December 14, 2001

Johanna Barrazza-Cannon

SCHIP Project Officer

Center for Medicaid and State Operations
Centers for Medicare and Medicaid Services
Mail Stop S2-01-16

7500 Security Blvd.

Baltimore, MD 21244-1850

Dear Ms. Barrazza-Cannon :

OnOn behalf of the State of Ohio, | am please to submit Ohio s Annual SCOn behalf of the State of Ohio, | ar
reviewsreviews Ohio s Healthy Start Medicaid program for the period of October 1, 2000 - September 30,
2001.

OhioOhio implemented SCHIP as a Medicaid expansion to improveOhio implemented SCHIP as a Medicaid ex|
children.children. Currently, uninsured children up tochildren. Currently, uninsured children up to age 19 in fam
thethe Federal Poverty Level (FPL) are eligithe Federal Poverty Level (FPL) are eligible fothe Federal Pover
familiesfamilies with incomes at or below 150% of FPL are eligible.families with incomes at or below 150% of FPL
before were covered under the Healthy Start program.

QuestionsQuestions about the report may be directedQuestions about the report may be directed to Sukey Barnum,
Program Support, or Lisa Coss, at (614) 728-8476.

Sincerely,

Barbara C. Edwards, Deputy Director
Office of Ohio Health Plans
Attachments

cc: Gwen Sampson, CMS
Cynthia Pernice, National Academy for State Health Policy



Federal Fiscal Year 2001
FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN S HEALTH INSURANCE PLANS
UNDER TITLE XXI OF THE SOCIAL SECURITY ACT

Preamble
SectionSection 2108(a) of the Act provides that the State mustSection 2108(a) of the Act provides that the State mt

planplan in each fiscal year,plan in each fiscal year, and reportto the Secretary,plan in each fiscal year, and report tc
onon the results of the assessment. In addition, this section of the Act on the results of the assessment. In add
assess the progress made in reducing the number of uncovered, low-income children.

ToTo assist states in complying with the statute, the National ATo assist states in complying with the sta
(NASHP),(NASHP), with(NASHP), with funding from the David(NASHP), with funding from the David and L.
with states to develop a framework for the Title XXI annual reports.

The framework is designed to:

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

" Provide consistency across States in the structure, content, and format of the report, AND
" BuildBuild on data already collected by CMS quarterly enrollment and expenditure by CMS quarterly enro

" EnhanceEnhance accessibility of information to stakeholders on theof information to stakeholders on the:
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Federal Fiscal Year 2001
FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN S HEALTH INSURANCE PLANS
UNDER TITLE XXI OF THE SOCIAL SECURITY ACT

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

(Signature of Agency Head)

State/Territory: Ohio

SCHIP Program Name: Healthy Start

SCHIP Program Type: Medicaid SCHIP Expansion

Reporting Period: Federal Fiscal Year 2001 (10/1/2000-9/30/2001)
Contact Person/Title: Lisa Coss/Project Manager

Address: Ohio Department of Job and Family Services

30 East Broad Street, 33" Floor
Columbus, OH 43215

Phone: (614) 728-8476

Fax: (614) 728-9201

E-mail: Cossl@odijfs.state.oh.us
Submission Date: December 14, 2001

Due to your CMS Regional Contact and Central Office Project Officer by January 1, 2002.
Please cc Cynthia Pernice at NASHP (cpernice@nashp.org)
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

ThisThis section has been designed to allow you to report on your SCHIThis section has been designed tc
progress during Federal fiscal year 2001 (September 30, 2000 to October 1, 2001).

1.11Rlease explainPlease explain changes your State has made in your SCHIP programPlease explain chang

2000 in the following areas and explain the reason(s) the changes were implemented.

Note:Note: If no new policies or procedures have been implemented since September 30, 2000, please
enterenter NC for no change. If you explored the possibility of changenter NC for no change. If you ¢
different policy or procedure but did not, please explain the reason(s) for that decision as well.

A.

B.

G.
H.

Program eligibility: NC
Enrollment process: NC
Presumptive eligibility: NC
Continuous eligibility: NC

OutOutrOutreach/marketingOutreach/marketing campaigns: The state continues to do outreach, and pa
schools has been especially successful. In FFY 2000, moreschools has been especially successful. In FFY
informationinformation as a result of two major school information as a result of two major sch
distributiondistribution of 2.1 million brochures to each Ohidistribution of 2.1 million brochures to e
inclusion of language on the School Meals Application (at the school s discretion).

ThisThis yearThis year (FFY 2001), since Ohio has reached more than 85% of the potentially eligiThi:
population,population, a more targeted approachpopulation, a more targeted approach to school outreach
includedincluded mandatory inclusion ofincluded mandatory inclusion of Healthy Start and Healthy Familie
0202 02 School Meals Application. Inclusion of this language allowed families to requ02 School
informationinformation about the programs information about the programs by compinformation about
Meals Application.

Inln addition, a Resource GIn addition, a Resource Guide In addition, a Resource Guide for Ohio Edu
OhioOhio school principal and various community health agenciOhio school principal and various communi
offersoffers general informatiooffers general information abooffers general information about the He:
enablesenables schenables school aenables school and community health staff to serve as resources
familiesfamilies in accessingfamilies in accessing heafamilies in accessing health care coverag
http://www.state.oh.us/odjfs/ohp/bcps/hshf/resourceguide.pdf

Eligibility determination process: NC

Eligibility redetermination process: NC
Benefit structure: NC
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I Cost-sharing policies: NC

J. Crowd-out policies: NC

K. Delivery system: NC

L. Coordination with other programs (especially private insurance and Medicaid): NC
M. Screen and enroll process: NC

N. Application: NC

0. Other: NC
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1.2 PleasePlease report how much progress hasPlease report how much progress has been made during FFY 20C
uncovered, low-income children.

A. PleasePlease report thePlease report the changes that have occurred to the number or rate of uninsured Please report tt

inin yourin your State during FFYin your State during FFY 2001. Describe the data source and method used to derive
ThereThere was an increase, overall, in the percent of the poThere was an increase, overall, in the percent
FederalFederal Poverty Level that wasFederal Poverty Level that was uninsured in calendar yearFederal Poverty Le
representedrepresented 16.1%, while in 2000represented 16.1%, while in 2000 they represented 18.3% ofrepresel
200%200% of FPL.200% of FPL. This200% of FPL. This included an increase in the percent uninsured b
decreasdecreasedecrease in the percent uninsured between 150% and 200% of FPL. This latter group is th
populationpopulation targeted by an SCHIP expansion which began in July 2000population targeted by an SC
percentagepercentage of uninsured, Medicaid, and private health care coverage from 1997 topercentage of unin
populations.populations. The tablpopulations. The table inpopulations. The table indicates that there has be
coveragecoverage from 1997 (45.8%) to 2000 (38.8%), at the same coverage from 1997 (45.8%) to 2000 (&
increase for Medicaid/SCHIP from 1997 (35.9%) to 2000 (41.5%)".

Table 1. Percent of Low Income Children by Insurance Coverage Status, Ohio, 1997-2000.
Calendar Year

Insurance Coverage Poverty Level

Status Group 1997 1998 1999 2000

Medicaid/SCHIP 0 to 150% 53.1 60.6 49.8 49.4
151 to 200% 5.9 11.0 15.0 18.7
0 to 200% 35.9 45.6 39.9 41.5

Private Insurance 0to 150% 25.2 34.1 314 26.7
151 to 200% 81.8 78.7 73.0 73.9
0 to 200% 45.8 38.3 43.2 38.8

Uninsured 0 to 150% 194 17.8 18.0 23.2
151 to 200% 12.3 10.2 11.3 4.2
0 to 200% 16.8 15.6 16.1 18.3

Source: U.S. Current Population Survey, March Supplement, 1998-2001. In November 2001 the Census Bureau announced

that there were weighting errorsin the March 2001 Supplement, and issued a new version of the file on December 10, 2001.

This report does not reflect the revised 2001 data.

'Note that Medicaid SCHIP market penetration is higher than these figures would
suggest, as in the CPS data there are children with Medicaid whose family income during the
entire year is greater than 200% of FPL. Medicaid eligibility is conferred on a monthly basis, and
takes into account some income disregards.
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ForFor this report, the United States Current Population Survey- March For this report, the United States Current Popt
ofof data. While the estimates from the CPS atof data. While the estimates from the CPS at a state level can haveo
thethe source of data that we expected to use for this report,the source of data that we expected to use for this repc
delayed by a year.

B. HowHow manyHow many children have been enrolled in Medicaid as a result ofHow many children have
andand enrollment simpand enrollment simplifiand enrollment simplification? Describe the data sour
information.

Inin SFY 1997, there were 786,328In SFY 1997, there were 786,328 unduplicated eligible children in Medicaid
isis used as the base index year. There aris used as the base index year. There are three key pis used as
Medicaid/S CHIPMedicaid/ SCHIP eligibility expansion/outreach strategy Medicaid/SCHIP eligibility expansion/a
these are outlined below.

Table 2. Medicaid/SCHIP Eligible Children, Ohio, SFY 1997 thru 2001

State Fiscal Year

1997 1998 1999 2000 2001

Unduplicated 786,328 753,914 759,866 774,765 900,613
Eligibles

% change in -4.1% 0.70% 2.0% 16.20%
eligibles
from
previous year

Average 9.23 9.02 9.15 9.22 9.18
number of
Months of
Eligibility

Total months 7,259,170 | 6,800,855 | 6,955,109 | 7,148,491 | 8,271,563
of Eligibility

Source: ODJFS, Bureau of Health Plan Policy Database, Statistics File, SFY 1997-2000;
Recipient Master File, 2001.

PeriodPeriod 1. From January 1998 thru June 1999: Medicaid. From January 1998 thru June 1999: Medicaid |
150%150% of FPL beginning in January 1998 (funded 150% of FPL beginning in January 1998 (funded partl1
coverage)coverage) and begancoverage) and began outreach at a statewide level and by individual countycoverag
family services.
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TheThe expansion was sucThe expansion was successfThe expansion was successful, as there were approxima
Expansion/SCHIP Expansion/SCHIP, by June 1998. Yet, it did not counteract the continuing slide in eliExpan:
childrenchildren thatchildren that began in 1994, and accelerated throughchildren that began in 1994, and accelerat
19981998 the 753,914 unduplicated eligibles represented a 4.1% decline from the previous year (Table

2).2). 2). By December 1997, the number of children on Medicaid reached2). By December 1997, the number of
(Figure(Figure 1). The number of eligibles began to swing upward, in 199(Figure 1). The number of elig
unduplicated eligibles increased to 759,866, only a 0.7% increase over 1998.

Figure 1. Children in Covered Families and Children.

PeriodPeriod 2. From July NuigietWy GRildromcil¥rtddy Month and Eligibility
thruthru June 2000: thru Jupgtegfld;. Outhru June 2000: Outreach

activitactivityactivity was supptemented
byby efforts to focus county
eleligibiliteligibilityeligibijity worker
retairetainingretaining eligiretaining
mightmight have lost eligibiflity
forfor other programs (TANF
Food Stamps). -

EligibilityEligibility forEligibility hildren
continuedcontinued to increage. By |
JuneJune 2000 thereJune 2000 there were
childrenchildren elchildren elidiblechildren eligible
Expansion/SCHIP Expansion/SCHIP, and the
totaltotal ntotal number of| children L] 0
eelieligibleeligible returned [to pre- []
welfarewelfare reform levels.yelfare reform fgvels. Fwelfare reform levels. For
SFYSFY 2000 the unduplicatett
eligibleligibleseligibles increased teligibles increased to

774,765, a 2% increase over SFY 1999 (Table 2).

Period 3. From July 2000 to the present: Eligibility is expanded for parents up to 100% of FPL,

and the applicationand the application procedures for parents and children are simplified. Eligibilityand the appl
forfor children isfor children is changed from a process that occurs every six months to every 12for children is cha
forfor children is expanded to uninsured children between 150for children is expanded to uninsured children
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outreachoutreach efforq:c,%maé:ﬂ |E{SQ_EFSPEW?@UFIitﬁfﬂﬂﬁficﬁf%r%@%‘?@‘ﬁﬂs are

launchedlaunched forlauncheg §a6the BGUAMM Idren in Covered Families and Children.
ofof the schof the schoolof the-schootyearin2666

anandand 2and 2001. In January, a
CMS-orderedCMS-ordered [CMS-org B j -
extenextendextend a thfee-montextend a three-month el
eligibeligibilityeligibility| period—fetigibitity —period—foeligibijisy=" period—for —
personspersons whopersons Who lost eligibility S

duringduring the years ofduring the years of wetfare ——=—"~—, % par =

P ~ -
reform was initiated. = e

N "
et / '*/

Overall,0verall, the numbgrOverall_the. AemiET*0OVerall, the number of
unduplicatedunduplicated eunduplic i igi i
SFYSFY 2001 was 9SFY |[2001 was 900SFY 2001 was 900,613.
ThisThis is a 16.2% increThis is a 16.2% increasLhis is a 16.2% increase
overover SFY 2000 (Tablover SFY 2000 (Table=2ewer SFY 2000 (Table 2).
TheThe MThe MedicdiThe Medicaid/SCHIThe Medicaid/SCHIP
programprogram reachedprogram reached program reached a single
month all-time high of 738,000 children in March 2001(Figure 1).

TheThe combined effect of expandingThe combined effect of expanding eligibilityThe combined effect of expar
applicationapplication procedures is profound. Figure 2 shows that as parapplication procedures is profound.
FamiliesFamilies using a simplified application process, many children who were previously eliFamilies using
HealthyHealthy Start became eligible with their parents into the Healthy Families Category. The number

ofof children on Healthy Start declined from 148,000 to 105,000, while the number of children on Healthy Sta
HealthyHealthy Healthy FamilieHealthy Families

increasedincreased fror_nincrlg f§9rE;H}ﬁ &%r{rm?z{%qﬂ Und 6 th
259,000.259,000. Thlszsg@%;r ﬁ&ﬁgg&%et—gﬁ oH'6 ?d;dl;enfnlfenrcentStill Eligible
mostmost of the chlldremozﬂ g}x&ﬁ | gr}era&%trmi %ighl Fihat

werewere were lost fromHealthy
StStart,Start, but also a farge

numbernumber of children| wnumber of
becamebecame eligible asbeame eligible|
of the Parent Expansion.

fmsber of children who
as abecame elig

TheThe 1The impact of changing
fromfrom 6 molntfrom 6 month
redredetermredeterminationredetermination to 1lredetermination to 12
monthmonth redeterminatiopmonth redetermination for

allall call children | (soall children (somall children (some
iinincludingincluding newbprns, and T T T T
childrenchildren on ABD a|ready

hhadhad ahad a 12 monthad a 12 month
redeterminationredetermination cycleredetermination cycle)
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waswas to increase the retention of childrenwas to increase the retention of children on the program. This did no
childrenchildren eligible in the year, but increased the number of months that individual children would be
eligible.eligible. Figureeligible. Figure 3 shows the impact of the change in the redetermination cycle.eligible. F
(children(children whose eligibility was redetermined in October 1998) was used as the benchmark. The
benchmarkbenchmark shows that approximately 73.9% of the cohort was still eligible in the 11" mont mor
followingfollowing their redetermination month. The 12-monthfollowing their redetermination month. The 12-mc
JulyJuly 20July 2000 cohort, the first monthly cohort to be effected by the change. For the July 2000 cohort
82.2%82.2% retained eligibility82.2% retained eligibility in82.2% retained eligibility in the 11"

monthmonth followingmanth lowing . .n.th Llowi theimonth follow
redetermination,redetermination, anﬂ%%Fﬁaé{eNS C\#ngh mnlli?lglble Crwﬂdren inCoveret

11.2% Famifies and Children by Month.

—
EIigiEIigibiIityEIigibiIityincreasesWerEIigibiIitmueteélici Hity-increases were Eligibility|increases were
byby the schoolby the school outreach|effort,by th ~“which

inincludedincluded included diincluded distributir '

aa brochure and apa brochure and agplica brochure-and-application-form
thethe beginning of the 2000-2001 i ‘ ‘
schoolschool year. This was repeatdd at i ‘ ‘
thethe beginning of the 2001-2002
schoolschool year. school year. Tsghool year,

effortsefforts are shown in Figure effprts are s In-Eigure 4éfforts are shown in Figure 4. The
monthsmonths of September and October
20002000 represent the highest ne2000 represent—the—highest—net ‘

in-eligible 0

ggrowthgrowth in eligibles (31,600) of growth
twotwo consecutitwo consecutivetwo consec
andand Octand Octobeand October| 2000 represents
hhighehighesthighest net growth of|any montl
studied?.. . This was followed by two 7
mmonmonthsmonths of much smaller ne
increases.increases.  Howeverincrgases.
beginningbeginning of the 2001-2002 sbeginnin
yeyear,year, the monthly increases| had
beenbeen so strong, averaging well over
11,00011,000 per month, between11,000 per met tweeh January
andand Aand Auguand August. The expectation was |
ththatthat the child population was wthat the child population was welthat the child population was well
satsaturated,saturated, andsaturated, and that eligibilitsaturated, and that eligibility
iincreasesincreases would begin tq slowincreases would begin to slow.

WhileWhile it is too early While it IS 100 earty tWhile 1T IS 100 early 10 tell, at the

datedate of this report the net idate of this report the net incrdate of this report the net increases

angrowth in eligibles (31,600) of any

ases. However, | by the
e 2001-2002 scheginning of {the 2001-20G2 school

*This excludes January to March 2001, which were the months of the Family Medical
Project. Children added in these months are not included in Figure 4.
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fell significantly in September, but were followed with a strong October increase,fell significantly in September,
second year of school outreach.

TheThe Ohio Family Medical Project also hadThe Ohio Family Medical Project also had an impact onthe growth |
In January 2001, a three-month eligibility span was conferred uponin January 2001, a three-month eligibility spa
MedicaidMedicaid benefits in the period between 1997Medicaid benefits in the period between 1997 and 2000 a
addedadded aadded approximadded approximately 133,000 eligibles to the Medicaid program, including over 5
AtAt the end of At the end of the 3-month period, approximately 17,000 of these children became eligibleAt the e
standard application procedures.

Finally,Finally, the implementation of the expansion of SCHIP to the population of children between 150%
andand 200% of FPL also had a substantial impact on increases in the numbers ofand 200% of FPL also had a subst:
SCHIPSCHIP expansion began in JulySCHIP expansion began in July 2000, andSCHIP expansion began in July

C. PleasePlease present any other evidence oPlease present any other evidence of progress Please present
low-income children in your State.

Not Applicable.

D. HasHas your StatHas your State chHas your State changed its baseline of uncovered, low-income child
reported in your March 2000 Evaluation?

No.
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1.3 CompleteComplete Table 1.3 to showComplete Table 1.3 to show whComplete Table 1.3 to show
achievingachieving your State s strategic objectives and performance goals (as specifiachieving your
State Plan).

InIn Table 1.3, summarize your State s strategic objectiveln Table 1.3, summarize your State s strategic
meameasuresmeasures and progress toward meeting goals, as specified in your SCHIP State Plan. Bmeas!
specificspecific and detailed as possible. Use additional pages as necessarspecific and detailed as possil
completed as follows:

Column 1: ListList your State s strategicList your State s strategic objectiveList your State s strategi
in your State Plan.
Column 2: List the performance goals for each strategic objective.

ColumnColum#8tFor each performanceFor each performance goal For each performance goal, indicate hoy
progressprogress toward meeting the goal. Specify data sources, methodology, progress t
specificspecific measurement apprspecific measurement approachspecific measurement
attach additional narrative if necessary.

Note:Note: If no new data are available or no new studies have been conductedIf no new data are available or no
in the March 2000 Evaluation, please complete columns lin the March 2000 Evaluation, please complete colum
in column 3.

Table 1.10 Strategic Objectives and Performance Goals

(2)
(1) Performance Goals for (3)
Strategic Objectives each Strategic Objective Performance Measures and P rogress

OBJECTIVES RELATED TO REDUCING THE NUMBER OF UNINSURED CHILDREN

Objective 1: Data Sources: U.S. Current Population progress Summary

The percent of children

with creditable coverage

Survey, March Supplement (1998-2001)

Increase the percent of Methodology: Inclusion Criteria: Children
children with creditable | for t_he entire year whose ages O thru 18, Ohio Residence, Calendar % w!th
coverage below 150% family income for the Family income lessthan or equalto 150% | Year Creditable
of the FPL entire year isbelow of FPL Coverage
150% of the FPL will be Weighting Criteria: March Supplement
increased from 80.6% in | Weight 1997 80.6
CY 1997 to 87% in CY Numerator: Children who had one or
more sources of health care coverage at 1998 822
2000 any time during the year. )
Denominator: Total Children
1999 82.0
2000 76.8
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Objective 2:
Increase the percent of
children with creditable
coverage between 150%
and 200% ofthe FPL

The percent of children
with creditable coverage
for the entire year whose
family income for the
entire year is between
150% and 200% of the
FPL will be increased
from 89.7% in CY 1998
to 95% in CY 2003

Data Sources: U.S. Current Population Proar mmar
Survey, March Supplement (1999-2004) Sl Su ey
Methodology: Inclusion Criteria:
Children ages 0 thru 18, .
0,

Ohio Residence, Familyincome less than Calendar % W'Fh
or equal to 200% of FPLand greater than | Year Creditable
150% of FPL Coverage
Weighting Criteria: March Supplement
Weight 1998 89.7
Numerator: Children who had one or
more sources of health care coverage at
any time during the year.
Denominator: Total Children 1999 88.7

2000 95.8

OBJECTIVESRELATED TO INCREASING ACCESS TO CARE

Objective 3:

Increase access to
health care to children
below 200% of FPL.

Goal A:

Decrease the percent of
children who have no
usual source of care or
use the emergency room
from 9.4% in 1998 to
8.7% in 2001 and 8.0%
in 2004

Data Sources: Ohio Family Health Survey, 1998. Ohio Family Health Survey, 2002
(planned).

Methodology: Inclusion Criteria: Children age 0-18, Family income less than or equal
to 200 % of FPL,

Ohio residence.

Numerator: Children who have either no usual source of care or use emergency
room for usual source.

Denominator: Total Children

Progress Summary:

1998 Baseline: 9.4%

2001 SCHIP Annual Report: Update not yet available.

Goal B:

Increase the percent of
children on Medicaid
and CHIP who reported
having a personal doctor
or nurse from 90% in
1999 to 95% in 2004

Data Sources: Medicaid
Consumer Satisfaction Surwey.

Progress Summary

Managed Care, 1999 and 2001. Medicaid | schip Total
Methodology: Stratified random Year edieat o
sample of Medicaid managed care
plans, telephone survey, 1999 90.6% | 87.2 90.5%
estimated 3900 respondents.
Inclusion criteria: Children who 2001 88.5% 89.5% 88.6%
were enrolled inan MCP for six
months or more.
Numerator: Number of children 2002
who reported having a personal
doctor or nurse. 2003
Denominator: Number of children

2004

Goal C:

Decrease the percent of
children that report any
unmet health care needs
from 10.9% in 1998 to
10.4% in 2001 and 9.9%
in 2004.

Data Sources and Methodology: See Goal A.

Numerator: Children who reported an unmet health care need, including
dental care, prescription drug, medical exams, tests, procedures, or physician
visits.

Denominator: Total Children

Progress Summary:

1998 Baseline: 10.9%

2001 SCHIP Annual Report: Update not yet available.
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Table 1.10 Strategic Objectives and Performance Goals (continued)

1)
Strategic Objectives

OBJECTIVES RELATED

Objective 4:

Increase access to
preventive health care
services for children
below 200% of FPL.

(2)
Performance Goals for
each Strategic Objective

TO ACCESS TO PREVENT]I

Goal A:

Increase the percent of
children who had at least
one well childAvell baby
visitfrom 76.8% in 1998
to 78.4% in 2001 and 80%
in 2004

©))

Performance Measures and P rogress

VE CARE

Data Sources: Ohio Fami ly Health Survey, 1998. Ohio Family Health Survey,

2001 (planned).

Methodology: Inclusion Criteria: Children age 0-18, Family income less than

or equal to 200% of FPL,
Ohio residence.

Numerator: Children who reported received at least onewell child/well baby

visit.

Denominator: Total Children
Progress Summary:

1998 Baseline: 76.8%

2001 SCHIP Annual Report:

Goal B:

Increase the percent of
children enrolled in
Medicaid/SCHIP who had
the number of
comprehensive exams
recommended by the
American Academy of
Pediatrics:

under 15 months - from
22.7% in 1998 to 30% in
2004.

Age 3-21 from 22.7% in
1998 to 30% in 2004

Data Sources: Medicaid

Update not yet available.

Progress Summary

claims and en counter

data. Age Group/ Year Medic aid SCHIP Total
Numerator:
- Number of children 0 thru 15 months
under 15 months who
had at least 6 1998 | 22.5% 40.9% 22.7%
comprehensive exams.
- Number of children 1999 | 24.5% 32.6% 24.6%
ages 3 thru 21 that had
at least 1 comprehensive 2000 | 24.2% 30.9% 24.4%
exam.
Denominator: Total Age 3to 21
number of children at
indicated age with 12 1998 | 22.7% 24.6% 22.7%
months of continuous
eligibility with a break of 1999 | 23.5% 24.9% 23.7%
no more than 1 month.

2000 | 24.1% 26.0% 24.4%

Goal C:

Increase the percent of
children who had at least
one dental visit from
61.1% in 1998 to 62% in
2001 and 63% in 2004.

Data Sources and Methodo logy: See Goal A.

Numerator:
Denominator:
Progress Summary:

1998 Baseline: 61.1%

2001 SCHIP Annual Report:

Children who reported at least one dental visit
Total Children

Update not yet availab le.
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Table 1.10 Strategic Objectivesand Performance Goals (continued)

(1)
Strategic Objectives

Objective 4:

Increase access to
preventive health care
services for children
below 200% of FPL
(continued).

(2)
Performance Goals for each
Strategic Objective

Goal D:

Increase the percent of children
age 3-18 enrolled in Medicaid
and CHIP who had at least one
dental visit from 33% in 1998 to
45% in 2004.

(3)

Performance M easures and Progress

Data Sources: Medicaid
claims and encounter data.

Methodo logy: See Appendix
C.

Inclusion Criteria: Children
ages 3-18, enrollment for 12
months continuous with a
break no longer than one
month.

Numerator: Number of
children that had at least 1
Dental visit.

Denominator: Total number
of children.

OBJECTIVESRELATED TO INCREASING ACCESS TO PREVENTIVE HEALTH CARE

Progress Summary

Goal E:

Increase the percent of two year
old children on Medicaid and
CHIP who had all of their
recommended immunizations by
agetwo from 48% to 65%.

Data Sources: Medical
records extraction.
Methodology: Inclusion
Criteria:  Children age two
on Medicaid or CHIP. At
least 6 months of continuous
eligibility. Numerator:
Children who received all of
their immunizations by the
age of two.

Denominator: Total children
age two with at least 6
months of continuous
eligibility.

State SCHIP Medicaid
Fiscal

Year

1998 39.5 32.8
1999 40.1 35.1
2000 42.1 37.7

Progress Summary

State Fiscal Year

Goal F:

Increase the percent of children
on Medicaid and CHIP age 1
and 2 who had a lead lab test
from 26% for 1 year olds and
23% for two year olds in 1998
to 60% in 2003

Data Sources: Medicaid
claims, encounter data, lead
registry.

Numerator: Number of
children ages 1 and 2 that
had a claim or encounter for
a lead lab test.
Denominator: Total number
of eligibility years at age 1
and 2.

Total
1996 48%
2000 59.8%

Progress Summary

State Medicaid SCHIP
Fiscal
Year
1998 23.2% 21.3%
1999 27.3% 20.2%
2000 31.8% 27.4%
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Table 1.10 Strategic Objectives and Performance Goals (continued)

()
Strategic Objectives

Objective 5:

Increase access and
coordination of services
to children with special
health care needs which
prevent health care needs
from moving into an
acute episode.

2
Performance Goak for each
Strategic Objective

Goal A:

Increase the percent
of children with
persistentasthma that
use appro priate
medications age 5 to
17.

©)

Performance Measures and Progress

Data Sources: Medicaid claims
and encounter data.

Methodo logy:

Numerator: Number of
asthmatic children age 5-17 with
persistent asthma who used
appropriate medications.
Denominator: Total number of
children with persistent asthma.

Progress Summary

OBJECTIVESRELATED TO CARE FOR CHILDREN WITH SPECIAL HEALTH CARE NEEDS

Goal B:

Increase the percent of
children ages 11 to 18
enrolled in M edicaid
and CHIP who were
hospitalized for
treatment of specific
mental health and
chemical dependency
disorders who were
seen on an ambulatory
basis within 30 days
of hospital discharge.

Data Sources: Medicaid claims
and encounter data.

Methodo logy:

Numerator: Children ages 11 to
18 who had inpatient disc harge
and had a specific mental health
or substance abuse CPT code
within 30 days of discharge.
Denominator: Children ages 11
to 18 who had atleast one
inpatient admission.

Goal C:

Increase the percent of
children with special
health care needs that
were satisfied with the
quality of care
provided by medical
specialists from

59.6% in 2000 to
75% in 2004

Data Sources: Medicaid
Consumer Satisfaction Survey.
Managed Care (2000-2001).
FFS planned in 2002.

Methodo logy: Stratified random
sample of Medicaid eligibles,
telephone survey.

Inclusion criteria: Children who
were enmlled in a MCP for six
months or more. Children who
screened positive in the 5 item
CAHPS CSHCN screener.
Numerator: Number of CSHCNs
who rated their specialists a 9 or
higher on a scale of 0 to 10.
Denominator: Number of
children who reported that they
had at least one visit to a
specialist.

Year Medicaid SCHI Total
P

1998 | 32.5% 38.9% | 32.6%

1999 32.0% 35.0% 32.2%

2000 34.4% 42.5% 35.5%
Progress Summary

Year Medicaid SCHIP | Total

Mental Health

1999 29% 33% 29.3%

2000 | 35.5% 36% 35.6%

Chemical Dependency

1999 20% 10% 16.6%

2000 4.5% 15% 7.5%
Progress Summary

Year Medicaid SCHIP | Total

2000 | 61.8% 38.6% | 59.6%

2001 | 56.5% 66.7% | 58.3%
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1.4 IfIf any performIf any performance goalf any performance goals have not been met, indicate the bar
them.

ObjectiveObjective 1 (see Table 1.1.0bjective 1 (see Table 1.1. objective 1) is a goal to increase the percent of children
withwith income below 150% of FPL from 80.6% in 1997 to 87% in 2000. Based on the U.S. Current Population

SuSurvey,Survey, MaSurvey, March 2001 Supplement, the early increase to 82% in 1998 and 1999 was followed by
toto 76.8% in 2000. This occurred despite increasesto 76.8% in 2000. Thisoccurred despite increases in the number of N
timetime frame. In CY 2000 there was a net gain of over 74,000time frame. In CY 2000 there was a net gain of over 74
thatthat private coverage for this population has decreased in 2000, although the reasons behind itthat private coverage

WhileWhile thWhile this iWhile this indicates that there may be some crowd-out occurring, the net decrease in crec
meansmeans that theremeans that there is an increase in uninsured children. The efforts describedmeans that there is an
JulyJuly 2000 may yield an increase of 1July 2000 may yield an increase of 130,000 childreJuly 2000 may yield a
WhileWhile there may by some corresponding decreases in private coverage, it is eWhile there may by some corr
coverage rate will increase significantly.
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1.5  DiscussDiscuss your State s progress inDiscuss your State s progress in addressing any specificDiscuss
in your State plan thatare not included as strategic objectives.

No issues in addition to the strategic objectives have been identified.
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1.6 DiscussDiscuss future performance measurement activities, including a projection ofDiscuss future perfc
data are likely to be available.

AA new fee-for-service consumer satisfaction surveywill be fielded in January 2002.A new fee-for-service consumer s:
FFSFFS equivalent data for manyFFS equivalent data for many of the performance measures which now have onlyFF
The survey will include a sample of children with special health care needs.
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1.7 PleasePlease attach any studiesPlease attach any studies,Please attach any studies, Please attach any studies
quality,quality, utilization,quality, utilization, costs, satisfaction,quality, utilization, costs, satisfaction, or
Please list attachments here.

The Resource Guide for Ohio Educators can be found at:

http://www.state.oh.us/odjfs/ohp/bcps/hshf/resourcequide.pdf

The evaluation results of the school outreach efforts can be found at:

http://www.state.oh.us/ODJFS/OHP/bcps/SchoolBasedOutreach.pdf
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SECTION 2. AREAS OF SPECIAL INTEREST

ThisThis section has been designed to allow you to address topicsThis section has been designed to allow you toaddre
states, federal officials, and child advocates.

2.1 Family coverage:

A. Iflf your State offersIf your State offers familylf your State offers familycoverage, please provide a brief narrative af
inin this program and how this program is coordinated with other program(s). in this program and how this prc
information about eligibility, enrollment and redetermination, cost sharing and crowd-out.

Though not a XXI program, Ohio offers family coverage through its Healthy Families program.
Families with incomes up to 100% of the Federal Poverty Level (FPL) are eligible and can apply
using the same application used to apply for the Healthy Start program. Also, like Healthy Start,
no face-to-face interview is required. Healthy Families is Ohio s 1931 coverage for families.

B. HowHow many children and adults were ever enrolled in yourHow many children and adults were ever enrolled in
2001 (10/1/00 - 9/30/01)?

Not applicable.
C. How do you monitor cost-effectiveness of family coverage?

Not applicable.
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2.2 Employer-sponsored insurance buy-in:

A. IfIf yourlf your State haslf your State has a buy-in program, please provide a brief narrative about requirements for
in this program and how this program is coordinated with other SCHIP program(s).

Not applicable; Ohio does not have a buy-in program.

B. HowHow many children and adults were ever enrolled inHow many children and adults were ever enrolled in yourk

Not applicable.
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2.3 Crowd-out:
A. How do you define crowd-out inyour SCHIP program?

Ohio sOhio s SCHIP program is divided into two population segmeOhio s SCHIP program is divided into two popt
19981998 Medicaid eligibility standards and1998 Medicaid eligibility standards and 150% of FPL without health ins
needneed to define crowd-out, as there was aneed to define crowd-out, as there was a Medicaid expansion at the samel
of FPL.

The second group is children between 150% and 200% of FPL. These children must not have any

creditable private health insurance coverage at the time that they become eligible, and a premium

contribution may be required in the future. Crowd-out is defined as the percent of children between

150%150% and 200% 0f150% and 200% of FPL enrolled in SCHIP who lost or dropped private health insurance co
enrolling in SCHIP.

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

Two attempts have been made to fund crowd-out research for the SCHIP population through an RFP to
academic health services researchers in Ohio. In both cases there was not a response to the RFP. We are
now considering using contracting with a survey research firm to survey new eligible families to measure

their prior insurance coverage.

C. WhatWhat have been theresults of your analyses?What have been the results of your analyses? Please summarize a
documentation.

Not applicable, due to no response received to the RFP (see answer to above question).

D. WhichWhich anti-Which anti-crowd-outWhich anti-crowd-out policies have been most effective in discourag
coveragecoverage for privacoverage for private coverage for private coverage in your SCHIP program? Descril:
derive this information.

Not Applicable.
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2.4 Outreach:

A. WhatWhat activities have you found most effectiveWhat activities have you found most effective inWhat activitie
you measured effectiveness?

In addition to maintaining statewide partnerships and funding local outreach initiatives, there are two
activities that Ohio has found to be the most effective in reaching low-income, uninsured children.
They are the school-based outreach efforts and the implementation of the Ohio Family Medical
Project. Both initiatives have contributed to the dramatic increase in caseload.

School Based Outreach: ODJFS has worked closely with Ohio schools to spread the word about
Healthy Start & Healthy Families. The mass distribution of 2.1 million brochures and the inclusion
of language on the School Meals Application generated over 30,000 requests, potentially representing
75,000 individuals. A statewide evaluation has found that over 43% of the families who submitted
applications as a result of the two initiatives were approved for health care coverage. The evaluation
component included a random review of 10% of requests for additional information to identify
eligibility outcomes (e.g., submission of application, determination of eligibility).

Ohio Family Medical Project (OFMP): In response to the April 7, 2000 correspondence from CMS, Ohio
conducted the OFMP to reconnect with individuals who were potentially terminated inappropriately

from Medicaid between November 1997- April 2000. The Ohio Family Medical Project provided three
monthsmonths of Medicaid coverage to a defined population, during which time they were encouraged to apply for
ongoing coverage.

OFMP identified over 160,000 individuals who were eligible for some form of coverage between
November 1997 and April 2000. ODJFS sent direct notifications to these individuals offering
reinstatement for 3 months and the opportunity to apply for ongoing coverage. The result was that
133,000 individuals were reinstated and over 9,000 applications were received for ongoing coverage,
leading to 31,000 newly eligible individuals - approximately 50% of which were children.

B. HaveHave any of the outreach activities beHave any of the outreach activities beenHave any of the outreach activities
immigrants, and children living in rural areas)? How have you measured effectiveness?

Ohio continues to partner with the Commission on Minority Health to participate in annual
Minority Health Month activities targeting minority populations across the state. No evaluation
of these efforts has been conducted to date.

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

Not applicable.
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2.5 Retention:
A. What steps is your State taking to ensure that eligible children stay enrolled in Medicaid and SCHIP?

12 month redetermination periods for the Healthy Start program, and the use of a comprehensive
ex-parte policy (Pre-Termination Review).

B. WhatWhat special measures are beingtaken toWhat special measures are being takento reenroll childrenin SCHIP\
Follow-up by caseworkers/outreach workers

State Renewal reminder notices to all families

Targeted mailing to selected populations

Information campaigns

Simplification of re-enrollment process

Surveys or focus groups with disenrollees to learn more about reasons for disenrollment

State Other:Other: The Ohio Family Medical Project,Other: The Ohio Family Medical Project, in which consu
medical coverage are reinstated.

Inln addition to these State aln addition to these State activitin addition to these State activities, counties are doing 1
county to county, and are targeted to their specific populations and consumer needs.

C. Are the same measures being used in Medicaid as well? If not, please describe the differences.

The same measures are being used in Medicaid (Ohio s SCHIP is a Medicaid expansion).

D. WhichWhich measures have you found to be most effective at ensuringWhich measures have you found to be m
The implementation of 12 month redetermination periods and the implementation of the ex-parte policy.

E. WhatWhat do you know aboutWhat do you know about insurance coverage ofWhat do you know about insuranc
howhow many obtain other public orhow many obtain other public or private coverage, how many remain unir
source and method used to derive this information.

This information is not tracked.

2.6 Coordination between SCHIP and Medicaid:
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A. DoDo you use common application and redeterminaDo you use common application and redeterminatDo
interview requirements) for Medicaid and SCHIP? Please explain.

TheThe same application andThe same application and redetermination procedures are used for Medicaid and SCHIP
a Medicaid expansion).

B. ExplainExplain how children areExplain how children are transferred between Medicaid and SCHIPEXxplain h
changes.

Inln Ohio, SCHIP was implemented as a Medicaid expansion. When a consumer transfers between Medicaid
andand SCHIP, it is seamlessand SCHIP, it is seamless to the consumer. The consumerand SCHIP, it is seamless to the ¢
and delivery system.

C. AreAre the same delivery systems (including provider networks) used in Medicaid and SCHIP? Please
explain.

The same delivery systems, including provider networks, are used in Medicaid and SCHIP.

2.7 Cost Sharing:
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A. HasHas your State undertaken anyassessment of the effects of premiums/enrollment feesHas your State undertak
in SCHIP? If so, what have you found?

AsAs of As of 9As of 9/30/01, no cost sharing provisions are in place. Ohio has submitted an 1115 waiver demonstt
requesting permission to collect a modest annual enrollment fee. Therequesting permission to collect a modest annua
with a family maximum of $75 per year.

B. HasHas your State undertaken any assessmenHas your State undertaken any assessment of the efHas you
service under SCHIP? If so, what have you found?

Not applicable.

Final Version (9/17/01) National Academy for State Health Policy



2.8  Assessment and Monitoring of Quality of Care:

A WhatWhat informationWhat information is currentlyWhat information is currently available on the quality of
summarize results.

MuchMuch of the data on access aMuch of the data on access and quality of cMuch of the data on access and quali
improvementimprovement in access to care for children in the Medicaid/SCHIPimprovement in access to care fc
includesincludes increases in the percent of children receiving well childvisits,includes increases in the percent of childr
and dental services. There are three contributing reasons for these increases.

1. UtilizationUtilization of these services by the SCHIP population is disproportionatelyUtilization of these servic
population.population. population. It is easy to speculate that this may be related to the differences in health
behaviorbehavior related to socioeconomicbehavior related to socioeconomic status. It is clear that inclusion
andand 200% of FPL has pulled up the HEDIS measuresand 200% of FPL has pulled up the HEDIS measuresre

2. ApproximatelyApproximately 35% of allApproximately 35% of all children in Medicaid/SCHIP are enrolled ir
OverOver the past threOver the past three years utOver the past three years utilization of these services
relationships between the State of Ohio and the MCPs for performance improvements.

3. ThereThere have been some efforts at both a community and state-wide level to improve access to care for
thesethese services. At a state-wide level this has included feethese services. At a state-wide level this has inc
targetedtargeted mtargeted martargeted marketing for improvements in practice patterns and accepting r
communitycommunity level this has included specific outreach efforts by community groups tcommunit
utilization of these services.

ThereThere is less clarity about whether clinical quality of care has increased for this There is less clarity about wt
cclinicalclinical studies for 1995, 1996, and 1997 of care processes to children for well-child care, asclinical studi
dentaldental care and appropriate antibiotic usage have shown thatdental care and appropriate antibiotic usage have sh
physiciansphysicians delivering qualityphysicians delivering quality care. Repeat clinical studies of some of these issu
but no conclusions have yet been reached about clinical improvements.

B. WhatWhat pWhat processes are you using to monitor and assess quality of care received by SCHIP enWhat
particularlyparticularly with respect to well-baby care,particularly with respect to well-baby care, well-child car
abuse counseling and treatment and dental and vision care?

AccessAccess andAccess and qualityAccess and quality of care is monitored regularly through encounter/claims data
studies, and consumer surveys.

HEDISHEDIS measures, based on claimsHEDIS measures, based on claims and encounter data, are used to monitor
birthbirth weight, dental access, lead screening, appropriate medication usagebirth weight, dental access, lead screenin
and continuity of mental health and substance abuse services. For these measures, ratesand continuity of mental heal
computed separately for the SCHIP population.
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AA medical records study of the quality of HealthChek (EPSDT) serviceA medical records study of the quality o
recentlyrecently been complerecently been completrecently been completed as a repeat of a study in 1996. The ful
recordsrecords study of immunization rates of 2 yearecords study of immunization rates of 2 year olds in records s
repeatrepeat of a study in 1996. The full report repeat of a study in 1996. The full report is not yet avrepeat of
completedcompleted to examine the quality of care provided to Medicaid/SCHIP consumerscompleted to examine the
ofof childhood asthma, andof childhood asthma, and screeningfor sexually transmitted diseases.of childhood asthma, ar
service population and the population in managed health care plans.

ConsumerConsumer satisfaction surveysfor the managed health care population has beencompleted inConsumer satisf:
twotwo years. A consumer satisfactiontwo years. A consumer satisfaction survey of the FFS population was last comp
useuse CAHPS standard questionnaires, the results are submitted to the National CAHuse CAHPS standard que
Database, and are compared with national Medicaid and commercial scores.

C. WhatWhat plWhat plans does your SCHIP program have for future monitoring/assessment of quality of c\
received by SCHIP enrollees? When will data be available?

TheThe medThe medicThe medical records studies discussed above, including well child care, and childhood as
repeatedrepeated every other year. The immunization study, as part of Ohio s GPRA commitment,repeated every othe
eacheach year. Additional studies of the child population, which may begin in SFY each year. Additional studies of tf
for behavioral health, diagnosis and treatment of ADHD, dental care, and adolescent health services.
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Section 3. |Successes and Barriers

ThisThis section has been designed to allow you to report on successes inThis section has been designed to allc
implementationimplementation ofimplementation of your Stateimplementation of your State plan, to identify barrie
to describe your approach to overcoming these barriers.

3.1 PleasePlease highlight successes and barriers youPlease highlight successes and barriers you encountered ¢

PleasePlease report the approachesPlease report the approaches used to overcome barriers. Be as detailec

Note: If there is nothing to highlight as a success or barrier, Please enter NA for not applicable.

A

Eligibility:Eligibility: Although the eligibility expansion occurred in FFY 2000,Eligibility: Although the eligik
feltfelt in FFY 2001. Thefeltin FFY 2001. The expansion increasedfelt in FFY 2001. The expansion increase
toto 200% of the Federal Poverty Level (FPL). Only uninsured childrento 200% of the Federal Poverty Level (F

Inln FFY 2001, Ohio developedin FFY 2001, Ohio developed rules to eliminate any period of ineligibility due tc
recurringrecurring lumpsum. This was especiallyrecurring lump sum. This was especially important for those «
ChildrenChildren category, because, prior to the rule,Children category, because, prior to the rule, a non-recurr
income for future months eligibility.

Outreach:Outreach: AQutreach: As mentioneOutreach: As mentioned in Sections 1.1 and 2.4, school-based
successful.successful. By educatingsuccessful. By educating school staff, administratorssuccessful. By educati
of families who were unaware that they qualified for coverage.

AnAn evaluation of school-based outreach activitiesAn evaluation of school-based outreach activities found the
coveragecoverage through Healthy Start orcoverage through Healthy Start or Healthy Families submitted new
toto confusion surrounding theto confusion surrounding the proto confusion surrounding the program name.
usedused used names othused names other than Healthy Start and Healthy Families (e.g. CHIP, Healtl
marketmarket the program, which caused confusion to families whomarket the program, which caused confusior
StStart.Start. To eliminate this barrier, counties were given a transition period of one year to modifStart. To ¢
marketing strategies to reflect the name Healthy Start and Healthy Families.

Inln addition to Stateln addition to State outreach activities,In addition to State outreach activities, outreach is
areare given the opare given the opportunityare given the opportunity to use enhanced federal funds for ol
seventyseventy counties have been approved to execute plans that include various methods of informing
communitiescommunities about the expanded eligibility options available to receive health cacommunities ak
cost to them. The total amount allocated for SFY 2002 is $6,096,944.00

Enrollment:Enrollment: Ohio senroliment of children inEnrollment: Ohio senrollment of children in the Cover
numbersnumbers in FFY01. numbers in FFY01. SCHIP numbers werenumbers in FFY01. SCHIP numbers wer
populapopulationpopulation increased steadily in FFY01. The SCHIP population in the 150% FPL and belo
55,33855,338 in September 2001 (as compared to 47,851 in September 2000). The SCHIP expansion

populationpopulation wipopulation with incomes population with incomes at 151-200% FPL numbered 25,¢
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8,1368,136 in September 2000). In all Covered Families and Children8,136 in September 2000). In all Covere
covered in September 2001, (as compared to 540,775 in September 2000).

Retention/disenrollment:Retention/disenroliment: The Retention/disenrollment: The July Retention/disenroll
HealthyHealthy Start consumers has dramatically increased retention. Prior toHealthy Start consumers has dral
monthmonth redetermination periods, retention for children in month redetermination periods, retention for childr
was determined to be 73.9% over a 12 month period. After implementation, retention increased to

82.2%.

Benefit structure: NA

Cost-sharing: NA

Delivery system: NA

Coordination with other programs: NA
Crowd-out: NA

Other: NA
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SECTION 4: PROGRAM FINANCING

THISHIS SECTION HAS BEEN DESIGHIS SECTION HAS BEEN DESIGNHIS SECTION HAS BEEN DES
EXPENDITURES.

4.1 PLEASELEASE COMPLETE TABLE 4.1 TO PROVIDE TO PROVIDE YOUR BUDGETFOR FFY 2001, YOUR

FISCALFISCAL YEAR BUDGET, AN AND FFFFY 2002 PROJECTED BUDGET.
NARRATIVE ANY DETAILS OF YOUR PLANNED USE OF FUNDS.

NOTE: FEDERAL FIscAL YEAR 2001 sTARTS 10/1/00 AND ENDS 9/30/01.

FEDERAL FiscAL YEAR

FEDERAL FiscaL

FEDERAL FiscaL YEAR

2001 cosTs YEAR 2002 2003

BENEFIT CosTs
INSURANCE PAYMENTS $25,992,401 $36,452,773 $43,005,111

MANAGED CARE $ 25,992,401 $36,452,773 $43,005,111

PER MEMBER/PPER MOPER MONTH RAT|E X # 0 0F93.26 $95.55 $100.06
ELIGIBLES

FEE FOR SERVICE 112,301,704 $144,132,066 $155,586,189
ToTAL BENEFIT COSTS 138,294,105 $180,584,839 $198,591,300
(OFFSETTING BE NEFICIARY COS T SHARING PAYME NTS)
NET BENEFIT COSTS 138,294,105 $144,132,066 $155,586,189
ADMINISTRATION COSTS
PERSONNEL
GENERAL ADMINISTRATION 2,247,646 $2,205,767 $2,318,222
CONTRONTRACTORS/BROKERSROKERS (E.G.., [ENROLLMEN ENROLLMENT
CONTRACTORS)
CLAIMS PROCESSING
OUTREACH/MARKETING COSTS
OTHER
TOTAL ADMINISTRATION COSTS 2,247,646 $2,205,767 $2,318,222
10% ADMINISTRATIVE COST CEILING 15,359,623 $20,064,982 $22,065,700

FMAP RATE=.7132FOR 01 & .7115 FOR 02

FEDERAL EDERAL SHAREHARE (MULTIPLIEDMULTIPLIEDMYLTIR6@B,82LUL TIPLIED BYE[Nbs S68PIMAP RATE1,650,110
STATE SHARE 644,625 $636,364 $668,112
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4.2 PleasePlease identify the total State expenditures for family coverage duriPlease identify the total Stz
2001.

Not applicable. Ohio s family coverage is a Title XIX program.
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4.3  WhatWhat were the non-Federal sources of funds spent on your SCHIP progWhat were the non-Fec
2001?

State Appropriations.

A. DoDo you anticipate any chDo you anticipate any changes in the sourcDo you anticipate
expenditures?

No.
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

ThisThis section has been designed toThis section has been designed to give the reader of your annual report some conte

SCHIP program.

5.1

ToTo provide a summary at-a-glance of your SCHIP program characteristics, please provide tTo prc
followingfollowing information. If you do not have. If youdo not have a particular policy in-place and would

please do. (Please report on initial application process/rules)

Table 5.1

Medicaid Expansion SCHIP programs

Program Name

Healthy Start

Provides presumptive
eligibility for children

No

Provides retroactive €ligibility

Yes, for all Medicaid categories for up to three months.

Makes eligibility determination

County Medicaid eligibility staff.

Average length of stay on Unavailable
program

Has joint application for Yes
Medicaid and SCHIP

Has a mail-in application Yes

Can apply for program over
phone

No. Can request application and get assistance filling it out over the telephone, but cannot apply ove
the telephone.

Can apply for program over
Internet

No. Can download application from the Internet, but cannot apply over the Internet.

Requires face-to-face No
interview during initial

application

Requires child to be uninsured] No

for aminimum amount of time
prior to enrollment

Provides period of continuous

coverage regardless of
income changes

Yes. 1) Newborns receive 12 months of coverage if mother was a Medicai recipient at the time the
baby was born. Coverage would be lost if the child moved out of state or died. 2) Ohio has submitted
an 1115 waiver requesting 12 months continuous coverage for families with incomes in the 151-200%
FPL range. Coverage would be lost if the child died, moved out of state, turned 19, or obtained
creditable coverage. 3) Once determined eligible, pregnant women receive coverage until 60 days
post partum.

Imposes premiums or
enrollment fees

No. Ohio has submitted an 1115 waiver requesting permission to collect an annual enroliment fee.

Imposes copayments or No
coinsurance
Provides preprinted No

redetermination process
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5.2 PleasePlease explain how the redetermination process differs fromPlease explain how the redeterr

TheThe redetermination process begins with a contact from the county agency to the person who is the head
ofof the case. Theof the case. The county agency sends a Combinedof the case. The county agencysends a Co
application.application. The head of the case is required to complete tapplication. The head of the case is rec
changed,changed, including reverifchanged, including reverification ochanged, including reverification of in
wouldwould not end unless: the person/persons arewould not end unless: the person/persons are found ineligible
proposedproposed termination and hearing rights; they did not cooperate in redetermination (e.proposed termi
formsforms or otherforms or other requested information), in which case the caseworker wouldforms or other re
prior to the proposal of termination.
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SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income eligibility information for your SCHIP program.
6.1  AsAsof September 30, 2001, whatAs of September 30, 2001, what was the income standard or thres!

FederalFederal poverty level, for countable incoFederal poverty level, for countable income fol

chichild schild s age (orchild s age (or date of birth), then report each threshold for each age group s
report the threshold after application of income disregards.

Title X1X Child Poverty-Related Groups or Section 1931, whichever category is higher:

150% of FPL for children under age 19.
Medicaid SCHIP Expansion:

200% of FPL for children under age 19.
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6.26.2 As of September 30, 26.2 As of September 30, 2001, what type6.2 As of September 30, 2001,
programprogram use to arrive at total countable income? Please indicate the amountPlease indicate the amo
usedused when determining eliused when determining eligibility fused when determining eligi

Table 6.2

Title XIX Child Poverty-Related Gvieajdsaid SCHIP Expansion

EarBachingome ($30 and one-third Easneghtd given($30aredyeaetihird djisregard given for one year to
assistance groups who received | assistance groups who received
TANF cash in at least one of TANF cash in at least one of
the preceding four months). the preceding four months.

OpsSdtntentptpynsent Expatséacon@piraditepiExprhsesiitcaasstttiremmg (available only if the assistance
group received TANF cash or | group received TANF cash or

Section 1931 coverage in at Section 1931 coverage in at
least one of the preceding four | least one of the preceding four
months) months)

NIRBAlimony Payments Received NA

NIAAlimony Payments Paid NIA
$%5CChild Support Payments $%0
Received

Cp@hilr darppohinRaudt Cpurt Ordered Amount

$1 Ghehd G2 @ petisechild is undar7agetdld; $200 if the child is undefr age 2
NiAMedical Care Expenses NIA

Defegrftts on the amount Depends on the amount

NIAOther Types of NIA

Disregards/Deductions

DoDo rules differ for applicants and recipients (or between initial enrollment and redetermination)?

No.
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6.3 For each program, do you use an asset test?

NeitherNeither Neither OhioNeither Ohio s Title XIX Poverty-Related Groups or Medicaid SCHIP Expansionprc
test.
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6.4 Have any of the eligibility rules changed since September 30, 2001?

In FFY 2001, Ohio developed rules to eliminate for all Medicaid categories any period of ineligibility
due to the receipt of a non-recurring lump sum.
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SECTION 7: FUTURE PROGRAM CHANGES

ThisThis secThis sectiThis section has been designed to allow you to share recent or anticipated changes
program.

7.17.1 Whatchanges7.1 What changes haveyou7.1 What changes have you made or are planning
2002(10/1/01 through 9/30/02)? Please comment on why the changes are planned.

AA.A. Family covA. Family coverage: Ohio is reviewing options to refinance the July 2000 Healthy Familie
under SCHIP.

B. Employer-sponsored insurance buy-in: None.

C.C. 1115 waiver: Ohio submitted an 1115 waiver on 9/29/00 reC. 1115 waiver: Ohio submitted an 1115
monthsmonths continuous coverage and a modest annual enrollment feemonths continuous coverage and a mode
200% FPL range.

D. Eligibility including presumptive and continuous eligibility: See 1115 waiver information.

E.E. Outreach: Now that Ohio has seena dramaticE. Outreach: Now that Ohio has seen a dramatic increase ir
healthhealth care, there is a need to revisihealth care, there is a need to revisit outrehealth care, there is a ne
serviceservice agencies and community healthservice agencies and community health advocatesservice agencies ¢
toto apply. Today s increased caseloads and penetrations rates may notto apply. Today s increased caseloads anc
approaches.approaches. Instead, there is a need to focus on caseload demographics approaches. Instead, tf
targetedtargeted education (e.g., outreatargeted education (e.g., outreach fotargeted education (e.g., outre
populations, etc.).

F. Enrollment/redetermination process: In October 2001,F. Enrollment/redetermination process: In October 2
evaluatingevaluating and developing modifications to rules, forms, andevaluating and developing modifications
allall Medicaid categories. The goal of the group is to simplify the process and make it more strall Medicaid ¢
for both the county agencies and the consumer.

G. Contracting: None.

H. Other: None
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6.26.2 As of September 30, 26.2 As of September 30, 2001, what type6.2 As of September 30, 2001,
programprogram use to arrive at total countable income? Please indicate the amountPlease indicate the amo
usedused when determining eliused when determining eligibility fused when determining eligi

third disregard given for one
year to assistance groups who
received TANF cash in at least
one of the preceding four
months).

Table 6.2
Title XIX Child Poverty- Medicaid SCHIP Expansion
Related Groups

Earnings Earned Income ($30 and one- Earned Income ($30 and one-

third disregard given for one
year to assistance groups who
received TANF cash in at least
one of the preceding four
months.

Self-Employment Expenses

Operating Expenses, Earned
Income (available only if the
assistance group received
TANF cash or Section 1931
coverage in at least one of the
preceding four months)

Operating Expenses, Earned
Income (available only if the
assistance group received
TANF cash or Section 1931
coverage in at least one of the
preceding four months)

Alimony Payments Received NA NA

Alimony Payments Paid NA NA

Child Support Payments $50 $50

Received

Child Support Paid Court Ordered Amount Court Ordered Amount

Child Care Expenses

$175/child; $200 if the child is
under age 2

$175/child; $200 if the child is
under age 2

Medical Care Expenses

NA

NA

Gifts

Depends on the amount

Depends on the amount

Other Types of
Disregards/Deductions

NA

NA

DoDo rules differ for applicants and recipients (or between initial enrollment and redetermination)?
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