
(.!J~.'DEPARTMENT OF ,~EALTH ~ HU.MAN SERVICES Health Care Financing Admir .Istration 
, I' ..~,"v,.. - '. .f. .." i" '. . .' . , 

. Washington D.C. 20201 .,.. 0001I . : 
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I 
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.Attached·foryour~evi~J and comment, as well as assistan~, is a draft ~f the 'model application template 
· .and instru~tions ~t arejbeing dev~loped to assist states in submitting a child health plan under Title XXI 
· of the SOCial Secunty Act. .. :. , . " '. I' . . 

, :.... . . ~ '.', 

This draft model application template outlines the types of information that are iikely to be included in the 
state child health plan reQuired under Title XXI. .It has been designed to reflect many of the requirements 
that will be necessary for state pl$ under Title XXI. It is not intended to be cOmprehensive or final. We 
provide it for preliminary guidan~ as well as to solicitaddltional. information from states and other 
interested parties on-the ~ppropria~e content. . . •.... '.' . . . 

The Departmi:mt ofHeal~ and H~ Services will co~tinu~ to wo~k coUaboratively with states and other 
interested parties to proJide specific.guidance in key areas like benefits definitions, maintenance of effort 
provisions, collection of:b~eline data, and methods for preventing substitUtion ofnew Federal funds for 
existing state and private funds.' As such guidance'becomes available, the model application template will 
be revised and finalized.! y.;e will work todistribute it .in a timely fashion to provide assistance as states 

. submit their state plans: I .. . . . I 
·As~istance from the states,. advocates an~ other interested parties, in. the f~rm of comments. and input on the 
attached dOCuments, is ~reatly apP,reciarep and all suggestions will ,be taken into consideration. . 

. . . 1 . - '.. .,: '. . .'. .... . . . . . 
Please note that wider tIie law, a state must, have an approved state plan for a fiscal year in order to receive 
an allotment that year: In order for the Department to determine allotments for FY 98, state plan' . 
applications'should be shbmitted as soon'as possible. The length of time from submission to approval will 
vary depending upon thJ quality of the plan and the extentto which requirements under the law are met. 
We cannot guarantee ~t 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)i will be ~Je to approve it, 3:lld the sooner ~tates wil.1 hav~ access to their. . '. 
allotments.,For States with approyed plans, the,allotment under Title XXI IS aVailable for up tothree 
years. !, , ' 

Comments .on the templlte maytxi submitted to the ~CFA atthe following address: 
,j I' .I 

Center for Medicaid and State Operations 
. Health Care Financing Administration' . 

7500 Security Blvd . 
Baltimore, Maryland 21244 
Attn: Family.& Children's Health·Programs Group 
.1. Mail Stop':' C4-14-16 

We hope that you find tpis info~tion helpful in the deve[opmentofthe state Children's Health·Insurance 

Program. If you need further.assistana:; or have questions regarding this information, please contact your 

HCFA regional office dr Rick:Fe~ton in HCFA's Family and Children's Health·Programs Group at 410
786-5920. ',.1 i 
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, INSTRUCTIONS FOR COMPLETING 

, The :Qraft Model Application Template for 

! -, . . 

, State Child Health Plan Under Title XXI of the Social Security Act 
;, State ~hildr(m's Health Insu,rance rrogram 
, I ' 

i ,.,,-,,-, ; " " . , '- .' , . 


Preamble. This draft £;nodel ap~lication template outlines the types of iflrormation that are likely 
to be iJIcluded in the st*te child health plan required under Title XXI. It has been designed to 
reflect many of the reqt;Iirements,that will-b,e necessary for state plans under Title XXI. It is not 
intended to be ~ompre~ensive or: final. We provide it for prelilninary guidance as well as to solicit 
additional information from states' and other interested parties on the appropriate content. ' 

The Departnient orJIb and Human Services will 'continue .to work oollaboratively with states 
and other interested Pafties to provide specific guidance in key areas like benefits definitions, 
maintenance ofeffort p;rovisionsi collection ofbaselilJ" ~:~t:!, and methods for preventing 
substitution of new Feqeral funds for existingsiate and private funds.• As such guidance becomes 
available, the model application template will be revised and finalized. We will work to distribute 
it in a timely fashion tolprovide assistance as states submit their state plans. 

, I , 'I, ' 

Disclosure. According to the Paperwork Reduction Act of 1995, no persOns are required 
to respond to a collection of u,iformation Uliless it diSplays a valid OMB control number. 
The. valid OMB cobttal number for this information collection is 0938-0707. The time 
required,to comPleteithis information collection is estimated'to average 160 hours (or , 
minutes) per respon~, including the time to review instructions, search existing data 
resOurces, gather theldata needed, and complete and review tlie, information collection." 
H you have any, co~entS concerning the accuracy of the time estimate(s) or suggestions 
for ioiproving this fo6o, please write to: HCF A, P.O. Box 26684~ Baltimore, Maryland 

;, 1 , ' • 

21207 and to the Otlice of the Information and Regulatory Affairs, Office of 
Man~ment and Bu.~get, Washington, D.C. 20503. ' , . 

, I' . . , 
Introduction. The pu'rpose ofthe new State Children's Health Insurance Program (Title xXI) is 
to provide Feder81 ma(ching,funds to, ,states to enable'them to initiate and expand coverage to 
uninsured, low-income children in an effective and efficient manner that is coordinated with other 

I I,... . . 
sources of health benefits cover~ge for children. States are able to use TitIeXXI funds for: (1) 
obtaining health benefit coverage; (2) expanding Medicaid coverage, or (3) it combination ofboth. 

, I ' 
I 
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j{eguirement to Submit a State Plan. In order to be eligible for payment under this new 
legislation, each state ~ust submit a Title XXI plan for approval by th~ 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 c~verage through Title XXI, it must submit a Medicaid plan amendment for 
an eligibility expansion in addition to submitting a state plan for Title XXI. The Title XXI plan 
should encompass all df the child health assistance being provided using. Title XXI funding. The 
Department will be wqrking with states to facilitate and expedite the application and approval 
process. ! 

, 
.Any items that require;a descriptioI:l may be addressed in the form ofan attachment or in the space 
'provided. It is expect~ that any attachments will be brief and limited to one page, unless more 
space is needed for an accurate description. 

The application templa~e includ~s the following sectiol)s. 
1. General "Descriptioq and Purpose of the State Child Health Plans 
2. General Backgrounp and Description of State Approach to Child Heatth Coverage 
3. General Contents of State Child Health Plan 
4. Eligibility Standards and Methodology 
5. Outreach and Cooraination 
6. Coverage Requirerrtents for Childr~n's Health Insurance 
7. Quality and Appropriateness ·of Care 
8. Cost Sharing and Payment 
9. Strategic Objective~ and Performance Goals for the Plan Administration 
10. Annual Reports and Evaluations . 
11. Glossary . ! ' 

Statement of Purpose. 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! application template and to facilitate completion of the template. States 
should use the instructions in conjunction with the template for guidance regarding what issues 

I 

should be addressed in the narrative sections ofthe state plan. 

With regard to Sections 9 and lOon performance goals and annual reporting requirements, we 
plan on developing national standards for performance measures, in cOnjunction with the states, 
advocacy groups, Congress, evatuators, and other interested parties, subsequent to the 
implementation ofthislegislation. We believe that, by developing national standards y.ith the. 
states, with advocates :and with others, we will insure the ability to review and evaluate the impact 
of the program in away that will be most useful to the public, while limiting the reporting burdens 
on the states, and ensuring accountability and effectiveness of State programs.. . 
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Proeram Options. A~ mentioned above, the law allows states to expand coverage for children 
through a separate chilp 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. Thi~ option for states would be available for children who do not 
qualifY for Med,icaid under state rules in effect as of April 15, 1997. Under this 
option, current Medicaid rules would apply. . 

Option. to Cre~te or Expand a Separate Proeram. States electing to use their 
available Title XXI funds to establish or expand a separate child health insurance 
program will b~ subject to new cost-sharing and benefit rules in the law. These 
states must est~blish enrollment systems that are coordinated with Medicaid 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 eligibility standards for children below the June 1, 1997 levels 
be denied acces~ to the new child health funds. 

, I ' 
Combination of Options. The new law allows states to elect to use a 
combination of the Medicaid program and a separate child health insurance 
program to incr~ase health coverage for children. For example, a state may cover 
children in families with incomes of up to 133% ofpoverty through Medicaid and . , . 
a targeted group ofchildren above that level through a separate program. For the 
children the state chooses to cover under Medicaid, the description provided under 
"Option to Exp~d Medicaid" would apply. Similarly, for children the state. 
chooses to cov~r 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 ofMedicaid ieligibility' would be required to complete Sections 1 (General 
Description),2 (General Bac~round), 5 (Outreach and Coordination), 9 (Strategic 
Objectives and Perfo~ance 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 ~endment to modifY their Title XIX state plans. These states may 
complete the first chec~-off for. ~ections 3 (General Contents of State Health Plan), 4 (Eligibility 
Standards and Methodplogy), 6 (Coverage Requirements for Children's Health Insurance), 7 
(Quality and Appropri~teness of Care), and,8 (Cost Sharing and Payment) indicatirig that the 
description of the requirements for these sections are incorporated by reference through their state 
Medicaid plans. States wishing to use a combination ofapproaches will be required to complete 
the Title XXI state plan and the necessary state plan amendment under Title XIX. 

I 
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. Completed state plans ~or Title XXI should be submitted to the Health Care Financing 

Administ{ation at the fqIlowing address: ' 


Administrator 
Health Care Financing Administration' 
7500 Security Blvd 
Baltimore, Maryland 21244 

Attn: 	 Family & Children's Health Programs Group' 
Center for Medicaid and State Operations 
Mail Stop - C4-14-16 

, I ' 	 .. 
, 	The state should submit, an original package and 10 copies. In addition, state plan amendments 

for Medicaid expansion~ should also be sent to this address. Plans may be submitted on computer 
disk, formatted using WordPerfect 6.1. An electronic version of the model application template 
can be obtained by contacting HCFA. The template ,:;~d instructions are viewable on the HCFA 
website (Http://www.hcfa.gov). Questions regarding this process may be submitted to the Family 
& 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 Administrators 

.Regional Office Administrator Address 


I 

i 


I ' 
Atlanta Rose Crum Johnson HCFA - Atlanta RO 404/331-2329 

Regional Administrator 101 Marietta Tower Rm. 701 
I Atlanta, Georgia 30323 

Boston Sidney Kaplan HCFA - Boston RO 617/565-1188 

Regional Administrator . JFK Federal Building 


Room 2325 


i Boston, MA 02203 


I 	 . 
Chicago ..I?orothy ~urke Colhns HCFA - Chicago RO ·312/886-6432 

Regional Administrator 105 W. Adams Street 
~ , ' , " 

. 15th & 16th Floors 
Chicago, IL 60603 

Dallas Ed Lessard HCFA - Dallas RO 2141767-6427 
~cting Re~onal Admin. 1200 Main Street, Ste: 2000 

Dallas, TX 75202-4348 

4 	 Version 9/12/97 
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uenver 

Kansas City 

New York 

Philadelphia' 

San Francisco 

Seattle 

I 


Mary Kay'Smith 
I 


. Regional Administrator 
<I

I . 


Joe Tilghman 
Regional Administrator 

1 


1 


Alberta Leone 

Acting Regional Admin. 


. I ' .. 
I I 


I 


I 


tJiaurice Hartman , 
Regional Admin. 

Beth Abbott 
~egional Administrator 

I I 


I 


I 


HCF A - 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 BoIling Federal Bldg. 

601 East 12th Street, Room 235 

Kansas City, MO 64106-2808 


HCF A - New York RO 212/264-4488 

26 Federal Plaza; Room 3811 

New York, NY 10278 


J.~C:::-.':" - PhiladelphiaRO 215/596-1351 

3535 Market Street, Rm. 3100 

Philadelphia, P A 19104 


HCFA - San Francisco RO 415/744-3507 

75 Hawthorne Street, 4th Floor 

San Francisco, CA 94105-3903 


Nancy Dapper HCFA - Seattle RO 206/615-2306 

~egional Administrator 2201 Sixth Ave. 


I Mail Stop RX 40 

Seattle, W A 98121-2500 


I 
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SECTION SPECIFIC INSTRUCTIONS (For attached model application template) 

, i 
! ' 	 < ' , 

Section 1. General Description and Purpose of the State Child Health Plans, 

Introduction 
An approved state child health plan is required 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 indipating that child health assistance shall be provided primarily through one of the three 
options listed in Section 2101(a)ofthe Social Security Act (the Act). 

I 
Guidance i ' 
Section 1.1. 	 Check here if child health assistance shall be provided primarily through 'the 

development ofan independent insurance program that meets the requirements of 
Section 2103, which details coverage requirements and the other applicable 
requiremt:mts ofTitle XXI. 

I ' 

I ' 


Section 1.2. 	 Check hbre if chlld health assistance sh~ll be provided primarily through providing 
expanded eligibility under the state's Medicaid program (Title XIX).

f • 	 ,. 

Section 1.3. 	 Check h~re if child health assistance shall be provided through a combination of 
both 1.1 Jand 1.2. (Coverage that meets the requirements ofTitle XXI, in 
conjunct~on with an expansion in the state's Medicaid program). 

i 
I 
I 

. I 
I 

I 
1 
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Section 2. 	 GenerallBackground and Description of State Approach to Child Health 

Coverage : " . ' ' '. 


I . 
I'. i

Introduction . .' . . .' . I" . 

This section is designed Ito solicit 'general infonnation related to, the speci8.I characteristics ofeach. 
. siate~ The infonnation ~eing sought concerns the extent and manner to which children in the state 

• 1 .• 	 • • • 

. currently have creditable health c0verage, current health state efforts to provide or obtahl' 

. creditable health coverage for un~overed children and how the plan is designed to be coordinated 
with current health insur;ance or p~blic health efforts. This infonnation will provide a health 
insurance baseline in tertns ofthe status ofthe children in a given state and the state programs 
currently in place.' . 

~ . 
'I 

Guidance I 	 . 
Section 2.1. 	 The demographic iPronnation requested in 2.1. in the fonn of an attachment can be 

usedfor~tate pl~ng and will be used strictly for informational purposes .. 
THESE WMBERS WILL NOT BE USED AS A BASIS FOR THE 

.~ . ·1 

ALLOTMENT. The numbers used to determine the allotment offunds under 
Title xxI will be th~se provided each year by theU.S.Bureau of the Census. 
'. i , . " 	 . 

. I :. 	 .' 
Factors t~at the state may consider in' the provision of this infonnation are age 
breakouts, income ,brackets, definitions of insurability, and geographic location, as 
well as r~ce and ethnicity. To the extent practicable, the state should make a . 
distinctioh betwee~ creditable coverage under public health insurance programs 
(e.g., Me~icaid and state-only child health insurance) and public-private 
partnerships, and describe its infonnation sources and the assumptions it uses for 
the develbpment of-its description. (A suggested fonnatfor describing this. ' 
infonnati~)D can be: found in Section 10 of the template). 
j' 	 . 

Sectio~ 2.2. 	 A state child health plan must include an ·overview ofcurrent efforts made by the 

state thrdugh child; related programs (e.g., Medicaid, the Maternal and Child 

Health Biock Grant, Title V, WIC, cOmmunity and migrant health centers, or 

special st~te progriuns for child health care) to provide health care services or 

obtain creditable h~alth coverage for uncovered children by. identifYing and , 

enrOUing[all unCovered children. '.. '. .' 


• 22.1. 	 Briefly describe the steps being take~ by the state to identify and 
I .enroll all uncovered children who are eligible to participate in 
. public health insurance programs (e.g., Medicaid and state-only I 

• 1 child health insuranCe): This infonnation may include a description 
./. of the state's outreach efforts through Medicaid and state-only . 

. j. programs. 

I· ' : 
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• 	
I 

\2.2.2. Briefly describe the steps being taken by the state to identify and 
e~roll all uncovered children eligible to participate in health . 
insurance programs that involve a public:-privaJe partnership. The 

: "'., 

state may also address the coordination between the public-private 
outreach and the public health programs that is occurring statewide. 

Section 2.3. 	 This itein require~ a.brief overview of how new Title XXI efforts -- particularly 
new enrbnment outreach efforts ~- will be coordinated with and improve upon . 
existingIstate efforts described in Section 2.2. 

I . '. 
I l' • 

To helplunderst~d the strategy of the state plan to accomplish the intent of Title 
XXI, states need to describe the efforts they are making to coordinate the Title 
XXI plap with th~ Medicaid program. Under Title XXI children identified as 
Medicaid-eligible are required to be enrolled in Medicaid. Therefore, the state 
should describe how its Title XXI program will closely coordinate the enrollment 
with M~dicaid. '.. . , ;;,~~.:. 

I 

I 

i 
I 

. i 

I 

I 

i 

i 

I I 

I 
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Section 3. General Contents of State Child Health' Plan ! 	 . 
j 

• I
Introduction' I. , . 


The state child health a~sistance plan'must describe the type ofchild health assistance tq be 

provided under the plJ (2102(a)(4». This section requires a description that must include both' 

proposed methods ofd~livery and proposed utilization control systems. This section should fully 

describe the delivery sy:stem oft~e Title XXI program including the proposed contracting 

standards, the proposed delivery;systems andthe plans for enrolling providers. ' 
I ' ' ,'. . 
**Note: States electing to use (unds provided under Title XXI only to provide expanded' 
eligibility' under the s~ate's M~icaid plan may check the appropriate box and proceed to 

. Section4. . 

Guidance. I . . 
Section 3~1. 	 In describing the tpethods ofdelivery of the child health assistance using Title XXI 

funds, tHe state should address the ciJ\jH;(~ffinancing the insurance products and' 
the methods for aSsuring delivery of the insurance product( s) to 
children.l These may include, but are not necessarily limited to: contracts with 
manageq health C¥e plans (including fully and partially capitated plans); contracts. 
with ind~mnity he~lth insurance plans; and other arrangements for health care, 
delivery.! The state should describe any variations based upon geography, as well 
aS,the st~te meth9ds for establishing and defining the delivery ~ystems.. 

, 	 I " 
I 

In additi~>n, states: may use up to lO'percent ofactual or estimated Federal '" ' 
,expendittires for t~rgeted low-income children to fund other forms of child pealth 
assistan~e, includipg contracts with providers for direct services; other ,health 
services ;initiatives to improve children's health; outreach expenditures; and 

. 	administrative co~ts (See 2105(a)(f», Describe which, ifany, of these methods 
will be ~sed. ' 

, , i' . 
, ExamplJ~ ofihe above may in~lude: direct contracting With school-based,health 

servicesi direct contracting,to provide enabling services; contracts with health 
centers receiving funds under section 330 ofthe Public Health Service Act; , . 
contract1s with hospitals such as those that receive disproportionate share payment 

, adjustm~nts under section 1886( d)( 5)(F) or 1923 of the Act; contracts with other , 
hospitalf;, and contracts with public health clinics receiving Title V funding. . 

IfappliJable, address how the new ~angements und~r Title :XxI will wo;k ~th 
existinglseivice d~livery methods, such as regional netWorks for chronic illness and 
disabilitY; neonatitl care units, or-early-intervention programs for at-risk infants, in' 
the delivery and utilization of services. 

I . 	 "I' 	 , 
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Section 3.2. 	 In descIibing the utilization controls under the child health assistance using Title 
XXI, note that utilization control systems are t,hose administrative 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 clini~al practice guidelines; or demand management systems (e.g., use ofan , 
800 number for after-hours and urgent care), In addition, the state should describe 
its plans for review, coordination, and implementation ofutilization controls, 
addressing both procedures and state developed standards for review, in order to 
assure th,at necess~ care is delivered in a <;:ost-effective and efficient manner. 

10 	 Version 9/12/97 
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Section 4. Eligibility! Standards and Methodology 

Introduction 
The plan must include 'a description ofthe standards used to determine the eligibility of 
targeted low-income children for child health assistance under the plan. Included on the template 
is a list of potential eliwbility standards. Please check off the standards that will be used by the 
state and provide a shqrt description of how those standards will be applied. All eligibility 
standards must be consistent with the provisions ofTitle XXI and may not discriminate on the 
basis of diagnosis. In addition, if the standards vary within the state, describe how they will be 
applied . and under what circumstances' they will be applied. 

UNote: States electi~g to use funds provided 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 in standards that will apply to the state's plan. 

4.1.1. 	 If eligibility criteria will vary based on geography within the state, check 
and explain. 

4.l.2. 	 Identify and explain the state's age standards. 
I 	 . . . 

4.1.3. 	 ldentify the state's income standards, including the definition of household 
and family income, deductions, disregards, and methods for evaluating 
family income. 

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

4.1.5. Identify the state's residency requirements. 
4 .. 1.6. Identify how disability status affects eligibility. 
4.1.7. 	 Identify how access to or coverage under other health coverage affects 

eligibility.. r 

4.1.8: Specify the duration of eligibility. . 
4.1.9. Identify and describe other standards for or affecting eligibility. 

Assurances. The state must assure that its eligibility standards do not discriminate 
on the basis ofdiagnosis; within a defined group of covered targeted low-income 
childreq, 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.:.exlsting 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 
assuranCes. 

I 

I, 
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Section 4.3. 	 Methoddlogy.. Describe the methods' ofestablishinga~d continuing eligibility and" 
enrollmeht. The description should address the procedures for applying the . 
eligibilitY, standards, the organization and infrastructure responsible for making and 
reviewing eligibilitY determinations, and the process for enrollment of individuals 
receiving covered services, whether the state uses the'same application form for 
Medicaiq and/or other p~blic benefit programs. 

r 	 . . 

Section 4.4. 	 Thissect~on addre~ses eligibility .screening and coordination with other health' 
coverag~ programs. States mustdescribe how they will, assure: 

I 	 . 
I 	 ' 

• 4.4..1.' oruy targeted low-income children are furnished child health assistance' 
I • . . . . 	 . . . 

u~der the plan; . .... 	 . 

• 	 4.4.2. c~ldreri found through the screening to be eligible for medical assistance 
under the state Medicaidplail are enrolled for assistance under such plan; . 

• 	 4.4.3. t~e insuran~e provided under t~e state child health plan 'does not substitute 
for coverage under group hiu;~~i plans; . .' . ' .' 

• 4.4.4. 	 t~e provision of child health assistance to targeted low-income children in 
the state who are Indians (as defin~ in section 4(c) of the Indian Health . 

. C;are Improvement Act, 25U.S.C. 1603(c»; and . 

• 	 4.4.5. coordination with other public and private progr~ms providing creditable . 
c~verage f()r low-income children.. '. . 

I i
I ! . 	 . 

Describe the state's eligibility screening process in a way that addresses the five assurances 
specified above. jThe stat~ should consider including in this description important· .' 
definitions, the relationship with affected Federal, state and local agencies, and other 
applicable criteri~ that will.describe the state's ability to make assurances. 

. I : '. 	 . 

i 

i 
d. 

. . 

, 
.I 
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Section 5. Outreach and Coordination 

Introduction 
This section is designe~ for the state to fully explain its outreach'and coordination activities. 
Outreach is defined in I.aw as outreach to families of children likely to be eligible for child health 
assistance under the pl~ or under other public or private health coverage programs. The purpose 
is to infonn these families of the availability of, and,to assist them in enrolling their children in ' , 	 , 

such a program. 	
' 

Guidance 

Section 5.1. 


Section 5.2. 


I 	 ' ' 
Describe how the' outreach program will be used to target children in the state who 
would bb 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 B~ock Grant, WIC, and community and migrant health centers). 

1 

Outreach and enabling services may ~....JU':,:6, but are not limited to, community 
outreach workers, out stationed eligibility workers, translation and transportation 
services; assistance ,with enrollment fonns, case management and other targeting 
activities to inform families of low-income children of the availability of the health , 
insurancf program under the plan or other Federal, state or local health assistance 
program. 

\ .• I 

This section may also include discussions of the following:
! ' 

• 	 How the outreach program ,will take advantage of the outreach strategies 
and experience of traditional safety net providers. 

• 	 Coordination of the £.utreach prograJl!.with other public and private health 
$ervices, qther social services, day care programs, and school-based or 
school-li~ed services. 

• 	 Special outreach efforts that will target families of migrants, homeless . 
children, other children with special health care needs, or those in rural or 
frontier areas. 

• 	 further ol;ltreach efforts the state will require of health plans or providers 
who receive Title XXI funds. 

Describe how children who are determined to be eligible for Medicaid or another 
state-oriIy childrep's health insurance program will be referred to and enrolled into 
that prdgram. ' , 

Describ~ how Medicaid eligibility workers will refer non-Medicaid eligible children 
to thenbwChildren's Health Insurance Program. ' 

I 

I I 
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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 6utstationed eligibility services at Federally Qualified Health Centers and 
DisproPQrtionate Share Hospitals (as required by Section 1902(a)(55) of the 
Socialstcurity Act). 

! 
;/ 
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, 	 I' , 
Section 6. ',Coverage Requirements for Children's Health Insurance 

'i' ' 
Introduction,i , ' 
Regarding the required ~cope of health i~surahce coverage in a ,~tate plan, 'the chiid health 
assistance provided mus~ 'consist ofany of the four types ofCoverage outlined in Section 21 03(a) 
(specifically, benchmark!' coverage; benchmark-equivalent coverage; existing comprehensive state

" based coverage; and/or Secretary7approvedcoverage). ' 
I ,i, ' 

Identify the ~cope ofcoJerage and benefits offered under the plan including the categories under 
which that coverage is dffered. The amount, scope, and duration of each offered service should 
be fully explained, as well as any oorresponding limitations or exclusions. ' , [i"" 	 ' 

**Note: Stateselectin~ to'use f~nds provided under Title XXI only to provide expanded' 

eligibility under the st~te's Medicaid plan maycbeck the appropriate box and proceed to 

Sec~ion 7. " " 'I,: "," . '' 

Guidance, I '," 

Section 6.1. Check aUIthatapply in terms of the coverage to be offered to eligible children: 


I 	 , 
j 	 ; • 

• ,6.1.1. Benchmark coverage is equivalent to the benefits coverage in a 
I 	 " 

benchmarkibenefit package (FEHBP-equivalent coverage, state employee 
c6verage, and/or the HMO coverage plan that has·the largest insured 
c6minerciai; ilon-Medicaid,enrollment in the state).' Ifthisbox is checked,
t, 	 ' . . 

either 6.1. 1:. L, 6.1.1.2., .or6.1.1.3. must also be checked and an attached 
dbscriptioniprovided. ' . .. " '., 

• .6.J I. 1.1. Check here if the benchmark benefit package t9 be offered 
I . by the state is the standard Blue CrossIBi1,le Shield preferred 
! provider option service benefit plan; as described in and 
! offered under Section 8903(1) ofTitle 5, United States 
!I ", ' ' Code. If checked, attach a copy of the plan. , 

• 	 6.1.1.2. Check here if the benchmark benefit package to be offered 
I' "by ,the 'state is state employee coverage,meaning a coverage 

, I 	 plan that is offered and generally available to state ' 
I employees 'in the state. Identify the specific state plan and 
I attach a copy of the benefits description. 

• 	 6:'1.1.3. . Check here if the benchmark benefit package to be offered 
., 'by the state is offered by a health maintenance organization 

(as defined in Section 2791 (b)(3) of the PUblic Health 
r Services Act) and has ,the largest' insured commercial, no~- . 
I ,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 ofthe benefits ,description. 
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• 	 6.1.2. Benchm~rk-equivalent coverage must meet the following r:equirements: 
~he coverage includes benefits for items and services within each of the 
categories ofbasic services described in Section 2103(c)(l): inpatient and 
outpatient hospital services, physicians' surgical and medical services, 
I~boratory and x-ray services, well-baby and well-child care, including age
appropriate immunizations; the coverage has an aggregate actuarial value 
t,hat is at least actuarially equivalent to one of the benchmark benefit 
qackages ~EHBP-equivalent coverage, state employee coverage, or 
coverage offered through an HMO coverage plan that has the largest 

. ihsured co'mmercial enrollment in the state); and the coverage has an 
actuari.a1 value that is equal to at least 75 percent ofthe actuarial value of 
the additional categories in such package, if offered, as described in 

, 2103(c)(2j: coverage of prescription drugs, mental health services, vision 
~ervices aI).d hearing services. . 
I 	 ~"':" 

If this box:is checked, a signed actuarial memorandum must be attached. 
~ufficient information should be provided so that any actuary could review 
and replicate the results of the state's actuary. 

I ! . 	 . .
. I ," . .' . 

. The actuanal report must be prepared by an individual who is a member of 
the American Academy ofActuaries.. This report must be prepared in 
accordance with the principles and standards of the Actuarial Standards 
l;loard for ,such reports. In preparing the report, the actuary must use 
generally accepted actuarial principles and methodologies, use a 
standardized set of utilization and price factors, use a standardized 
population that .is representative of privately insured children of the age of 
children who are expected to be Covered under the state child health plan, 
apply the same principles and factors in comparing the valu~ of different 
coverage (or categories of services), without taking into account any ,

I ' 	 . . . 

differences in coverage based on the method of delivery or means of cost, 	 . 
¢antrol 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 
the limitations on cost sharing under such coverage.
I· , , . 
i ' 

. 

.
• 	 6.1.3. Existing comprehensive state-based coverage is only applicable to New 

York, Florid~ and Pennsylvania. If this box is checked, an attached 
description of the benefits package, admInistration and date ofenactment 
must be attached. 
I 

I 	 . 
Astate approved under this provision, may modify its program from time 
I 

i 
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.tb time so ,long as it continues to provide coverage at least equal to the 
I 	 ' 

l?wer of the actuarial value of th~ coverage under the program as of 
~ugust 5, ;1997, or one of the benchmark programs., If"existing , 
c~mpreherisive state-based coverage" is modified, an actuarial opinion 
d,ocumenting that the actuarial value of the modification is greater than the 
'iv~lue'as o~August 5, 1997, or one ofthe benchmark plans must be ' 
'attached. 	 . 

I ' 

! 
Also, the :qscal year 1996 state expenditures for "existing comprehensive 
s~ate-based coverage" must be described in the space provided for all 
states. I 

I. 	 ' ,
I 	 ; . " " ,., 6.1.4. 	 Secretary":approved coverage refers to any other health benefits coverage 

dkmed appropriate and acceptable by the Secretary upon application by a
I 	 I .state. ' 	 ". 
I 
I 

I· 	 , 
Section 6.2. The terlni"child health assistance" means payment for part or 'all of the cost of 

. health be~efits coverage for targeted low-income.children that inCludes any of the 
services~l1d products listed in this section of the, template (Section 21l0(a». All 
forms of poverage :that the state elects to provide to children in its plan must be ' 
checked. IThe state should also describe the scope, amount and duration of 
services qovered under its plan, as well as any exclusions or limitations. 

I 

• 	 6.2.1. ;. 6i.2.28: Check each box the state elects to 'provide coverage for in its child 
I' 	 .

health as~istance plan." . , 
The follo~ng are~larificationsofcertain types ofservices: .', 
• 	 6J2.14. Home and community based services may include

i supportive services such as home health nursing services, 
f home health aide services, personal care, assistance with 
I ' activities of daily living, chore services, day care services, 
I respite care services, training,for family members, and minor
i' modifications to the home.. 

• 	 6.2.15. Nursing services may include nurse 'practitioner services, 
I nurse midwife services, advanced practice nurse sem, . ces, 
iI private duty nursing care, pedi/itric nurse services, and 
j respiratory care services in a home, school, or other setting. 

6l2.24. !. Any otherniedical, diagnostic, screening, preventive, 
! restorative, remedial, therapeutic or rehabilitative service 

, I, may be provided, whether in a facility, home, school, or· 
j 	 other setting, if reeogtiized by state law and only,ifthe 

service is: '1) prescribed by or furnished by a physician or 
other licensed or registered practitioner within the scope of 
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'1 	 practice as prescribed by state law; 2) performed under the ; 
'I 	 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

I ' 	 operating within the scope of the 'license. ' 
• 6.2.27.I ' Enabling services, such as transportation~ translation, arid' 

j 	 outreach seiVices, may be offered only if designed' to I,,I, ,
I 'increase the accessibility of primary and pr~ventive health' 
I 	 care services for eligible low-inco'me individuals. ' 
I 	 """, 

Section 6.3. 	 There arJ two typJs ofwaivers that states may request that add~ess additional 
purchase/options i~ Title XXI: waivers authorized for costeffective alternatives 
and waiv¢rs for the purc1:tase of family coverage. ' 

i 	 . 
I, 	 , 

, Review apd approval of the waiver,application(s) will be separate and distinct from 
the state plan approval process. ' 

I ; 
• 	 6.3.1. C~eck here! ifthe state is requesting a w~iver for a cost-effective 

alternative. ,Such a waiver allows the state to waive the 10% limitation on 
I ' , 

expenditures not used for Medicaid or health insurance assistance if 
c~verage provided to targeted low-income children through such 
e~penditur~s meets the requirements of section 2103; the cost of such " 
cqverage is not greater, on an ayerage per child basis, than the cost of , 
c0verage that would ,otherwise be provided under Section 2103; and such 
c0verage is provided through the use ofa community-based health delivery
I, , 	 ' 

system, such as through contracts with health centers receiving funds under ' 
S~ction 339 of the Public Health Services Act or with hospitals such as, . 
diose that receive disproportionate share payment adjustments ,under 
Sbction 1886(d)(5)(F) or 1923., ' ' ' 

I 	 'I 

. 1 '.~.' , . , ' 	 . 

If the cost-effective alternative waiver is requested, the state must 
I ! 	 , 

d~monstrate,that payments in excess of the 10% limitation will be used' for 
other child~health assistance for targeted low-income children; expenditures 
f~r health serVices initiatives under the plan for improving the health of ' . 
children (including targeted low-income children and other IQw-income 

! " " 	 ' 

, children); ~xpenditures for outreach activities as provided in Section 
2!102(c)(I) under the plan; and other reasonable costs incurred by the state 
t6 administer the plan.
I " 	 , 

, I ;..' 6,:.3,1.1. If ,a waiver for cost-effective alternatives is sought, 
cOverage provided to targeted 'low-income' children through 

j. such expenditures meet the coverage requirements as stated 
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above and describe the coverage provided by the alternative 
delivery system in an attachment. 

• 	 6,3.1.2. If a waiver for cost-effective alternatives is sought, the cost 
of such coverage must not be 'greater, on an average per 

,j 	 child basis, than the cost ofcoverage that would otherwise 
'I'~ be provided for the coverage, described in 6.4.1., and '. 

describe the cost of such coverage on an average per child 
I basis in an attachment. 

, 

• 	 6).1.3. Ifa'waiver for cost-effective alternatives is sought, describe 
'i ' the commurllty based delivery system in an attachment. 

• 	 6.3.2 . CJeck here if the state is requesting a waiver to purchase family 
co~erage u~der a group health plan. Any state desiring such a waiver 
wi~rneed to attach information that establishes to the Secretary's, ' 
satisfaction that: 1) when compared to the amount ofmoney that would 
I, " " 	 . 

have been paid to cover only the cl,llldren involved with a comparable 
pa¢kage, the purchase offamily coverage is cost effective~ and 2) the , ' 
putchase of family coverage is not a substitution for coverage already being 
pr9vided to~he child. 

j.' 6.3..2.1. Describe the associated costs for purchasing the family 
I 
I 

coverage relative to'the coverage for theJow income 
I children in an attachment. 
I 

,. 6.~.2.2 . 	 Describe how'the family coverage would not otherwise 
I 	 , substitute for health insurance that would be provided to I 

such children but for the purchase offamily coverage. 
I 
I 

f 
I 

I 
1 

f 

I 

I 
'I, 
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Section 7. Quality an~ Appropriateness of Care 
! 

Introduction 
State child health plans must include a description of the methods (including monitoring) to be 
used to assure the quality and appropriateness ofcare and to assure access to covered services. A 
variety of methods are 8;vailable f9r states' use in monitoring and evaluating the quality and 
appropriateness of care in 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 ofthese tools is provided 
below. States also havel the optiop to choose who will conduct these activities. As an alternative 
to using staffof the stat~ agency administering the program, states have the option to contract out 
with other organizations for this quality of care function. 

Methods for Evaluating and Monitoring Qualitv . , 
, Methods to assure quality include: the application ofperformance measures, quality standards ' 
" consumer information strategies, and other quality in~?;',)Vement strategies. 

Performance measurement strategies could include using measurements for external reporting 
either to the state or to 90nsumers and for internal quality improvement purposes. They could be 
based on existing measurement sets that have undergone, rigorous evaluation for their 
appropriateness (e.g., .H:i3DIS)~ They may include the use ofstandardized member satisfaction 
surveys to assess members' experience ofcare along key dimensions such as access, satisfaction, 

I 

and system performanc~. 
I 

Quality standards are o~en 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 th~ 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 formaiion of an advisory group to the state or 
plan to facilitate consumer and community participation in the plan. 

I , 

, 

Information strategies c~:)Uld include: the disclosure of information to beneficiaries about their 
benefits under the plan chtd their fights and responsibilities; the provision ofcomparative 
information to consume~s on the performance ofavailable health plans and providers; and 
consumer education strategies on: how to access and effectively use health insurance coverage to 
maximize quality of car~. 

! 
Qu~ity improvement sttategies could include the establishment of quality improvement goal's for 
the plan or the state and provider education. Other strategies includes specific purchasing 
specifications, ongoing contract monitoring mechanisms, . focus groups, etc. 

, I 

I 
, ' 
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Tools (or Evaluating Jnd Monitoring Qualitv 
Iools and types ofinfopnation a~ailable include QARI (Medicaid's Quality Assurance Review 
Initiative), QISMC (The Quality Improvement System for Managed Care) which is under , ' 
development by HCF A land will replace QARI, HEDIS (Health Employer Data Information Set) 
measures, FACCT (Fb~ndation for Accountability) measures, CAHPS (Consumer Assessments of 

,Health Plans Stu~y), vi~al statistics data, and state 'health registries (e.g., immunization registries). 
! I ' 	 , 

Qualit~, monito~ng ma~ be done internally by appropriate staff of the. state age~~y a~mini~tering 
the chIld health tnsurance program or may be contra.ctedout to a vanety of entities tncIudtng state 
Health Departments, e~~rnal quality reyiew organizations, PROs (professional Review 
Organizations), and others with appropriate skills and expertise. Establishing grievance measures 

,is also an important asp~ct of moI1itoring. ' , , 
, 	 , ,I :, ' 

I' 	 , , 

States are also expected to comply with any national quality measures developed in the future as 
discussed on page 2. APY standards that are adopted ,willbe developed in conjunction with the 
states, advocacy groups~ and other interested parties. ' 

': ,I " 

UNote: States electinJ to use funds provided under Title XXI only to provide expanded 
eligibility under the ~i:~te's Medicaid plan may check the appropri,ate box and proceed to 
Section 8.' i' 

j, 	 . ,
Guidance 	 ,I' 

Section 7.1. Provide~briefdescription of methods to assure the quality and appropriateness of 
.,care, parhcularly with respect to well-baby care,. well-child care and,immunizations 

provided: under the plan. The state must ,also specify the qualifications ofentities' 
. that will :provide coverage and the conditions of participation., 

, 'i . ' 
t ' ' 

• 	 7. 1 , 1.-7, ~1. 4. Ch~ck each ofthe tools'listed that the state plans to utilize to assure 
I 

quality: .' 

I 	 ' 

Section 7.2. Provide abrief description of methods to be used to assure access to covered . 
servicesJ including emergency services. The state should consider whether there' 
'are suffitient providers of care for the newly enrolled· populations and whether 
there is ;easonabl~access to care. ,,' ,.,., ' , ' 

r ~ . 

Ii, 
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'Section 8. Cost-Shari~g and Payment, ,, 

Introduction I 
" This'section addresses ~he requir~ment ofa state child health plan to include a description ofits ' 

proposed cost sharing for enrollees. Cost-sharing is the amount (if any) of})femiunls, deductibles, 
I , " 	 ' 

coinsurance and other cost-sharing imposed. The cost-sharing requirements provide protection 
, for lower income childr~n in the ~tate's cost-sharing plan, ban cost-sharing for preventive 
, services, address the lirriitations Qn premiums and cost-sharing and address the treatment of pre

existing medical conditif>ns. .; " 	 " ' " ,
;' 

,I 	 " ' ,I 
UNote: States electing to use ~unds provided under Title XXI only to provide expanded 

eJigibility under the strte'S Me~icaidplan may check the '~ppropriate box and proceed to 


Sedion 9. 
 'I 
Guidance 'i " ' 

Section 8.1. , Indicate ffthe statfs Title XXI plan will 1111plement any sort ofcost-sharing. 


i 
• 8.1.1. Check here if the state's Title XXI plan will implement any sort of C,ost-

I ~ 	 , I 

sharing in 'the form of premiums, deductibles, coinsurance or other cost-:
I I 


sharing, I 

f , , 

• 8.1.2. Check here if the state's Title XXI plan will not implement any sort of
I , , 

cpst-sharing. 	 Ifthere is nocost-sharing, proceed to question 8.5. 
I ' 

Section 8.2. 	 " This seciion asks tor a description ~r'the cost-sharing under the state plan. ,It is 

,important to note that, for families below 150% of poverty, the same limitations on 

cost-sha~ng that are under the Medicaid program apply (These cost-sharing , 

limitations have been set forth in Section 1916 of the Social Security Act, as 

implemerted by regulations at 42 CFR 447.50-59). For families with incomes of 

150% o£poverty and above, cost-sharing for all children in the family cannot 

exceed 5 

1

% ofa family's income per year., ' " ' 
I " 	 , 
Section 8.3. 	 P~ovide ~ brief description of how beneficiaries and the public will be able to 

obtain i*ormatiort on cost-sharing requirements:" , ' 
: I 

, Section 8.4. 	 To ensute that pr6tection will be provided for lowerincome children and that 
preventiye' services will not be subject to cost-sharing, the state must assure that 
the follo~ng are oescriptive of its plan. The state should be able to demonstrate 
upon request its rationale and justification regarding these assurances. This section . 
also addtesses liniitations on payments for certain exp~nditures and requirements 
for main~enance ofeffort. " " , " " ' , 

I 
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• ." 8.4.1. pnder Title XXI, cost-sharing cannot favor children with higher incomes 
pver those with lower incomes. 'Please 'indicate ifthe state's plan follows 
this requirement.
! ! 

• 8.4.2. Under Title XXI, state plans are not allowed to have cost-sharing on well
baby and well-child care, including age appropriate immunizations. Please 
Indicate if the plan follows this requirement. ' 

I , 	 ' 

8.4.3. 	 The state must comply with cost-sharing limitations as described in 
f916(b)(1). 
I 
I 

II 8.4A 	 Funds proVided by the Federal government are not eligible for use as the 
~tate match. In addition, services assisted by or sub~idized, to any great 
extent by the Federal Government may not be used for state match either. 
I 

~lease confirm tharnon-Federal funds will only be used for the state match. 

• 	 8.4.5. Premiums and cost-sharing from beneficiaries are not eligible for use as 
. part of the state match. Please confirm that no cost-sharing funds will be 

Jsed toward the state match. Please note that if a state collects cost
~haring fu~ds, this revenue will be offset by reducing the amount of 
expenditures eligible for state match by the amount of the cost-sharing 
! . 	 . 

revenue. 
i 

• 	 8.4.6. 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 
~rovision of its insurance contract which has the effect of limiting or 
excluding such obligation because the individual is eligible for or is 
provided health 'assistance under the plan. Ple~se confirm that this' 
iequirement is incorporated into the state plan. 

, 	 I • 

The following assurance must be made regarding the maintenance ofeffort requirements: 
\I 8.4.7. 	 Under the child health program, a state may not implement income and 

resource standards and methodologies for determining Medicaid eligibility
I 

that are more restrictive than those in use as of June 1, 1997. Please 
indicate if the state's Medicaid eligibility standards have changed since June 
1, 1997. 

The following assuran¢es must be made regarding liinitation of services for abortipn under child 
health: .) 
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I ' 

8.4.8, 	 Appropriated funds may not be used to pay for health coverage that 
includes abortion or to assist in the direct purchase ofabortion services 
except if necessary to save the life of the mother or if the pregnancy is the 
result ofiape or incest. Please confirm that the state's·plan follows this 
requirement. 
, 
) 

' 8.4.9. payments, shall not be made to a state under this section forany amount 
~xpended under the state plan to pay for any abortion or to assist in the 
purchase, :in whole or in pan, of health benefit coverage that includes 
coverage ,of abortion (except as described in 8.5,5.). (Note that nothing in 
Title XX(should be construed as affecting the expenditure for any abortion 
ar for health benefits coverage that includes coverage ofabortion by a 
~tate, locality, or private person or entity of state, local or priva~e funds.) 
please confirm that the state's plan follows this requirement. 

The statb should be able to demon:;t:·.;;!~ upon request its rationale and supporting 

justification regarding the assurances addressed above. 


Cost-sharing on children from families with inc:;omes equal to or greater than 150% . 

of poverty caIlf!.ot exceed 5% offamily income a year. Please provide a 

description of the, methods that will be used to ensure that families in this income 

range will not be charged more than allowed. 


! •• 

Under Title XXI, ,pre-existing condition exclusions are not allowed, with the only 
exceptirln being in relation to another law in existence (lllPAAlERISA). Indicate' 
that the 'plan adheres to this requirement by checking the applicable description. 

, ., 
I : , ' 

In the event that the state provides benefits through a group health plan or group 
health c~)Verage, or provides family coverage through agroup health plan under a 
waiver ~see Section 6.3,2. of the template), pre-existing condition limits are . 
allowedito the extent permitted by HIPAAlERISA. If the state is contracting with 
a groupihealth plan or provides benefits through group health coverage, please 
describ~ briefly aity limitations on pre-existing conditions. 

i 
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Section 9. Strategic Objectiv~s and Performance Goals (or the Plan Administration 

Introduction 
The section addresses the strategic objectives, the perfonnance goals, and the perfonnance 
measures the state has establish~ for providing child health assistance to targeted low-income 
children under the plan! for maximizing health benefits coverage for other low-income children and 
children generally in the state. 	 ' 

States are also expect~ to comply with any national perfonnance measures developed in the 
, future as discussed on page 2. Any standards that are adopted will be developed in conjunction 

with the states, advocaty groups~ and other interested parties. 
I , ' 

I I 


Guidance I,. 	 , 
Section 9.1. 	 IdentifY ;and list the specific strategic objectives relating to increasing the extent of 

creditable health coverage among targeted low-income children and other 
low-income children. It is suggested :.: _.. ,tate identifY a minimum of 5,. but no 
more thk 10 strategic objectives. 

I 	 , 

Section 9.2. 	 Specifj ~t least one perfonnance goal and perfonnance measure for each strategic 

objective. We plan on developing, in conjunction with the states, advocacy 

groups, and other interested parties, national standards for perfonnance 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 

perfonnance measures. In the hope ofconsistent reporting among states, and for 

the aggr~gation ofnational results, we suggest that each perfonnance goal and 

perfonn~ce measure be described as reflected in Section 9.3. 


I , 	 , 

Section 9.3., 	Briefly describe how the plan's perfonnance will be measured objectively and 
I ' , 

indepengentIy. Creck all appropriate measures the state will be utilizing. 
! 	 " 

It is accept~ble for th~ state to include perfonnance measures for population 
subgroups chosen by 'the state for special emphasis, such as racial or ethnic 
minorities, particular ,high-risk or hard to reach populations, children with special 
needs, etc. : 

HEDIS (Health Employer Data and Infonnation Set) 3.0 measures directly 
relevant to children apd adolescents younger than 19. In addition, HED IS 3.0 
contains measures for the general populaiion, for which breakouts by children's' 
age bands (e.g., ages'< 1, 1-9, 10-19) are required. Full definitions, explanations 
ofdata sources, and bther important guidance on the use ofHEDIS measures can 
be found in the HEDIS 3.0 manual published by the National' Committee on 
Quality Ass~rance. 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 defipitions of each measure, including definitions of the numerator and· 
denominato~ to be used. For states that do not plan to offer managed care plans, 
HEDIS meafures may also be able to be adapted to organizations ofcare other 
than manag¢d 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 plaris to report performance experience for the reporting 
year 1996. Results by plan and summary results (national and regional) will be 
available in ~ly fall 1997. 

The following is an example of how the State could provide an objective measure. 
I 

HEDIS 3.0 Reportirig Set M~asures Relevant to Children and Adolescents 

REDIS Domain !Measure' Roul!b defmition of Measure 

Effectiveness ofCare , 

Childhood immunization st~tus % of children in plan who have received appropriate immunizations by 
their 2nd birthday 

Adolescent immunization st~tus % of l3-year-olds in plan who received all appropriate immunizations by
I their 13th birthday 

Treating children's ear infedtions 
. I , 

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

Access/Availability ofCare I 

Children's access to primary care % of Medicaid enrolled children age 12 months through 24 months and age 
providers I 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 II years who had a visit with a health plan primary care 
; provider durin~ the reporting year or the vearpreceding the reporting year. 

Satisfaction with the Experience 
ofCare 

I 
I 

CARPS -child health module 

Use o{Services I' 
Well-child visits in the tifst IS' %ofmembers who turned IS months old during the reporting year and who 
months of life ! reCeived either zero, one, two, three, four, five, or six or more well-child visits 

with a primary care provider during their first IS months of life. 

Well-child visits in the ~ % of enrolled members who were 3, 4,5, or 6 years old during the. 
Fourth, Fifth and Sixth Year of reporting year and who reCeived one or more well-chiid visit(s) with a 
Life primary care provider during the reporting year. 

, 

1 
I 
I ' 
I 
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Adolescent well-care visit~ ~ of members who were age 12 through 21 years l during the reporting year 
who have had at least one comprehensive well-care visit with a primary , 

I 

Sta!l:3 n:cciving funds would be required to ~are provider during the reporting year. 
cover, and thus to use, this quality tneasW"e, only 
for children less than 19. 

Health Plan Descriptive 
Information 
Pediatric physician specialists 

i 

% of each that has completed residency training or fellowship training in 
their respective specialties and/or are board certified, reported separately 
for each payer. 

Pediatric mental health serVices , 

: , 
: 
I 
I 

i , 

A narrative description of the health plan's pediatric mental health provider 
network, including the nu."11ber and types ofMH providers specially trained 
to treat children and adolescents (including, but not limited to, child 
psychiatrists, child psychologists and social workers, counselors, marriage 
abd 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 an" soecial requirements m.cluded in the subcontracts. 

I 

I 

i 	 . . 
Section 9.4. 	 Assure that the state will provide reports to the Secretary as requested. 

Section 9.5. 	 B'riefly describe the state's plan for annual assessment and evaluation. (See 
Section lOand 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 include: 
I . 

For thearinual assessment: 

How will the state calculate the baseline number of uncovered
• 
low-income children? 

For the evaluation: 
• 	 Who will perfonn the evaluation? . 
• 	 What constitutes "effectiveness"? 
• 	 iIowwill the state measure the "quality of health coverage"? What 

aata elements will the state track? How will this information be 
collected? By whom? '. . 

• 	 How are the perfonnance goals and proposed measures the state 
identified :in section 9.3 related to the required elements of the . 
~valuation? Are there infonnation systems in place to track these 
perfonnance goals? Who is responsible for monitoring progress? 

• 	 flow will :the state identify "changes and trends in the state" affecting 
the provision ofhealth insurance for children? 
I ., . 

I ' 

I 


.'
I 
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Section 9.7. 


Section 9.8. 

Section 9.9. 

Section 9.10. 

DRAFT· 9/12/97 

Self-explanatory . 

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

, ~ssurance verifies that the states will participate in the collection and 
~valuatiof). ofdata when the measures are developed. 

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

i 


Briefly describe the process and document the activity used to involve 
~he public, including community-based providers and consumer 
rlepresentatives in the design and implementation ofthe plan and the 
rhethod fO,r ensuring ongoing public involvement. Issues to address 
ipclude a l~sting of public m€'':;:~i.1gs or announcements made to the 
.*ublic concerning the development ·of the children's health insurance 
program. : 
I 
Submit the 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 fonn for the budget is being developed, with input from 'all interested 
parties, to assist in addressing this requirement. ' 

I . 

I 
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Section 10. Annu~1 Reports and Evaluations 
; 

Introduction and Guidance 

Section 2108(a) requires the ~tate to ~ssess the operation ofthe State Child Health 
Insurance Program plan and submit to the Secretary an annual report which includes the 
progress made in re(Jucing the number ofuncovered low-income children. The report is 
due by January 1, fdllowing the end of the Federal fiscal year. The report will cover a 
Federal Fiscal Year:' the first'report, cOvering Federal Fiscal Year 1998, is due January 1, 
1999. 	 i! . 

! . 
i 

By March 3 1, 2000; each state participating in the program must submit to the Secretary 
an evaluation report: addressing the elements set forth in section 21 08(b). 

States are also expected to comply with any national reporting measures developed in the 
future as discussed 6n page i Any standards th~~ arc adopted will be developed in 
conjunction with thJ states, advocacy groups, and other interested parties. 

I 
I 

In this section, states are asked to assure that they will comply with 'these requirements, 
I

indicated by checking the box. . 	 , 
I 

I ' 


Section 10.1. 	 These assurances address the annual assessment. 
I 
i I 

• 	 Chart. Complete the chart using the performance measures the state have 
develop~d for anajyzing the state's Title XXI program. A chart is included in 
subsection 10.1. listing the types of information that the state's annual report 
might include. Submission o( such information will allow comparisons to be 
made between states and on a nationwide basis., ' 

Section 10.2. 	 State evaluations and assurances. Complete this section verifYing that 
the state's .annual report will address these areas. ' 

Section 10.3. 	 Self -explanatory 
I 

Section 10.4. ~pecify that the state agrees to the assurance that it will comply with all 
Ij'ederal laws and regulations, including. grant administration and 

. rFPorting ~les. 
I 

I 
I 	 , , 
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GLOSSARY 

AdapleddirecllYfiom SEC.:2110. DEFINITIONS. 

CHILD HEALTH ASSISTANCE- For purposes of this title, the tenn 'child health 
assistance' means p~yment for part or aU of the cost ofhealth benefits coverage for 
targeted low-income children that includes any of the following (and includes, in the case 
described in section 2 105(a)(2)(A), payment for part or all of the cost ofproviding any of 
the following), as ~pecified tinder the State plan: , , 

I 

(1) Inpatient ho~pital services. 
(2) Outpatient I10spital services. 
(3) Physician seTvices. ' 
(4) Surgical serVices. 
(5) Clinic servic~s (including health center services) and other ambulatory health care 
services. ;, . ' , 
(6) Prescription idrugs and biologicals arid the administration of such drugs and 
biologicals, onlY, if such dI-ugs and biologicals are not furnished for the purpose of 
causing, or assi~ting in causing, the death, suicide, euthanasia, or mercy killing ofa 
person. 
(7) Over-the-counter medications, 
(8) Laboratory and radiological services. 
(9) Prenatal care and prepregnancyfamily planning services and supplies. 
(10) Inpatient mental health services, other than services described in paragraph (18) 
but including seivices furnished in a State,,:,operated mental hospital and including 
residential or other 24-hour therapeutically planned structured service~. 
(11) Outpatient : mental health services, other than services described in paragraph (19) , 
but including services funushed in a State-operated mental hospital and including , 
comniunity-based services. 
(12) Durable medical equipment and other medically-related or remedial devices (such 
as prosthetic devices, implants, eyeglasses, hearing aids, dental devices, and adaptive 
devices). : 
(13) Disposable medical supplies. 
(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, trainidg for famlly members, and minor. modifications to the,home). . 
(15) Nursing c*e services (such as nurse practitioner services, nurse midwife services, 
advanced practice nurse services, private duty nursing care, pediatric nurse services, 
and respiratoryicare services) in a home, school, or other setting. ' ' 
(16) Abortion 6nly ifneqessary to save the life of the mother or if the pregnancy is the 
result of an act lof rape or incest. 

I ' 

I 
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(17) Dental services. 
(18) Inpatient substance abuse treatment services and residential substance abuse' 
treatment services . 


. (19) Outpatient :substanc~ abuse treatment services., 

(20) Case management selvices. 
(21) Care coordination . services. 
(22) Physical th~rapy, oc~upatio~ therapy, and services for individuals with speech, 
hearing, and language disorders. . 
(23) Hospice care. : , 
(24) Any other medical, diagnostic, screening, preventive, restorative, remedial, 
therapeutic, or rehabilitative services (wheth~r in a facility, home, school, or other 
setting) if recogtpzed by State law and only if the service is-

(A) prescribed by.~r furnished by a physician or other licensed or registered 
practitioner within- the scope ofpractice as defined by State law, 
(B) performed under the general supervision or at the direction ofa physician, 
or 
(C) furni$hed by a health care facility that is operated by a State or local 
governm~nt or is licensed under State law and operating within the scope of 
the license. ' ., 

(25) Premiums f9cprivate:health care insurance coverage. 
(26) Medical traAsportation.', . " , 
(27) Enabling setvices (su~h as transportation, translation, and outreach services) only 
if designed t9 in~rease the, accessibility ofprimary and preventive health Care services 
for eligible low-ihcome individuals. 
(28) Any other health care services or items specified by the Secretary and not 

excluded under this section. 
, 

I 

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--

I ' 

(A) who has been determined eligible by the State for ~hild health assistance under the 
State plan; i ' 
(B)(I) who is a 19w-income child, or 

. (ii) is a child whose family income (as determined under the State child health 
plan) ex~eeds the Medicaid applicable income level (as defined in paragraph, 
(4», but idoes not exceed 50 percentage points above the Medicaid applicable, 

I ! 

income level; and • 
(C) who is not fbund to be eligible .for medical assistance under title XIX or covered 
under a group health planar under health insurance coverage (as such terms are 
defined in section 2791 of the Public Health Service Act).

I 

(2) CHILDREN EX;CLUDED- Such term does not include-
(A) a child who is a resident of a public institution or a patient in an institUtion for 
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I. 
. I 

mental diseases~ or 	 . 
(B) a child who:is a member ora farriily that is eligible for health benefits coverage 
under a State h~alth benefits plan. on the basis of a family member's employment with a 
public agency iri the State. . 

(3) SPECIAL RULE- A child shall not be considered to be described in paragraph (I)(C) 
notwithstanding that the child is covered under a health insurance coverage program that 
has been in operation since before July I, 1997, and that is offered by a State which 
receives no Federal ;funds for, the program's operation. 
(4) MEDICAID APrPLICAB~E INCOME LEVEL- The term 'medicaid applicable income 
level' means, with respect to it. 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 authorized by the Secretary or under section 1902(r)(2», as of June 1,

I , 

1997, for the child tp be eligible for medical assistance under section 1902(1)(2) for the 

age of such child. 


i 

ADDITIONAL DEFINITIONS- For purposes ()f:.;~;·is title:, ' 
(1 ) 	 CHILD-' The term 'child' means an individual under 19 years ofage. 

(2) CREDITABLEiHEALTIiCOVERAGE- The term 'creditable health coverage' has the 
meaning given the term 'creditable coverage' under section 270l(c) of the Public 
Health Service Act (42 US.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 waiv~r approv~d under section 2105(c)(2)(B) (relating to a direct service 
. waiver). 

I, 	 . 
. 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 family of the size involved. 

(5) POVERTY L~ DEFINED- The term 'poverty line' has the meaning given such 
, 	 term in section.~73(2) ofthe Community Services Block Grant Act (42 U.S.C. 


9902(2», including any revision required by such section. . 


'(6) PREEXISTINq CONDITION EXCLUSION- The t~rm 'preexisting condition 
exclusion' has the meaning given such term in section 2701(b)(1)(A) of the Public 
Health Service Act (42 U.S.C. 300gg(b)(1)(A». 

,! ! 
> 

(7) STATE CHILI> HEALTH PLAN; PLAN- Unless the context otherwise requires, the 
. , 
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tenns 'State chi~d health plan' and 'plan' mean a State child health plan approved under 
. section 2106.: . 

(8) UNCOVERED CHILD- The tenn 'uncovered child',means a child that does not have 
creditable health coverage.'. . 

- I
I 
I 

I 

I • 

i 

- I 

: 

r 

I 
I
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, CHILDREN'S HEALTH PROGRAM: NEXT STEPS 

r' 

DEPARTMENT OF HEALTH AND ~UMAN SERVICES 
• 	 By October 1, 1997, define and clarify new law. Issue guidelines or regulations ' 

consistent with the new law to states to guide them as they implement their programs. 
This will. clarify que~tion such as: , ' 

o 	 What is a "generally ~vailable" state employee health plan? 
i ' 	 . ' 
I 
, 	 , 

o 	 Does the mi(st popular HMO include those with state or Federal-employees? 
, _ 	 . i 

o 	 .What does ~well-child care" mean? . i . 
o 	 How shouldistates and the Federal government develop and review the actuarial 

memorandum that st~tes will use in the program? 
, I, 	 " 

J 	 , 

• 	 Set up systems to r~view programs, overse~ payment, and collect and disseminate 
states' annual repolits. ' ' .. , ' 

I 
I 

STATES 	 , 
• 	 By October 1, dey~,lop program plan. 

I ' 
I 

Target uninsured c~ildren.' Examples' include: 
.' - ' 

o 	 Develop pro~rams in communities with few employers who offer coverage 
I. 
I. 	 ' . 

.0 	 Establish program fOlichildren who age out of Medicaid' 
j. '. 	 " 
·1· . . ' 	 . 

o 	 Use unemployment offices toi.ag.chilctren whose parents are between jobs. 

Set up good systenis for cov~ring for children. They could, for example: 

! ! . . -., " 

o 	 Develop sp~cial netwotks with children's hospitals 
I 

o 	 Ask the nati?n's leacjing insurers to participate. 

Develop ~fficient QJt~each arid enrollment processes. T~ey could,' for example:' 

o 	 Coordinate ~/igibility -Workers with new program and Medicaid 
I'

, I . ' . . 	 . 

o . Make eligibility the same as th!3t for the School Lunchprogram . , . , ' 

'.' .•• ..;Uf~i~i~PI,~t~~~t«Jk .'.' ......, ,.·::,;~'i1i~j~~o/ii{§;~;~:':'£",: .'..'F' 'xft;':~[':.,'}:" " 
,Coordinate the. new! progr~m :W,ithexisting COvEm~ge.opti~n~.,. 'l"ey.'Co~I~.'for example::':~.:, 

," ", "1,'· ' ' ','...' , .. ", . ' .. ' " '"., ' ,," " .', '.,' 
. o Allow only children without access to employer-based insurance to participate, 

I '. 	 . 

o 	 Have anaut~matic enroilment process for cnildren who show up for the new 

program:butl are actu9"Y eligible for Medicaid. , , 




, r., , I 
I, 

I" ..' 

, , 
.', : 

· 
FOUNDATIONS '~ , 

i " ' " . .,' '.' ' 

, Outreach, ,There Jee~s tdbe cons'iderable interest among foundations. th~y Gould:"' , " ,:' " I, .i " i' , ," , ',," , ' " '" " 

o Develop sc~ool-base,dmethpds to education families about insurance options, ' 
'su~h as enl{stingthe::PTA or sending brochiJre? on insurance option,s homev.iith' ' 
children I, ~'" ' "" .,' , , " 

I' 
o 	 Sponsor public media campaigns about options, 8vailabIe to states. , '! ' 


· , Workwith shttestodevel~pplans: ' 

" ,',I • ',; '. '", ,'" , , " ,'," 
o . 	 Packard Foundation {nay creatf! aclearinghou'se forimplementation ideas 

0' ' , AIPhaCentJrand the R()bf1ifWoOd John~on "Foundation. could sh,are' their 
, experiencetenc?Uragingin(10vative p~ograms in's~a!es '/ikeF/~rida,' 

. ",' 

, " ."" I ' " ", '" , . ", ': "" ,,' 
• 	 Monitor state' acti"ities. , Foundatio.ns are in a go.od po.sitio.n to. research the new 

" , " " , 'y " ' ", " 	 " , ' ' 
,; programs. ThE?ycould: " j.


" ',', "t ,';' I' " ",' ,'! 
' 

", Sponsor sp~Cialsurv~y on cI~tl3i1ed health in~urance c6verag~ ilJ the states' , 
,,' ,., I ,", ,"" ' ", 

,0 j ratk andrl;~rl6n 'ihsurance trends in states , I, 	
j. i", 	 .. .', 

, ,j' i 

, ' CHILDREN'S GROqP.~ ,:I, I" 

,', ',,' '.'" I" ',: , ," ",'i 
• , Encourage states to cover :a Wide range of children and benefits 	 ( , 

" ";, 'j, i'", ' " " ',' ,. ;, " . ,'" '" " ' ,,' , , \ 
, ,'0 Provide Infonnation and examples of why benefits like vision and'hearing are 

importanft°19hi/drenl ' '" ' ' ,": ' '" '" ' :. ",,'". , ,:,' 
.' ,_ . ,.' t:' ',' ! ,"', '.' ,'.- ' .~ ," '.', . .' ~. 

o " Identify,:,gooq state empldyeehealth plans and encowage states to 'pick ,them. 
,,' , , /, : ',' ",' " , ", ,,' 

• 	 Ensure thatad~qU~t~qUali~Y pr~~iSionsare:put in pl~ce:' Fo.r'exarhple, theybould~ 
. 'I . ' ! "", . '" : .', '~ ,', .' . 

'. 0' ,: "£?eveldp ~,d~ia bank ~n states' quality programs., 

·, 	

[. " 

, "f' '.1 
' 

Outreach , ,",: l', ,;, :.' ~'~,', , ' " ',",' ,,' 
,0 	 ,Use voluhteernetworks togo top/aces likelytohaveuninsuredchi/dre.n to be/p{' 

the'11 enio}JI ":", :',", ,;~' "",":',, ,:".':",T"",::" ';; 

PRESIDENT, fiRST tA~~/CABINET SECRE-rARlES·:'<, :" ,,;:, " ,:;", , ',," . ':'.:', '" , " 

'''~lr,.')(;2?~;5;rQ~~tir~i~~'L; ." '. "' ~." ~:@~i~~~);~~~~~;~;~~~~~;·~J1~ild~,,".J~~t~~~J;S'·,jl;

"~,:,,:,;,, \,'ti'i;',~:to:pro.mote them~w, awandto educatlo.npar~nts\!lbo.lJth.ow.:b~st,.to."a~sl?e,Over~ge in::~;::.~;",' ".,.~;~/' 

',:.- ' !heir partjcUl;r,~t~t~f~~:~~~~:;i<~~~.l~{ -:: ,,' t,,\ ;'" ,:,.,,~:~~, ::~' ,"', \"'d;"~\';. :.' ,~::~~,~,!;"",, '.'~ "",'~ r ' : 

• 	 , Ensure -timely:codrdinated;pla~nil1g:s.tage by en~uraging·cciordinationa~o.ngkey '", 
plays such as the S~cretaries'o.fDHHS, Labo.r;and Educatio.n,' Go.verno.rS,' state ' 

, 'I - • ,1 • 


legislature representatives, pro.viders. and ~!iildren'sgro.ups:' 
• 

' 

, .'[:' I' ',' , "" 

" , i '. 
, " 
, I ,,1, • ", 

I ' 

http:Go.verno.rS
http:Foundatio.ns


... 

.' . 

'. :: 

'.1 
I 

i 

I • 
;' TH'SWH1Tlt' HOUSE 

"A~on)H 
, " 

.. ;;~ {./\ 11c'" 
~~-~-,.:.:..-~:. 

, 

I 


", . I[ ',.' 

.Dear- .Bob! ',' .:' . , '. . 

1f~llewe "could "l~ot':a~bieve bl"oad-ba~~d a~~nt. '<m'. hea~t:h.· '.' 
reform init'iat.fve last year, ehere' c:an be little disagreement

that we "til1~ace t'h~. enormous problems of in~real'lU1.g health, 

care costs· and Idecreasing' CO'll'~l:"...ge. He. need to' confront· ~heac : 

problecn,,'on a bipllrtiean baais cutd addx'eRB the.t:n8ecu.ri~teB. that 

too .many 1unerldanu haVe «bout eheir health aa.J:'lIt. ! am writing . 


. to reiterate mY. utrong' 'detd.re :to wo.rk with you in.' t.his regard..' .' 
'., ., I ' • " .' ,.: . . ." .'. 

r,r8ma!:nf1rt1\l~ ,eocnmitt.ed to provicHng in.'Uratlc:e' coverage £01:' 

flvery M\erica.n jand~oQt.aiJl!n9·be.lth care coste for families. ' 

busineg8e., . and Fedetal,,' State. and localgovG:rntttenta. In thAI , 

up~oming aee81~ot cOngre8.,~ ,weean and should 'work .together to 


·tak. the ·t'i1:'st. '"tepa t:owa~ actu.ev1ng tbtt.e go.~a. Ife canpa•• 

legislation t.hat inc:ltidell',mea.w:slI t.o .~."a the unfai.tt:tGssin 

the. inaurance. market., :11.);451. Cov~n;age IQO.t'e affordable 'tor. :working', 


.families an",'ch11drenl~.Bute qualityartd efficiency in ·the '. 

Medicai-. and)feldicatd. iprOgrQ1'l\G, and' reduco the lc:mg-t.erm'Federal 


.' 
'd ~i 11 I '.' 

• C t •. ' ,I, I ..', 

, . I" , '. • . . ' '" 
 '0 • 

We leokforward.; to talking with "'yoU' !n theup<:om1ng wee.ks' 

about .a bipart~8an eftort to·dal'lver health care retor1'llto the' 

Ameriean publ.id. Hillary and. IJlond cur "beat wi.he" for a Jlafo 

and happyho114ay. season.' . 

. ' :'. '.... ,j , i 

Sincerely" . . Ii' 


'~".~'~J.'. !'. 
. .....;·~'I· 


. " l "" 


L' 
t 

, Tho' Honorable RObe~t Dole" 

United States. senate ,i· . "" . 


. washington', Dod .2051:0. .'
. i . '1. . 
...,.\ " ".,j'.: ..... 

", ... 
I' " 

', ..: 

. 
.,' 

, 
"·.ru,'~~]:····>~.i~~[.~ 

.cf)€~(;f~lj~)~~f,t~ .,~J,~I:../I.;;}.I'. '. . 
,~". 'J!. :1; r.· ()' L. ':+.: ...... J. " ·lA· ('4r~·.'~ b...{.cA.~J{CJA~ ..3 "'''C.~~'I'i)\ rr,""t-' i.;-QJ\ fT "1(...(,1 .. ..., .:. . . "." 
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President Continues to J;i'ight to ~xpand Health Care Coverage for Our Nation's Children' 

Today, the President announced that he is ~Ominitted to assurIng that the balanced budget agreement's 
'dn~~n's health plan have meanihgful benefits and that it include the Senate-passed 20 cent tobacco tax :.vhich 

~(eases the investment for childten's health care from $16 billion to $24 billion. This would represent the 

largest investment in children's h¢a1th since Medicaid passed over thirty years ago. In making this', ' 

announcement, the President outliped the principles he will use in evaluating children's health coverage 

emerging from the BudgetAgree~ent:,':" " " ',' 


I 

i 
• 	 That coverage is meaningful: froni checkups to surgery ~- children should get a full range ofbenefits 


to ensure that children receive the care they need to grow up Strong and healthy., It calmot be a 

meaningful benefit if it d06s not include prescription drugs, vision, hearing, and mental health coverage. 


. I·, 	 .. , 

It must also ensure that fanlilies are not forced to shoulder excessive costs for their children. 

• 	 That it supplements riot s:upplants,c~verage: these funds m'\1st be used wisely. This investment 

should cover children who Ido not currently have insurance; it should not replace public or private 

money that already cciversbhildren. I, 
 , " " 	 " 

I ' ' 	 ' 
. I 	 . . 

• 	 That it includes revenue~rom the Senate-passed tobacco tax:an an overwhelming bipartisan basis, 

the Senate passed a 20 cen~ tobacco-tax andallocated revenue from this tax for children's health,' 


,Including these additional revenues !n the children's health initiative will notonly further reduce the 

number of uninsured children, buti(will serve as a financial barrier to help prevent our childrenfrom 

starting smoking in the fir~~ place. : .;,,, 


~ay's ~nnouncement builds o~ the President's previous successes in strengthening health care 
, " I " 	 ' 

. erage for children. " I, 

• 	 , , Children and Immunizati~n. As the President anIwu~ced.today, 90 percent or more ofAmerica's 

toddlers in 1996 received tlte most critical doses ofeach ofthe routinely recommended vaccines -
surpassing the goal set by the President in 1993. ' 


• 	 Children and Tobacco. 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 ima 1,000 of them will die from a tobacco-related illness. According to former 

FDA Commissioner David ~essler, the possibility ofa comprehensive, public health oriented 


'~, settlement With the tobaccolindustry ~ould not have come about without the Pr~sident's leadership in 
this area. ",: '", " .' ' 

I 

, ., 	 Children and the Kasseba'um-Kennedy Law. By signing this bill into/law last year, the President' 
helped millions ofAmericah children keep their health care coyeragewhen therr parents lose'or change 

j:~." ... ......",' .. i..'. .·!.• ." ·····.'~::f::·;::;;;,;:f~~~i*~~~i~t~1~~;;~~~1i&.~~t>·;::
• 	 Children and the EnviroJIinent. Earlier this year,th<:! President signed art ExecutiyeOrde.r.t~ reduce 

. 	 • ' " I, " ' '" , \ \, •• ' , ,,', n. ,t • '. ",',.t p_ -0•• , j't.,'" . . . ".' . , . ' 

environmental health and safety risks to children by requiring agencies'to'strengthen poliCies arid, ., 
improve research to protect fhildr~n ~d ~nsure 'that new regulations consider special risks to children.' 

, 	 ";.,' " I,'.' 'j '.. ' ' 

Children and Medicaid. 1!hfoughoJthis Administration, the President has fought to preserve and 
stre~gthen the Medicaid prolgram; its 'coverage ofabout 20rilillion children, makes it the largest single 
insurer ofchildren. th~ Adtninistrati~:m has partnered with states through M~dicaid waivers to expand 
coverage to hundreds o~ thopsands of;children. 

, 	 . I 



, , 

:.- ' 

, i 
,.' ":' '\ , ' ' i , , ' "" ", ' , '. " , 
PRE~IDENTjBILLCLINTON: STRENGTHENINGAMERICAtS. 

" ,":',' '1' H~ALTHCAR~SYSTEM",' ',; 

r 
I ' 	 . 

, Protectingalid Strengltterting The Nation's HealtltCare System' , " ,. .1/',1 k' i
J 

.' '. . , 
, , " r..<:.J'J'~v",- t ......:<-,,' ' .' . 
* 	 Enacted the j£ , 1,:1(;11 : I , " i fit health insurance, reforms, that will benefit as 

many as 25 milliOli Ameridns~ This Jaw will enable individuals to keep their health, , 
insurance coverage :When they change jobs." Workers wiUno longer fear losing their 

. 	 1.' , - . '! - _ ' . 

health insurahce jf tpey'or a family memb,er have a pre-existing conditions. This law also 
includes several other key pr~visions that will: ensure that Americans can renew their ' 
, 	 ;' I ! ' ", . 

, health care coverage, guarat1t~eaccess to health care for. small businesses; strengthen 
, . I 	 .', , 

effQrts to combat health ,care fraud, waste, and abuse., . " , ,', ,',.' , , " .f " j ,,' '",: :, " " .. , ' :.',. ' , .',", " 
* , '. 	 Strengthened ,Me~icare :Trust Fund. The President' s 1993 economic' package included 

" .",! . :' '," - - -, , .' . ,', 

policy and stIuctura~ changeslth::tt extende~ the lif~ ofthe Trust Fund by three years , 
, (which were enacteq, Without one Republican vote). ' 

" ': : , , ,',. I' p,':; ,'.' " . '" , '.' , . ,': 
* '',Protectedthe Medicaidg'uarantee for children, elderly, pregnant 'Yomen, and, . 

. !. '. , . . ". , . , . ' '. '. 

people with disabil~ties.' ThePiesident vetoed the Republican's prc)posal to block grant 
the ;Med,icaid,progr~;,guaranteeing health care coverage or,benefits to 37million . ' 
beneficiaries. The~resident~so presided over the, approval of12 Mediqaid waivers, to 
,cover 2.2 millionp~eviously uninSured Americans. . .' . ' ." ',,' 

': '., I, ],'"., . '"., ,,'. 

* 	 Establisbed. protectio,ns for m~thers.antl their newborns. Today, some h~alth plans 


refu~e. to p~yfor anJ{thing more 'than a 24-:-ho.ur hospital stay,. and s~nie re.commend' : 

releasmg mothers as: few as 8 hours,after delIvery. The PreSIdent SIgned Into law, " ' 

common sense legislation that requires health'plans,to'.allo'W new mothers to remain in .' 

the hospitatfor atJe~t48hoJrs foliowingmost normal deiivefies and 96 hoursafter a 


, 'Caesarean,section. I '.' 	 ,,' , ..., , ,. t, 
Signed int~ law uiehtal health paritY provisions. The President signed ,int~ law': ' ..* 
legislation to prohib,t health plans fromesiablishing separate lifetime and annuilllinlits, 
for mental heaJth c9yerage. 'l, , ", ' " , 

, ' " . ., ,!'..: , 

;mprovingHealthCa;elor!OurCh~dr~ " , ' 

", 0,. 	 .~~~ 
•:'vB:cCineSmore~a.ffor#I"bl~'hI"!995,-full)i7~ pe~~~,oftWd,-Ye.&oldsw~re,~fO~,"t~~,;,~· 
, a historic high. ':',1" ;" ", .;"," ..... .' " .. ,., ' ":, ''''~ , ": ~~ ,',' , 

-	 __ .' ;,'/"--;".1,.' . '1',', ' 	 ,'" ,', i,", 
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Protected kids fro~ tobacco products and advertising. Each day about three million * 
children become reg'ular smo~ers and 1,000 of them will die tl'om a tobacco-related' 
illness. To reduce tHis trend, the ,President issued guidelines to eliminate easy access to 
tobacco products ana to prohibitc~mpanies from ad~ertisirig tobacco to kids. According,

!, " 
to former FDA Com:missioner David Kessler, the possibility of a comprehensive, public 
health orientedsettl~ment v:"ith the tobacco industry could not have come about without, . 
the President's leadership in this area. ' 

* 	 Funds Full Partici~ationin Women, Infants, and Children (WIC). WIC provides 

nutritional assistanc~, nutrition education and counseling, health and immunization 

referrals, and prenat~l care to~hose who would otherwise not get it. WIC participatiohhas 

grown by 25% over the last four years'l:!l1d will serve 7.5 million by 1998, fulfilling the 
, 	 ' 

President's goal of f~ll partici'pation. 

* 	 'Enacted laws to. prevent and punish handgun violence. Fought fo'r 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 viol'ence from buying guns. Banned 19 of the deadliest assault weapons 

and stopped efforts t9 repeal t~e assault weapons ban. Every.year at least 39,000 people 

die and JOO,OOO are treatedin;emergencyrooms from gun violence. 


",I 	 ' ,
"" 'I, ' 

, 	 , : ' "I' " " " ," , 
Helped Vietnam veterans whose children were born with spina bifida. The President * 
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. 

, , 
, Important Investments in I-fealthRe1earch 

I ' 

, I'" 


Increasedinvestme~t in bio~edical research at the National Institute of Health ,* 	 I' . : ' 

(NIH) by an impressive 16 p~rcent. Funding for breast cancer research at NIH has 
increased by 76 percent and s~pport for AIDS research funding has increased by 25 
percent. 

, i 

* 	 Increased funding for AlDS:research, prevention;housing, and treatment. In the 

President'~ fIrst terini, he has p,res~ded over a 56 pe.rcent increase ,in spending on programs 


, 	 forpeople living~t~ AIDS including: the Ryan ,White Care Act, research, ~t8.te AIDS' 
, drug assistanCe progtamsthathelppati~hts 'buY;l'l~\v,proteaSeinl1ibitor drugs, 8nd"'L:~: ' ,,', 

•;+ 	 .' ···.··~~=fi~~~;;%~;?I~itt;~~~~:~?~~~;a,sSi~~:~3i4~j~i~!f·· ... 
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Making Health Care Mor~ , Efficient ,, 
I 

* 	 Reduced regulatiors, The Vice President's reinventing government initiative has 
resulted in the eiimi,nation of 1,<500 pages of regulations in the Department of Hea:lth and 
Human Services, a 23 percent reduction. 

* 	 Expedited the FDA review and approval of new drug products. Under the 
President's watch, m.s. 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 fTom alm9st three years to just over one year. In 1997, virtually all 
breakthrough drugs iwill be approved within six months without compromising safety 
standards. 

Improving. and StrellglttellfngOur Medicare and Medicaid Program 

• 	 Extending the life i}f 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 life of the Medicare Trust Fund for at least a decade. , . . 


I 


• 	 Modernizing Medi~are and;providing more choices. The President's Medicare'plan 
would increase the choices of plans for beneficiaries by adding a Medicare preferred 
provider 6rganizatio~ option,:a Provider Sponsored Organization(PSO) option, arid' 
HMOs with a point-of'7service option. It also includes "competitive bidding" initiatives 
that will make Meditate a more prudent and effective purchaser of health care services. 
The President is working to ensure that these new choices are in the final budget 
agreement. I I 	 • .' • 

I ' 

: I 


• 	 Adding new preve~tive benefits for Medicare beneficiaries. The President's Medicare 
proposal added preventive benefits by providing for: full coverage ofmammography 
screening, a colorec~ screening benefit, diabetes case management, and preventive 
injections for pneunlonia, 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 these new. benefits. , . . 	 , 

• 	 Giving states more!tlexibili~ ·toadminiSter .J.",.'edicaid. The President' s Medicai~ . : . ,I .'. .' '. . 	 . . . 
"proposal will·eIiminate.theburdensome,waiver process for both managed care and ..home- . 
and cOmmunitY:-bas<k1eare'aItemativesto:institutionalization. It\vill pr~serve the " '.' . 
guarantee ofMedicaid and also ,make it easier to exteildhealth care coverage. . '. , . .', f.<:.' '. '. ". . . . . 


1 

" i 

Improving Health CtireforOur c;/,ildren 



, 

• 	 Extending health c'are c e'rage for millions ofuninsured children. The President has, 
fought to make sur~ that xtending health care coverage to millions of uninsured cbildren 
is a top priority in ~ny alanced budget deaL The President made sure that the Rudget 

,Agreel11entinclude~ billion to provide meaningful health care coverage to ~ninsured 
children.' ThePre~i;dent" support1:,t'allocating revenue from tobacco tax 'to allocate, 
additional Federal support for children's health. 

I 	 ' 

• 	 Outlining princiPI~s to use:to evaluate children's healih'i~iiiativesemerging from 
the Budget Agree.pent.' Thy President is committed to making sure that any investmei1t 

, in children's healthjcaremeets three principles: (1) that coverage is meaningful: from 
checkupsto surge'rY; ';':"childr~n should get the care they need to grow up strong and ' 
healthy; (2) that coverage is:targeted: through grant programs and Medicaid, this 
investment should cover as IT;lany uninsured children as possible; and (3) that this' ' 
investment supple~ents not suppiants coverage: this investment should cover children 
who do not currently have insurance -~ rather than replace public or priv:ate money that 

, , ' already covers children. 
CH"LlWCiM A:HgAQ_I , 

Making New Strides ill Hialtll Car~, While Providing Anzericalls With Adequate Protectiolls 
,· ; 	 Pr:o'tecting Americ~ns from; 

, 

discrimination by health ,based on their genetic 
information. The great strid'es that scientists are making in their understanding of 
genetic predispositions for diseases open the door for possible misuse. Specifically, 

, insurance companids may att~mpt tousethis,information to raise premiunls or deny 
coverage to Americ¥ms. Stuqies show that a leading reason many women are unwilling to ' 
,be tested for the gertetic predisposition for breast cancer is because they fear that their 
, insurance will be drbpped if they test positive. Last year, the President signed the ' 
Kennedy:-Kassebau~ law, which prevents health plans from excluding an individual from 
group coverage bec*use ofgenetic information. This year the President is calling for 

, further legislation that extends these protections 'to consumers in the individual market~ 
prohibits raising pr~miums in individual and group mark~ts because of genetic 
information, and prevents health plans from disclosing any genetic information. 

," I 	 ' 

. 1. , . ...., 	 . 
• 	 Challenging the scientific community to fin~ an AIDS vaccine in the next decade. 

President Clinton cliallengeq ;the nation to cominit itself to the goal of developing an ' 
AIDS, va~cine,~thih the next ten yea,rs.To help fulfill this commitment, the President is 
bringing nations together to illvest in this commitment (all of the nations at the 0-8 
agreed to increase tJ?eir commitment), dedicating a: research center' for AIDS vaccine 
research at the Nati6nal Institutes.ofHeatth{NIH); and r~aching out to scientists, " , 
pharrna~utical c<;>rrip3pies,a1dpatient advoca.te~ t6 maximize the iD.~olv,ement of both 

. , ' , I.' J . ,. . " ,.", ,',; . ..•.. . 

the private and public' sectors, in the development ofan AIDS vaccine. 'The President has ' 

,: " 
, already taken steps to enhance the Possibility of9.eveloping an AIDS vaccine by 
, '., I,', " " . '. ' 	 ' , ' 

increasing funding for NIH vaccine research and development over 33 percent in the last 
two years. 

t
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STATE CH~LDREN;S HEALTH INS'iJRANCE PROGRAM (CJ:lIP) 

IMPLEMENTATION UPDATE 


September 30, 1997 


FEDERAL GOVERNMENT UPDATE 

Organization within th~ Administration. Since the Balanced Budget Act (BBA) was signed 
less than six weeks ago, ilrhost all of the Administration's activity has focused on the 
interpreting the law and s~tting up the systems necessary to administer it. The children's 
program will be administered jointly by the Health Care Financing Administration (HCF A) and 
the Public Health Services' Health Resources and Services Administration. The lead , . . 

organization with the Center for MediCaid and State Operations (CMSO, formerly the Medicaid 
Bureau) within HCF A. 

, 
Public Information. There have been several releases of information since the }jill was passed. 

The first of these was a letter sent on August 27 to state officials; This letter from Sally 

Richardson, director ofHCFA's CMSO, informed the states of the organization oqhe program at 

HHS, its basic parameter~, and a stimmary of the statute. On September 10, the Federal Register 

contained a notice descrioing the s~ates; preliminary allotments from the over $4 billion' . 

appropriation for fiscal year 1998. A set ofquestions and answers on some of the most 

frequently asked questiollf was distributed on September 11 to a National Governors' . 

Associationmeeting and~oadvocacy groups. A "state plan template" or guide on the. minimum 

requirements for a stale children's health insUrance plan was sent out on September 15: And, on 

October 1 a second set of 'questions and answers will be distributed. All documents can be found 

on the Internet; www.hcfa.gov. . 


. . I 

Outreach to States and Groups. Three types of meetings have been happening. The first is a 
. series o!regularmeetingsl'with C09gressional staff, state of~cials, adv~cacy groups, and 
benefiCIary groups. These,occur on;a weekly or monthly basIS (dependmg on the group) 
primarily with HHS staff.: ' 

I .' .' 

Second, each ofthe publid information releases to date have been accompanied by meetings with 

major groups in order to e~plain them and answer questions. WhiteHouse staffhave attended 

some of these meetings. j 


I 

. j' .' , .I 

Third, there have been one-time m~etings with certain groups like foundations and provider 
groups to explain our plan;s and discuss theirs. . 

I 

I. 
. I 
:i . 

i , . , , 
i . 

I ,
I , . 
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STATES UPDATE 
j' 

The following table sum~aiizes the activities state-by-state. In addition, a preliminary draft 

survey by the National Academy for State Health Policy, found in 30 states responding to date: y'


! ' ' . (tlCf~ ~ \~ 
• 9 states are only considering a Medicaid-only expansion; h.A j.~~

I 

• 10 states are only :considering a new program (non-Medicaid); and 
• 10 states are cons~der both. ' 

And, 19 of the 30 states ~ill require that children be uninsured for some time period prior to 
coverage in CHIP to limi~ "crbwd out" (most others are undecided). 

I ' 

STATE ACTIVITIES UPDATE 
I 

Alabama 
I ' 

Afteria contentious special legislative session, $5 million was budgeted for health with a 
I ' . 

conti~gent $IOmillion if revenues are sufficient. Despite Governor's original objections, 
to funding 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. Initialplan suggests that the state may expand Medicaid to all 
children to poverty, beginning in·2/98. 

I 

Alaska 
I . ' 

Infomal working group has been meeting; expected to meet with the Governor on 
Octo~er 3 to discuss their prop()sal. ' Governor appears to want to, expand to 200% of 

, poverty by the end of 1998. 

Arizona New Governor has stated that getting a children's health program going soon is a priority 
I . 

but no immediate plans. . , . 
I 

Arkansas 
I 

Debat,ing whether to count 1115 Medicaid waiver, approved in August for children up to 
200%'ofpoverty, as anew program. 

California "Heal~y Families" plan passed by state legislature on 9/13/97. Expands Medicaid to 
100Wofpoverty for all children and creates a new program for children 100 to 200% of 

I " 
poverty that has fairly comprehensive benefits .offers coverage through group purchasing 
coop 6r employers. 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% ofpoverty into family group coverage. Preliminary expansion may begin in 

,Januru;Y. 

Connecticut Repu~lican Governor proposed plan 9/U; may call aspeciaI:session in Octob~r or 
November with an expected start date ofJanuary 1 (more likely to be next summer) 
Combined Medicaid and new program. Democratic legislature has similar ptogram~ 
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 .. ', .. 
. 

Delaware" ".', ' Goverhor's'office is 10okiIlg'at newpr~~e~p~~ris; ~~thingd~fmitive. i",'" , 

" ' , :,-: ' 

DC ' ' 

," .. ' 
" 

" .. ' ' . 
" , 

. 

,-: 

, 

. . ' 

, I 
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STATE ACTIVITIES UPDATE 
! 

Florida 
I . , 

Prob~bly will expand the Healthy Kids program; the state has an 1115 Medicaid and kids 
proposal in at HCF A. 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 
mee~ in April to decide., Tobacco settlement money may be used as the state 
contribution. 

I 

Georgia 
I 

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

Hawaii Interested in expanding its 1115 Medicaid waiver. 

Idaho Gove~o~ wants a small expansion to 1401150% of poverty since he does not need to go 
throu~h the state legislature for this. Could start in 10/97.' ' 

Illinois Looking at Medicaid options, but in a preliminary planning stage. 

Indiana ! 

Iowa Task Force to present options to governor by 1211/97; expect to introduce a bill by', 
Januah and iinplemelJt by 10/1198. Nine pilblic 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 (und. 

Kansas Two planning groups (Insurance Department and Department of Social and ' 
Rehabilitation Services) to report to Governor and state legislature in 1198. ' 

Kentucky Set up' work group; considering a range of options, including implementing I expanding 
their 1115 Medicaid waiver; however, may not begin in 1998. 

, ~ . 

Louisiana Gove~or-appointedtask force hoping to implement in 1998. 

Maine Governor & state legislature-appointed Maine Commission on Children's Health Care. 
In 3 ~onths, will make recommendations on how to cover children. The state already has 
suffic~ent state share, funding reserved. 

Maryland' 
, 

Look~g at both new program arid Medicaid options; preliminary stage .. 

Massachusetts Has a 1115 Medicaid waiver that it wants to expand to 200% of poverty, possibly 
beginning this fall. 

Michigan 
;

,I 
I ., 

Minnesota, 
I ' , 

State already ~overs childr~n up to 275% of poverty; wants a waiver to cover children at 
,cirrren,tleveis (e.g., outreach) or create a new program. 

Mississippi 
I, , 

., 

Missouri 
.' .. • r:, 

j", 

, . 
.. 

.. 
S~b~itted an amended Medicaid filS w~iver in August that eombineskidS witbadults. ' _ 
Would essentially expand Medicaid to 200o/~ ofpoverty.-Amerided the 1115 Medicaid '," 
'wirlve~ on 9f2~. HI~.ve not submitted an official state plan~, ExPect to i!nplementin 7/98. ' 

Montana 
, < I .'" 

Child Health Insurance Group set up to give recommendations. Looking atcombmation 
ofa n~w program and MediCaid. New program could be implemented in 4/98. 

, 

Nebraska State \Yorking group will give recommendations to Governor. 
, 
i 
I 



STATE 
,", 

ACTIVITIES UPDATE 

Nevada New program being planned for implementation in 4/98. 

New Hampshire 
I 

Still i~ a formative stage. 

New Jersey Governor 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 
Medicaid expansion in January or February. Outreach through schools, Scout groups, 

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

New Mexico 
I 

May ~xpand 111 5 Medicaid waiver to 235,% of poverty for children up to age 5 and to 
185% ofpoverty for children 5-17 years old. Planning to implement in 3/98. 

New York 
i , , 

, Likely to expand its Child Health Plus program; no immediate plans; 

North Carolina Task :force staffed by UNC expects to have a proposal by late October. Debate over 
Meditaid versus new program. Expect deCisions, new program by the Spring. 

I . . . 

North Dakota 

Ohio State:already planning on Medicaid expansion to 150% of poverty on 1Il/98. May 
'expand more through a new program in 4/98. 

Oklahoma Pla.nt\ing a Medicaid expansion to 150% of poverty, new program to 200% of poverty" 
for Spring; 1998. ' 

Oregon Likely to build on existing 1115 Medicaid program and a recently passed state subsidy 
progrpm for low-income families. Its Medicaid expansion will begin in 1198; its state 
progr~ requires a waiver since they want to use children's health subsidies to purchase 
family policies. Its fIrSt public hearing is scheduled for 10121/97. " 

Pennsylvania Budg~t issues: the Governor is reluctant to increase state spending since they recently 
incre~ed their cigarette tax to expand their Children's Health Insurance Program. 

Rhode Island 

South Carolina , 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 applications distributed 
ihroukh schools,doctors'offices, neighborhood pharmacies, and hospitals. 

South Dakota I 
i, 

Tennessee Wan~ to receive enhanced match for children covered in its 1115 Medicaid waiver as of 
April~ I (prior to the date allowed under law). 

Texas Cons~dering 1115 Medicaid waiver and 1or new, program. 

Utah 

-, 
, ' 

" 
,", ',', 

Plarniing on building on State insurance progfam.. Benefits actuanally equivalent to 
Publi~ Employees Health Plan .for state ,-",,:orkers. 'Expecting a bill by 12/1/97 and , ,

I, , " , ' " ",'" , ," , ' , , 

,implement in ApriL State share is expected to be Medicaid savings from managed care 
pend~g 1115approval; cauSing some controversy in Utah.', 

Venriont " " 
I, ,', ' ; " ' 

WantS to expand Ill5 Medicaidwaivei to'275 1300% of poverty.
'.". . 

Virginia 
I "" , . , _ '. .' 

PreliJpinary discussions suggest a combined Medicaid and new state program. May have 
plan 9Y January, implement by July. " ' " , , 



STATE I ACTIVITIES UPDATE 
I . , 

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 hot 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 
opposition. May look for an 1115 to do this . 

West Virginia . State tis concerned about state share. Would consider Medicaid if it could get an 1115 
Medicaid waiver for benefits (preliminary). 

~ . . 
Want 1115 Medicaid waiver to implement Badger Care to cover adults as well as kids. 
Expected implementation in 7/98. However, not approved by state Senate which wants 
Medi~aid expansion. . '. . 

Wisconsin 

Work group to plan for legislative session in February. Looking at new program with 
impl¢mentation in 7 to 10/98. '. . 

Wyoming 

i 
I 

. I 
, 

i 
I 
I 



GROUPS UPDATE 

Currently, many of the Children's Health Agencies primarily focus is on distributing 

information to members. iFollowing is a summary of the most active children's health groups 

and their activities. . 


. American Academy of Pe~iatrics (AAP) 
• 	 Developed summ~ materials for distribution to Chapter leadership and relevant AAP 

Committees. Chapter leadership has been requested to contact their Governor's Office so 
that they may be involved indecision making. 

, 
, 

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

I 
• 	 Continued meetings of the Children's Health Groups s6 that members can discuss and 


share information on implementation issues. 


• 	 Plan to develop 'a presentation for AAP Fellows at the AAP Annual Meeting November 

1.,5, 1997, in NewtOrleans. 


I 
" I 

American Hospital Association (AHA) 
• 	 Developed website which discusses Children Health Implementation Legislation as well 

as information provided by the Health Care Financing Administration. 
, 

• 	 Hosted a series of~onference calls with state and metropolitan associations sharing 

information and ericourage involvement. . 

, ~ 	 " 

• r" 	 • 

.' I 	 . , . 
• 	 Plan to host aNov~mber 19, 1997, educational'conference in Washington, D.C. which 


will include representatives from all fifty states. 


• 	 Plan to work with :AJIA's budget to include more outreach materials concerning 
. I . .. 


"Medicaid. ' i 


t" 

Families USA , 
• 	 Organized conference call with HCF A and National AssoCiation of Children's Hospitals 

which attracted tOl,lghly 130 callerswho shared information. 
. ' I.. 	 '. ' 

•. "Plan to develop m~terials and mailing lists"to share with other groups whatothers are 
". I 	 . . . 

" doing on C~ildrenis Hea~th Implementation. ' ' . 

, . .: ".~ - - '. - ' : . 
.; 	 Plan to hostspeak~rs to, educate members about Children's Health Implementation ideas. . rr " 

:' 
i 
i 
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American Medical Association (AMA) 	 ,
I 	 .. 

•. 	 Plan to work withlstate medical societies to distribute information to the physicians. 

March of Dimes 
• 	 Co-sponsored a forum in Columbus, Ohio, with the Healthcare Leadership Council for 

policy makers (bu~iness leaders, governors, etc.) and hope to continue more of these 
. forums which emphasize Children's Health Implementation. 

I 	 . 

• 	 Plan to host a volJnteer leadership conference with over 800' people in a~endance" 
in which member~ are being encouraged to get appointed to task forces. 

• 	 Work with HHS t<;> host regional meetings on Children's Health Implementation. 

I 
National Association of Ohildren's·Hospitals 
• 	 Co-sponsored a series of conference calls with Families USA in which the HFCA staff 

was able to brief members about Children's Health Implementation. 

• 	 Produced question and answer Summaries for members, paying particular attention to the 
issue of children'slhealth insurance. 

, I . .' 	 , ' 
• 	 . Preparing for the it; annual conference in two weeks where multiple sessions which will 

address Childre~'S Health Implementation. 

Washington Business Group on Health 
• 	 Interested in distriputing infonnation to employers to encourage them to continue 

" l.coverag~. 

. I 
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UPCOMING MEETINGS 

October 
1 	 Effective date of new; program 


Congressional tobacc? meeting (President) , ' 

HHS meets with Coalition on Healthy Communities I Healthy Cities 


6 	 Children's health day; First Lady will speak to a breakfast with children's groups; will address the topic at 
, I 	 ' 

the climate change conference 	 . . 
, 

6-7 	 NGA executive com~ittee meeting in Columbus, OH; to focus on children's health 
! 	 • 
I 

7 	 National Education Association meeting (DC) 

9 	 National Commission: on Partnerships for Children's Health (Shalala) 
Mid-October I 	 .., 

Letter to states describing state child health plan approval.process 
I 

Letter to states about payment process 
Letter to states about nling a Medicaid plan amendinent if choosing Medicaid option 
HHS report on ways tpat states have limited "crowd out" or substitution ofpublic for private coverage 

! . 	 . 

I 
20 	 Center on Budget andlPolicy Priorities meeting (DC) 

26-29 	 APWA: Nat'l Association of State Medicaid Directors' annual meeting (Alexandria, V A) 
1 

31 	 American Associatio~ of Medical Colleges annual meeting (DC) 
I' .' . . . . 

November 	 ,
I 

1-5 	 American Academy ofPediatrics annual meeting (New Orleans) 
, 

4 	 Washington Business Group on Health Board of Directors (DC) (possible Shalala, DeParIe) 
~ 	 , . 

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

9-13 	 American Public Heal~'Association meeting (Indianapolis) (possible VP) 

December, . 

4~7 National League ofClfies annual meetipg (philadelphia) 


, 	 . 

6 	 AMA annual meeting ~allas) . 

January 	 : 
22-24 	 Families USA annualfueetiflg (DC),wantPresident or Vice President, .'

I 	 . 

I 

31-4 	 AHA annual meeting (DC) 

June 
, ,! . .""' .: ~ '. :,,:.~. ,_- : t "; 	 , : 

HHS to release payment issues guidance ' .•' , . 
, . 

HHS to release guidanF~ on states' annual rt::p0ts 
·14-17 AAHP annual meeting (Boston) ,. .. 
26-30 American Nurses Association annual meeting 

" ~ 


