Transmittal Letter for Annual report

December 31, 2000

Jennifer Ryan

Health Care Financing Administration
7500 Security Boulevard

Mail Stop:  S2-01-13

Baltimore, MD 21244

Dear Ms. Ryan:
Enclosed is a copy of Kentucky’s Annual Report of the State Children’s Health Insurance Program
for Federal Fiscal Year 2000. The annual report framework was used to formulate the report. The

annual data report was submitted to HCFA earlier in December.
Kentucky continues to work hard to implement the children’s health insurance program, and we value
the support to provide improved access to health care to Kentucky’s children.

Sincerely,

Dennis Boyd
Commissioner

Enclosure

Three copies need to be sent to Andriette Johnson; HCFA — Atlanta; 61 Forsyth &. SW, Suite 4T20;
Atlanta, GA 30303-8909



FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

Preamble

Section 2108(a) of the Act provides that the State must assess the operation of the State child hedlth plan in each
fiscd year, and report to the Secretary, by January 1 following the end of the fiscd year, on the results of the
assessment. [n addition, this section of the Act provides that the State must assess the progress made in reducing
the number of uncovered, low-income children.

To assig gatesin complying with the statute, the National Academy for State Health Policy (NASHP), with
funding from the David and L ucile Packard Foundation, has coordinated an effort with statesto develop a
framework for the Title XXI annud reports.

The framework is designed to:

C Recognize the diversity of State approaches to SCHIP and allow States flexibility to highlight key
accomplishments and progress of their SCHIP programs, AND

C Provide consistency across States in the structure, content, and format of the report, AND
C Build on data already collected by HCFA quarterly enrollment and expenditure reports, AND

C Enhance accessibility of information to stakeholders on the achievements under Title XXI.
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FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’'SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

State/Territory: Kentucky

(Name of State/Territory)

The following Annua Report is submitted in compliance with Title XXI of the
Socid Security Act (Section 2108(a)).

(Signature of Agency Head) Dennis Boyd, Commissioner

SCHIP Program Name (s)_Kentucky Children’s Health Insurance Program (KCHIP)

SCHIP Program Type Medicaid SCHIP Expansion Only
Separate SCHIP Program Only
X__Combination of the above

Reporting Period _Federal Fiscal Year 2000 (10/1/99-9/30/00)

Contact Person/Title  Lynne Flynn, Director, Divison of Children’s Health Programs

Address 275 E Main, 6W-A Frankfort, KY 40621

Phone 502/564-6890 Fax 502/564-0509

Emal lynneflynn@mail.state.ky.us
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Submisson Date December 22, 2000
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

This section has been designed to allow you to report on your SCHIP program’s changes and
progress during Federal fiscal year 2000 (October 1, 1999 to September 30, 2000).

1.1 Please explain changesyour State has madein your SCHIP program since September 30,
1999 in the following ar eas and explain the reason(s) the changes wer e implemented.
Note: 1f no new policies or procedures have been implemented since September 30, 1999, please
enter >NC= for no change. If you explored the possibility of changing/implementing a new or
different policy or procedure but did not, please explain the reason(s) for that decision aswell.

1. Programdigibility NC
2. Enrollment process Sdf-declaration of income became effective July 1, 2000.

3. Preumptive digibility Presumptive digibility is not an option at this time. It was
determined that other new policy and procedur es negated its benefits; i.e., use of two page
mail-in application, self-declaration of income, 90 day retroactive enrollment and average
length of time from receipt of application to enrollment.

4. Continuous digibility NC

5. Outreach/marketing campaigns  Extensive media campaign including TV, radio and print;
local outreach through public health; speaker’s bureau; employers kit; Kentucky Farm
Workers Campaign; door-to-door campaign in the spring; partner ship with McDonalds and
Walmart for spring campaign; state fair campaign; and back-to-school campaign.

6. Eligibility determination process Expanded use of the two page, mail-in application has
significantly reduced the number of face-to-face interviews, and the use of self-declaration
of income and disabled adult and child care expenses have also shortened the digibility
determination process. In an effort to maintain a low error rate, workers do verify the
statement if thereisreason to doubt the information provided.

7. Hlighility redetermination process Eligibility redetermination isrequired every twelve months,
and the process has been changed by having the recipient receive pre-printed information
through the mail which mugt be verified, Sgned and returned within a prescribed time frame.

8. Bendfit sructure The benefit structurefor Kentucky’s separ ate insurance program

for children in families from 150% to 200% FPL isthe same as Medicaid, except EPSDT
Special Services and non-emer gency transportation are not cover ed.
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10.

11.

12.

13.

14.

15.

1.2

Cogt-sharing policies No cost sharing (premiumsor co-pays) isrequired.

Crowd-out policies NC

Déivery sysem The service ddivery mechanism for Kentucky’s separ ate insurance
program for children in families from 150% to 200% FPL has been changed from
Accountable Pediatric Organizations to Kentucky’s Department for Medicaid Services
delivery system.

Coordination with other programs (especidly private insurance and Medicaid) Eligibility and
health care servicesfor Kentucky’s separate insurance program are provided through the
existing M edicaid service delivery system.

Screen and enroll process NC

Application NC

Other

Please report how much progress has been made during FFY 2000 in reducing the number
of uncovered, low-income children.

Cumulative enrollment for FFY 2000 began at 22,736 in October 1999 and grew to 62,110 by
the end of September, 2000. A chart with cumulative enrollment by each of the KCHIP
phasesin included in the appendix.

1.

Please report the changes that have occurred to the number or rate of uninsured, low-income
children in your State during FFY 2000. Describe the data source and method used to derive this
informetion.

Please see the chart in the appendix for the number of uninsured children enrolled in
K CHIP through the end of FFY 2000.

The Kentucky L egidative Resear ch Commission (L RC) conductsan annual survey of the
uninsured. In 1997, it was estimated that 15.2% of the children under 19 were uninsured
in Kentucky. In 1998, the estimate was 13.5%, and in 1999, it was 9.9%. The 1999 data
wasthefirs year toreflect KCHIP implementation.

The LRC has studied the insurance status of the state since 1996. Data is collected
through annual telephone surveys and combined with data from the March Supplement
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to the annual Current Population Survey.

Because the sample size of children isfairly small for any one year, data for 1997-1999
were combined to increase the sample size. The advantageisthat it ispossible to look
at very narrowly defined segments of the child population, which is necessary when
estimating the number of children digible for KCHIP. The disadvantage of combining
multiple years of dataisthat it isnot possibleto track changesover time.

2. How many children have been enrolled in Medicaid as aresult of SCHIP outreach activities and
enrollment smplification? Describe the data source and method used to derive this information

Kentucky usesajoint application and eligibility determination process, and in June, 1999,
an extensive and aggr essive outr each campaign was initiated that included the use of a
two-page, mail-in application. It is estimated that Medicaid enrollment increased by
approximately 11% as a result of KCHIP outreach activities and enrollment
smplification.

There were 242,247 children enrolled in Medicaid in July, 1999, and one year later in
June, 2000, there were 271,332 children enrolled in Medicaid which is an increase of
29,085 or 11%. Also, comparing the quarterly enrollmentsduring FFY 99 to FFY 00 shows
asteady increase. Theincreasein thefirst quarter was 2.25%, in the second quarter it
was 5.4%, in thethird quarter it was 1%, and in the fourth quarter it was 1.1%. A copy
of the comparison chart isincluded in the appendices.

3.  Please present any other evidence of progress toward reducing the number of uninsured, low-
income children in your State.

A Legidative Research Commission memo titled the “Rate of Uninsured Children
Declines’ isincluded in the appendices.

4. Hasyour State changed its basdline of uncovered, low-income children from the number reported
in your March 2000 Evauation?

_ X No, skipto 1.3
_____Yes, what isthe new basdine?

What are the data source(s) and methodology used to make this estimate?
What was the judtification for adopting a different methodol ogy?

What is the Stat€’ s assessment of the reliability of the etimate? What are the limitations of the
data or estimation methodology? (Please provide a numerica range or confidence intervas if
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available)

Had your state not changed its basdline, how much progress would have been made in reducing
the number of low-income, uninsured children?

1.3 Complete Table 1.3 to show what progress has been made during FFY 2000 towar d
achieving your State's strategic objectives and performance goals (as specified in your
State Plan).

In Table 1.3, summarize your State' s strategic objectives, performance gods, performance
measures and progress towards meeting goals, as specified in your SCHIP State Plan. Beas
specific and detailed as possible. Use additiona pages as necessary. The table should be
completed asfollows:.

Column 1 List your Stat€' s strategic objectives for your SCHIP program, as specified in
your State Plan.

Column 2: Ligt the performance gods for each strategic objective.

Column 3: For each performance god, indicate how performance is being measured, and
progress towards meeting the god. Specify data sources, methodology, and
gpecific measurement approaches (e.g., numerator, denominator). Please
attach additiond narrative if necessary.

Note: If no new data are available or no new studies have been conducted since what was

reported in the March 2000 Evaluation, please complete columns 1 and 2 and enter ANC@)for
no change) in column 3.
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Table 1.3

)

Strategic Objectives
(as specified in Title XXI
State Plan and listed in
your March Evaluation)

2
Performance Goals for
each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED

TO REDUCING THE NUMBER

OF UNINSURED CHILDREN

Data Sources:
Methodology:

Progress Summary:

OBJECTIVES RELATED

TO SCHIP ENROLLMENT

Within two years
increase numbers of
children with
creditable coverage

KCHIP separate
insurance program will
achieve 50%
penetration and enroll
10,000 children. The
Medicaid expansion
will enroll
approximately 27,500
additional children.

Data Sources:
Medicaid and KCHIP enrollment data
KY Legislation Research Commission (LRC) annual insurance studies.

Methodology:
The LRC study uses calculated averages from a 3 year average of the most recent
March supplement to the CPS produced by the Bureau of Census and augmented by
the LRC household survey.

Progress Summary:

- KCHIP has achieved and exceeded the performance goal.
As of September 30, 2000, a total of 62,110 children had been enrolled in the three
phases of KCHIP from the beginning of the program on July 1, 1998.
On September 30, 2000, there were 13,193 children enrolled in the separate
insurance program.

On September 30, 2000, there were 34,920 children enrolled in the Medicaid
expansion.
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Table 1.3

)

Strategic Objectives
(as specified in Title XXI
State Plan and listed in
your March Evaluation)

2
Performance Goals for
each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED

TO INCREASING MEDICAID

ENROLLMENT

Within two years
increase Medicaid
enrollment

An additional 10,000
currently Medicaid
eligible children will be
enrolled in Medicaid.

Data Sources:
Administrative enrollment data

Methodology:
Compare July, 1998, and June, 2000 current segment enrollment numbers.

Progress Summary:
The performance goal has been met and exceeded.

In July, 1998, there were 245,797 children enrolled in Medicaid, and in June, 2000,
there were 271,332 enrolled, a net increase of 25,535.

OBJECTIVES RELATED

TO INCREASING ACCESS TO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Data Sources:

Methodology:

Progress Summary:
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Table 1.3

)

Strategic Objectives
(as specified in Title XXI
State Plan and listed in
your March Evaluation)

2
Performance Goals for
each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED

TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Within five years
increase health status
of children.

90% of children
covered under KCHIP
will have complete
immunization be age
3,

95% of 13 year olds in
KCHIP will have
complete
immunizations,

75% of children under
18 months of age will
receive the
recommended number
of well child visits,

75% of children
between 3 and 6 years
of age will receive at
least one well child
exam,

75% of children 12-17
will receive at least one
well child exam
annually,

75% of children will
receive routine vision
screening yearly by
PCP,

Data Sources:
Methodology:

Progress Summary:

KCHIP data will be reported in FFY 2003. KCHIP will work with the Department for
Medicaid Services and Passport Health Plan to establish baseline data.

Baseline data on well-child visits in the first 15 months of life for all children enrolled in
Medicaid during SFY 97 have been established. (Attachment in appendices)

Passport Health Plan, which is the only managed care organization providing services
to children enrolled in KY Medicaid and KCHIP, has measured HEDIS results for well-
child visits in the first 15 months of life, well-child visits in the 3¢, 4", 5" and 6" year
of life, adolescent well-care visits, and childhood and adolescent immunizations.
Passport Health Plan is collecting HEDIS data to become certified by NCQA.
(Attachment in appendices)

The HCFA 416 Annual EPSDT Participation Report for FFY 1999 shows that 39% of
the total eligible children received at least one initial or periodic Screen.
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Table 1.3

)

Strategic Objectives
(as specified in Title XXI
State Plan and listed in
your March Evaluation)

)

Performance Goals for

each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

75% of children will
receive an eye exam
by an eye care
specialist between age
3-6.

OTHER ORIECTIVES

1. Within two years
reduce barriers to
affordable health
coverage

2. Within one year
of HCFA plan
approval, provide
statewide
coverage

Cost sharing will be at
a level that families will
enroll in KCHIP with at
least 30,000
participants.

Provide statewide
coverage with KCHIP
through a contract or
the state run Medicaid
program.

Data Sources:

1.
2.

Not applicable at this time.
KCHIP Annual Report for FFY98 to HCFA

Progress Summary:

1.
2.

Cost sharing has not been implemented.

KCHIP separate insurance program has changed the service delivery mechanism by
removing Accountable Pediatric Organizations and substituting the existing Medicaid
infrastructure. KCHIP was fully implemented statewide on November 1, 1999. This
performance goal was met within the targeted time frame.
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1.4  If any performance goals have not been met, indicate the barriers or congraints to meeting them.

15  Discussyour State' s progressin addressing any specific issuesthat your state agreed to assessin
your State plan that are not included as strategic objectives.

1.6 Discuss future performance measurement activities, including a projection of when additiond detaare
likely to be avalable.

The length of time to measur e the strategic objective addressing use of preventive care has been
changed from threeto fiveyears. Theprimary reason for changing is based on the current change
in the service delivery mechanism to be used by the Kentucky Department for Medicaid Services.
During the next fiscal year, basdlineswill be established for performance goals. Pleasefind attached
basdinesfor Region 3, which isthe only operating managed car e or ganization utilized by Medicaid
in the Sate, for well child vistsand immunizations. Thereisalso a chart prepared by the Department
for Medicaid Services on well child vidits in the first 15 months of life by Region, and data on
statewide EPSDT Screening by age group for FFY 1999 isalso reported on the HCFA 416.

1.7 Pease attach any studies, andyses or other documents addressing outreach, enrollment, access, quality,

utilization, costs, satisfaction, or other aspects of your SCHIP program’s performance. Pleaselist
attachments here.
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SECTION 2. AREAS OF SPECIAL INTEREST

This section has been designed to allow you to address topics of current interest to
stakeholders, including; states, federal officials, and child advocates.

2.1  Family coverage:  NA

A. If your State offers family coverage, please provide a brief narrative about requirements for
participation in this program and how this program is coordinated with other program(s). Include
in the narrative information about digibility, enrollment and redetermination, cost sharing and
crowd-out.

2. How many children and adults were ever enralled in your SCHIP family coverage program during
FFY 2000 (10/2/99 -9/30/00)?

Number of adults
Number of children

3. How do you monitor cogt-€effectiveness of family coverage?

2.2 Employer-sponsored insurance buy-in: NA
1. If your State has a buy-in program, please provide a brief narrative about requirements for
participation in this program and how this program is coordinated with other SCHIP program(s).

2. How many children and adults were ever enrolled in your SCHIP ESl buy-in program during FFY
20007

Number of adults
Number of children

2.3 Crowd-out:
1. How do you define crowd-out in your SCHIP program?

A child isindligible for the KCHIP Medicaid expansion or separate insurance program for
targeted low income children if they have had private insurance coveragein the six
months prior to the application. An application may be approved in cases where
cover age ended lessthan six monthsprior to determination of eligibility if coverage
was terminated for reasons beyond the parent’s control, such as. 1) L oss of
employment; 2) death of a parent; 3) divorce, where children’s coverage had been
provided by a non-parental adult; 4) change of employment; 5) change of address so
that no employer-sponsored coverage is available; 6) discontinuation of health benefits
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to all employees of the applicants employer; 7) expiration of COBRA; 8) self
employment; and 9)termination of health benefits due to along term disability.

2. How do you monitor and measure whether crowd-out is occurring?

Eligibility determination workers code denied applications by reason for denial which
includesthat the child hasinsurance or has had insurance within the past sx months. A
monthly report issent to KCHIP for review and analysis.

3. What have been the results of your analyses? Please summarize and attach any available reports or
other documentation.

Denial codes were monitored for seven monthsduring FFY 2000. Therewere morethan
5750 applications denied during that time, and 54% of the denials were because the
applicant failed to supply all the required information and documentation. The second
(16%) most frequent denial of an application is because the applicant is currently
receiving M edicaid, the third (14%) reason for denial isthat the applicant isover income
limits, and the fourth (9% ) most frequent denial is because the applicant hasinsurance.
To provide more specific information on crowd-out, a quality control evaluation project
will be conducted during FFY 2001.

4. Which anti-crowd-out policies have been most effective in discouraging the subgtitution of public
coverage for private coverage in your SCHIP program? Describe the data source and method
used to derive thisinformation.

2.4 Outreach:

A. What activities have you found most effective in reaching low-income, uninsured children?

Thetop three most effective approaches have been: brochures/flyers, promotional

items; and signgposters. Thethreemost effective strategiesor “best practices for enrolling

children were:  involving the schools, advertising, including TV spots, PSAs and newspaper
ads; and door-to-door efforts and involving the local health departments.

B. How have you measured effectiveness?

There were four methods used to measure outreach effectiveness. There were; 1) a
survey was conducted tar geting outreach workers; 2) eight focus groupswere held satewide
targeting potentially digible families; 3)three focus groups were held involving policy
leader s, advocates, and agency leaders, and 4) a two day strategic planning conference
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involving mor e than 50 participants.

2. Have any of the outreach activities been more successful in reaching certain populations (eg.,
minorities, immigrants, and children living in rurd areas)? How have you measured effectiveness?

A contract wasinitiated with the UK Farm Workers Program to target L atino and Hispanic
populations. The contract provided trandation services and door-to-door outreach in 11
counties. There were over 400 applications distributed, over 300 phone calls made, 75
face-to-face contacts made, and 230 door-to-door outreach contacts made.

Themost current available data by race was used to measur e effectiveness. Therewere
.8% of the Kentucky population classified as Higpanic, and KCHIP data in September,
2000 indicated that .9% of the enrolled children in KCHIP were Hispanic. Using this
indicator asa guide, it isconsidered that outreach effortstargeting Kentucky’s Hispanic
speaking population have been effective.

3. Which methods best reached which populations? How have you measured effectiveness?

Specific data are not available.

2.5 Retention:
1. Wha seps are your State taking to ensure that eligible children stay enrolled in Medicaid and
SCHIP?

Face to face interviews are no longer required. Pre-printed forms are mailed to families with
children who need to recertify in themonth prior toreceritfication, and the parent or legal
guardian isrequired to verify the information, sgn and return it. Thedisenrollment rate
isapproximately 3%. A disenrollment survey will be conducted in January 2001.

2. What specid measures are being taken to reenroll children in SCHIP who disenrall, but are il
digible?

___ Follow-up by caseworkers/outreach workers

_X_ Renewd reminder noticesto dl families

____ Targeted mailing to sdlected populations, specify population
____Information campaigns

_X_ Simplification of re-enrollment process, please describe: Pre-printed forms mailed to enrolled
children, sdlf declaration of income accepted.

_X_ Surveysor focusgroupswith disenrolleesto learn more about reasonsfor disenrollment,
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please describe: A random sample, mailed survey will be conducted in January, 2001 of
KCHIP disenrollees to deter mine reasons children do not re-enroll, where health care will
be accessed in the future and method of payment.

____ Other, please explain

3. Arethe same measures being used in Medicaid aswell? If not, please describe the differences.

Y es, however Medicaid isnot conducting a survey of disenrollees.
4. Which measures have you found to be most effective at ensuring thet eigible children stay enrolled?
5. What do you know about insurance coverage of those who disenroll or do not reenroll in SCHIP

(eg., how many obtain other public or private coverage, how many remain uninsured?) Describe
the data source and method used to derive this information.

2.6 Coordination between SCHIP and Medicaid:
1. Do you use common gpplication and redetermination procedures (e.g., the same verification and
interview requirements) for Medicaid and SCHIP? Please explain.

Yes, all procedures arethe same.

2. Explan how children are transferred between Medicaid and SCHIP when achild s digibility Satus
changes.

This has been programmed into the automated digibility system. The digibility
determination workersenter status changesinto the system that effect eigibility, and if
achangeresultsin a child transferring to a different program, a member card reflecting
the correct statusismailed to the enrolled child at the end of the month. A new member
card ismailed each month whether thereisa status change or not.

3. Arethe same ddivery systems (including provider networks) used in Medicaid and SCHIP? Yes

4. Peaseexplan.

Cogt Sharing:

Kentucky has not implemented cost sharing.

1. Hasyour State undertaken any assessment of the effects of premiums/enrollment feeson
participation in SCHIP? If so, what have you found?

12/27/00



2. Hasyour State undertaken any assessment of the effects of cost-sharing on utilization of hedlth
sarvice under SCHIP? If so, what have you found?

Assessment and Monitoring of Quality of Care:

Kentucky will be developing basdinesfor performance goals thisyear in cooperation
with Medicaid.

1. Wha information is currently available on the qudity of care received by SCHIP enrollees? Please
summarize results.

2. What processes are you using to monitor and assess quality of care received by SCHIP enrollees,
particularly with respect to well-baby care, well-child care, immunizations, menta hedth, substance
abuse counsding and trestment and dental and vison care?

3. What plans does your SCHIP program have for future monitoring/assessment of qudity of care
received by SCHIP enrollees? When will data be available?
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SECTION 3. SUCCESSES AND BARRIERS

This section has been designed to allow you to report on successesin program design,
planning, and implementation of your State plan, to identify barriersto program development
and implementation, and to describe your approach to overcoming these barriers.

3.1 Please highlight successes and barriers you encountered during FFY 2000 in the following aress.

Please report the approaches used to overcome barriers. Be as detailed and specific as possible.
Note: If thereis nothing to highlight as a success or barrier, Please enter >NA= for not
applicable.

1. Eligibility

Successes  On November 1, 1999, the separ ate insurance program of Kentucky’s plan
was implemented statewide. Thisphase of KCHIP, Phase 111, expanded digibility up to
200% FPL.

Barriers There are two issues that can be categorized as barriers, and these two
issues are difficult for potentially eligible families to understand; i.e., federal policy
related to the public charge issue and the sx month waiting period without voluntarily
dropping health insuranceto control for crowd out. Eligibility workersand hot line staff
have received training and explanatory memosto help them more fully under stand these
issues. Also, when meetings with workers have been held, these issues have been
discussed. The approach taken wasto provide the front-line worker with accurate and
current information who in turn could explain it to the families.

2. Outreach

Successes  Onekey to our successisthe on-going communication and support to the
network of community partners. A newdetter isdistributed periodically, and a planning
conference was held in the Spring involving 50 partnersto provide the basisfor athree
year outreach plan. A second key to success was the on-going, compr ehensive media
campaign that was conducted through June, 2000. Finally, the contract with Kentucky’'s
Farm Worker Program has provided door-to-door outreach to thirteen countieswith the
highest per centage of L atino or Hispanic families.

Barriers Two barriers have been identified and addressed. Oneistotarget more
funding to support effortsto contact the hard-to-reach familieswith eigible children, and
the other is to develop an outreach campaign for providers who can recommend that
familiesenrall in KCHIP.

3. Enrolment

Successes  Enrollment performance goals have been achieved and exceeded, and
monthly enrollment continuesto climb at a steady pace. Two enrollment campaignsthat
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have been successful for the past two year s have been the Back-to-School campaign and
outreach effortsthrough the State Fair. The Back-to-School campaign’s successisthe
result of early and thorough planning, support, and cooperation of the Covering Kids
Grant, the State Department of Education, the Family Resources and Youth Services
Centers, the Department for Medicaid Services and the local schools.

Barriers The mogt sgnificant barrier to enrollment that has been encountered isthe
welfare stigma associated with the program. The approach has been to provide more
information about KCHIP, explain why and how it works, and inform the public and
providersthat it isfor working families whose children are uninsured.

4. Retention/disenrollment

Successes  Duringthefourth quarter of thisfiscal year, a new processfor re-enrollment
wasimplemented. No longer would face-to-face interviews or income documentation be
required. Current procedure usesa pre-printed form that ismailed to the enrolled child’s
family, and the information isverified, signed, dated, and returned.

Barriers The pre-printed form is not as user friendly astheinitial application. A
wor kgroup continues to address thisissue.

5. Ben€fit sructure

Successes  The separate insurance program, KCHIP Phase |11, has a rich benefit
package, and it even includes a contract for vaccines. The benefit packageisthe same
as Medicaid; except, it does not include non-emergency transportation and EPSDT
Special Services.

Barriers Thelimitation of non-emer gency transportation has proved to bea barrier
for some familieswho may haveto travel outsdetheir countiesfor services. Therapid
enrollment during the past year has put a strain on provider availability in some areas.
An expanded and enhanced provider recruitment program has been implemented by the
Department for Medicaid Services, and KCHIP hasbeen afull participant in thiseffort.
Provider recruitment has become an on-going effort.

6. Cog-sharing
Kentucky has not implemented cost sharing.
7. Ddivery systems

Successes  An important success has been the development of dental recruitment
efforts. It is still an issue and will require continued efforts, but more dentists have
become providers because of the recruitment program. A dentist hasbeen hired by the
Cabinet for Health Servicesto make recommendations on policy and program issues and
to serve asliaison with dental providers.
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Barriers KCHIP uses the same delivery system as the Department for Medicaid
Services which has smplified implementation of KCHIP. No significant barriers have
been noted that are attributed to KCHIP.

8. Coordination with other programs

Successes  Thereareanumber of state and local officesthat have worked closdy with
the KCHIP program. Any listing will be incomplete, but several to list arelocal health
departments, local schools, and the family resour ce youth service center swho have been
instrumental in operating successful outreach efforts. Also, the Commission for Children
with Special Health Care Needs and Kentucky’'s Early Intervention System have
conducted statewide campaignsto enroll qualified children with special needs. Ddlivery
of services has been enhanced because of the coordination with the Department for
Medicaid Services delivery system and Division of Epidemiology and Health Planning's
vaccine program. Also, landmark comprehensive early childhood legidation was passed
during the 2000 legidative sesson that will have a sgnificant impact on children’s health.

Barriers Theonebarrier that hasbeen noted istheresult of our success; i.e, rapidly
increasing enrollment has strained provider resourcesin someareas. It isan issuethat
has been discussed and isbeing addr essed.

9. Crowd-out

Successes  Kentucky usesa six month waiting period to control for crowd-out, and it
appearsto be an effective method.

Barriers Thisisan area of the program that continuesto be controversal and isone
that requires more evaluation.

10. Other

Success The most significant success has been that KCHIP has achieved full
implementation within the prescribed time frames.

Barrier Onebarrier that has been discussed isthat KCHIP does not cover

children who are older than 18 but are still dependents because they ar e continuing their
formal education and training.
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SECTION 4. PROGRAM FINANCING

This section has been designed to collect program costs and anticipated expenditures.

4.1 Please complete Table4.1to provideyour budget for FFY 2000, your current fiscal year
budget, and FFY 2002 projected budget. Please describein narrative any details of your
planned use of funds.

Note: Federal Fiscal Year 2000 starts 10/1/99 and ends 9/30/00).

Federal Fiscal Year| Federal Fiscall Federal Fiscal Year
2000 costs Year 2001 2002

Benefit Costs
Net Benefit Costs 72,321,101 94,471,298 |[97,767,227
Administration Costs
Personnel 814,200 875,100 875,200
General administration/operating 35,000 38,500 38,500
Contractors(e.g., enrollment) 1,200,000 1,200,000 1,200,000
Outreach/marketing costs 894,000 894,000 894,000
Other 369,125 3,384,700 3,384,600
Total Administration Costs 3,312,325 6,392,300 6,392,300
Federal Share (multiplied by
enhanced FMAP rate) 60,037,814 79,954,574 | 82,244,363
State Share 15,595,612 20,909,024 | 21,915,164
TOTAL PROGRAM COSTS 75,633,426 100,863,598(104,159,527




4.2 Pleaseidentify thetotal State expendituresfor family coverage during Federal fiscal year
2000.

NA

4.3 What werethe non-Federal sources of funds spent on your CHIP program during FFY
20007

_X_State appropriations

___ County/locd funds

__ Employer contributions

____Foundation grants

_____ Private donations (such as United Way, sponsorship)
___ Other (specify)

A. Do you anticipate any changes in the sour ces of the non-Federal share of plan
expenditures.
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

This section has been designed to give the reader of your annual report some context and a quick glimpse of your SCHIP program.

5.1 Toprovideasummary at-a-glance of your SCHIP program characteristics, please provide the following information. If you do
not have a particular policy in-place and would like to comment why, please do. (Please report on initia application process/rules)

Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program
Program Name KCHIP Phase | & Phase Il KCHIP Phase llI
Provides presumptive eligibility X __No X __No
for children Yes, for whom and how long? Yes, for whom and how long?
Provides retroactive eligibility No No
X___Yes, for whom and how long? 90 days. There is X __Yes, for whom and how long? 90 days. There
an exception. If the applicant lives in the one is an exception. If the applicant lives in the
managed care region in the state, eligibility dates one managed care region in the state,
back to the first day of the month that the eligibility dates back to the first day of the
application is received. month that the application is received
Makes eligibility determination State Medicaid eligibility staff State Medicaid eligibility staff
X Contractor (Dept. for Community-Based X Contractor (Dept. for Community-Based
Services) Serv)
Community-based organizations Community-based organizations

Insurance agents Insurance agents
MCO staff MCO staff
Other (specify) Other (specify)

Average length of stay on Specify months __6.4 * Specify months _ 5.3 *
program
Has joint application for No No
Medicaid and SCHIP X __Yes X__Yes
Has a mail-in application No No
X __Yes X __Yes
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Table 5.1

Medicaid Expansion SCHIP program

Separate SCHIP program

"HaPiG enroume(l)wft nas arrected

average leng stay X No X No

Can apply for program over Yes Yes

phone

Can apply for program over X _No X No

internet Yes Yes

Requires face-to-face interview X _No X No

during initial application Yes Yes

Requires child to be uninsured No No

for a minimum amount of time X __Yes, specify number of months 6 X Yes, specify number of months 6

prior to enrollment

What exemptions do you provide? Children whose
insurance coverage has been terminated for
reasons other than voluntary action by them or
their parents; e.g., loss of employment, death of a
parent, divorce, change of employment, change of
address so that no employer-sponsored coverage
is available, employer discontinues health
benefits, expiration of COBRA, self-employment,
and termination of health benefits dueto long
term disability.

What exemptions do you provide? Same as the
medicaid expansion.

Provides period of continuous
coverage regardless of income

changes

X No There is an exception. If the enrolled
child lives in the one managed care region of the
state, there is continuous eligibility for 6 months.

Yes, specify number of months Explain
circumstances when a child would lose eligibility during the
time period

X _No Thereis an exception. If the
enrolled child lives in the one managed care
region of the state, there is continuous
eligibility for 6 months.

Yes, specify number of months
Explain circumstances when a child would lose eligibility
during the time period

Imposes premiums or
enrollment fees

X __No

Yes, how much?
Who Can Pay?
Employer
Family
Absent parent
Private donations/sponsorship
Other (specify)

X ___No

Yes, how much?
Who Can Pay?
Employer
Family
Absent parent
Private donations/sponsorship
Other (specify)

Imposes copayments or

X __No

X __No
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information precompleted and:
__X_ ask for a signed confirmation
that information is still correct
____do not request response unless
income or other circumstances have
changed

Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program

coinsurance Yes Yes

Provides preprinted No No

redetermination process X Yes, we send out form to family with their X Yes, we send out form to family with their

information and:
__X_ ask for a signed
confirmation that information is
still correct
____do not request response
unless income or other
circumstances have changed

5.2  Please explain how theredeter mination process differsfrom theinitial application process.
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SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income dligibility information for your SCHIP program.

6.1 Asof September 30, 2000, what was the income standard or threshold, as a per centage of the Federal poverty level, for
countable incomefor each group? If the threshold varies by the child=s age (or date of birth), then report each threshold for each age group
separately. Please report the threshold after gpplication of income disregards.

Title XIX Child Poverty-related Groups or

Section 1931-whichever category is higher _185%of FPL for childrenunderage 1
_133% of FPL for children aged 1 through 5
_100% of FPL for children aged 6 through 15

Medicaid SCHIP Expansion 100% of FPL for children aged 16 through 18
150% of FPL for children aged _1 through 18
% of FPL for children aged

State-Designed SCHIP Program 200% of FPL for children aged Birth through 18
% of FPL for children aged
% of FPL for children aged
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6.2 Asof September 30, 2000, what types and amountsof disregards and deductions does each program useto arrive at total
countableincome? Please indicate the amount of disregard or deduction used when determining eligibility for each program. If
not applicable, enter ANA.@

A work expense standard deduction of $90 is applied to the gross monthly income of each employed individual’s wages for either
full-time or part-time employment. A deduction for childcareisallowed for children under age 14, and for children 14 and over is
careisnecessary for safety of the child. The maximum deduction for children under age 2 is$200. The deduction for children
over age 2is$150 for parents employed part-time and $175 for parent/s employed full-time, and a smilar deduction isapplied if
careisrequired for a disabled adult living the home while the parent/swork.

Do rules differ for gpplicants and recipients (or between initial enrollment and redetermination) Yes X__No
If yes, please report rules for applicants (initid enrollment).

Table 6.2

Title XIX Child Medicad

Poverty-related SCHIP State-designed

Groups Expanson SCHIP Program
Eanings $90 $90 $90
Sdf-employment expenses — Losses, depreciation, taxes $ Depends $ Depends $ Depends
Alimony payments $NA $NA $NA
Received

Pad $NA $NA $NA
Child support payments
Recelved $ $ $
Paid — Deduction iswhat is paid $ Depends $ Depends $ Depends
Child care expenses $ Up to $200 $ Up to $200 $ Up to $200
Medical care expenses— Only if aged, blind or disabled $NA $NA $NA
Gifts $NA $NA $NA
Other types of disregards/deductions (specify) $ $ $
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6.3 For each program, do you use an asset test?

Title XIX Poverty-related Groups _X_ No ____Yes, specify countable or alowable level of asset test
Medicaid SCHIP Expanson program _ X No __Yes, specify countable or dlowable leve of asset test
State-Designed SCHIP program _X No ___Yes, specify countable or allowable level of asset test
Other SCHIP program No __Yes, specify countable or dlowable leve of asset test

6.4 Have any of the digibility rules changed since September 30, 2000? _ Yes _ X No

12/27/00



SECTION 7: FUTURE PROGRAM CHANGES

This section has been designed to allow you to share recent or anticipated changesin your
CHIP program.

7.1  What changes have you made or are planning to makein your SCHIP program during

FFY 2001( 10/1/00 through 9/30/01)? Please comment on why the changes are planned.
1. Family coverage
2. Employer sponsored insurance buy-in
3. 1115 waiver
4, Eligibility induding presumptive and continuous digibility
5. Outreach
6. Enrollment/redetermination process
7. Contracting

8. Other
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KCHIP Cumulative Enrolled Children

October, 1999-September, 2000

70000
60000
50000
40000
30000
20000—///
10000—///
0_
Oct-99 Nov-99 Dec-99 Jan-00 Feb-00 Mar-00 Apr-00 May-00 Jun-00 Jul-00 Aug-00 Sep-00
B Phase I* [OPhase II** [JPhase |lI***
Oct-99 Nov-99 Dec-99 Jan-00 Feb-00 Mar-00 Apr-00 May-00 Jun-00 Jul-00 Aug-00 Sep-00
Phase I* 9464 9528 9698 9910 10053 10271 10339 10248 10274 10229 10271 10060
Phase II** 13272 15879 18776 21477 23782 26115 27908 29585 31217 32731 34773 37083
Phase Il[*** 1110 3309 5327 6783 8125 9184 10059 11104 12031 13325 14967
Total 22736 26517 31783 36714 40618 44511 47431 49892 52595 54991 58369 62110

*Cumulative data beginning July 1, 1998
**Cumulative data beginning July 1, 1999
***Cumulative data beginning November 1, 1999




Quarterly Enrollment in Medicaid for Children Under 19 from the Beginning of KCHIP
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About the Baselines
January 2000

Baseline measures are useful for monitoring and evaluating changes in
health care service delivery and health outcomes.

The baselines represented here are based on activity prior to the
establishment of the Health Care Partnerships (either fiscal or caendar
year 1997). Additional baselines on other disease specific topics will be
measured as part of our health initiatives.

These basdlines were adopted from the effectiveness of care and service
utilization measures from the Health Plan Employer Data and
Information Set 3.0 (HEDIS).

HEDIS measures do not calculate the total number of services performed
by the plans. HEDIS measures are designed specifically for comparison
of data across managed care plans and generaly only include members
who are continuoudly enrolled for a specified time period and who meet
specified age, gender and clinical parameters. The national HEDIS
measures presented were originaly developed for commercia hedlth
plans and may or may not include Medicaid or Medicare enrollees.

Sour ce: Department for Medicaid Services
Division of Quality Improvement
275 East Main Street
Sixth Foor, MS6-EB
Frankfort, KY 40621-0001
Phone: 502-564-7940
Fax: 502-564-3232
http://cfc-chs.chr.state. ky.us/chs/dms

BASE-99-01
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Kentucky Medicaid Well-Child Visits in the First 15 Months of Life FY 1997
Percent of Eligible Children Who Received 0 or 6 or More Well-Child Visits by 15 Months of Age
Based on NCQA HEDIS
The American Academy of Pediatrics recommends that infants have a total of 10 primary care visits in their first 18 months of life. Each of the visits includes an
assessment with a recommended set of measurements, screenings, developmental and behavioral assessments, immunizations, and anticipatory guidance
(American Academy of Pediatrics, The American College of Obstetricians and Gynecologists). The purpose of the recommended preventive care visits is to
totally avoid, reverse, or minimize chronic or disabling complications and their impact on children and their families. These routine recommended visits allow
health care professionals an opportunity to assess for developmental delays, sensory impairments, and other disorders that may not be obvious to a child's
parents. Approximately 12% of all children have developmental delays, which can interfere significantly with academic success and life functioning. Early
intervention has been shown to improve family functioning, child behavior, adult outcomes and socioeconomic status.

This indicator measures the percentage of Medicaid enrolled members who turned 15 months old during the reporting year, who received either zero, or six or
more well-child visits with a primary care practioner during their first 15 months of life. NOTE: This measure is similar to the Early and Periodic Screening
Diagnosis and Treatment (EPSDT) measure; however, this indicator measures different age groupings and does not capture EPSDT's referral process.

Denominator: Medicaid enrolled members who turned 15 months old during the reporting year and who were continuously enrolled in the plan from 31 days of
age.

Numerator: Those receiving either zero (0) or six or more well-child visits with a primary care provider during their first 15 months of life. Members who have had
no more than one gap in enrollment of up to 45 days during the continuous enrollment period should be included in this measure.
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31.31
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N = 1,985 (0 Visits); 5,172 (6+ Visits) Region

* Source: HEDIS 1998 Commercial Plan Comparisons; Prepared by: Kentucky Department for Medicaid Services (12/21/99; sh/wellchil.pr4 ) BASE-85-01-01



HEDI S Results for
WelI-Child Visitsin the First 15 Months of Life

The denominator for the measure includes members who turned 15 months old during the reporting year and who were continuously
enrolled from 31 days of life. The numerator includes those children who received 4 or more visits within the first 15 months of life.

zipor:

HEALTH PLAN

Adlerrinistered
AmeriHealth MERCY

. Il 1997 Region 3 State
isi 5 Visits
4 Visits Results
S S [0 1998 Region 3 Passport
S 2 5 :*g Results*
5 > 5 >
- < w D _
o 2 ° 2 I 1999 Region 3 Passport
= S
g3 12.45% 13.13% 12.86% g3 o T2.98% 14 3% Results
g e g e 56
@ i [11998 NCQA Nationally
Reported Medicaid
Mean**
6 Visits 4-6 Visits
100%-
S 90%- S o
S £ 80% 5B 61.58%
£5  70% £>
= ©  60% 29 43.56%
°o % 33.47% 5
gc 50 5 27 22% 0 2
g3 40%1 19.55% —— g3 Numerator Denominator
@ g 30%1 53 N
B 20%7) o8 4-6Vists 2,055 3,337
10% a
0%-

*1998 Region 3 outcomes not available as the member ship was administered by both the State and Passport Health Plan during the reporting period.

**1998 NCQA Nationally Reported Medicaid Mean not available for combined rate of 4 to 6 visits.

Focused efforts on EPSDT compliance resulted in increased preventive care for children. Passport has

These results are not comparable to EPSDT rates due to differences in methodol ogy.

increased the percentage of children receiving 4 or more visits by 41% from when benefits were administered
by the State in 1997. Four, five, and six visits rates exceed the NCQA nationally reported Medicaid mean.

G:\Quality Improvement\Region 3\HEIDI'S Results S-00\DMSwdll child 15 months. ppt



HEDI'S Results for "
WelI-Child Vigitsin the 3rd, 4th, 5th and 6th Year of Life

and Adolescent Well-Care Visit HEALTH PLAN

Adlerrinistered
The measure for well-child visits in the 3rd, 4th, 5th, and 6th year of life includes members age 3 through 6 who were continuously Ameriticalth MERCY
enrolled during the measurement year and received one or more well-child visit with a PCP. The measure for adolescent well-child visits
includes members age 12 through 21 years who were continuously enrolled during the measurement year and received at least one
comprehensive well-care visit with a PCP or OB/GY N.

Well-Child Visitsin the 3rd, 4th,

5th and 6th Year of Life Adolescent Well-CareVisits g 1557 pegion
3 State
_ Results*
100%- . 100%
%) o
:g Q2 90% - % 90%
% 5 g0l < 80%1 [11998 Region
°8 s 3 Passport
'a;: 2 70%- g 70% Results
28 9 =
S B 60%] 50.47%  °182%  5156% % 60%
8 < ' o ]
: @ 50% | o 0% 1999 Region
5T  40%- g 40% - 3 Passport
% kel 5 24.53% 54 3404 Results
- E 30% B 30%- 21.85%
L= o
g CE” 20% % 20% V]
5 o =l 1998 NCQA
53 10% § 10%+"] Nationally
0% 14T | Reported
0% Medicaid
Numerator Denominator Mean
3-6yrs 5,147 9,933 *1997 Region 3 State results were not reported.
Adolescents 2,879 11,736

Rates of preventive care for children and adolescents essentially unchanged during reporting periods. Screening
rates comparable to NCQA nationally reported Medicaid mean for both age groups. These rates are not
comparable to EPSDT rates due to differences in methodology.
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HEDIS Results for
Childhood and Adolescent | mmunizations

HEALTH

Adlerrinistere |.|l .l'l_l.

FLAH

AmeriHealth MERCY

The measure for childhood immunizations includes children turning two years old during the measurement year, who were continuously
enrolled for 12 months prior to their second birthday. Combo 1 is defined as children who have received four DTP or DTaP
vaccinations, three polio vaccinations, one measles, mumps and rubella vaccination, two H influenza type b vaccinations and three
hepatitis B vaccinations. Combo 2 is defined as children who have received all vaccinations listed in combo 1 and at least one chicken
pox vaccination. The measure for adolescent immunizations includes adolescents turning 13 during the measurement year, who were
continuously enrolled for 12 months prior to their 13 birthday. Combo 1 is defined as adol escents who have received their second
measles, mumps and rubella vaccination and three hepatitis B vaccinations. Combo 2 is defined as adolescents who have received all
vaccinations listed in combo 1 and at |east one chicken pox vaccination.

Childhood Immunizations Adolescent |mmunizations
100%- 100% - I 1999 Region 3
@ Passport Results

2} i e} 0/, -
é 90% 3 90%
£ 80%: 64.08% 5 8% [11998 NCQA
2 0% — Nationally
£ ° 51.69% =) Reported
U) o — . .
S 60%- 3 60%- Medicaid Mean
2 2
8 509 @ 50%
: ;
o
Y 0/ -8 -4
%, 0% 5 0% 20.35%  20.12% Eligible
2 20%- 20% 4] .
5 T g ’ 5.75%  5.6% Population
F  10%- B 10% Childhood 2,784

0%- 0% Adolescent 1,643

Combo 1 Combo 2 Combo 1 Combo 2

*1997 The Sate chose not to report this measure
** 1998 Region 3 outcomes not available as the member ship was administered by both the State and Passport Health Plan during the reporting period.

Passport has exceeded the NCQA nationally reported Medicaid mean for combo 1 and 2 rates for children and is
in line with the nationally reported Medicaid mean for combo 1 and 2 rates in adolescents.

Sample
Size
451
452



