FRAMEWORK FOR STATE EVALUATION
OF CHILDREN'SHEALTH INSURANCE PLANS

UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

(Developed by States, for Statesto meet requirementsunder Section 2108(b) of the Social Security Act)

StaeTeritory: Missssppi

(Name of State/Territory)

The following State Evauation is submitted in compliance with Title X X1 of the
Socia Security Act (Section 2108(b)).

(Signature of Agency Head)

Date 04/07/00

Reporting Period __07/01/98 - 09/30/99

Contact Person/Title _ MariaD. Morris/ MS Divison of Medicaid, CHIP Coordinator

Address 239 North Lamar Street, Suite 801, Jackson, MS 39201-6048

Phone (601) 359-4294 Fax _(601) 359-6048

Developed by the National Academy for State Health Policy



Emal exmdm@medicaid.statems.us

SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR CHIP PROGRAM

This section is designed to highlight the key accomplishments of your CHIP program to date toward increasing

the

number of children with creditable headlth coverage (Section 2108(b)(1)(A)). This section dso identifies

Srategic objectives, performance goals, and performance measures for the CHIP program(s), aswell as
progress and barriers toward meeting those gods. More detailed andlysis of program effectiveness in reducing
the number of uninsured low-income children is given in sections thet follow.

11

1.2

What is the estimated baseline number of uncovered low-income children? Isthis estimated basdline the
same number submitted to HCFA in the 1998 annua report? If not, what estimate did you submit, and
why isit different?

Based on estimates from the Hertiage Foundation combined with the State' s estimates, there
are 15,000 children ages 15 through 18 in the State who are digible for Mississippi Health
Benefits Phase|. These children arenot digiblefor Medicaid under Title XIX nor can afford
creditable health care coverage through any other program i.e., State and Public School
Employees Health Insurance.

111 What arethe data source(s) and methodology used to make this estimate?

Theetimated baseline number of 15,000 was gener ated based on reports generated by the Division
of Medicaid’s decison support system, MMIRS. It determined that an average of 5000 new
redpientsin age group could become digible looking at the age group just below thisage group i.e,
the 12-14 year olds.

1.1.2 WhaistheSa€e s assessment of the reliability of the basdline estimate? What are the limitations of the
data or esimation methodology? (Please provide a numericd range or confidence intervas f
available)

Thebasdine estimatesis not to be taken as definitive. There aretoo many variablesin census data
and madical service data to get an accur ate estimate of possible M edicaid digibles not now covered.
The Heritage Foundation quotes unserved digibles nationwide at about 6.5%. It is believed that
percentagein Mississippi islower - 5%.

How much progress has been made in increasing the number of children with creditable hedlth coverage (for
example, changes in uninsured rates, Title XXI enrollment levels, estimates of children enrolled in Medicaid as
areault of Title XXI outreach, anti-crowd-out efforts)? How many more children have creditable coverage
following the implementation of Title XXI17? (Section 2108(b)(1)(A))
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The first phase of the Mississippi Title XXI Program, Mississippi Health Benefits Program, was
approved October 26, 1998 with an effective date of July 01, 1998. Phase | expanded Medicaid
coveragetochildren ages 15 through 18 in families with incomes below 100% of the Federal Poverty
Levd (FPL). Based on Heritage Foundation and Urban Institute estimates aswell asthe State’'s own
edimates, there are 15,000 children ages 15 through 18 in the State who are dligible for Mississippi
Hedlth Bendfits Phase |. These children arenot eligible for Medicaid under Title X1X. In July 1998
when Phase | wasimplemented, there wer e 65,500 children to age 15 covered in the 100% poverty
level group for children. Asof 10/99, 84,953 children were covered in this same program now up to
age19. Eleventhousand of thetarget 15,000 children are now covered. During thistimeframe, there
has been a 29,888 increase in the number of children enrolled in the poverty level program alone.
Asaf 10/99 children age birth to age 19 participatingin Medicaid and certified by DHS was 189,232
whereasin 07/98far the same age that number was 148,771 . The significant increasein all Medicaid
programs including Phase | reflects that children are being enrolled that were already Medicaid
digible, but not enrolled.

121 What are the data source(s) and methodology used to make this estimate?

1.2.2 What isthe Stat€' s assessment of the rdigbility of the esimate? What are the limitations of the data
or estimation methodology? (Please provide a numerica range or confidence intervas if avalable))

Thedataisderived from thereports generated by the Division of Medicaid’ decison support system,

M ississippi’s Management Information Retrieval Syssem (MMIRYS) as supplied from dligibility

determination by the Department of Human Services.

13 What progress has been made to achieve the State’ s strategic objectives and performance goas for
its CHIP program(s)?

Table 1.3 hesbeen completed to summarize Mississippi’ s strategic objectives, performance gods, performance
measures and progress towards meeting gods, as specified in the Title X X1 State Plan.

Column 1. Lig the Stat€' s strategic objectives for the CHIP program, as specified in the State Plan.

Column 2 Lig the performance gods for each strategic objective.

Column3: For each peformance god, indicate how performance is being measured, and progress
towards meeting the god. Specify data sources, methodology, and specific measurement
approaches (e.g., numerator, denominator). Please attach additiond narrative if necessary.

For each performance god specified in Table 1.3, please provide additionad narrative discussng how actual
paformance to date compares againgt performance goals. Please be as specific as possible concerning your findings
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todee If paformance goas have not been met, indicate the barriers or congraints. The narrative aso should discuss
future performance measurement activities, including a projection of when additiond dataare likely to be available.

Objectivel: To reducethe percentage of low-income children without health insurance cover age.
Progress.

It isestimated that 15,000 uninsured children could be affected by CHIP Phasel. Eleven thousand of the
edimated target are now enrolled. In July 1998, when CHIP | wasimplemented, there were 65,000 children
to age 15 covered at the 100% poverty level. As of 12/99, 134,857 children were covered in this same
program now up to age 19. There has been a 69,157 increase in the number of children covered in the
poverty level program. Asaresult of CHIP Phasel outreach activities, children that should have already
been covered under Medicaid are now being enrolled aswell.

Objectivell: Toenroll all éigible children in MS Health Benefits Program.
Progress:

Theperformance goal isto enroll 10,000 children by 07/01/99 in M S Health Benefits Program Phase | and
enroll 30,000 chidren by 07/01/2000 in PhaseI1. By Quarter ending 06/30/99, 8034 children were enrolled
in Phasel; Quarter ending 09/30/99, 10,872 and 11,223 by quarter ending 12/30/99.

Note: It was discovered in February 2000, the digibility month fields were being updated when a retro
eligibility segment was added. Therefore, new reports had to runned to caputure this lost data.
Consequently, these number need to reflect this corrective measures. The corrective reports will be
avaialble by the end of April.
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Table 1.3

D)
Strategic Objectives
(as specified in Title

XXI State Plan)

)
Performance Goals for
each Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

OBJECTIVESRELATED TO REDUCING TH

E NUMBER OF UNINSURED CHILDREN

Reducethe
percentage of low-
income children
without health
insurance cover age

By July 1, 1999, 10,000
previously uninsured
low-income children will
have health insurance
coverage at 100%

FPL.

Data Sources: Division of Medicaid (DOM) and Department of Human
Services (DHYS)

Methodology: Data based on the State’ s actual enrollment data reports
gener ated from applications processed from July 1998 thru July 1999..

Numerator: Number of children enrolled as July 1998
Denominator: Number of children enrolled as July 1999

Progress Summary:

I'n July 1998, 84,953 children ages 6 through 18 wer e certified Medicaid
eligibleunder 100% FPL. A year later 109,871 children in this same age
group wereenrolled in Medicaid reflecting an increase of 24,918 in
enrollment.

OBJECTIVESRELATED TO CHIP ENROLLMENT
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Table 1.3

(D 2 3
Strategic Objectives Performance Goals for Performance Measures and Progress
(as specified in Title each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)

Enroll all eigible Enroll 10,000 children | DataSources: DOM and DHS
childrenin MS by 07/01/99 in MS
Health Benefits Health Benefits Phase | Methodology: Number of children enrolled asreported by data system on July
Program [. Enroll 30,000 01, 1999

children by 07/1/2000 in
Phasell.

Progress Summary: July 1, 1999 an additional 24, 918 children ages 6-18 have
been enrolled under Phase | Medicaid expanded.

Phase Il wasimplemented January 1, 2000. Asof 01/1/2000, about 503
children wereenrolled.

OBJECTIVESRELATED TO INCREASING MEDICAID ENROLLMENT
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Table 1.3

D 2 3
Strategic Objectives Performance Goals for Performance Measures and Progress
(as specified in Title each Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)

I ncrease number of
Medicaid-€eligible
children enrolled in
M edicaid

By July 1, 1999 at least
10,000 uninsured
children will have
health insurance

cover age under
Medicaid.

Data Sources; DOM and DHS

Methodology: Using system data, monitor the
Number of children enrolled in the M
Medicaid Program.

Progress Summary: In July 1998, 148,771 children under age 19 yearswere
enrolled in the Medicaid Program. July 1999 this number had
increased to 182,198 reflecting and overall increase of 33,427 in
enrollment.

OBJECTIVESRELATED TO INCREASING ACCESS TO CARE (USUAL SOURCE OF CARE, UNMET NEED)
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Table 1.3

D
Strategic Objectives
(es gecified in Title

XXI State Plan)

)
Performance Goals for
each Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

Ensureall children
enrolled in MS
Health Ben€fits
have accessto
health care

By July 1,1999, 85% of
children enrolled in M S
Health Benefits Phase
| (Medicaid expanded)
will have a medical
home.

Data Sources; DOM and DHS

Methodology: Claims data is cr ossed-matched with that the lisiting of
enrolled children to identify primary care provider.

Progress Summary: HealthM acs, a form of managed car e, has been
implemented statewide. All receipentsenrolled in Medicaid is
crossed-matched to identify their usual source of care. To date, 85% of the
total Medicaid population has been assigned to a primary care provider.

OBJECTIVESRELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)
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Table 1.3

D
Strategic Objectives
(es gecified in Title

XXI State Plan)

)
Performance Goals for
each Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

Data Sources:
Methodology:
Numerator:

Denominator:

Progress Summary:

OTHER OBJECTIVES

Data Sources:
Methodol ogy:
Numerator:

Denominator:

Progress Summary:
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SECTION 2. BACKGROUND

This section is designed to provide background information on CHIP program(s) funded through Title XXI.
2.1 How areTitle XXI funds being used in your State?
2.1.1 Ligdl programsin your State that are funded through Title XXI. (Check al that apply.)

I 0.9 Providing expanded digibility under the State's Medicaid plan (Medicad
CHIP expanson)

Name of program: Missssppi Hedlth Benefits
Program Phase |

Date enrollment began (i.e., when children first became digible to receive services): Phasel July 01,1998

(X) Obtaining coverage that meets the requirements for a State Child Hedlth
Insurance Plan (State-designed CHIP program)

Name of program: Missssppi Hedlth Benefits Program Phase Il

Daeardlment began (i.e., when children first became digible to receive sarvices): _January
1, 2000.

____ Other - Family Coverage

Name of program:

Date enrollment began (i.e., when children first became digible to receive services):

X__ Other - Employer-sponsored Insurance Coverage

Name of program: MS Hedth Benefits Phase 111

Daeardimat began (i.e., when children first became eligible to receive services): Projected
date 01/01/2001
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____ Other - Wraparound Benefit Package

Name of program:

Date enrollment began (i.e., when children first became digible to receive services):

___ Other (specify)

Name of program:

Date enrollment began (i.e., when children first became digible to recaive services):

2.1.2 If State offers family coverage: Pease provide a brief narrative about requirements for
participation in this program and how this program is coordinated with other CHIP programs.

2.1.3 |f State has a buy-in program for employer-sponsored insurance: Please provide a brief
narraive about requirements for participation in this program and how this program is coordinated
with other CHIP programs.

Mississippi’s employer-sponsored insurance is not expected to beimplemented until January 2001.
For digible children in families with accessto employer-sponsor ed health insurance, the Plan will pay
theinsurance premium for coverage under the employer’splan if the plan meetsthe following criteria:

(@ Theemployer iswilling to participate in the M S Health Benefits Program:

(b) The employer contributes at least 50 percent of the premium for family coverage (employer and
children):

() Thefamily hasnot enrolled the children in group coverage through the employer any timewithin
the previous six months,

(d) TheoodtothePlan for purchasing coverage from the employer isno greater than the payment the
program would make if the children were enralled in the State’'s Plan (excluding payments for
services excluded as pre-existing under the employer’s plan); and

(e) Thefamily appliesfor the full premium contribution available from the employer.

The State has developed a checklist of benefitsincluded in the benchmark coverage. The State'sactuary
will use this checklist to evaluate the benefits allowed under the employer’splan. Children who qualify for
payment of premiums under an employer-sponsored plan will recelve “secondary” or wrap-around”
supplemental coverageunder M S Health Benefits plan to cover deductibles, co-insurance, co-payments, and
pre-existing conditions.
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2.2  What environmentd factorsin your State affect your CHIP program?
(Section 2108(b)(1)(E))

2.2.1 How did pre-exigting programs (including Medicaid) affect the design of your CHIP program(s)?
Missssppi Health Benefits Program Phase| isan expansion of the current Medicaid Program extending
Medicaid cover age to teenager s age 15 through 18 in families with income under 100% FPL. Phasell was

designed to be a state separ ate insurance program covering children from families with incomes below

133% FPL orginially, but waslater increased to 200%. Therewasno pre-existing program to cover this
group of children.

2.2.2 Wereany of the preexisting programs “ State-only” and if so what has happened to that program?

X) No pre-existing programs were “ State-only”

____ Oreamorepreedging programs were “ State only” ¥ Describe current status of program(s):
Isit dill enrolling children? What isits target group? Wasit folded into CHIP?

Developed by the National Academy for State Health Policy



223

Dexxibednanges and trends in the State since implementation of your Title XX program that “ affect
theprovison of accessible, affordable, quality heath insurance and healthcare for children.” (Section
2108(b)(1)(E))

Examples are listed below. Check al that apply and provide descriptive narrative if gpplicable.
Please indicate source of information (e.g., news account, evaluation study) and, where available,
provide quantitative measures about the effects on your CHIP program.

_X_ Changesto the Medicaid program

___ Presumptive digibility for children

___ Coverage of Supplementa Security Income (SSI) children

(X Provison of continuous coverage (pecify number of months _12 )
(X) Eliminaion of assetstests

(X) Elimination of face-to-face digibility interviews

(X) Easing of documentation requirements

(X) Impact of welfare reform on Medicaid enrollment and changes to AFDC/TANF (specify)
An estimated 30,000 - 40,000 children in error lost medical assistance when parentswere
sanctioned. To actually identify this population a cross-match with 1996 active medical
assistance cases and current medical assistance was performed in March, 2000. Over
40,000 children in 30,000 household were identified. Letters and applications for MS
Health Benefits were mailed to all identified households.

____ Changesin the private insurance market that could affect affordability of or accessibility to
private hedth insurance

Hedth insurance premium rate increases

Legd or regulatory changes related to insurance

Chengssininsurance carrier participation (e.g., new cariers entering market or existing
carriers exiting market)

Changes in employee cogt-sharing for insurance

____Avallability of subsdiesfor adult coverage

___ Other (specify)

___ Changesinthe ddlivery system
_X__ Changes in extent of managed care penetration (e.g., changes in HMO, IPA, PPO
ativity)
TheSate implemented a pilot Medicaid capitated managed care program in six counties.
This was an option available to children enrolled CHIP Phase I. As of 10/99, all four
HMOshad discontinued the provision of services. Mississippi did not proveto beaviable
market for the HM Osthat werein operation

Changes in hospitdl marketplace (e.g., closure, converson, merger)
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Other (specify)

___ Development of new hedth care programs or services for targeted low-income children
(specify)

___ Changesin the demographic or socioeconomic context

__ Changes in population characterigtics, such as racia/ethnic mix or immigrant status
(specify)
Changes in economic circumstances, such as unemployment rate (pecify)

___ Other (gpecify)
___ Other (specify)

Narrative Comments:

To encourage familiesto enroll their children, the State has done the following:
- Reduce barriersto participation by using the same simplified, “ short form” to apply to
determine igibility for Medicaid and CHIP.
- Streamlined the income verification process requiring verification of a typical month’sincome
for custodial parentsand child only.
- Dispensed resource and assest testsfor children.
- Widdy disseminated the applicationsthat can be mailed in.

According to State Medicaid data, it was estimated that 30,000 - 40,000 children lost M edicaid
coveragein error when parentsenrolled in TANF were sanctioned . Therefore, much attention was
given to identifying and re-instating medical assistanceto these children. System changes are being put
in place whereas when cases are closed due a TANF related issue, medical assistance casesare
automatically opened for the children in those families.

Developed by the National Academy for State Health Policy 14



SECTION 3. PROGRAM DESIGN

This section is designed to provide a description of the eements of your State Plan, including digibility, benefits,
delivery system, cost-sharing, outreach, coordination with other programs, and anti-crowd-out provisions.

31 Whoisdigble?
3.1.1 Describe the standards used to determine digibility of targeted low-income children for child

hedlth assistance under the plan. For each standard, describe the criteria used to apply the
standard. If not applicable, enter “NA.”

Table 3.1.1
Medicaid State-designed | Other CHIP
CHIP Expansion CHIP Program Program*
Program

Geographic area served by the

plan

(Section 2108(b)(1)(B)(iv)) Statewide Statewide

Age 15 - 18 years Birth - 18 years

Income (define countable 100% FPL 100 - 200%

income) FPL

Resources (including any N/A N/A

sandards relating to spend

downs and disposition of

resources)

Residency requirements Must be aUS citizen Must be US
citizen

Disability satus N/A N/A

Access to or coverage under N/A Can not have

other health coverage (Section hed full private

2108(b)(1)(B)(1)) hedth coverage
withinthe last 6
months

Other standards (identify and

describe)

*Make a separate column for each “other” program identified in Section 2.1.1. To add a column to atable, right
click on the mouse, sdlect “insert” and choose “ column”.
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3.1.2 How oftenisdigibility redetermined?

Table 3.1.2

Redetermination Medicaid CHIP State-designed Other CHIP Program*
Expansion Program CHIP Program

Monthly

Every sx months

Every tweve months X X

Other (specify)

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumn to atable, right
click on the mouse, sdlect “insart” and choose “ column”.

3.1.3 Isdigibility guaranteed for a specified period of time regardless of income changes? (Section
2108(b)(1)(B)(v))

X_ Yes e Which program(s)? _Both

For how long?_12 months

___No

3.1.4 Doesthe CHIP program provide retroactive digibility?

_X_Yes © Which program(s)? _Phase | Medicaid Expanded

How many months look-back? _3 months
No

3.1.5 Doesthe CHIP program have presumptive digibility?

____Yes © Which program(s)?

Which populations?

Who determines?

_(X) No
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3.1.6 Do your Medicaid program and CHIP program have ajoint gpplication? YES

__Yes < Isthejoint gpplication used to determine digibility for other State programs? If yes,
Specify.

X No

3.1.7 Evduate the strengths and weaknesses of your eligibility determination processin increasing
creditable hedth coverage among targeted low-income children

Mississippi’s eigibility determination process allows the applicant to complete a smplied, mail-
in application accompanied by a typical month’s income and proof age for those applying for
benefits. No face-to-face interview isrequired. Applications ar e available at each local county
department of human services, county health departments, community health centers, Head
Start centers, and various other locations. Trained staff are available at each of these locations
to assist families with the completion of the application. Completed applications are mailed to the
local county department of human servicesin which the applicant livesfor digibility
determination.

Strengths of the ligibility determination process are asfollows: (1) a single application is used
to apply for either Phasel or Phasell. (2) theapplication hasbeen smplified - easier read and
under stand; (3) the application isa mail-in form not requiring a face-to-faceinterview; (4)
verification required has been reduced to a typical month’sincome and proof of age for
applicants; (5) only the income of the custodial parents and applicant isused as countable
income; (6) eigibility isdetermined annually. Eligibility workersarereporting very few
instances of incomplete applications.

Weakness of the digibility determination processis centered around no face-to-face interview
required. The department of human services provides a several other supportive servicesto
families. In face-to-face interviewsthe workers can screen the familiesfor additional services
that they may need.

3.1.8 Evduate the strengths and wesknesses of your eligibility redetermination processin increasing
creditable health coverage among targeted |ow-income children. How does the redetermination
process differ from the initid digibility determination process?

The strengths of the digibility redetermination process are: (1) redetermination ison an annual
basis, (2) no face-to-faceinterview isrequired. One pagere-determination form is45 days prior
to expiration of benefitsrequiring verification of current income and update on any changesin
household composition or status

and (3) Thisprocessrequireslesstime on the part of the worker.
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3.2

NOTE:

The weaknesses of thisprocessare: (1) a significant number s of redeter mination notices ar e not
returned. Consequently, large number of potential dligiblesarelosing their benefits. (2) With
eligibility being determination on an annual basis, addr esses of beneficiaries are not always
current. (3) No face-to-faceinterview again isa missed opportunity to educate the beneficiaries
on other services.

What benefits do children receive and how is the ddlivery system structured?
(Section 2108(b)(1)(B)(vi))

3.21 Bendits

Please complete Table 3.2.1 for each of your CHIP programs, showing which benefits are
covered, the extent of cogt-sharing (if any), and benefit limits (if any).

To duplicate atable: put cursor on desired table go to Edit menu and chose “sdect” “table.”

Oncethetableis highlighted, copy it by sdecting “copy” in the Edit menu and then “pastée’ it
under thefirg table.
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Table 3.2.1 CHIP Program Type

Phase | Medicaid Expanded

Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)

Inpatient hospital services b
Emergency hospita services | b
Outpatient hospital services b
Physician services b
Clinic services b
Prescription drugs b
Over-the-counter
medications
Outpatient |aboratory and b
radiology services
Prenatal care b
Family planning services b
Inpatient menta hedth b

rvices

Developed by the National Academy for State Health Policy

19



Table 3.2.1 CHIP Program Type

Phase | Medicaid Expanded

Is
Service
Covered
?2(T= Bendfit Limits (Specify)
Bendfit yes) Cogt-Sharing (Specify)
Outpatient mentd hedth b Limited to 52 vists annudly
services
I npatient substance abuse b
treatment services
Residential substanceabuse | b Not exceed $8,000 during a Benefit Period nor $16,000 in
treatment services alLifetime
Outpatient substance abuse b Not exceed $8,000 during a Benefit Period nor $16,000 in
treatment services alLifdime
Durable medicd equipment b
Disposable medica supplies | b
Preventive dental services b
Restorative dental  services b
Hearing screening b
Hearing aids b Limited to one every three years
Vision screening b
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Table 3.2.1 CHIP Program Type__ Phase | Medicaid Expanded

Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)

Corrective lenses (including b Limited to one par annudly
eyeglasses)
Developmenta assessment b
Immunizations b
Weéll-baby vidts b
Well-child vigts b
Physica therapy b
Speech therapy b
Occupationd therapy b
Physicd rehabilitation b
sarvices
Podiatric services b
Chiropractic services b
Medical transportation b
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Table 3.2.1 CHIP Program Type__ Phase | Medicaid Expanded

Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)

Home hedlth services b
Nursing facility b
ICF/MR b
Hospice care b Limited to an overdl lifetime maximum of $15,000
Private duty nursing
Personal care services
Habilitetive services
Case management/Care b
coordination
Non-emergency
trangportation
Interpreter services b
Other (Specify)
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Table 3.2.1 CHIP Program Type

Phase | Medicaid Expanded

Is
Service
Covered
?2(T= Bendfit Limits (Specify)
Bendfit yes) Cogt-Sharing (Specify)
Other (Specify)
Other (Specify)
Table 3.2.1 CHIP Program Type__Phase ll
Is
Service
Covered
?2(T= Bendfit Limits (Specify)
Bendfit yes) Cogt-Sharing (Specify)
Inpatient hospital services b
Emergency hospitd services | b $15 for families with income at 150-
200% FPL
Outpatient hospita services b
Physcian services b $5 for families with income a 150-

200% FPL
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Table 3.2.1 CHIP Program Type__Phase ll
Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)

Clinic services b
Prescription drugs b
Over-the-counter
medications
Outpatient |aboratory and b
radiology services
Prenatal care b
Family planning services b
Inpatient menta hedth b
sarvices
Outpatient mental health b
sarvices
I npatient substance abuse b

treatment services
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Table 3.2.1 CHIP Program Type__Phase ll
Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)
Resdentia substanceabuse | b
treatment services
Outpatient substance abuse b
treatment services
Durable medicd equipment b
Disposable medica supplies | b
Preventive dental services b
Redtorative denta services | b Only asaresult of
accidental injury

Hearing screening b
Hearing aids b one pair/ 3 years
Vidon screening b
Corrective lenses (including b One pair of glasseslyear

eyeglasses)
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Table 3.2.1 CHIP Program Type__Phase ll

Is
Service
Covered
?2(T= Bendfit Limits (Specify)
Bendfit yes) Cogt-Sharing (Specify)

Developmenta assessment b
Immunizations b
Well-baby vists b
Well-child vists b
Physica therapy b
Speech therapy b
Occupationd therapy b
Physicd rehabilitation b
sarvices
Podiatric services b
Chiropractic services b
Medica transportation
Home health services b
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Table 3.2.1 CHIP Program Type

Phase Il

Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)

Nursing fadility b
ICF/MR b
Hospice care b
Private duty nursing

Personal care services

Habilitative services

Case management/Care
coordination

Non-emergency
trangportation

Interpreter services b

Other (Specify)
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Table 3.2.1 CHIP Program Type__Phase ll
Is

Service

Covered

?2(T= Bendfit Limits (Specify)

Bendfit yes) Cogt-Sharing (Specify)
Other (Specify)
Other (Specify)
NOTE: To duplicate atable: put cursor on desired table go to Edit menu and chose “select” “table” Oncethetableis highlighted, copy it by selecting “ copy”

in the Edit menu and then “pagte’ it under the firgt table.
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3.2.2 Scope and Range of Hedth Benefits (Section 2108(b)(2)(B)(ii))

Please comment on the scope and range of health coverage provided, including the types of benefits provided
and cogt-sharing requirements. Please highlight the level of preventive services offered and services available
to children with specia hedlth care needs. Also, describe any enabling services offered to CHIP enrollees.
(Enabling services include non-emergency trangportation, interpretation, individual needs assessment, home
vidts, community outreach, trandation of written materias, and other services desgned to facilitate accessto
care.)

Health coverage under M S Health Benefits provides sevicesfor children such as screeningsthat include
vision, dental and hearing exams; preventive health care such asimmunizations; inpatient and outpatient hospital
care; doctor’sor clinic vistsfor well-child checkups and sick-child care; lab services, prescription medicine;
eyeglasses and hearing aids. Inpatient and outpatient mental health and inpatient and outpatient substance abuse
servicesarecovered. Thereareno exclusionsfor pre-existing conditions. Therefore, thefull array of
comprehensive services are provided to all enrolled children regardlessto any special health care needs or
conditions. In instances where children with special needsrequire services not covered by M S Health Benefits,
referralsare madeto the Mississippi State Department of Health’s First Steps Early I ntervention Program and
the Children’s Medical Program or the Dpeartment of VVocational Rehabilitation.

Enabling services such as non-emer gency transportation, homevisits, and case management services are available
tothe Phase | receipents. Outreach materialsare availablein Spanish. Interpretatorsarealso available to assist
with the application process and delivery of servicesfor Hispanicsaswell Vietmanese.

Thereare no cost-sharing requirementsfor familieswith income below 150% FPL. Thereisno cost-sharing for
American Indian / Alaska native children. Thereisalso no co-pay for preventive services, including
immunizations, well-child care routine preventive and diagnostic dental services, routine dental fillings, routine eye
examination and eyeglasses, and hearing aids.

For familieswith income between 150-175% FPL, thereisa co-pay of $5 for outpatient health care professional

visgt and $15 for emergency room visit with a maximum out-of-pocket of $800/calendar year. Familieswith income
between 176-200% FPL have the same co-pays but a maximum out-of-pocket of $950/calendar year.
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3.2.3 Ddivey System

Identify in Table 3.2.3 the methods of ddlivery of the child hedlth assstance using Title XX fundsto targeted
low-income children. Check dl that apply.

Table 3.2.3
Medicaid CHIP State-designed Other CHIP
Expansion Program CHIP Program Program*
Type of ddivery sysem
A. Comprehensiverisk
managed care organizations
(MCOs)
Statewide? _Yes X | _Yes __Yes __ No
No —X No
Mandatory enrollment? ~_ Yes X |_Yes XNo|___Yes _ No
No
Number of MCOs
B. Primary care case Yes No

management (PCCM) program

C. Non-comprehensive risk
contractors for selected
sarvices such as mentd hedth,
dentd, or vison (specify
services that are carved out to
managed care, if gpplicable)

D. Indemnity/fee-for-service
(specify servicesthat are carved
out to FFS, if applicable)

E. Other (specify)

F. Other (specify)

G. Other (specify)

*Make a separate column for each “other” program identified in Section 2.1.1. To add a column to atable, right click on the
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mouse, select “insert” and choose “column”.
3.3  How much does CHIP cost families?
3.3.1 Iscog sharing imposed on any of the families covered under the plan? (Cost sharing includes premiums,
enrollment fees, deductibles, coinsurance/
co-payments, or other out-of-pocket expenses paid by the family.)
____ No, skipto section 3.4

X Yes, check dl that apply in Table 3.3.1

Table 3.3.1

Other CHIP
Type of cost-sharing CHIP Expansion Program | CHIP Program

Premiums

Enrollment fee

Deductibles

Coinsurance/co-payments** Yes

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click
on the mouse, select “insert” and choose “column’”.
**See Table 3.2.1 for detailed information.

3.3.2 If premiumsare charged: What isthe leve of premiums and how do they vary by program, income, family
Sze, or other criteria? (Describe criteriaand attach schedule)) How often are premiums collected? What do
you do if familiesfail to pay the premium? |Isthere awaiting period (lock-out) before afamily can re-enroll?
Do you have any innovative approaches to premium collection? There is a 6-month waiting period under the
Phase |1 plan for children who have had full hedlth insurance within the last 6 months.

3.3.3 If premiumsare charged: Who may pay for the premium? Check al that apply. (Section
2108(b)(1)(B)(iii))

Employer
Family
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Absent parent
Private donations/sponsorship
Other (specify)

3.34 If enrollment feeischarged: What isthe amount of the enrollment fee and how does it vary by program,
income, family size, or other criteria?

3.3.5 If deductiblesare charged: What isthe amount of deductibles (pecify, including variations by program,
hedlth plan, type of service, and other criteria)?

3.3.6 How arefamiliesnotified of their cost-sharing requirements under CHIP, including the 5 percent cap?
ThePhasell Program isadminstered by contract through a private insurance company Blue Cross Blue
Shiedld. Theinsurance contractor sendsthe enrolled children an insurance card that indicateswhether there
isaco-pay or cost-sharing.

3.3.7 How isyour CHIP program monitoring that annua aggregate cost-sharing does not exceed 5 percent of
family income? Check dl that gpply below and include a narrative providing further details on the gpproach.

__ Shoebox method (families save records documenting cumulative level of cost sharing)
X Hedth plan adminigration (hedth plans track cumuletive level of cost sharing)
Audit and reconciliation (State performs audit of utilization and cost sharing)

Other (specify)

3.3.8  What percent of families hit the 5 percent cap since your CHIP program was implemented? (If more than
one CHIP program with cost sharing, specify for each program.)

3.4 How do you reach and inform potentia enrollees?
3.4.1 What client education and outreach approaches does your CHIP program use?
Please complete Table 3.4.1. Identify dl of the client education and outreach gpproaches used by your

CHIP program(s). Specify which approaches are used (T=yes) and then rate the effectiveness of each
gpproach on ascde of 1to 5, where 1=least effective and 5=most effective.
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Table 3.4.1

Approach

Medicaid CHIP Expansion

State-Designed CHIP Program

Other CHIP Program*

Rating (1-5)

T =Yes Rating (1-5)

Rating (1-5)

Billboards

Brochures/flyers

Direct mail by State/enrollment
broker/administrative contractor

Education sessons

Home vigts by State/enrollment
broker/admini strative contractor

Hatline

3.5

Incentives for education/outreach
qaff

Incentives for enrolless

Incentives for insurance agents

Non-traditiona hours for application

intake
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Table 3.4.1

Primetime TV advertissments

Public accesscable TV

Public transportation ads

Radio/newspaper/TV advertisement | p 3
and PSAs
Signg/posters p 3

State/broker initiated phone cals

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable, right click on the mouse, sdlect “insert” and choose
“column”.
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3.4.2 Wheredoesyour CHIP program conduct client education and outreach?
Please complete Table 3.4.2. Identify dl the settings used by your CHIP program(s) for client education and

outreach. Specify which settings are used (T=yes) and then rate the effectiveness of each setting on ascae of 1 to
5, where 1=least effective and 5=mogt effective.
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Table 3.4.2

Medicaid CHIP Expansion

State-Designed CHIP Program

Other CHIP Program*

Setting T=Yes Rating (1-5) T =Yes Rating (1-5) | T =Yes | Rating (1-5)
Battered women shelters

Community sponsored events p 4
Beneficiary’ shome

Day care centers p 4
Faith communities p 35
Fast food restaurants p 3
Grocery stores

Homeless shdlters p 2
Job training centers

Laundromats

Libraries

L oca/community hedth centers p 4
Point of service/provider locations p 3.9
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Table 3.4.2
Public meetingghedth fairs p 4
Public housing

Refugee resettlement programs

Schoolg/adult education Sites p 2

Senior centers

Socia service agency p 3

Workplace

Other (specify)

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1.  To add acolumn to atable, right click on the mouse, sdect “insert” and choose
“column’”.
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34.3 Describe methods and indicators used to assess outreach effectiveness, such as the number of children
enrolled relative to the particular target population. Please be as specific and detailed as possible.
Attach reports or other documentation where available.

Enrollment data aretracked and monitored on a monthly basis by the DOM staff. The State has an approved
Section 1915(b) wavier for primary care and case management using priamry care physicians (PCP). This
program, HealthMACS, isresponsible for assessment and evaluation under the PCP waiver and the Medicaid
agency intended to use the same staff aswell asthe Quality Management Division staff to evaluate and assess
Phase| CHIP quality of careusing thetool, HEDIS. In addition, the Medicaid agency’s EPDST staff and reports
also monitor and assess complicance with the periodicity requirementsfor preventive care measuresand
immunizations.

344 What communication gpproaches are being used to reach families of varying ethnic backgrounds?

345 Have any of the outreach activities been more successful in reaching certain populations? Which

methods best reached which populations? How have you measured their effectiveness? Please present
quantitative findings where available.
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3.5 What other hedlth programs are available to CHIP digibles and how do you coordinate with them? (Section
2108(b)(1)(D))

Describe procedures to coordinate among CHIP programs, other hedlth care programs, and non-hedlth care programs.
Table 3.5 identifies possible areas of coordination between CHIP and other programs (such as Medicaid, MCH, WIC,
School Lunch). Check al areasin which coordination takes place and specify the nature of coordingtion in narrative
text, either on the table or in an attachment.

Table 3.5

Materna and Other (specify) Other (specify)
Type of coordination | Medicaid* child hedth

Adminigration

Outreach X X

Higibility
determination

Service ddivery X X

Procurement

Contracting

Data collection

Quality assurance

Other (specify)

Other (specify)

*Note: This columnis not gpplicable for States with a Medicaid CHIP expangon program only.
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3.6 How do you avoid crowd-out of private insurance?

3.6.1  Describe anti-crowd-out policies implemented by your CHIP program. If there are differences across
programs, please describe for each program separately. Check dl that apply and describe,

Eligibility determination process.

X Waiting period without health insurance (specify) 6 month waiting period for
CHIPII
____Information on current or previous hedth insurance gathered on gpplication (specify)

____ Information verified with employer (specify)
____ Records match (specify)
___ Other (specify)
___ Other (specify)

____ Bendfit package design:

___ Bendit limits (specify)
X Cogt-sharing (specify) Families with income between 150-200% FPL has co-
sharing of $5 for outpatient, non-preventive services and $15 for emer gency

room care

__ Other (specify)
_ Other (specify)

____ Other policiesintended to avoid crowd out (e.g., insurance reform):

___ Other (specify)
__ Other (specify)

3.6.2 How do you monitor crowd-out? What have you found? Please attach any available reports or other
documentation.
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SECTION4. PROGRAM ASSESSMENT

This section is designed to assess the effectiveness of your CHIP program(s), including enrollment, disenrollment, expenditures,
access to care, and qudity of care.

4.1 Who enrolled in your CHIP program?

411

NOTE: Toduplicate atable: put cursor on desired table go to Edit menu and chose “select” “table” Oncethetableis
highlighted, copy it by sdecting “copy” in the Edit menu and then “pagte’ it under the firg table.

What are the characteristics of children enrolled in your CHIP program? (Section 2108(b)(1)(B)(i))

Please complete Table 4.1.1 for each of your CHIP programs, based on data from your HCFA quarterly
enrollment reports. Summarize the number of children enrolled and their characterigtics. Also, discuss
average length of enrollment (number of months) and how this varies by characteristics of children and

families, aswdll as across programs.

States are adso encouraged to provide additiona tables on enrollment by other characterigtics, including

gender, race, ethnicity, parentd employment status, parentd marita status, urban/rura location, and immigrant
datus. Use the sameformat as Table 4.1.1, if possible.

Table 4.1.1 CHIP Program Type

Characterigtics

Number of children
ever enrolled

Average number of
months of enrollment

Number of disenrollees

FFY 1998 | FFY 1999

FFY 1998 | FFY 1999

FFY 1998 | FFY 1999

All Children

Age

Under 1

1-5

6-12

13-18
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Table 4.1.1 CHIP Program Type

Characterigtics

Number of children
ever enrolled

Average number of
months of enrollment

Number of disenrolless

FFY 1998

FFY 1999

FFY 1998

FFY 1999

FFY 1998

FFY 1999

Countable
Income L evel*

At or below
150% FPL

Above 150%
FPL

Ageand
Income

Under 1

At or below
150% FPL

Above
150% FPL

1-5

At or below
150% FPL

Above
150% FPL

6-12

At or below
150% FPL

Above
150% FPL
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Table 4.1.1 CHIP Program Type

Number of children Average number of
Characterigtics ever enrolled months of enrollment Number of disenrolless

FFY 1998 | FFY 1999 | FFY 1998 | FFY 1999 | FFY 1998 | FFY 1999

13-18

At or below
150% FPL

Above
150% FPL

Typeof plan

Fee-for-service

Managed care

PCCM

*Countable Income Levd is as defined by the states for those that impose premiums at defined levels other than 150% FPL.
See the HCFA Quarterly Report ingtructions for further details.

SOURCE:  HCFA Quarterly Enrollment Reports, Forms HCFA-21E, HCFA-64.21E, HCFA-64EC, HCFA Statistical Information Management
System, October 1998

4.1.2 How many CHIP enrollees had access to or coverage by hedlth insurance prior to enrollment in CHIP?
Please indicate the source of these data (e.g., gpplication form, survey). (Section 2108(b)(1)(B)(i))

413  Wha isthe effectiveness of other public and private programsin the State in increasing the availability of
affordable qudity individua and family hedth insurance for children? (Section 2108(b)(1)(C))
N/A
4.2  Who disenrolled from your CHIP program and why?

4.2.1 How many children disenrolled from your CHIP program(s)? Please discuss disenrollment rates presented in
Table4.1.1. Was disenrollment higher or lower than expected? How do CHIP disenrollment rates compare
to traditiona Medicaid disenrollment rates?

4.2.2 How many children did not re-enrall a renewa? How many of the children who did not re-enroll got other
coverage when they left CHIP?
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4.2.3  What were the reasons for discontinuation of coverage under CHIP? (Please specify data source,
methodologies, and reporting period.)

Table 4.2.3

Medicad
CHIP Expansion State-designed CHIP Other CHIP Program*
Program Program

Reason for
discontinuation | Number of | Percent | Numberof | Percent | Numberof | Percent
of coverage disenrollees | of totd | disenrollees | of total | disenrollees | of tota

Tota

Accessto
commercid
insurance

Hligiblefor
Medicad

Income too high

Aged out of
program

Moved/died

Nonpayment of
premium

Incomplete
documentation

Did not
reply/unable to
contact

Other (specify)

Other (specify)

Don’'t know
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*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click on the
mouse, select “insert” and choose “column”.
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424  Wha gepsisyour State taking to ensure that children who disenroll, but are till digible, re-enroll?

A noticeis mailed to families 45 days prior to the end of their benefit period requesting updates on
income and family status. If returned and deemed dligible according to new information, thereisno
interruption in coverage. If information update request form isnot returned in 10 days, a second noticeis
sent and contact is attempted by phone.

4.3 How much did you spend on your CHIP program?
431  What werethetotd expenditures for your CHIP program in federd fiscal year (FFY) 1998 and 1999?

FFY 1998

FFY 1999

Please complete Table 4.3.1 for each of your CHIP programs and summarize expenditures by category (total
computable expenditures and federa share). What proportion was spent on purchasing private hedth
insurance premiums versus purchasing direct services?

Table 4.3.1 CHIP Program Type

Type of expenditure Tota computable share Totd federa share
FFY 1998 FFY 1999 FFY 1998 FFY 1999
Total
expenditures
Premiumsfor

private health
insurance (net of
cost-sharing
offsets)*

Fee-for-service
expenditures
(subtotal)

Inpatient hospital

services

Developed by the National Academy for State Health Policy 46



Table 4.3.1 CHIP Program Type

Type of expenditure

Tota computable share

Totd federa share

FFY 1998 FFY 1999

FFY 1998 FFY 1999

Inpatient mental
hedth facility
savices

Nursing care
sarvices

Physcian and
surgica services

Outpetient hospitd
services

Outpatient mental
hedlth facility
sarvices

Prescribed drugs

Dental sarvices

Vidon sarvices

Other practitioners
services

Clinic sarvices

Thergpy and
rehabilitation
rvices

Laboratory and
radiological services

Durable and
disposable medical
equipment

Family planning

Abortions

Developed by the National Academy for State Health Policy

47



Table 4.3.1 CHIP Program Type

Type of expenditure

Tota computable share

Totd federa share

FFY 1998 FFY 1999

FFY 1998

Screening services

Home hedth

Homeand
community-based
savices

Hospice

Medica
transportation

Case management

Other sarvices
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4.3.2  What were the total expenditures that applied to the 10 percent limit? Please complete Table 4.3.2 and

summarize expenditures by category.

Wheat types of activities were funded under the 10 percent cap? Administration associated with implementing

the program, systems upgrades and outreach through the mediai.e. radio, newspaper, and distribution print media materias.

What role did the 10 percent cap have in program design? __ N/A

Table 4.3.2

Type of expenditure

Medicaid
Chip Expanson
Program

State-designed
CHIP Program

Other CHIP Program*

FY 1998 | FY 1999

FY 1998 | FY 1999

FY 1999
FY 1998

Total computable
share

Outreach

Adminigration

Other

Federal share

Outreach

Adminigration

Other

*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click on the
mouse, select “insert” and choose “column”.

4.3.3

What were the non-Federal sources of funds spent on your CHIP program (Section 2108(b)(1)(B)(vii))

X_ State appropriations
___ County/loca funds

____Employer contributions

____Foundation grants
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____ Private donations (such as United Way, sponsorship)
____ Other (specify)

4.4 How are you assuring CHIP enrollees have access to care?

44.1  What processes are being used to monitor and evaluate access to care received by CHIP enrollees? Please
specify each delivery system used (from question 3.2.3) if gpproaches vary by the ddlivery system withing
each program. For example, if an gpproach is used in managed care, specify ‘MCO." If an approach is used
in fee-for-service, specify ‘FFS.” If an gpproach isused in a Primary Care Case Management program,
specify ‘PCCM.’

Table 4.4.1

Other CHIP
Medicaid CHIP State-designed Program*
Approaches to monitoring access Expansion Program CHIP Program

Appointment audits

PCP/enrolleeratios X

Time/distance sandards

Urgent/routine care access
standards

Network capacity reviews (rurd
providers, safety net providers,
Specidty mix)
Complaint/grievance/
disenrollment reviews

Ca=filereviews

Bendficiary surveys

Utilization andlys's (emergency
room use, preventive care use)

Other (specify)

Other (specify)
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Table 4.4.1

Other CHIP
Medicaid CHIP State-designed Program*
Approaches to monitoring access Expansion Program CHIP Program

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumn to atable, right click on the
mouse, select “insart” and choose “ column”.
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4.4.2  What kind of managed care utilization data are you collecting for each of your CHIP programs? If your State
has no contracts with hedth plans, skip to section 4.4.3.

Table 4.4.2

Other CHIP

Medicad CHIP State-designed Program*

Type of utilization data Expansion Program CHIP Program
Requiring submission of raw __Yes _ No|_Yes No|__Yes _ No
encounter data by hedlth plans
Requiring submission of ___Yes __Yes __ No | __Yes _No
aggregate HEDI S data by ~X_No
hedth plans
Other (specify) __Yes ___No __Yes __No __Yes __No

*Make a separate column for each “other” program identified in section 2.1.1. To add acolumn to atable, right click on the
mouse, select “insart” and choose “column”.

4.4.3 What information (if any) is currently available on accessto care by CHIP enrolleesin your State? Please
summarize the results.
Data not availableto identify the CHIP population. Current data measuresare being tailored to
specify thistargeted group from the general Medicaid population.

444  What plans does your CHIP program have for future monitoring/evauation of accessto care by CHIP
enrollees? When will data be available?
The agency staff involved in data collection and reporting will work together to steamline current data collection
methods to mor e effectively identify the children enrolled in the M S Health Benefits Program. More
comprehensive datais projected to be available by early June.
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4.5 How are you measuring the quality of care received by CHIP enrollees?

451  What processes are you using to monitor and evaluate qudity of care received by CHIP enrollees,
particularly with respect to well-baby care, well-child care, and immunizations? Please specify the
gpproaches used to monitor quality within each ddivery system (from question 3.2.3). For example, if an
approach is used in managed care, specify ‘MCO." If an approach is used in fee-for-service, specify ‘FFS!
If an gpproach isused in primary care case management, specify ‘PCCM.’

Table4.5.1

Approaches to monitoring Medicaid CHIP State-designed CHIP Other CHIP
qudity Expanson Program Program Program

Focused studies (specify) planned

Client stisfaction surveys planned

Complaint/grievance/ planned
disenrollment reviews

Sentind event reviews

Pan dtevidts planned

Casefilereviews planned

Independent peer review

HEDI'S performance
measurement

Other performance
measurement (Specify)

Other (specify)
Other (specify)

Other (specify)
*Make a separate column for each “other” program identified in section 2.1.1.  To add a column to atable, right click on the
mouse, select “insert” and choose “column”.
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45.2  Wha information (if any) is currently avallable on qudity of care received by CHIP enrollessin your State?
Please summarize the results.
Some of the current data measures such asthe Codman’stool isnot tailored to specific identify the CHIP
population.

453  Wha plans doesyour CHIP program have for future monitoring/evauation of quality of care received by
CHIP enrollees? When will data be available?

A comprehensive evaluation plan will be developed to include not only monitoring of quality of care, but also care
utilization, enrollment/disenrollment rates, associated expenditures and patient satisfaction. Projected date of
accomplishment is June,2000.

4.6 Pleasedtach any reports or other documents addressing access, qudity, utilization, cogts, satisfaction, or other aspects
of your CHIP program’s performance. Please ligt atachments here.
It was discovered in February of thisyear that the Eligibility Month fields were not being updated when aretro
eligibility segment was added. In other words, if a beneficiary became digible during February (was added to
Recipient History) but digibility was backdated to September of the previousyear, Eligibility Month fields would
only contain the data for February forward and not theretro period. A CSR has been completed to correct this
error and should be completed by mid - to late- May. Data will be resubmitted to HCFA for quartersbeginning
July 1, 1998. Therefore, the data for these charts can be expected by the end of May at the latest.
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SECTION 5. REFLECTIONS

This section is desgned to identify lessons learned by the State during the early implementation of its CHIP program as well as
to discuss ways in which the State plans to improve its CHIP program in the future. The State evaluation should conclude with
recommendations of how the Title XXI program could be improved.

5.1 Wha worked and what didn’t work when designing and implementing your CHIP program? What lessons have you
learned? What are your “best practices’? Where possble, describe what evaluation efforts have been completed, are
underway, or planned to andyze what worked and what didn’'t work. Be as specific and detailed as possible. (Answer
al that apply. Enter ‘NA’ for not gpplicable.)

511 Eligibility Determination/Redetermination and Enrollment

The changesimplemented in the eigibility determination and the smplification of the application has been the most
effective efforts done to impact the children actually enrolled. State agencies and advocates assisted in there-
design of the application that is currently without complaints.
Provision of one-year continuous eligibility has also had a positive effort on continuous care.

512 Outreach

The coordinated outreach efforts of the state agencies and advocatesin providing statewide trainings and
conducting “train thetrainers’ sessonson the application processfor staff and the community haslead to alarge
number of groups and individuals acr oss the state equipped to help identify and enroll all eligible children,

513 Benefit Structure

The benefit package for Phases| and Il are comprehensivein their coveragein that they both cover in-patient and
out-patient health care, preventive services, eye glasses and prescriptions.

514 Cogt-Sharing (such as premiums, copayments, compliance with 5% cap)
No premiums, deductiblesor pre-existing conditions are major power points of the Program.
515 Delivery Sysem

M S Health Benefits Program isimplemented using three state agencies. This coordinated effort hasforged
stronger working relationship among all partiesinvolved.

5.1.6 Coordination with Other Programs (especialy private insurance and crowd-out)
There hasbeen anumber of complaints and concer ns expressed by a number of families and groups about the six
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months waiting period without insurance. Consequently, a bill was passed by the 2000 State L egidatur e pending
signature by the Governor to eiminate the waiting period per HCFA approval.

51.7 Evauation and Monitoring (including data reporting)

Therewas no complete evaluation plan developed.

5.1.8 Other (specify)

The program had a dow start-up. The Program Coordinator was not hired until February, 2000. Therefore,
various components of the evaluation process was not put in place or monitored as needed.

5.2 What plans does your State have for “improving the availability of hedth insurance and hedth care for children”?
(Section 2108(b)(1)(F))

Plansfor improving the availability of health insurance and health care children are asfollows:

- seek to provide mor e out-stationed eigibility worker s equipped with la[top computer sto complete applications off-
gte at non-traditional locations and after hours:

- continueto recruit health providersfor the target populations especially in rural areas

- provide consumer education of how to effectively use the health care system

- explorethefeasbility of presumptive digibility

- provide needed support to familiesto insure appointment compliance and completion of the re-determination
process.

- conduct consumer focus groups on program implementation and satisfaction.

- conduct local, personalized, customized outreach activities through the use of community-based groups and

or ganizations.

5.3  What recommendations does your State have for improving the Title X XI program? (Section 2108(b)(1)(G))
- To continueto build on the established collabor ative network of state agencies, advocates, the faith=based

community and other community-based groups and grantsinitiativesto assist with the on-going program
development and evaluation and outreach efforts.
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