community-based health care services and related supportive services
(such as home health nursing services, home health aide services, personal care,
assistance with activities of daily living, chore services, day care services, respite care
services, trammg for famxly members, and minor. modifications to the home).
(15) Nursing care services (such as nurse practitioner services, nurse midwife services,
. advanced practxce nurse services, private duty nursing care, pediatric nurse semces ‘
and resplratory care services)in a home, school, or other setting.
(16) Abortion only if necessary to save the life of the mother orif the pregnancy 1s the
result of an act lof rape or incest. ,

| ! o :
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H
(17) Dental services.
(18) Inpatient substance abuse treatment services and re31dent1al substance abuse’
treatment services.
'(19) Outpatient substance abuse treatment services..
(20) Case management services.
(21) Care coordination services. '
~ (22) Physical therapy, occupational therapy, and services for individuals with speech,
hearing, and language dlsorders _
(23) Hospice care. .
(24) Any other medical, dlagnosttc screerung, preventive, restoratxve remedial,
therapeutic, or rehabllltatlve services (whether in a facnhty, home, school, or other
setting) if recognized by State law and only if the service is--
(A) prescribed by or furnished by a physician or other licensed or registered
practitioner within the scope of practice as defined by State law,
(B) performed under the general supcrvision or at the direction of a physician,
or '
© furnished by a health care facility that is operated by a State or local
government or is licensed under State law and operating w1thm the scope of
the hcense
(25) Premiums for private; health care insurance coverage.

(26) Medical transportatlon : ~
(27) Enabling services (such as transportation, translation, and outreach serwces) only

if designed to mcrease the accessibility of primary and preventive health care services
for eligible low-mcome individuals.

(28) Any other health care services or items specified by the Secretary and not
excluded under thts section.

TARGETED LOW-INCOME CHILD DEFINED- For purposes of this title--
(1) IN GENERAL- Subject to paragraph (2), the term "targeted low-income child’ means

a child--
(A) who has been deterrmned eligible by the State for child health assistance under the
State plan, | .

(B)(I) who is a low-income child, or
(i)isa chxld whose family income (as determined under the State child health

plan) exceeds the Medicaid applicable income level (as defined in paragraph-
(4)), but ‘does not exceed 50 percentage points above the Medicaid applicable -
income level and '

(C) who is not found to be eligible for mecftcal assistance under title XIX or covered -

under a group health plan or under health insurance coverage (as such terms are

defined in sectxon 2791 of the Public Health Service Act).

(2) CHILDREN EXCLUDED Such term does not include--
(A) a child who is a reSIdent of a public institution or a patient in an mstxtutlon for

31 Version9/12/97
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] mental diseases. or
(B) a child who.is a member of a family that is ehglble for health benefits coverage
under a State health benefits plan on the basis of a family member's employment with a
public agency in the State.
(3) SPECIAL RULE- A child shall not be considered to be described in paragraph (1XC)
notwithstanding that the child is covered under a health insurance coverage program that
has been in operation since before July 1, 1997, and that is offered by a State which
receives no Federal funds for.the program's operation.
(4) MEDICAID APPLICABLE INCOME LEVEL- The term ‘medicaid apphcable income
* level' means,; with respect to a child, the effective income level (expressed as a percent of
the poverty line) that has been specified under the State plan under title XIX (including
under a waiver authonzed by the Secretary or under section 1902(r)(2)), as of June 1,
1997, for the child to be eligible for medical assistance under section 1902(1)(2) for the

age of such child.

i

ADDITIONAL DEF INI’I‘ION’S For purposes ¢%:5is title:

- 4] CHILD- The term "child' means an individual under 19 years of age.

(2) CREDITABLE iHEALTH' COVERAGE- The term "creditable health coverage' has the
meaning given the term "creditable coverage' under section 2701(c) of the Public
Health Service Act (42 U.S.C. 300gg(c)) and includes coverage that meets the
requirements of| section 2103 provided to a targeted low-income child under this title
or under a wawer approved under section 2105(c)(2)(B) (relating to a direct service

‘waiver).
i

] : . ‘ " ‘

3) GROUP HEALTH PLAN; HEALTH INSURANCE COVERAGE; ETC- The
" terms "group health plan', "group health insurance coverage', and ‘health

insurance coverage' have the meanings given such terms in section 2191 of the

Public Health Service Act:

.(4) LOW-INCOME CHILD - The term “low-income child' means a child whose family
' income is at or below 200 percent of the poverty line for a famﬂy of the size involved.

() POVERTY LINE DEFINED- The term "poverty line' has the meanmg given such
term in section 673(2) of the Community Services Block Grant Act (42 U S.C.
9902(2)), mcludmg any revision required by such section.

- (6) PREEHSTING CONDITION EXCLUSION- The term " preexisting condition
exclusion' has the meaning given such term in section 2701(b)(1)(A) of the Public
Health Semce Act 42 U S C. 300gg(b)(1)(A)). '

(7) STATE CHILD I-IEALTH PLAN; PLAN- Unless the context otherwise requires, the
I 5 32 Version 9/12/97



!
|
!
&
|
|
. DRAFT - 9/12/97

terms " State Chlld health plan and 'plan' mean a State child health plan approved under
" section 2106, |

(8) UNCOVERED CHILD The term "uncovered child’ means a child that does not have
credltable health coverage ‘ ,
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: CHILDREN’S HEALTH PRQGRAM; NEXT STEPS

DEPARTMENT OF HEALTH AND HUMAN SERVICES

By October 1, 1997, define and clarify new law. lIssue guidelines or regulations

“consistent with the new law to states to gulde them as they implement their programs.

This wrll clarify questlon such as:

° What is a g:enerally avarlab’le” state employee health plan?

o | Does the mfrst pOLpular HMO fncluofe those with state or Federa! ‘e.mployees?

o ‘What does “;well-chilif care” mean?i' “

° How should Esrates an?d the Federal government develop and review the actuarial

memoran'doh? that states will use in the pr’ogram?

1 l
l

Set up systems to revrew programs oversee payment and collect and disseminate
_ states’ annual reports :

:

STATES

o - Make e!rgrblllty the seme as that for the School Lunch program ]

s ;-.Coordmate the newi program thh exrstrng coverage optron ;

By October 1, develop program plan.

Target uninsured chrldren Examples include:

(
i

o Deve/op programs in commumttes wrth few employers who offer coverage
) Establish pr?gram for chrldren who age out of Med:caxd
o Use unempioyment off ices to tagpht/dren whose parents are between jobs.

i
Set up good systems for covenng for chi lclren l’hey could, for example .

° Develop specrai networks with chridren s hospitals -

o~ Ask the nat:on S leadmg insurers to partrcrpate
.’ *I B i

' Develop efﬁcrent outreach and enrollment processes They could for example

o - Coordinate elrgrb:l’:ty workers w:th new program and Medrcald

They ooulcl ‘ r examplei%

1,

; o h Allow only chrldren wrthout access to employer-based :nsurance to pammpate

o Have an- automatlc enrof!ment process for ohrldren who show up for the new
program buz‘) are actuaify eirg:ble for Medicaid. .

N + N h + .
| : K . . |
. . R . ° 1 t ‘ .
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I Outreaoh.: fhere sieen;;s to;bé cons‘iderable‘interes‘t ernOnéltoo’ndations. ‘Theyvco:ul‘d: :
o ;‘ | Develop sclaool based n"lethods to educatron fammes about msurance opt/ons
- 'such as enl:strng the: xPTA or sendmg brochures on :nsurance optfons home with -
ch:lo’ren . . : . |
o 'S.DOnso'r publio med/e ‘oarnparéns)ebont-ol)‘tioné,aAvailable to states. o N
. R “‘Wor‘k with states t]o develoo planS' i T o
| P Packard Fo mdatlon may creat'e'e clearmghouse for implerneetat?on ideas
o ( Alpha Center and the Roben‘ Wood Johnson Foundat:on could share the:r
. expenence m encouragmg mnovatlve programs in states ltke Florlda
4 -A . ' Momtor state actlvmes Foundatlons are ina good oos;tlon to research the new
p programs They could: e } e N i -
, : o ) Sponsor specral sorvey on‘eeterled health mserance coverage m the states .
. ; 0 | Track and rr‘apon‘ on tnsurance trends in stetes | )
o CHILDREN’S GROUPS = P o
. j‘ Encourage states to \cover ;a‘ W|de ran.ge of chlldren ancl benef' ts . ‘ ‘ - l‘\
o . Prowde lnfo rmation and»exemples of why benef ts: lzke vision aed heanng are \
'importent”to ch;ldren - ' :
- 0". Identzfy good state eneolovee hea/th plans end encourage states to prck them
b e ! Ensure that adequate quahty prov:stons are put m place For example they could:'f
s e Develop a, deta bank on states qualrty programs e .
- “ Outreach j‘ 5 1 L Lo ﬂ L -. . IR
. .-9 | Use volunteer networlrs tor go to places lxlcely to have unmsured ch//dren to help

them enroll»

‘ fhenr parttcular state!

ce ~'Ensure t;mely, coordmated plannmg stage by encouragmg coordmatron among key
. plays such as the Secretanes of DHHS, Labor,-and Educatlon Governors state
Iegnslature representatwes provrders. and chndren $ groups '

|
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- December 27, 19%¢ . . C Lo f(i}){J\EY[(}[\.

Tk

vnaar'Bbb?"

R While ‘we cculd not achiev: broad baaed agreement on ' a haaleh
" reform initlative last yeay¥, there can be little disagreement
‘that we atill face the enormous problems of increasing heslth
care castsa. and decreaﬂing coverage. We nead to confront theaé..
problems on a bipartican baasig and address the Lnaecuritiee that
‘ too many nmericans ‘have about their health care. I am uriting
'_'to reiterate my'ntrong deeira ‘to work with you in- thie Tegaxd.

f remain firmly commitbcd to pwoviding insurance: coversage. tor
every Amarican jand contalning health care coats for families,
businesges, and Federial, State, and local governments. In the .
upcoming sessicn of Cbngresa, we can and should work together to
- take the fivet Gtaps toward achicviug thege goale. We can pass -
legislation that includee meagures to addrecs the unfairnees i
the. ingurance markcc /make .coverage more affordable for working:
- ‘families and children. agsure quality and efficiency in the -
 Medicavre and ucdicaidxprogramn. and reduco thq long-torm Fedarnl
'”d.fiCit ’ ) { [‘ . ; o

b We look forward to talking uith you in thu upcoming wueks

© asbout a hipartiaau effort to daliver hmalth care reform to the

American puhlic. Killaxry and 1 nend our best wiuhoa for a uuta
- and happy holiday aeaacn R , , .

Bincarely.- .

- : 5 A
*‘J\QNf:‘?i}«@:~’b'"

The Honortble Robert Dolc
o United States. Scnate # I
e Waehington, D.C.
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Presndent Continues to Flght to Expand Health Care Coverage for Our Natlon s Children

‘ Today, the President announced that he is comnntted to assuring that the balanced budget agreement’s
‘dren’s health plan have meanmgful beneﬁts and that it include the Senate-passed 20 cent tobacco tax wlnch
.ceases the investment for chxldren § health care from $16 billion to $24 billion. This would represent the
largest investment.in children’s health since Medicaid passed over thirty years ago. In making this
‘announcement, the President outlmed the principles he w111 use in evaluatmg children’s healt h coverage
'emerglng from the Budget Agreement . : :
. That coverage is meanmgful from checkups to surgery - chﬂdlen should get a full range of beneﬁts
to ensure that children receive the care they need to grow up strong and healthy. It cannot be a
meaningful benefit if it does not include prescription drugs, vision, hearing, and mental health coverage.
It must also ensure that fanuhes are not forced to shoulder excessive costs for their children. :
. That it supplemente not supplants coverage: these funds must be used wisely. This investment
should cover children who do not currently have insurance; it should not replace pubhc or private
money that already COVErS' bhtldren '
o , .
. That it includes revenue from the Senate-passed tobacco tax:dn an overwhelming bipartisan basis,
the Senate passed a 20 cent tobacco tax and allocated revenue from this tax for children’s health.
Including these additional revenues in the children’s health initiative will not only further reduce the
number of uninsured children, but it-will serve as a financial bamer to help prevent our children from
startmg smokxng in the ﬁrst place. . :

lay’s announcement builds on the President’s prevnous successes in strengthemng health care

erage for chlldren A ‘. T : .

« V Children and Im’munization. As the' President announced today, 90 percent or more of America's
toddlers in 1996 received the most critical doses of each of the routmely recommended vaccines --
vsurpassmg the goal set by the President in 1993.

. Children and Tobaeco The President issued guidelines to eliminate easy access to tobacco products
and to prohibit companies from advertising tobacco to kids. Each day about three thousand children
become regular smokers and 1,000 of them will die from a tobacco-related illness. According to fonner
FDA Commissioner David Kessler, the possibility of a comprehensive, public health oriented - '

" settlement with the tobacco!industry could not have come about w1thout the Pre31dent s leadership in
this area. L ‘ :

e~ Children and the Kassebaum-Kennedy Law. By signing this bill into law last year, the Pres1dent ,

helped millions of Amencan chtldren keep their health care coverage. when thelr parents lose or change
jObS . " . :;'.. L 57 i - .‘5:, SRR

env1romnental health and safety nsks to chlldren by requmng agenc1es 'to strengthen pohcles and
. improve research to protect chlldren and ensure that new regulatlons consxder special risks to children. "
o i
Chlldren and Medlcald Throughout hlS Admmlstratlon ‘the President has fought to preserve and
strengthen the Medlcald program,; its coverage of about 20 million children, makes it the largest single
insurer of childten. The Administration has partnered w;th states through Medlcald waivers to expand
coverage to hundreds of thousands of chlldren

b
|
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, Improvmg Health Care for Our Chddren A

S

’,:}Increased clnldhooc i
Ce ’,vfrmmumzanon 1mt1at1ve expands mmumty-based educanonal efforts and ' mak
L j.-vaccmes more’ aﬁ‘ordable In 995 fully 75 percent of two—year olds were imr

: "ahtstonch.lgh . e et S

l
{

© PRESIDENT BILL CLINTON STRENGTHENING AMERICA S
e HEALTH CARE SYSTEM ‘ :

Protectmg and Strengktemng Ti he Naizon s Heaitk Care System '

‘ K&J‘J&vn- kcmul\ ‘ '
Enacted them health i insurance. reforms that will beneﬁt as

many as 25 million Ameneans This law will enable 1nd1v1duais to keep their health..

.- INSurance coverage when they change jobs.: ‘Workers W1ll no longer fear. losmg their
' health insurance if they ora fannly member have a pre-existing conditions. - This law also :

includes several other key prov151ons that ‘will: ensure that Americans can renew their -

‘_ _health care coverage guarantee access to health care for small husmesses strengthen »
efforts to combat health care fraud, waste and abuse : : B

l

| . Strengthened ;Med icare Trust Fund The Presrdent S 1993 economlc package meluded a
- policy and s‘"’tructnraI changes that extended the life of the Trust F und hy three years S
‘ (whrch were: enacted W1thout one Repuhhcan vote) L :

: , L ‘, ,
Protected the Methcald guarantee for clnldren, elderly, pregnant women, and
people with dlsabll‘ttxes The President vetoed the Republlcan s proposal to block grant
the Medicaid | program, guaranteemg health care coverage or benefits to 37 million
beneﬁ(:larles The. Presrdent also presided over the. approval of 12 Medlcald wawers to »

cover 22 rnllhon prev1ously umnsured Arnerxcans

- l
l‘

Establlshed protectlons for mothers and thenr newborns Today, some health plans |
" refuse to pay for anythmg more than a 24-hour hosp1tal stay, and somie recommend

releasing mothers as few as§ hours after delivery. The President signed 1 into law

o common sense leglslatlon that requlres health plans to: allow new mothers to: remain in -

the hospttal for at least 48 hours followmg most normal dehverles and 96 hours after a
1 .

i'Caesarean sectlon L o

¢ s

e Slgned mto law mental health panty provnsnons The Pre51dent sxgned mto law

legislation to proh1b1t health plans from estahhshmg separate hfetlme and annual lnmts

' ,for mental health coxllerage S

5 0 an histore high. The President

SO A S PR,
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'drug a531stance programs that Vhelp‘patlents buy ne‘ protease inhibitor drugs, and

Protected kids frorfa tobacco products and advertising. Each day about three million
children become regulal smokers and 1,000 of them will die from a tobacco-related-
illness. - To reduce thrs trend, the President issued guidelines to eliminate easy access to
tobacco products and to prohibit companies from advertising tobacco to kids. According

to former FDA Comm15310ner David Kessler, the possibility of a comprehensive, public
health oriented. settlement with the tobacco industry could not have come about without "

the Pres1dent s leadershlp n thls area.

Funds Full Partncrpatlon in Women, Infants, and Children (WIC). WIC provrdes
nutritional asswtance numtlon education and counseling, health and immunization

referrals, and prenatal care to those who would otherwise not get it. WIC participation has

grown by 25% over the last four years-and will serve 7 5 million by 1998, fulﬁllmg the

' Pre31dent s goal of full pam(:lpanon

_ ’Enacted laws to prevent and punish handgun violenee. qught for the Brady Bill,
~ which has already prevented more than 60,000 fugitives, felons, and criminals from
buying handguns. The President expanded this bill to prevent individuals who commit

acts of domestic v1olenee from buying guns. Banned 19 of the deadliest assault weapons
and stopped efforts to repeal the assault weapons ban. Every.year at least 39, 000 people
die and 100 000 are treated in; emergency rooms from gun vxolence

Helped Vletnam veterans whose children were born w1th spma bifida. The Presrdent

- signed legislation to provide health care and rehabilitative training for children of

Vietnam veterans who are born with spina bifida. The legislation will help thousands of
children whose birth defects may be a result of their fathers’ or mothers’ service.to our
country. - o ‘

i
v .

- Important In vé&iments in Health Re&earch

|
I

Increased mvestment in bromedlcal research at the Naﬂonal Instltute of Health
(NIH) by an 1mpresswe 16 percent. Funding for breast cancer research at NIH has
increased by 76 percent and support for AIDS research funding has mcreased by 25

‘percent. : i

Increased fundmg for AJDS research prevention,’ housmg, and treatment. In the
Presrdent s first term, he has presxded over a 56 percent increase in spendmg on programsr
for people hvmg w1th AIDS including: the Ryan White Care Act, research, State AIDS

provrdes housmg ass1stance‘for (

65 000 people




Making Healtli Care Moré Ejﬁcient

}

* Re&uced regulatmns The Vlce President’s reinventing government initiative has
resulted in the ehmmatlon of 1, ,600 pages of regulatlons in the Department of Health and,
Human Services, a 23 percent reduction.

* Expedited the FDA review and approval of new drug products. Under the
President’s watch, [!JS drug approvals are now as fast or faster than any other
industrialized nation. Average drug approval times have dropped since the beginning of
the Administration from almost three years to just over one year. In 1997, virtually all
breakthrough drugs will be approved within six months without compromxsmg safety -
standards. :

I;\Q,(mhz( (~ ‘&bLMJ Rodsy f—

Improving and Strenglz'tening Our Medicare and Medicaid Program '

. Extending the life 6f the Medicare Trust Fund for at least a decade. The President
fought to-ensure that the Budget Agreement -- which included $115 billion in Medicare
savings -- extended the hfe of the Medicare Trust Fund for at least a decade.

: . .

. Modernizing Medicare and providing more ¢ choices. The President s Medicare plan
would increase the choices of plans for beneficiaries by adding a Medicare preferred
provider organization option,: a Provider Sponsored Organization (PSO) option, and-
HMOs with a pomt—of—serwce option. It also includes “competitive bidding” initiatives
that will make Medicare a more prudent and effective purchaser of health care services.
The President is working to ensure that these new chmces are in the final budget
agreement. |

: S b ‘

. Adding new preveﬁtive benefits for Medicare beneficiaries. The Président’s Medicare

proposal added preventive benefits by providing for: full coverage of mammography ,
screening, a colorect:al screening benefit, diabetes case management, and preventive
injections for pneumonia, influenza, and hepatitis B. The final proposal that came out of
'House did not include copays for mammographies. We are working to ensure that the
final agreement includes all of thesc new benefits. :

-« " Giving states more |ﬂex1bllity to admmlster Medlcald The. Pre51dent s Medlcmd

o tow. . proposal will ehmmate the burdensome ‘waiver process for both managed care and- home- o

e T and commumty-based care’ alternatlves to mstltutlonallzatlon It will preserve the - '
guarantee of Medlcald and also make it easier to extend health care coverage '

-‘=;-1: o
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Improvmg Health Care for Our Ck:ldren
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ce Extendmg health care ¢ erage for mlllmns ef umnsured cluldren The Pleszdent has,

fought to make sure thatextending health care coverage to millions of uninsuréd chxldren o

is a top priority in any Balanced budget deal. The President made sure that the Budget

- Agreement included billion to provide meaningful health care coverage (0 uninsured
children. The. President - supportg’allocatmg revenue from tobacco tax to allocate .
additional Federal support for children’s health. :

«  Outlining prineiplLs to use to evaluate children’s health initiatives emerging from
the Budget Agreement The President is committed to making sure that any investment
_in children’s health icare meets three prmmples (1) that coverage is meaningful: from
“checkups to surgery -- children should get the care they need to grow up strong and -
‘healthy; (2) that coverage is. targeted through grant programs and Medicaid, this
mnvestment should cover as many uninsured children as possible; and (3) that this -
investment supplements not supplants coverage: this investment should cover children
who do not currently have i msurance -- rather than replace publlc or private money that
- already covers children.
CM,&&L&AMIL%
Makmg New Strides in Healtk Care, Wh de Providing Americans With Adequate Protectzo:zs

!

. Protectmg Amerlcans from dlserlmmatmn by health based on their genetlc
information. The great strides that scientists are making in their understanding of
genetic predlsp031t10ns for diseases. open the door for possible misuse. Specifically,

insurance companies may attempt to use this information to raise premiums or deny ,
coverage to Amemcans Studies show that a leading reason many women are unwilling to
be tested for the genetic predisposition for breast cancer is because they fear that their
insurance will be dropped if they test positive. Last year, the President signed the -
Kennedy-Kassebaum law, which prevents health plans from excluding an individual from -
group coverage because of genetlc information. This year the President is calling for

" further legislation that extends these protections to consumers in the individual market,
prohibits raising premiums m individual and group markets because of genetic -
mformatlon, and prevents health plans from dlselosmg any genetic mformatlon.

.« Challengmg the selentlﬁc commumty to find an AIDS vaccine in the next decade.
President Clinton challenged the nation to commit itself to the goal of developing an .
AIDS vaccine thhm the next ten years. - To help fulfill this commitment, the President is

~bringing nations together to invest in this commitment (all of the nations at the G-8
agreed to increase their commmnent) dedicating a research center for AIDS vaceine

-~ research at the National Institutes of Health (NIH), and reaching out to scientists,

A pharmaceut1cal comtpames and patient advocates to maximize the mvolvement of both
‘the - private and pubhc sectors in the development of an 'AIDS vaccine. The Pres1dent has’
already taken steps to enhance the pOSSlblhty of developmg an AIDS vaccine by
increasing fundmg for NIH vaccme research and development over 33 percent in the last

two years. S
B
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STATE CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)
. IMPLEMENTATION UPDATE
September 30, 1997
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| FEDERAL GOVERNMENT UPDATE

Organization within the Administration. Since the Balanced Budget Act (BBA) was signed
less than six weeks ago, almost all of the Administration’s activity has focusedonthe
interpreting the law and setting up the systems necessary to administer it. The children’s
program will be administered jointly by the Health Care Financing Administration (HCFA) and
~ the Public Health Serviceé Health Resources and Services Administration. The lead
organization with the Center for Medicaid and State Operations (CMSO formerly the Medicaid
Bureau) within HCFA. ‘
Public Information. Thére have been several releases of mfermaﬁon since the bill was passed
The first of these was a letter sent on August 27 to state officials: This letter from Sally
Richardson, director of HCFA’s CMSO informed the states of the organization of the program at
HHS, its basic parameters and a summary of the statute. On September 10, the Federal Reglster
contained a notice descr;bmg the states. preliminary allotments from the over $4 billion”
appropriation for fiscal year 1998. A set of questions and answers on some of the most
frequently asked qUCStIODS was distributed on September l1toa Nat10na1 Govemors
Association meeting and to advocacy groups. A “state plan template” or guxde on the minimum
- requirements for a state children’s health insurance plan was sent out on September 15. And, on
October 1 a second set of questions and answers wﬂl be d1str1buted All documents can be found
on the Internet; www. hcfa gov. - : o
Outreach to States and Cmups Three types of meetings have been. happemng The firsti isa
_series of regular meetings iwith Congressmnal staff, state officials, advocacy groups, and
 beneficiary groups. Theseloccur on:a weekly or monthly basm (depénding on the group)
primarily with HHS staff '
Second, each‘of the ptiblic: information releases to date have been accompanied by meetings with
major groups in order to explain them and answer questions. White House staff have attended
some of these meetings. |
Third, there have been one-time meetmgs wnh certain groups like foundamons and prov1der '
groups to explam our plans and dxscuss the;rs :
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b STATES UPDATE

! -
The following table summarizes the activities state-by-state. In addition, a preliminary draft
survey by the National Academy for State Health Pohcy, found in 30 states responding to date:

(o W)

. 9 states are only cpn51der1ng a Medlcald-only expansion, ' ba A b
. 10 states are only considering a new program (non-Medicaid); and
. 10 states are consider both.

And, 19 of the 30 states \»i’ill require that children be uninsured for some time period prior to
coverage in CHIP to limit “crowd out” (most others are undecided). :

STATE ACTIVITIES UPDATE

Alabama ‘ After a contentmus SpCClal legislative session, $5 million was budgeted for health: w1th a
contlngent $10 million if revenues are sufficient. Despite Governor’s original objections
to fundmg it this year, F. James signed the budget on 9/23. Task force called the
Children’s Health Insurance Program Commission will submit a proposal to the state
legislature in January. Initial plan suggests that the state may expand Medicaid to all
chlldren to poverty, beginning in-2/98. v ,

|| Alaska  © Lnformal working group has been meeting; expectéd to meet with the Governor on
: October 3 to-discuss their proposal.. Govemor appears to want to expand to 200% of
: pover’ty by the end of 1998.
Arizona New Govemor has stated that gettmg a children’s health program going soon 1s a pnorlty

but no immediate plans.

|| Arkansas , . , Debatmg whother to count 1115 Medicaid \a}aivef; approved in August for children up to
200% of poverty, as a new program.

California .| “Healthy Families” plan passed by state legislature on 9/13/97. Expands Medicaid to

, 100%*01’ poverty for all children and creates a new program for children 100 to 200% of
poverty ‘that has fairly comprehensive benefits offers coverage through group purchasmg
coop or emp]oyers Governor will likely sign this into law. .

Colorado | State has funds to begin program may build on an existing program that buys children up

| -| to 185% of poverty mto family group coverage Preliminary expansion may begin in
,January

‘Connecticut _ ‘ , Repubhcan Govemor proposed plan 9/11; may calla spec1al session in October or

‘November with an expected start date of January 1 (more llkely to be next summer)

| Combined Medicaid and new program. Democratic legislature has similar program.

| Builds on a Medicaid outreach effort funded earlier this year. State already covers up to
185% of poverty through Medicaid; may seek a ‘waiver to go to 285% of poverty

'*Déléworé - B Governor s office is lookmg at new program optlons, nothmg deﬁnmve

b
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ACTIVITIES UPDATE

Florida Probdbly will expand the Healthy Kids program; the state has an 1115 Medicaid and kids -
proposal in at HCFA. Although the Healthy Kids benefits are allowed in the statute, its
cost sharing is not; the state wants an 1115 Medicaid to waive it. The state legislature
meets in April to decide.. Tobacco settlement money may be used as the state
contrlbutlon .

Georgia Health Policy Center at Georgxa State University is planmng Looking at both new
programs and Medicaid; if Medicaid. Legislature meets in January; expect
implementation in July (sooner if Medicaid expansion). :

Hawaii Intere%ted in expanding its 1115 Medicaid waiver.

1 Idaho Govemor wants a small expansion to 140/150% of poverty since he does not need to go
, through the state legislature for this. Could start in 10/97.

llinois | Looking at Medicaid optxons, butin a prehmmary planning stage.

Indiana ; |

Towa | Task Iforce to present options to governor by 12/1/97; echct to introduce a bill Tby .

‘ January and implement by 10/1/98. Nine public forums are planned.in October to get
“input.; Earlier in the year, the state had another task force and created a children’s health
trust fund .
|| Kansas Two planning groups (Insufance Department and Department of Social and .
‘ Rehabilitation Serv1ces) to report to Governor and state leglslature in 1/98

Kentucky Set up work group, consxdermg a range of options, including unplementmg / expandmg
their 1115 Medncald waiver; however, may not begin in 1998. -

Louisiana Goveﬁnor-appomted task force hoping to implement in 1998.

Maine Governor & state legislature-appointed Maine Commission on Children’s Health Care.

In 3 months, will make recommendations on how to cover children. The state already has
sufﬁcxent state share fundmg reserved. :
.|| Maryland - .Lookmg at both new program and Medlcaid»optionS' preliminal'y stage..

Massachusetts Has a l 115 Medicaid waiver that it wants to expand to 200% of poverty, possibly
begmnmg this fall. ‘

Mlchlgan V . 3 o ‘

anesota State already covers chlldren up to 275% of poverty, wants a waiver to cover chlldren at -

: current levels (e.g., outreach) or create a new program :
o l Mis’siﬁsippi : » ' _
L MISSOUI‘I TR .Submltted an amended Medicaid 1 1 15 wawer in August that combines kids with adults. '
PR S L Would essentlally expand Medicaid to 200% of poverty.- Amended the 1115 Medicaid
- ,walvex" on 9/26. ane not submitted an official state plan. Expect to nnplement in7/98.
“| Montana Child Health Insurance Grnup set up to give recommendations. Lnoki_ng at combination
‘ of a new program and Medicaid. New program could be implemented in 4/98. ' '
, Nebraska | ' »

State \fy'orking group will give recommendations to Governor.

y
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STATE

ACTIVITIES UPDATE

Nevada

New i program bemg planned for i 1mp lementation.in 4/98.

New Hampshire

Still'i m a formative stage.

New Jersey

Govemor introduced plan 9/24 to expand Medicaid to children up to 18 up to 133% of
poverty, with a new state program for children up to 200% of poverty. Expected to begin
Medlcald expansion in January or February. Qutreach through schools, Scout groups,

: Head Start programs, child-care agencies, and other community organizations.

Néw Mexico

May expand 1115 Medicaid waiver to 235% of poverty for children up to age 5 andto’
185% of poverty for children 5-17 years old. Planning to implement in 3/98.

‘New York

Bt Likel!y‘to expand its Child Health Plus program; no immediate plans.

North Carolina

Task force staf’fed by UNC expects to have a proposal by late October. Debate over
Medlcald versus new program. Expect decisions, ‘new program by the Sprmg

North Dakota
Ohio State already planning on Medicaid expansion to 150% of poverty on 1/1/98. May
expand more through a new program in 4/98.
Oklahoma Planning a Medlcald expansion to 150% of poverty, new program to 200% of poverty,-
: 1 for Sprmg, 1998.
Oregon Likely to build on existing 1115 Medicaid ﬁrogram and a'recéntly passed state subsidy
_program for low-income families. Its Medicaid expansion will begin in 1/98; its state
program requires a waiver since they want to use children’s health subsidies to purchase
" family policies. Its first public hearing is scheduled for 10/21/97. .
Penhsylvania ' Budg{et issues: the Governor is reluctant to irlcrease state spending since they recently
: mcreased their cigarette tax to expand their’ Chlldren s Health Insurance Program.
Rhode Island | |

South Caroylin‘a

State paSsed Medicaid expansion over the summer, will cover children up to 19 to 150%

of poverty through Medicaid on October 1. Simple mail-in applicationis distributed

South Dakoﬁa

| through schools, '_doctors’-ofﬁceé, neighborhood pharmacies, and hospitals.

Tennessee - ’ Wants to receive enhanced match for children covered i in its 1115 Medicaid waiver as of
’ ‘ Aprll 1 (prxor to the date allowed under law)

Texas aE Consndermg 1115 Medlcald'wal'ver and?/ or new:progmm' a

Utah . Plannmg on bulldmg on State insurance program Benefits actuarially equivalent to

Pub hc Employees Health Plan for state workers.: Expectmg abill by 12/1/97 and .

A ] nnplement in April. State share is expected to be Medlcard savings from managed caré

pendmg 1115 approval; causing some controversy in Utah

Vermont

o Wants‘to expand 1115 Medlcald walv'er t0’275 /300% of vaér'ty

|| Virginia

Prehmmary dlscusswns suggest a combined Medlcald ané new state program May have

plan by January, unplement by July

i




STATE
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Washington

_ State ‘already covers children up to 200% of poverty. They want to be able to access the
| allotment for newly.covered children below 200% of poverty because the state legislature

does not want to expand higher. Senators Gorton and Murray tried to allow through an
amendment to the HHS-Labor appropriations bill but withdrew it due to strong
oppomtxon May look foran 1115 to do this.

West Virginia

- State is concerned about state share. Would consider Medxcald 1f it could get an 1115

Medicaid waiver for benefits (prehmmary)

Wisconsin

| Want 1115 Medicaid waiver to implement Badger Care to cover adults as well as kids.

Expe?ted implementation in 7/98. However, not approved by state Senate which wants
Medlcand expansion. :

Wyoming

Work’ group to plan for legislative session in February. Looking at new W prograrm with
implementation in 7 to 10/ 98.

!




e GROUPS UPDATE
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Currently, many of the Children’s Health Agencies primarily focus is on distributing
information to members. Followmg isa summary of the most active chlldren s health groups
and their activities.

§

American Academy of Pedlatrlcs (AAP)

Developed summary materials for distribution to Chapter leadership and relevant AAP
Committees. Chapter leadership has been requested to contact their Govern01 s Office so
that they may be mvolved in-decision makmg

Presented information on SCHIP at a meeting of all AAP Chapter leaders.

1
Continued meetmgs of the Children’s Health Groups so that members can discuss and

share mformatton on implementation issues.

Plan to‘develop a presentation for AAP Fellows at the AAP Annual Meeting November
1-5, 1997, in New Orleans.
l

American ﬂgspltal Assomatlon (AHA)

"Medlcald

Developed website which discusses Children Health Implementatlon Leglslatlon as well
as information proylded by the Health Care Financing Admlmstratlon

‘Hosted a series of conference calls with state and metropohtan assomatrons sharing

information and encourage 1nvolvement

!

| Plan to host a November 19, 1997, educatlonal conference in Washmgton D.C. which

will include representatives from all fifty states. ,

I

Plan to work with AHA’ S budget to include more outreach materials concerning

l
!
r

L

- Families USA

Organized conference ¢all with HCFA and Nat10nal Association of Chlldren s Hospitals
which attracted roughly 130 callers who shared mformatton :

!

o Plan to develop materlals and mailing lists to share w1th other groups what others are
: domg on Chxldren 'S Health Implementatlon S : ‘

Plan to host speakers to educate members about Chlldren s Health Implementanon ideas.

!
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American Medical Asso<31at10n (AMA)

+  Planto work w1thlstate medical societies to distribute mformatlon to the physmans
March of Dimes '
. Co-sponsored a ferum in Columbus, Ohio, with the Healthcare Leadership Council for

‘policy makers (busmess leaders, governors, etc.) and hope to continue more of these
* forums which emRhamze Children’s Health Implementation.

«  Plantohosta voluntee_r leadership conference with over 800 people in attendance
in which members are being encouraged to get appointed to task forces.

t

e Workwith HHS te host regional meetings on Children’s Health Implementation.

National Association of Ch11dren S Hospltal
. Co-sponsored a serles of conference calls with Families USA in which the HFCA staff

was able to brief members about Children’s Health Implementation.
. ~ Produced questlen and answer summanes for members, paymg partleular attentlon to the
' 1ssue of children’s|health insurance.
! , . : .
. . Preparing for thelr| annual conferenee in two weeks where multiple sessions which will
address Chxldren s Health Implementation.

Washmgton Business Groug on Health
. Interested in dlstnbutmg mformatlon to employers to encourage them to continue

coverage. - }
!
|
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UPCOMING MEETINGS

~ October
1 Effective date of new;program
- Congressional tobacco meeting (President)
HHS meets with Coal mon on Healthy Communities / Healthy Cmes

6 Children’s health day First Lady will speak toa breakfast with children’s groups; w1ll address the topic at
the climate change conference

6-7 NGA executive comnjittee meeting in Columbus, OH; to focus on children’s health
7 National Education Aésociation meeting (DC)

9 National Commlsmon on Partnershlps for Chlldren s Health (Sha]ala)
Mld-October

Letter to states describing state child health plan approval process

Letter to states about payment process

Letter to states about filing a Medicaid plan amendment if choosing Medicaid option ,
HHS report on ways that states have limited “crowd out” or substitution of public for private coverage

.- i :
20 Center on Budget and!Policy Priorities meeting (DC)

2629 APWA: Nat’] Association of State Medicaid Directors’ annual meeting'(Alexandr‘ia, VA)

31 American Associationz of Medical Colleges annual meeting (DC)
November l
1-5 Amerlcan Academy of Pedlamcs annual meetmg (New Orleans)
-4 Washington Business Group on Health Board of Directors (DC) (possible Shalala, DeParle)

5-7 National Council of State Legislators meeting (DC); (possible First Lady)

9-13 American Public Health Association meeting (Indlanapohs) (possible VP)
December ; ‘
4:7 Natlonal League of Cmes annual meetmg (Phlladelphxa)

6 = AMA armual meetmg (Dallas)

January =
22-24  Families USA annual meenng (DC) Want President or Vlce PreStdent

314 AHA annual meetmg (DC)
i June’ ' o v : T,
HHS to release payment issues guxdance T
S HHS to release guxdan‘ce on states’ annual repots '

-14-17  AAHP annual meeting (Boston) '

26-30 Amencan Nurses Assocnatlon annual meeting .
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