
THE OF COLUMBIA 
WASHINGTON. D.C. 

M A R I O N  B A R R Y  JR 
M A Y O R  

The Honorable Donna E. Shalala, Secretary 

U.S. Department of Health and Human Services 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 


Dear Secretary Shalala: 


Enclosed is the District of Columbia’s formal application for the State Children’s Health Insurance Program (CHIP) 

which the Department of Health has recently completed. After extensive public deliberation. the City is proposing 

to expand Medicaid in order to provide health insurance coverage to uninsured targeted low-income children. 


As you know, the Medicaid program offers a rich benefit package. Having the ability to access the Early and 

Periodic Screening, Diagnosis and Treatment Program will give children ongoing access to the highest level of care 

and significantly improve their health status. 


Under the District’s expansion. all uninsured children who now live in families with income up to percent of the 

federal poverty level will be able to enroll in CHIP. The CHIP coverage expansion coupled with estensive outreach 

activities will allow the District to identify the newly eligible population as well as those children who are currently 

eligible for but not enrolled in Medicaid. We are delighted that these efforts will allow us to offer health insurance 

coverage to approximately 10.000 uninsured children. 


On behalf of the City, theI would like to express our assistancesincere appreciation for that the Department of 

Health staff received from the staffs of Health Care Financing Administration and the Health Resources and 

Services Administration during the preparation of this application. We join with both administrations in looking 

forward to the implementation of this important initiative. 


, 

Marion Barry, Jr., 
Mayor 

cc: Allan S. Noonan MD, MPH, Director, Department of Health 
Claude Earl Fox, MD, MPH, Acting Administrator, HRSA 
David Cade, Director. Family and Children’s Health Division Group, HCFA 
Charlene Brown, Acting Regional Administrator, HCFA, Region 
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STATE CHILD HEALTH PLAN I 

UNDER TITLE OF THE SOCIAL SECURITY ACT 

STATE CHILDREN’SHEALTH INSURANCEPROGRAM 
I 

I 
: District of Columbia I 

State Agency: District of Columbia Department of Health 
I 

Address: 800 Ninth Street. SW 
Washington, D.C. 20024 

Supervising Official: Allan S. Noonan. MD. MPH. Director 

(Required under 4901 of the Balanced Budget Act of 1997 section 

As a condition of Federal funds of the Social Security Act, 

-
(Signature of Date Signed)

submits the following State Child Health Plan for the State Health Program and hereby agrees to 
administer the program in accordance with the provisions of the State Child Health Plan, the requirements of 
Title and XIX of the Act and all applicable Federal regulations and other official issuances of the 
Department. 

According to the Paperwork Reduction Act of 1995, no persons a re  required to respond to a collection of information unless it 
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0707. T h e  time 
required to complete this information collection is estimated to average 160 hours (or  minutes) per response. including the  time 
to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have any comments concerning the accuracy of the time or  suggestions for improving this form, 
please write to: HCFA, P.O. Box 26684, Baltimore, Maryland 21207 and to the Office of the Information and Regulatory 

of Management and Budget,Affairs, Washington. D.C. 20503. 



Section 1. General Description and Purpose of the State Child Health Plans (Section 2101) 

The state will use funds provided under Title primarily for (Check appropriate box): 

1.1. Obtaining coverage that meets the requirements for a State Child Health Insurance Plan 
(Section 2103); OR 

1.2. Providing expanded benefits under the State’s Medicaid plan (Title XIX); OR 

A combination1.3. of both of the above. 
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Section 2. General Background and Description of State Approach to Child Health Coverage 

(Section 2102 and (Section 

2.1. 	 Describe the extent to which, and manner in which, children in the state including 
targeted low-income children and other classes of children, by income level and other 
relevant factors, such as race and ethnicity and geographic location, currently have 
creditable health coverage (as defined in section 2 To the extent feasible, 
make a distinction between creditable coverage under public health insurance 
programs and public-private partnerships (See Section 10 for annual report 
requirements). 

Summary of District’s Children Population 

Based upon adjusted Current Population Survey (CPS) data, there were an estimated 
112,557 children under age 19 living in the District of Columbia. This number 
includes District residents and undocumented immigrants living in the District. 

On an average monthly basis, 67,734 (60.2 percent) of the approximately 1 12,557 
children under age 19 living in the District are covered under Medicaid; 30,074 (26.7 
percent) are covered under an employer-sponsored plan or some other type of 
coverage; and about 14,749 children (13.1 percent) are uninsured. 

Summary of Data on Uninsured Children Living in the District 

Of the 14,749 uninsured children under age living in the District, approximately 
32.5 percent are under age 6; 52.7 percent are between the ages of 6 and 14; and 14.8 
percent are between the ages 5of and 18. 

About 75.8 percent of the 14,749 uninsured children under age 19 living in the 
areDistrict are reported as reportedAfrican-Americans and 2 asI white. The 

remaining 3 percent are reported as “other.” 

Based upon estimates provided by the Bureau of the Census and the Immigration and 
Naturalization Service (INS), an estimated undocumented immigrants living in 
the District of Columbia. Of the 20,000 undocumented immigrants living in the 
District, 4,407 are under age 19. Of the 4,407 undocumented immigrant children 
living in the District who are under age 19, about 833 would be CHIP-eligible “but 

their immigration status. Under federal law, these children are not eligible for 
either Medicaid or CHIP. 
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There is no reliable data on the number of legal immigrant children who have arrived 
in the District since the enactment of the Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 (August 22, 1996). These children are 
statutorily ineligible for Medicaid for their first five years in the country. Thereafter, 
these children are eligible for Medicaid subject to (a) a state’s option, and (b) sponsor 
deeming rules. 

Summary of Current Medicaid Enrollment 

Under the District’s current Medicaid eligibility rules, infants are eligible up to 185 
percent of poverty; children ages 1 through 5 are eligible up to 133 percent of 
poverty; children ages 6 through 14 are eligible up to percent of poverty; and 
children ages 15 through 18 are eligible up to approximately 50 percent of poverty. 

Of the 112,557 children under age 19 living in the District, approximately 73,835 
were Medicaid eligible at some point during 1966. This includes all children who 
qualified for the program under one or more categories of eligibility including: 
AFDC recipients; medically needy; disabled children; or the federally mandated 
expansion in eligibility for poverty-related groups. 

Of the 73,835 children who were Medicaid-eligible at some point during 1966, only 
67,734 actually enrolled in the program. This represents an overall program 
enrollment rate of 91.7 percent. 

The enrollment rate for children who were eligibie for AFDC cash assistance 
(typically persons below 40 percent of the federal poverty level) was 97 percent 
while the enrollment rate for children in non-cash expansion groups (Medicaid only) 
was 74 percent. 

There were approximately 6,101 children who were eligible for, but not enrolled in 
Medicaid. Of these, 3,272 (53.6 percent) were uninsured; 2,289 (37.5 percent) had 
employer-sponsored coverage; and the remaining 540 (8.9 percent) had individually 
purchased insurance coverage. 

Approximate Number of CHIP Eligible Children Among the Total Number of 
Uninsured 

Of the 14,749 uninsured children living in the District of Columbia, approximately 
833 are undocumented immigrant children living in families with incomes less than 
200 percent of the federal poverty level. Although these approximately 833 children 
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meet the income eligibility criteria for CHIP, they are ineligible for CHIP because of 
their immigration status. 

Of the 14,749 uninsured children living in the District of Columbia, 2,701 are in 
families with income above 200 percent of the federal poverty level and are therefore 
ineligible for CHIP. 

Of the 14,749 uninsured children living in the District of Columbia, 3,272 are 
uninsured, Medicaid-eligible, and not currently enrolled in the Medicaid Program. 
These 3,272 children are ineligible for CHIP because they are eligible for Medicaid 
under eligibility rules in effect on March 31, 1997. 

Where one subtracts from the total number of 14,749 uninsured children: (a) the 
number of children who are not eligible for CHIP because of their immigration status 
(833); (b) the number of uninsured children who are in families with incomes above 
200 percent of the federal poverty level (2,701); and (c) the number of children who 
are currently eligible for but not currently enrolled in Medicaid there are 
7,943 children among those who are currently uninsured in the District who are 
eligible for CHIP. 

Approximate Number of CHIP-Eligible Children Expected to Enroll in CHIP 
(Including Substitution) 

The District proposes to increase the Medicaid income eligibility limit for the CHIP 
program to 200 percent of the federal poverty level (FPL) for all uninsured children 
living in the District who are under age 19. The benefits provided to these newly 
eligible children will be the same as those now provided to children currently 
enrolled in Medicaid. 

There are approximately 7,943 uninsured children who are: (a) District residents; (b) 
live in families with income below 200 percent of the federal poverty level; and (c) 
are under age 19. Approximately 6,672 (84 percent) of these 7,943 uninsured children 
are expected to enroll in CHIP. 

There are approximately 4,322 children living in the District of Columbia who are in 
families with access employer-sponsored dependent coverage. Approximately 1,729 
(40 percent) are expected to drop such coverage and enroll in CHIP. 

There are approximately 1,170 children in the District of Columbia who are in 
families with income up to 200 percent of the federal poverty level and who are either 
enrolled in CHAMPUS or Medicare. None of these children are expected to drop 
their coverage with either CHAMPUS or Medicare to enroll in CHIP. 
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The total number of children who are expected to enroll in CHIP is derived as 
follows: (a) approximately 6,672 (84 percent) of uninsured children; plus 
(b) 1,729 (40 percent) of the 4,332 children with private insurance coverage who are 
expected to drop such coverage and enroll in CHIP; plus (c) none of the 1 70 
children currently enrolled in CHAMPUS or Medicare; equals a total number of 
8,401 children who are expected to enroll in CHIP. 

Impact of CHIP Outreach and Education Efforts on Medicaid Enrollment (The Currently 
Eligible But Not Enrolled Population) 

There are approximately 6,101 children living in the District who are eligible for but 
not enrolled in the Medicaid program under March 3 1,1997 eligibility criteria. All of 
these children are eligible to enroll in Medicaid even though a portion of them (46.4 
percent) already have some sort of private insurance coverage. 

The District’s implementation of CHIP will include an outreach effort designed to 
encourage enrollment among those who are CHIP-eligible. 

Based upon results from prior outreach programs, we assume that about 20 percent of 
those who are eligible for but not enrolled in Medicaid will enroll in response to the 
intensified outreach efforts. We further assume that the entire 20 percent of persons 
in this category will come from that portion of the total population of 1 who are 
currently uninsured. 

Thus, it is estimated that the outreach initiative will increase Medicaid enrollment by 
about 1,223 children per year. 

Impact of CHIP Enrollment and Outreach on Total Program Numbers 

The number of CHIP-eligible children who are likely to enroll in the program is 
8,401. The number of currently Medicaid-eligible children who are likely to enroll in 
the program due to outreach activities is 1,223. Thus overall Medicaid program 
enrollment will increase from 67,734 to 77,358. 

Impact on the Number of Uninsured Children in the District 

There are currently an estimated 14,749 uninsured children living in the District of 
Columbia. The combined effect of CHIP and its associated outreach program will be 
to increase the number of children with Medicaid coverage by 9,624. This number 
includes the 8,401 children who will enroll in CHIP and the 1,223 children who will 
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be added to the regular Medicaid program as a result of outreach. Total Medicaid 
program enrollment (including regular Medicaid and CHIP-Medicaid) will increase 
from 67,734 to 77,358. 

Approximately 6,854 children are expected to remain uninsured despite the CHIP 
expansion and vigorous outreach activities. About 2,701 (39.4 percent) of the 
children who remain uninsured are in families with income in excess of 200 percent 
of the federal poverty level. Another 833 (12.2 percent) of these children who will 
remain uninsured, meet the income eligibility criteria under either Medicaid or CHIP, 
but are ineligible because they are undocumented aliens. About 2,049 of the children 
who will remain uninsured (29.9 percent) will be children who are eligible for 
Medicaid under the current program who will not enroll despite vigorous outreach 
efforts. This is equal to the number of eligible but not enrolled persons who are 
uninsured (3,272) less the number of eligible non-enrollees who would become 
covered due to outreach (1,223). of the eligible but not enrolled children who 
enroll due to intensified outreach efforts are assumed to be persons who would be 
otherwise uninsured. 

Finally, 1,271 who will remain uninsured are newly eligible CHIP children 
who, for a variety of possible reasons, will not enroll in the program. Thus, 6,854 
children will remain uninsured in the District despite the CHIP expansion and 
vigorous outreach efforts. (See Appendix A Discussion Paper: Coverage and 
Costs under the Children’s Insurance Program, revised March 16,1998, 
prepared by The Lewin Group, Inc.) 

Summary of two Private Initiatives: Capital Community Kids Care and the Kaiser Kids Program 

There are two privately funded initiatives currently underway in the District to provide health 
insurance coverage to uninsured children. 

Both of the initiatives are funded by private foundations and sponsored by two local managed 
care organizations (Capital Community Health Plan and Kaiser Permanente). 

Each plan has 500 slots into which uninsured children may be enrolled. Both plans have 
expressed that they intend to expand the number of available slots over time. 

The Capital Community Kids Cure Program covers children in families with income up to 
275 percent of the federal poverty level. 

The Kaiser Kids Program covers children in families with income up to 200 percent of the 
federal poverty level. 
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e Both of the programs require children to be ineligible for Medicaid. 

e 	 As of February 1998, there were 500 children enrolled in the Capital Community Kids Care 
Program and 500 children enrolled in the Kaiser Kids Program. 

Enrollment criteria for both programs includes: (a) the child may not be eligible for 
Medicaid; (b) the child must be under age 18; and (c) the child must be a resident of the 
District of Columbia. (See Appendix B: Description of Capital Community Kids Cure 
Program) (See Appendix C: Description of Kaiser Kids Program) 

2.2. 	 Describe the current state efforts to provide o r  obtain creditable health coverage for 
uncovered children by addressing: (Section 

2.2.1. 	 The steps the state is currently taking to identify and enroll all uncovered 
children who are eligible to participate in public health insurance programs 

Medicaid and state-only child health insurance): 

Summary of District Activities to Identify and Enroll Medicaid Eligible Children 

e 	 The Medical Assistance Program: The Medical Assistance Program (Medicaid) is the only 
public health insurance program currently available to children who are residents of the 
District of Columbia. 

e 	 Income Maintenance Administration: The Income Maintenance Administration (IMA) is 
the entity within the Department of Human Services responsible for eligibility determinations 
for the District’s Medicaid program as well as cash assistance, food stamps and other 
benefits. Individuals can walk into any of the eight (8) IMA service centers at any time and be 
processed for Medicaid eligibility. 

e 	 Income Maintenance Administration Community Outreach: Representatives from IMA 
give talks to community groups upon request. The purpose of these presentations is to inform 
the public about: (a) general eligibility requirements for the District’s Medicaid program; (b) 
the requirements for Medicaid eligibility; and (c) the eligibility determination process. 
Examples of groups addressed include: The Children’s Health Coalition, area churches, DSH 
Hospitals and the District’s two federally qualified health centers. East of the River and 
Upper Cardoza. 

Disproportionate Share Hospitals: All DSH Hospitals in the District conduct the following 
outreach and enrollment activities: (a) place signs up in their facilities that alert people about 
Medicaid; (b) provide assistance with completing the Medicaid application; and (c) collect 
completed applications and deliver them to IMA offices. DSH hospitals include: Children’s 
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Hospital, Hospital for Sick Children, Providence Hospital, Hospital, Greater 
Southeast Hospital, DC General Hospital, and Howard University Hospital, and Saint 
Elizabeth’s Hospital. Saint Elizabeth’s Hospital and DC General Hospital have District 
government employed IMA workers on site who accept applications and make final 
determinations on-site; all other DSH hospitals have contracts with private firms to gather 
and collect application information and assist with the preparation of Medicaid applications. 
This information is then forwarded to the central IMA unit on H Street NE. within five days 
of client signing the application. 

Public Benefits Corporation Clinics: The PBC clinics clinics across the District) have 
their own employees who: (a) collect, gather, and assist with the completion of Medicaid 
applications and, (b) send the client with the completed application packet to the appropriate 
service center based on census tract information. 

Non-DSH Hospitals: Non-DSH Hospitals in the District (George Washington University 
Hospital, Georgetown University Hospital, Washington Hospital Center, and Hospital) 
either have members of their own staffs or hire contracted staff to assist Medicaid applicants. 
This staff activity includes: (a) assisting clients with completing applications; (b) assembling 
completed application packets; and (c) forwarding completed application packets to the 
central IMA unit on H Street NE. 

Mary’s Center for Maternal and Child Health: Mary’s Center is a non-profit community-
based clinic that provides comprehensive health services to low-income women and children. 
The clinic primarily provides services to Latino, African and Middle Eastern immigrants. An 
employee of the District government is located at the Center. This individual assists Medicaid 
applicants with the following: (a) assisting clients with completing applications; 
(b) assembling completed application packets; and (c) forwarding completed application 
packets to the central IMA unit on H Street NE. Most of these applications are processed in 

Multinational Unit. 

a 	 Other Hospital-Related Activities: Many local hospitals hire staff to assist Medicaid-
eligible individuals during every phase of the enrollment process. For example, Children’s 

customers withHospital has contracted with a private organization to: (a) assist 
filling out the Medicaid application; (b) obtain the necessary supporting documentation; (c) 
submit the application to the Income Maintenance Administration; and (d) follow up with 
eligibility workers until the customer’s application is given a final determination. 

Medical Care Advisory Committee: Through its Medical Care Advisory Committee, the 
District’s Medicaid program provides ongoing information to Committee members on key 
program changes and receives guidance on successful outreach strategies. 

Medical Assistance Program Staff: Staff of the Medical Assistance Program (Medicaid) 
give frequent presentations and briefings to consumer and provider groups on Medicaid 
eligibility rules and other aspects of accessing the program. 
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Section 330 Federally Qualified Health Centers: The Federally Qualified Health Centers 
have their own staff to assist Medicaid applicants. Their activities include the following: (a) 
assisting clients with completing applications; (b) assembling completed application packets; 
and (c) forwarding completed application packets to the central IMA unit on H Street NE. 

The Supplemental Food Program For Women, Infants and Children: The Supplemental 
Food Program for Women, Infants and Children (WIC) is located within the Department of 
Health. WIC employees distribute literature on Medicaid and Medicaid eligibility to all WIC 
applicants. Many WIC sites are located in clinic settings where clients have access to clinic 
personnel for assistance with applying for Medicaid. 
(See Appendix D: Medicaid Outreach Information Distributed by WIC Agencies) 

Office of Maternal and Child Health: The District’s Office of Maternal and Child Health 
(OMCH) is located within the Department of Health. Established in 1982, the OMCH is 
charged with planning, promoting, and coordinating a state-based system of comprehensive 
health services for all mothers and children, including children with special health care needs, 
in both the public and private sectors of the District of Columbia. The OMCH integrates 
Medicaid-related outreach activities into many of their programs. Generally, individuals 
working in the various programs inform parents and providers about Medicaid eligibility and 
about Medicaid Managed Care. (See Appendix E: Description of OMCH Outreach 
Programs Description of HMO Oversight Program) 

Other Activities: A number of community clinics, community-based groups, and other 
nonprofit associations throughout the District conduct the following activities: (a) provide 
information to consumers about the District’s Medicaid program; (b) assist consumers with 
completing the Medicaid application; (c) assist consumers with locating, assembling and 
photocopying necessary documentation; (d) provide translation services for non-English 
speaking or limited-English speaking consumers who are applying for Medicaid; and, (e) 
interface between eligibility workers and customers when necessary. Examples of some of 
these groups include: 

The United Planning Organization (UPO) 

The Non-Profit Clinic Consortium 

The 10Non-Profit Clinics 

The DC Primary Care Association 

DC Action for Children 

Children’s Health Coalition of DC 

Chartered Health Plan 
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China Town Community Center of the Chinese Community Church 

Planned Parenthood 

Walker Clinic, Inc. 

Summary of District Activities to Assist Non-Medicaid Eligible Children in Enrolling in 
the Private Initiatives 

Representatives from the District’s Department of Health including the District’s Medicaid 
Program serve on a task force created to identify effective outreach strategies for the 
District’s two privately funded health insurance initiatives. The District is currently exploring 
ways to incorporate information about these two initiatives into its outreach and education 
strategy for CHIP. The Medicaid Assistance Program (Medicaid) is the only publicly-funded 
health insurance program in the District of Columbia. 

2.2.2. 	 The steps the state is currently taking to identify and enroll all uncovered 
children who are eligible to participate in health insurance programs that 
involve a public-private partnership: 

There are no health insurance programs in the District of Columbia that involve a public-
private partnership. 

2.3. 	 Describe how the new State Title designed to be 
coordinated with such efforts to increase the number of children with creditable 
health coverage so that only eligible targeted low-income children are covered: 
(Section 21

Triage During the Enrollment Process: Enrollment activities for CHIP will be 
based on a strategy that is designed to direct families to an appropriate source of 
health insurance coverage. This means that during the enrollment process eligibility 
workers will be trained to do CHIP eligibility determinations and income based 
Medicaid eligibility determinations. As individuals come forward to enroll a child in 
CHIP, the child will first be screened for Medicaid-eligibilityprior to being enrolled 
in CHIP. Individuals who are eligible for regular Medicaid (based solely on income) 
will be enrolled in the program as part of the same process as that used for CHIP 
enrollment. 

Appropriate Referrals: Individuals who are eligible for Medicaid based upon other 
criteria spend-down) will be referred to appropriate eligibility workers. These 
individuals will also be referred to appropriate application assistance programs if 
such assistance is required. In addition, eligibility workers will be trained to refer 
individuals to either of the two private initiatives (see above) when the individual 
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would be an appropriate referral. 

a 	 Comprehensive Outreach: Although the primary goals of Title XXI outreach efforts 
are to identify and enroll CHIP-eligible children (who will be separately tracked once 
enrolled,) the District is eager to identify and enroll children who are eligible for 
but not enrolled in the Medicaid program as well as children who are not eligible for 
Medicaid but may be eligible for one of the two private initiatives. Thus, the District 
plans to mount a comprehensive outreach strategy designed to reach (a) children who 
are eligible for but not enrolled in Medicaid and (b) children who are eligible for 
CHIP. Appropriate referrals will be made for children who are ineligible for 
Medicaid and CHIP but may be eligible for either of the two private initiatives. 

a 	 Provider Education: The District’s Medicaid Agency will undertake activities to 
educate providers about CHIP and changes in the enrollment and eligibility 
determination process. The Agency will work collaboratively with the DC Primary 
Care Association, the Medical Society of DC, the DC Chapter of the American 
Academy of Pediatrics, and the DC Hospital Association to ensure that a maximum 
number of providers are reached. 

a 	 Coordination of Department Health Activities: There will be coordination among 
Maternalall andDepartment of Health Programs Child Health, Title X Family 

Planning, Immunizations, etc.). to ensure that each program integrates Medicaid and 
CHIP outreach strategies and enrollment assistance into their ongoing activities. 

Coordination with other City Programs: The Department of Health will work with 
the City’s School Lunch Program, the Head Start Program, and other City programs 
serving large numbers of low-income children to ensure that effective outreach 
occurs among their respective populations. 

12 



Section 3. General Contents of State Child Health Plan (Section 

X 	 Check here if the state elects to use funds provided under Title only to provide expanded 
eligibility under the state’s Medicaid plan, and continue on to Section 4. 

3.1. Describe the methods of delivery of the child health assistance using Title XXI funds to 
targeted low-income children: (Section 

3.2. 	 Describe the utilization controls under the child health assistance provided under the 
plan for targeted low-income children: (Section 

13 




Section 4. Eligibility Standards and Methodology. (Section 
X Check here if the state elects to use funds provided under Title only to provide expanded 

eligibility under the state’s Medicaid plan, and continue on to Section 5 .  

4.1. 	 The following standards may be used to determine eligibility of targeted low-income 
children for child health assistance under the plan. Please note whether any of the following 
standards are used and check all that apply. If the criteria that will be 
used to apply the standard. (Section 

4.1.1. Geographic area served by the Plan: 

4.1.2. Age: 

4.1.3. Income: 

4.1.4. 

4.1.5. 

4.1.7. 
4.1.8. 
4.1.9. 

Resources (including any standards relating to spend downs and disposition 

of resources): 

Residency: 

Disability Status (so long as any standard relating to disability status does not 

restrict eligibility): 

Access to or coverage under other health coverage: 

Duration of eligibility 

Other standards (identify and describe): 


4.2. 	 The state assures that it has made the following findings with respect to the eligibility 
standards in its plan: (Section 

4.2.1. These standards do not discriminate on the basis of diagnosis. 
4.2.2. Within a defined group of covered targeted low-income children, these 

standards do not cover children of higher income families without covering 
children with a lower family income. 
These standards do not deny eligibility based on a child having a pre-existing 
medical condition., 
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4.3. 	 Describe the methods of establishing eligibility and continuing enrollment. 
(Section 

4.4. Describe the procedures that assure: 

4.4.1. 	 Through intake and follow up screening, that only targeted low-income children who 
are ineligible for either Medicaid or other creditable coverage are furnished child 
health assistance under the state child health plan. (Section 

4.4.2. 	 That children found through the screening to be eligible for medical assistance under 
the state Medicaid plan under Title XIX are enrolled for such assistance under such 
plan. (Section 

4.4.3. 	 That the insurance provided under the state child health plan does not substitute for 
coverage under group health plans. (Section 

4.4.4. 	 The provision of child health assistance to targeted low-income children in the state 
who are Indians (as defined in section 4 0  of the Indian Health Care Improvement 

(SectionAct, 25 U.S.C. 

4.4.5. 	 Coordination with other public and private programs providing creditable coverage 
for low-income children. (Section 2
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Section 5. Outreach and Coordination (Section 

Describe the procedures used by the state to accomplish: 

5.1. 	 Outreach to families of children likely to be eligible for assistance or under other public 
or private health coverage to inform them of the availability of, and to assist them in 
enrolling their children in such a program: (Section 

Basic Outreach Strategy 

The District’s Comprehensive Outreach Strategy will be developed based on the following 
guiding principles: 

Outreach efforts will be City-wide 

Outreach efforts will be culturally sensitive, language appropriate, and sensitive to the 
needs of the blind, hearing impaired and the deaf. Special outreach efforts will be 
developed and targeted to the following: Children with special health care needs, the 
Hispanic community, and the homeless community. 

Outreach materials (and other strategies) will utilize a variety of media approaches. 
Printed materials will be written at appropriate literacy levels updated to reflect 
program changes. 

The comprehensive outreach strategy will inform parents, teachers, school nurses, 
community-based organizations, and the community at-large about CHIP eligibility, 
eligibility for regular Medicaid, and enrollment procedures. 

The outreach strategy will incorporate the Department of Health web page at 
.corii.The following will be placed on the web page: (a) general 

information related to CHIP; (b) a copy of the CHIP application; and (c) step-by-step 
instructions on how to f i l l  out and submit the application. The Department of Health, 
through its outreach activities, will encourage school nurses, teachers and others to 
use the web page to assist potential customers. 

Outreach Partners 

The District will use existing case management structures in place in the Supplemental Food Program 
for Women, Infants and Children (WIC), Title V Programs, Healthy Start and Title X Programs to 
inform potential clients about CHIP eligibility. These programs have mechanisms in place that will 
allow for follow-up to see whether the parent of a potentially eligible child successfully completes the 
application process. 

The District plans to hire an outreach coordinator to assist the City in the development and 
implementation of a comprehensive outreach plan that is based upon the guiding principles (see 
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above). Once the overall outreach approach is identified, the District will integrate the following 
programs into that strategy: 

Public Programs 


DC Public Schools-School Health Program 


DC Head Start and DC Early Head Start 


DC Office of Maternal and Child Health 


DC Office of Early Childhood Development--DC Early Intervention Program (Child 
Find) 

DC Immunization Program 

The Supplemental Food Program for Women, Infants and Children (WIC) 

The DC Public Housing System

The DC Public Hospitals (Social Workers, Emergency Rooms, and Other Relevant 
Departments) 

The Public Benefits Corporation Community Clinics 

Section 330 Clinics 

Private Programs 


Area Houses of Worship and Representative Organizations 


Managed Care Organizations 


Private Not-For-Profit Community Clinics 


DC Action for Children 

Children's Health Coalition of DC 

Private Hospitals 

The District of Columbia Hospital Association 

Local Chapter of the American Academy of Pediatrics 
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Local Businesses 

The DC Primary Care Association 

The Medical Society of the District of Columbia 

Advocacy Organizations 

Immigrant and Ethnic Organizations 

New Enrollment Procedures 

The District is currently developing an enrollment process for CHIP and income based 
Medicaid applicants that is: (a) user friendly; (b) timely; (c) accommodates working 

(d) requires less documentation; and (e) is accompanied by appropriate supportive 
services. To accomplish these goals the District is considering the following: 

Naming the program Kids. It is believed that giving the program an 
appealing name will remove the welfare stigma and encourage enrollment 

Developing a two-page application form that does not include documentation of 
resources. The new application form will be distributed at the following sites: WIC 
Centers, Head Start Centers, Title V OMCH Programs, Title X Family Planning 
Programs, D.C. Public Schools and other appropriate community-based sites. 

Working with the Income Maintenance Administration to implement an efficient 
eligibility determination process that is dedicated to processing only CHIP and 
income-based Medicaid applications. The unit will be adequately staffed and trained 
to ensure quicker application processing 

Hiring and training additional eligibility workers to enroll children in CHIP and 
regular Medicaid (income-based only). This function will also include ongoing 
training 

Working to ensure a faster turn-around time in application processing and eligibility 
determination. The District's goal is to determine eligibility in between seven (7) to 
ten days. Eligibility workers' caseloads will be continuously monitored and 
appropriately adjusted to reach this goal. 



Developing and instituting a mail-in application process 

e 	 Contracting with community-based entities to assist potential customers with all 
aspects of application assistance, language access, and other required supportive 
services 

e 	 Distributing printed outreach and education materials as well as program applications 
among public and private outreach partners 

5.2. 	 Coordination of the administration of this program with other public and private health 
insurance programs: (Section 

The District’s Medicaid program will keep itself informed on eligibility criteria and enrollment 
procedures for the two private initiatives currently operating in the District. In addition, the District’s 
Medicaid program will work closely with sponsors of the two private health insurance initiatives to 
ensure that they are fully informed about: (a) Medicaid and CHIP eligibility requirements; and (b) 
Medicaid and CHIP enrollment procedures, so that these programs are able to make appropriate 
referrals to Medicaid. The District’s Medicaid program will also inform outreach workers, 
application assistance workers and eligibility workers about the two private initiatives so that 
appropriate referrals can be made when individuals are found to be ineligible for Medicaid or CHIP. 
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I 

Section 6. Coverage Requirements for Children’s Health Insurance (Section 2103) 
X 	 Check here if the state elects to use funds provided under Title only to provide 

expanded eligibility under the state’s Medicaid plan, and continue on to Section 7. 

6.1. 	 The state elects to provide the following forms of coverage to children: 
(Check all that apply.) 

6.1.1. Benchmark coverage; (Section 
6.1.1.1. FEHBP-equivalent coverage; (Section 

(If checked, attach copy of the plan.) 
6.1.1.2. State employee coverage; (Section (If checked, 

the plan and attach a copy of the benefits description.) 

6.1.1.3. HMO with largest insured commercial enrollment (Section 
(If checked, the plan and attach a copy of the 

benefits description.) 
6.1.2. Benchmark-equivalentcoverage; (Section Specify the coverage, 

including the amount, scope and duration ofeach service, as well as any 
exclusions or limitations. Please attach signed actuarial report that meets the 
requirements specified in Section See21 instructions. 

6.1.3. Existing Comprehensive State-Based Coverage; (Section [Only 
applicable to New York; Florida; Pennsylvania] Please attach a description 
of the benefits package, administration, date of enactment. If 
comprehensive state-based coverage” is modified, please provide an actuarial 
opinion documenting that the actuarial value of the modification is greater 
than the value as of 8/5/97 or one of the benchmark plans. Describe the fiscal 
year 1996 state expenditures for “existing comprehensive state-based 
coverage.” 

6.1.4. Secretary-Approved Coverage. (Section 
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6 The state elects to provide the following forms of coverage to children: 
(Check all that apply. If an item is checked, describe the coverage with respect to the amount, 
duration and scope of services covered, as well as any exclusions or limitations) (Section 
211

6.2.1. Inpatient services (Section 
6.2.2. Outpatient services (Section 
6.2.3. Physician services (Section 
6.2.4. Surgical services (Section 
6.2.5. Clinic services (including health center services) and other ambulatory health 


care services. (Section 
6.2.6. Prescription drugs (Section 

Over-the-countermedications (Section 21
6.2.8. Laboratory and radiological services (Section 21 

Prenatal care and prepregnancy family services and supplies (Section 

6.2.10.0 	 Inpatient mental health services, other than services described in 6.2.1 but 
including services furnished in a state-operated mental hospital and including 
residential or other 24-hour therapeutically planned structural services 
(Section 

6.2.1 1. Outpatient mental health services, other than services described in 6.2.19, but 
including services furnished in a state-operated mental hospital and including 
community-based services (Section 21 

6.2.12. Durable medical equipment and other medically-related or remedial devices 
(such as prosthetic devices, implants, eyeglasses, hearing aids, dental devices, 
and adaptive devices) (Section 21 

6.2.13. Disposable medical supplies (Section 21 
6.2.14. Home and community-based health care services (See instructions) (Section 


211 14)) 
6.2.15. Nursing care services (See instructions) (Section 21 
6.2.16. Abortion only if necessary to save the life of the mother or if the pregnancy is 

the result of an act of rape or incest (Section 
6.2.17. Dental services (Section 
6.2.1 8. Inpatient substance abuse treatment services and residential substance abuse 

treatment services (Section 21 

6.2.19. Outpatient substance abuse treatment services (Section 21 
6.2.20. Case management services (Section 
6.2.21. Care coordination services (Section 21 
6.2.22. Physical therapy, occupational therapy, and services for individuals with 


speech, hearing, and language disorders (Section 
6.2.23. Hospice care (Section 

Any other medical, diagnostic, screening, preventive, restorative, remedial, 
therapeutic, or rehabilitative services. (See instructions) (Section 
21 
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6.2.25.0 
6.2.26. 
6.2.27. 

Premiums for private health care insurance coverage (Section 21
Medical transportation (Section 21
Enabling services (such as transportation, translation, and outreach services 

(See (Section 

Any other health care services or items specified by the Secretary and not 

included under this section (Section 21 
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6.3. 	 Waivers - Additional Purchase Options. If the state wishes to provide services under the 
plan through cost effective alternatives or the purchase of family coverage, it must request the 
appropriate waiver. Review and approval of the waiver will be distinct from 
the state plan approval process. To be approved, the state must address the following: 
(Section 

6.3.1. Cost Effective Alternatives. Payment may be made to a state in excess of 
the 10% limitation on use of funds for payments for: 1)  other child health 
assistance for targeted low-income children; 2) expenditures for health 
services initiatives under the plan for improving the health of children 
(including targeted low-income children and other low-income children); 3) 
expenditures for outreach activities as provided in section 2 under 
the plan; and 4) other reasonable costs incurred by the state to administer the 
plan, if it demonstrates the following: 

6.3.1.1. Coverage provided to targeted low-income children through such 
expenditures must meet the coverage requirements above; Describe the 
coverage provided by the alternative delivery system. The state may 
cross reference section 6.2.1 - 6.2.28. (Section 

6.3.1.2. The cost of such coverage must not be greater, on an average per child basis, 
than the cost of coverage that would otherwise be provided for the coverage 
described above; and Describe the cost of such coverage on an average 
per child basis. (Section 

6.3.1.3. The coverage must be provided through the use of a community-based health 
delivery system, such as through contracts with health centers receiving funds 
under section 330 of the Public Health Service Act or with hospitals such as 
those that receive disproportionate share payment adjustments under section 

or 1923 of the Social Security Act. Describe the community 
based delivery system. (Section 
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6.3.2. Purchase of Family Coverage. Describe the plan to provide family 
coverage. Payment may be made to a state for the purpose of family 
coverage under a group health plan or health insurance coverage that includes 
coverage of targeted low-income children, if it demonstrates the following: 
(Section 

6.3.2.1. 	 Purchase of family coverage is cost-effective relative to the amounts 
that the state would have paid to obtain comparable coverage only of 
the targeted low-income children involved; and (Describe the 
associated costs for purchasing the family coverage relative to the 
coverage for the low income children.) (Section 2 

6.3.2.2. The state assures that the family coverage would not otherwise 
substitute for health insurance coverage that would be provided to 
such children but for the purchase of family coverage. (Section 
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Section 7. Quality and Appropriateness of Care 
X Check here if the state elects to use funds provided under Title only to provide expanded 

eligibility under the state’s Medicaid plan, and continue on to Section 8. 

7.1. 	 Describe the methods (including external and internal monitoring) used to assure the quality 
and appropriateness of care, particularly with respect to well-baby care, well-child care, and 
immunizations provided under the plan. 

Will the state utilize any of the following tools to assure quality? 

(Check all that apply and describe the activities for any categories utilized.) 

7.1.1. Quality standards 

7.1.2. Performance measurement 

7.1.3. Information strategies 

7.1.4. Quality improvement strategies 


7.2. 	 Describe the methods used, including monitoring, to assure access to covered services, 
including emergency services. 
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Section 8. Cost Sharing and Payment (Section 
X Check here if the state elects to use funds provided under Title only to provide exp 

eligibility under the state’s Medicaid plan, and continue on to Section 9. 

Is cost-sharing imposed on any of the children covered under the plan? 

8.1.1. YES 

8.1.2. NO, to question 8.5. 


8.2. Describe the amount of cost-sharing and any sliding scale based on income: 
(Section 2

8.2.1. Premiums: 

nded 

8.2.2. Deductibles: 
~ 

8.2.3. Coinsurance: 
8.2.4. Other: 

8.3. 	 Describe how the public will be notified of this cost-sharing and any differences based on 
income: 

8.4. 	 The state assures that it has made the following findings with respect to the cost sharing and 
payment aspects of its plan: (Section 

8.4.1. Cost-sharing does not favor children from higher income families over lower 
income families. (Section 

8.4.2. No cost-sharing applies to well-child care, including 
appropriate immunizations. (Section 

8.4.3. No child in a family with income less than 150% of the Federal Poverty Level 
will incur cost-sharing that is not permitted under 191 1). 

8.4.4. No Federal funds will be used toward state matching requirements. (Section 

8.4.5. No premiums or cost-sharing will be used toward state matching 
requirements. (Section 

8.4.6. No funds under this title will be used for coverage if a private insurer would 
have been obligated to provide such assistance except for a provision limiting 
this obligation because the child is eligible under the this title. 
(Section 2 

8.4.7. Income and resource standards and methodologies for determining Medicaid 
eligibility are not more restrictive than those applied as of June 1, 1997. 
(Section 

8.4.8. No funds provided under this title or coverage funded by this title will include 
coverage of abortion except if necessary to save the life of the mother or if 
the pregnancy is the result of an act of rape or incest. (Section 

8.4.9. No funds provided under this title will be used to pay for any abortion or to 

26 



assist in the purchase, in whole or in part, for coverage that includes abortion 
(except as described above). (Section 

8.5. 	 Describe how the state will ensure that the annual aggregate cost-sharing for a family does not 
exceed 5 percent of such family’s annual income for the year involved: (Section 

8.6. 	 The state assures that, with respect to pre-existing medical conditions, one of the following 
two statements applies to its plan: 

The state shall not permit the imposition of any pre-existing medical 
condition exclusion for covered services OR(Section 
The state contracts with a group health plan or group health insurance 
coverage, or contracts with a group health plan to provide family coverage 
under a waiver (see Section 6.3.2. of the tempiate). Pre-existing medical 
conditions are permitted to the extent allowed by (Section 

Please describe: 
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Section 9. Strategic Objectives and Performance Goals for the Plan Administration (Section 2107) 

9.1. Describe strategic objectives for increasing the extent of creditable health coverage among 
targeted low-income children and other low-income children. (Section 

Strategic Objectives 

Strategic Objective 1: The District will achieve at least 5 percent of its projected enrollment 
of CHIP eligible children within the first year of implementation of the eligibility expansion. 

0 	 Strategic Objective 2: Within the first year of the eligibility expansion and its associated 
outreach strategy, the District will identify and enroll at least 35 percent of those children who 
are: (a) uninsured, and (b) currently Medicaid-eligible but not enrolled. 

Strategic Objective 3: percent of CHIP-enrolled children will have self-selected an 
HMO and a primary care provider within the first year of enrollment. 

Strategic Objective 4: Those newly enrolled in CHIP and regular Medicaid (income based) 
will express satisfaction with the new enrollment process. 

Strategic Objective 5: The District will develop and implement a process for determining the 
effectiveness of (a) the enrollment process, and (b) the City-wide outreach strategy. 

9.2. 	 Specify one or more performance goals for each strategic objective identified: (Section 

Performance Goals 

Performance Goal for Strategic Objective 1: The District will collect data on the number of 
CHIP-eligible children enrolled in the program on a monthly basis. 

Performance Goal for Strategic Objective 2: The District will collect data on the number of 
new Medicaid-eligible and CHIP eligible enrollees on a monthly basis. 

Performance Goal for Strategic Objective 3: The District’s Medicaid Agency will monitor 
data on CHIP enrollees and whether or not they were selected enrollments or default 
enrollments on a monthly basis. 

Performance Goal for Strategic Objective 4: The District will capture information related 
to consumer satisfaction with the eligibility determination process through its managed care 
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enrollment broker. The District is considering developing a questionnaire for this purpose. 

Performance Goal for Strategic Objective 5: The District will: (a) the District will work 
through its managed care enrollment broker to elicit information from customers related to 
satisfaction with the eligibility determination process. The City is considering developing a 
questionnaire for this purpose; and (b) the City will include a question (or series of questions) 
on its new application that will elicit from the applicant how he or she found 
out about the program and whether received community-based assistance with 
completing the process. The Medicaid Agency will desk audit enrollment forms for customer 
responses every six months and tabulate the data. 

9.3. 	 Describe how performance under the plan will be measured through objective, independently 
verifiable means and compared against performance goals in order to determine the state’s 
performance, taking into account suggested performance indicators as specified below or 
other indicators the state develops: 
(Section 

Objective Measurement of Performance Measures 

The District’s baseline for its performance is those measures as stated in this application and 
relevant appendixes. The Medical Assistance Administration receives numerical data from 
the Managed Care Organizations (MCOs) on an ongoing basis. This data is summed and 
tabulated to determine whether targets have been met and to compare MCO performance. 
Data used in reports developed by the Medical Assistance Administration is readily verifiable 
through the contracted Managed Care Organizationsand may be independently verified 
through the MCOs. In addition, the Medical Assistance Administration will employ an 
External Quality Review Organization data(EQRO) to independently received form 
the MCOs. 

The Medical Assistance Administration will work through its independent enrollment broker 
to capture satisfaction with the eligibility determination process. This information may be 
independently verified through the enrollment broker. 

Performance measures that do not lend themselves to numeric summation will be tabulated 
and maintained by Medical Assistance Administration personnel. These tabulations, as well 
as the raw data used to develop them, will be maintained on file by the Medical Assistance 
Administration, and can be made available for independent verification. 

Check the applicable suggested performance measurements listed below that the state plans to 

use: (Section 

9.3.1. X The increase in the percentage of Medicaid-eligible children enrolled in 


Medicaid. 
X The reduction in the percentage of uninsured children. 



9.3.3. x 
9.3.4. x 

19. 
9.3.6. 
9.3.7. x 

The increase in the percentage of children with a usual source of care. 

The extent to which outcome measures show progress on one or more of the 

health problems identified by the state. Problems Identified: Asthma and 

Lead Poisoning 

HEDIS Measurement Set relevant to children and adolescents younger than 

See 9.3.7 below. 

Other child appropriate measurement set. List or describe the set used. 

If not utilizing the entire HEDIS Measurement Set, specify which measures 

will be collected, such as: 

9.3.7.1. X Immunizations 


X Well child care 

9.3.7.3. X Adolescent well visits 

9.3.7.4. X Satisfaction with care 

9.3.7.5. Mental health 

9.3.7.6. X Dental care 

9.3.7.7. X Other, please list: EPSDT screening 

Performance measures for special targeted populations. 


9.4. X 	The state assures it will collect all data, maintain records and furnish reports to the Secretary 
at the times and in the standardized format that the Secretary requires. (Section 

9.5. X The state assures it will comply with the annual assessment and evaluation required under 
Section 10.1. and 10.2. (See Section Briefly describe the state’s plan for these annual 
assessments and reports. (Section 

District of Columbia Plan for Annual Assessments 

The District of Columbia’s Medicaid program will collect data consistent with the reporting 
requirements of Section 10 of this CHIP application. The District will compile the data into an 
assessment and evaluation report on an annual basis. Specifically, the District will: 

Track all new Medicaid enrollees along the following indicators: (a) monthly number 
enrolled; (b) income level; (c) age; (d) race and ethnicity; (e) geographic area of residence 

criteria forwith the MedicaidDistrict; and eligibility 

Collect enrollment information from the two private health insurance initiatives in the District 

Ensure that enrolled children receive Early and Periodic Screening, Diagnosis and Treatment 
(EPSDT) services consistent with standards set forth in the District’s contractual agreement 
with its Managed Care Organizations. (See Appendix F: EPSDT Standards set forth in 
MCO Contracts) 

Implement an HMO Oversight Program designed to evaluate member satisfaction and quality 
of care and service delivery. (See Appendix G: Description of HMO Oversight Program 
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and Quality Measures) 


Evaluate effectiveness of outreach and public education activities 


9.6. X The state assures it will provide the Secretary with access to any records or information 
relating to the plan for purposes of review of audit. (Section 

9.7. X The state assures that, in developing performance measures, it will modify those measures to 
meet national requirements when such requirements are developed. 
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9.8. 	 The state assures, to the extent they apply, that the following provisions of the Social Security Act 
will apply under Title to the same extent they apply to a state under Title XIX: (Section 
21

9.8.1. X Section (relating to conflict of interest standards) 
9.8.2. X Paragraphs (16) and (17) of Section (relating to limitations on 

payment) 
9.8.3. X Section (relating to limitations on provider donations and taxes) 
9.8.4. X Section 1 115 (relating to waiver authority) 
9.8.5. X Section 1116 (relating to administrative and judicial review), but only insofar 

as consistent with Title 
9.8.6. X Section 1124 (relating to disclosure of ownership and related information) 
9.8.7. X Section 1126 (relating to disclosure of information about certain convicted 

individuals) 
9.8.8. X Section 1128A (relating to civil monetary penalties) 
9.8.9. X Section (relating to criminal penalties for certain additional 

charges) 
9.8.10.X Section 1132 (relating to periods within which claims must be filed) 

9.9. 	 Describe the process used by the state to accomplish involvement of the public in the design 
and implementation of the plan and the method for insuring ongoing public involvement. 
(Section 

Summary of the District’s Comprehensive Strategy to Include the Public in its 
Process 

The public process for discussing issues related to the development of the District’s 
CHIP plan is an ongoing one that has been city-wide, open and inclusive. 

All meetings that have been held related to CHIP have been open to the community. 

An article, DC Seeks to Expand Health Carefor Needy Children, appeared in the 
Washington Post on December 9, 1997. (See Appendix H: December 9,1997 
Washington Post Article) 

Specific efforts were made to include members and representatives from the District’s 
immigrant communities in the planning process. These include: working with the 
Mayor’s Office of Diversity, the Mayor’s Office of Asian and Pacific Islanders 
Affairs and the Mayor’s Office of Latino Affairs to ensure that members of these 
communities were aware of CHIP and that they would send representatives to the 
public forums. 

Translation services and signing for the hearing impaired were made available at 
several of the public forums. Specifically, Chinese, Vietnamese and Spanish 
translators were available. 
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Public Involvement in Program Design 

The Medicaid Managed Care and Eligibility Committee (MMCEC) of the Mayor’s 
Health Policy Council took the lead in the District’s public process to involve the 
community in planning for CHIP. The membership of the MMCEC includes, but is 
not limited to representatives from the following organizations: The Department of 
Health, including the DC Medical Asssistnace Administration (Medicaid), D.C. 
Dental Association, D.C. Hospital Association, Blue Cross Blue Shield of the 
National Capitol Area, and the Medical Society of the District of Columbia. 

The Committee process was, and continues to be, open to all interested community 
members. (See Appendix I: Summary of Health Policy Council (including 
background on members). 

For the purpose of discussing issues related to the District’s CHIP plan, the 
Committee was divided into three Work Groups: The Coverage and Benefits 
Work Group; (2) The Structure and Administration Work Group; and (3) The 
Outreach and Education Work Group. 

The Committee and its component Work Groups met several times between 
September 1997 and December 1998 to evaluate the policy options associated with 
the development of a CHIP plan. On December 9, 1998, the Committee made final 
recommendations to the Mayor’s Health Policy Council. 

Upon approval of the Committee’s recommendation (as amended) by the Health 
Policy Council (December 1997)the Committee proceeded with a series of public 
forums related to CHIP. (See Appendix J: Medicaid Managed Care and 
Eligibility Committee Consensus Report; Health Policy Council 
Recommendation; and Comments of Families USA on Recommendations of the 
Medicaid Managed Care and Eligibility Committee) 

The Medicaid Managed Care and Eligibility Subcommittee of the Mayor’s Health 
Policy Council conducted five public forums between January 12, 1998 and January 
28, 1998. The purpose of the meetings were: (a) to inform the public about CHIP and 
options given to states under federal law; (b) to inform the public that the District is 
planning to expand Medicaid to implement CHIP; (c) to solicit public input related to 
effective enrollment processes; and (d) to solicit public input related to effective 
public education and outreach strategies. (See Appendix K: Summary of Health 
Policy Council and Flyers and Handouts for Public Hearings Conducted by the 
Medicaid Managed Care and Eligibility Committee of the Mayor’s Health Policy 
Council) 

33 



e 	 A Public Roundtable sponsored by Councilmember Sandra Allen (Ward Chair of 
the Committee on Human Services was held in the City Council Chambers on 
January 27, 1998. A number of groups and some private individuals offered 
testimony at the Roundtable. (See Appendix L: Flyer Announcing Public 
Hearings; Statement of Allan S. Noonan, M.D., M.P.H., Director, Department of 
Health; Statement of Bailus Walker, Jr., MPH, Chair, Mayor’s Health 
Policy Council; Statement of Brenda Richardson, Chair, Outreach and 
Education Work Group; Statement of Jesse Price, Consumer; Statement of 
Diane Bernstein, President, DC Action for Children; and 
Statement of Hanita Schreiber, President, Capital Community Health Plan) 

e 	 The Department of Health, in partnership with City Councilmembers, conducted a 
series of public forums between February 12, 1998 and March 16, 1998 in seven of 
the City’s eight wards. The forums were advertised in the Washington Post on 
February 12,1998. (See Appendix M: February 12,1998 Washington Post 
Article) Representatives from the Department of Health and the City Council 
provided information at the meetings. The purpose of these forums was: (a) to ensure 
city-wide in-put in the CHIP planning process; (b) to inform the public about CHIP 
and options given to states under federal law; (c) to inform the public that the District 
is planning to expand Medicaid to implement CHIP; (d) to solicit public input relative 
to effective enrollment processes; and (e) to solicit public input relative to effective 
public education and outreach strategies. (See Appendix N: Flyers and News 
Release Advertising Public Hearings Conducted by the Department of Health 
and the City Council) 

e 	 Representatives from the District’s Medicaid Agency have made themselves available 
to make presentations upon request. Thus far, approximately six presentations have 
been made to such groups as: The Use Your Power Parent Group, The Welfare 
Reform Collaborative, The Washington Parent Group Fund, and DC Foster Care 
Social Workers. 

Public Involvement in Program Implementation 

e 	 The Director of the Department of Health and members of the Managed Care and 
Eligibility Committee of the Mayor’s Health Policy Council will share ongoing 
oversight responsibilities for CHIP. 

The Outreach and Education Work Group of the Medicaid Managed Care and 
Eligibility Committee will have continued involvement in the development, 
implementation and ongoing oversight of the City’s outreach plan as will 
representatives from key City agencies. 
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Mechanism for Ongoing Public Involvement 

The District will conduct periodic focus group sessions with consumer groups to 
evaluate the effectiveness of CHIP and the level of satisfaction with changes in the 
enrollment process. 

Consumers, providers and other parties will be encouraged to give their 
input to the Medical Care Advisory Committee which meets on a monthly basis. 

The Managed Care and Eligibility Committee will continue to review CHIP activities 
during regular meetings. 

9.10. 	 Provide a budget for this program. Include details on the planned use of funds and sources of 
the non-Federal share of plan expenditures. (Section 2

A financial form for the budget is being developed, with input from all interested parties, for 
states to utilize. 

BUDGET PRINCIPLES 

The District’s CHIP Program--Healthy provide health insurance coverage to all uninsured 
children who: (a) are under age 19; (b) are District residents; (c) who live in families with income up to 200 
percent of the federal poverty level (FPL); (d) who are not Medicaid eligible under current eligibility criteria; 
and (e) who meet all other statutory eligibility requirements. 

It is estimated that approximately 8,401 children will enroll in CHIP. CHIP enrollees will receive the same 
benefits package as that received by children enrolled in the regular Medicaid Program. In addition, the 
District plans to provide services to CHIP-enrolleesthrough the same delivery model designed for TANF and 
TANF-related mothers and children--managed care. As in the regular Medicaid program, behavioral health 
services and long-term care services will be carved out and reimbursed on a fee-for-service basis. 

Using a per-capita cost for covering children under the existing Medicaid managed care plans for AFDC and 
AFDC-related persons (plus an allowance for mental health services and other costs not included under 
capitation), it is estimated that the average per person per month cost of providing coverage to CHIP-enrolled 

per monthchildren is $1 in fiscal year 1998. 

An average annual rate of growth in per-capita costs for this group--3.75 percent--was arrived at based on the 
estimated average annual rate of growth in per-capita costs for children in the District’s Medicaid Program 
between 1993 through 1997. Thus total costs over fiscal years 1998 through 2003 will be an estimated $62.7 
million, of which, 79 percent ($49.5 million) will be paid by the federal government. The District’s share of 
program costs are approximately $13.2 million over the same period of time. 

The District plans to begin enrolling children in CHIP in early August. Therefore, we expect an average 
monthly enrollment of 1,063 children in F N  1998 at an average per person per month cost of $1 10. The City 
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plans to spend the full 10 percent (the maximum allowed by federal law) of the total amount of benefits 
expenditures on some combination of the following: (a) costs associated with operating CHIP; (b) costs 
associated with making changes in the eligibility determination system; and (c) costs associated with the 
development and implementation of an outreach and education strategy. 

In FN 1999 we expect average monthly enrollments of 7,723 children and a per member per month coverage 
rate of $1 14. Again, we plan to spend 10 percent of the total amount of benefits expenditures on activities as 
cited above. In FN 2000 we expect average monthly enrollments of 8,346 and a per member per month 
coverage rate of $1 18. (See Appendix A Discussion Paper: Coverage and Costs under the Children's 
Health Insurance Program, Revised March 16,1998, prepared by The Lewin Group, Inc. for a complete 
discussion of costs associated with CHIP and average monthly enrollments for F N  2001-2003) 

Fiscal Year 1998 CHIP Budget 

Benefits Expenditures' 

Administrative Expenditures' 

Total Expenditures 

Federal Share of Total Expenditures 

State Share of Total Expenditures 

$233,860 

$257,246 

$203,224 

$ 54,022 

'Benefit expenditures derived as follows: Projected average monthly enrollment of 1,063 children x 2 
months in FN 1998 x $1 per person per month cost of providing coverage = $233,860. 

expenditures consists (a) costs associated with operating CHIP;(b) costs associated 
with making changes in the eligibility determination system, including development of new enrollment form; and 
(c) costs associated with the development and implementation of an outreach and education strategy. 

. _.._,-



Fiscal Year 1999 CHIPBudget 

Benefits Expenditures3 


Administrative Expenditures 


Total Expenditures 


Federal Share of Expenditures 


State Share of Expenditures 


Fiscal Year 2000 CHIPBudget 

Benefits Expenditures4 


Administrative Expenditures 


Total Expenditures 


Federal Share of Expenditures 


State Share of Expenditures 


$10,565,064 

1.056.506 

$1 1,621,570 

$ 9,181,040 

$ 2,440,530 

$1 16,520 

$ 

$12,998,172 

$10,268,555 

2,729,617 

expenditures derived as follows: Projected average monthly enrollment of x 12 
months in FN 1999 x $ 1  14 per person per month cost of providing coverage = $10,565,064. 

expenditures derived as follows: Projected average monthly enrollment of x 12 
months in FN 2000 x $1 8 per person per month cost of providing coverage = $11,8 17,936. 
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Section 10. Annual Reports and Evaluations (Section 2108) 

10.1. Annual Reports. The state assures that it will assess the operation of the state plan under this 
Title in each fiscal year, including: (Section 

10.1.1. X The progress made in reducing the number of uncovered low-income 
children and report to the Secretary by January following the end of 
the fiscal year on the result of the assessment, and 

10.1.2. X 	 Report to the Secretary, January 1 following the end of the fiscal 
year, on the result of the assessment. 
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Below is a chart listing the types of information that the state’s annual report might include. Submission of 
such information will allow comparisons to be made between states and on a nationwide basis. 

Attributes of Population Number of Children 
with Creditable 
Coverage
- OTHERCHIP 

Income Level: 

100% 

Number of Children 
without Creditable 
Coverage 

- 133% 

- 185% 

-200% 

200% 

TOTAL 

0 -

1 - 5 
, 

6 - 12 
~ 

13 - 18 

Race and 

American Indian or 

Asian or Pacific Islander 

Black, not of Hispanic 

Hispanic 

White, not of Hispanic 
origin 

Location 

MSA 

Non-MSA 

I 

10.2. x State Evaluations. The state assures that by March 3 1,2000 it will submit to the 
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Secretary an evaluation of each of the items described and listed (Section 

10.2.1. X 	 An assessment of the effectiveness of the state plan in increasing the number 
of children with creditable health coverage. 

10.2.2. 	 A description and analysis of the effectiveness of elements of the state plan, 
including: 

10.2.2.1.X 	 The characteristics of the children and families assisted under the 
state plan including age of the children, family income, and the 
assisted child's access to or coverage by other health insurance prior 
to the state plan and after eligibility for the state plan ends; 

10.2.2.2. X The quality of health coverage provided including the types of 
benefits provided; 

10.2.2.3. X The amount and level (including payment of part or all of any 
premium) of assistance provided by the state; 

10.2.2.4. X The service area of the state plan; 
10.2.2.5. X The time limits for coverage of a child under the state plan; 
10.2.2.6. X The state's choice of health benefits coverage and other methods used 

for providing child health assistance, and 
10.2.2.7. X The sources of non-Federal funding used in the state plan. 

10.2.3. X An assessment of the effectiveness of other public and private programs in 
the state in increasing the availability of affordable quality individual and 
family health insurance for children. 



10.2.4. X 	 A review and assessment of state activities to coordinate the plan under this 
Title with other public and private programs providing health care and health 
care financing, including Medicaid and maternal and child health services. 

10.2.5. X 	 An analysis of changes and trends in the state that affect the provision of 
accessible, affordable, quality health insurance and health care to children. 

10.2.6. X 	 A description of any plans the state has for improving the availability of 
health insurance and health care for children. 

10.2.7. X Recommendations for improving the program under this Title. 

10.2.8. X Any other matters the state and the Secretary consider appropriate. 

10.3. X The state assures it will comply with future reporting requirements as they are developed. 

10.4. X 	 The state assures that it will comply with all applicable Federal laws and regulations, 
including but not limited to Federal grant requirements and Federal reporting requirements. 
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EXECUTIVE SUMMARY 

In this analysis, we developed estimates of the impact of the Children's Health Insurance 
Program (CHIP) design recommended by The Managed Care Eligibility Committee of the 
District of Columbia Health Council. The children's initiative passed Congress as part 
of the Balanced Budget Act of 1997 two components. First, it provides to states and 
the District of Columbia to expand coverage for children under CHIP. The District's share of this 

is $12.4 million in 1998. The second part of the initiative is designed to deal with the 
fact that there are many children who are already eligible for Medicaid under current program 
d e s  and are not enrolled. This part of the program includes an outreach program designed to 
encourage these persons to enroll. 

The primary data source used in this analysis was the District of Columbia subsample of the 
Current Population Survey (CPS) for 1995 and 1996. These are the only data available for the 
District of Columbia that provided the income and health insurance coverage data required to 
estimate the number of persons who would become eligible under an expansion in coverage. 
However, the CPS data, which overestimates the District of Columbia population by up to 20 
percent, were adjusted to reflect the most recently available information on: the number of adults 
and children living in the District; and Medicaid program data on the number of Medicaid 
enrollees in 1996. Based upon these adjusted CPS data, we estimated the number of children 
who would become eligible under an illustrative version of the program. These estimates 
were developed using the Lewin Group State Medicaid Eligibility Model (SMEM), which is 
specifically designed to estimate the number of persons meeting alternative program eligibility 
criteria. 

Children's Population 

Based on these adjusted CPS data,we estimate that there are about 112,557 children under age 
19 living in the District. This includes District residents and undocumented aliens theliving 
District. The key demographic characteristics of these children include: 

Of the 112,557 children in the District, on average about 67,734 children are enrolled in 
Medicaid each month. Thus, about 60.2 percent of all children in the District are covered 
under Medicaid. About 26.7 percent (30,074) are covered under an employer plan or some 
other type of coverage. 

There are about 14,749 uninsured children in the District (13.1 percent of children). 

About 32.5 percent of all uninsured children in the District are under age 6 while 52.7 percent 
are between the ages of 6 and 14.0nly14.8 percent are between the ages of 15 and 18. 

while 21.2 percent	About 75.8 percent of areuninsured children are white. 
About 31.6 percent of the uninsured report themselves to be Hispanic. 

Based upon estimates provided by the Bureau of the Census and the Immigration and 
Naturalization Service. we estimate that there are about 4,407 children living in the District 
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who are undocumented aliens. By federal law, these are not eligible for either 
Medicaid or the CHIP program. 

Medicaid Eligibility 

Using the data and model discussed above, we estimate that there are about 73,835 children who 
were eligible for Medicaid in the District of Columbia in 1996. This includes all children who 
qualified for the program under one or more categories of eligibility including: AFDC recipients; 
medically needy; disabled children; or the federally mandated expansion in eligibility for the 
poverty population. Key findings include: 

Of the 73,835 children who were eligible for Medicaid, only 67,734 children were enrolled. 
This represents an overall enrollment rate of 91.7 percent. 

The enrollment rate for children who are also eligible for cash assistance under AFDC was 97 
percent while the enrollment rate for persons who qualify for Medicaid health benefits only 
was about 74 percent. 

There were about 6,101 children who were eligible for the program that had not enrolled. Of 
these, 3,272 (53.6 percent) were uninsured. The remainder (2,829) were covered under some 
form of private coverage. 

Eligibility Expansion 

The proposed CHIP would increase the income eligibility level for children to 200 
percent of the federal poverty level The program would be implemented as an extension 
of the existing Medicaid program and that the benefits provided would be the same as those now 
provided under Medicaid. Based upon our analysis of program participation under Medicaid in 
the District, we assume that 84 percent of newly eligible children who do not have private 
coverage would enroll in the program and that 40 percent of newly eligible children who have 
private coverage would shift to Medicaid to take advantage of the fact that Medicaid does not 
require premium contributions. We assume that no one would shift from CHAMPUS to 
Medicaid because comprehensive coverage is available to these persons without a premium. 
These assumptions are based upon enrollment rates in the District of Columbia under the existing 
Medicaid program for persons with and without employer coverage alternatives. Our key 

are: 

If eligibility were expanded to 200 percent of the FPL, about 13,435 children would be 
eligible for CHIP. Of these, 8,401 (62.5 percent) would enroll (assuming no lags in 
enrollment). 

Using per-capita costs for covering children under the existing Medicaid managed care plans 
for AFDC related persons an allowance for mental health and other costs not 
included under capitation), we estimate that the program would cost an average of $110 per 
person per month. 
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Total costs over the 1998 through 2003 period would be $62.7 million of which 79 percent 
($49.5million) would be paid by the federal government. The District's share of program 
costs would be $13.2 million. 

Enrollment Initiative 

As discussed above, the program would include an outreach program designed to encourage 
increased enrollment among those who are already eligible for the program. Based upon results 
from prior outreach programs, we assumed that about 20 percent of those who are eligible for 
Medicaid but not enrolled would enroll in Medicaid in response to the outreach program for 
long as the outreach program is in operation. The key findings of our analysis included: 

Under these assumptions, we estimate that the outreach initiative will increase enrollment in 
the program by about 1,223 children per year. 

This increase in coverage will cost about $10 million over the 1998 through 2003 period. The 
federal would pay $7.0million and the District would pay $3.0 million. 

Changes in InsuranceCoverage 

The combined effect of the CHIP program and the outreach program will be to increase the 
number of children with Medicaid coverage by 9,624 persons. This includes 8,401 children 
enrolled in the CHIP program and 1,223 persons added through the outreach initiative. Total 
Medicaid enrollment for children would increase 67,734under current policy to 77,358. 
Our key are: 

Of the 9,624children who take coverage under these initiative, about 7,895 (82.2 percent) 
will be persons who otherwise would have been uninsured. The remaining 1,729 newly 
enrolled children who take coverage under the program will be persons who had private 
coverage through another source, such as employer-based dependent coverage, who switch to 
Medicaid. This is likely to happen frequently because Medicaid does not require a premium 
payment while most employer plans do. 

The initiative will reduce the number of uninsured children in the District of Columbia by 
7,895persons. The number of uninsured children would drop fiom 14,749under current law 
to 6,854persons under the children's initiative. 

Of the 6,854children who remain uninsured, about 2,701 have incomes above the income 
200 percent ofeligibility threshold under theCHIP FPL). About 3,320 of those who 

remain uninsured are children who are eligible under either the CHIP or Medicaid programs 
but have not enrolled. About 833 of these uninsured children are undocumented aliens who 
otherwise would have been eligible under either the CHIP or tho Medicaid programs. 

The Lewin Group, iii 



-

INTRODUCTION 

'The Children's Health Insurance Program (CHIP)that was passed by Congress as part of the 
Balanced Budget Act of 1997 provides federal funds to states and the District of 
Columbia to expand coverage for children. The initiative includes two components. First, the 
District will be able to cover children with incomes above the current income 
eligibility criteria under a new program established in the BBA called the Children's Health 
Insurance Program (CHIP).The District's program will cover all children under the age of 19 in 
families with incomes below 200 percent of the poverty level who are uninsured (excluding 
undocumented residents). The second component of the program includes federal funds to assist 
states in conducting outreach programs designed to increase enrollment among persons who are 
already eligible but are not participating in the Medicaid program. These two components of the 
program should result in a substantial increase in coverage among children. 

The federal government has allocated $12.4 million in to the District for CHIP. The 
District is permitted a great deal of flexibility in designing program in terms of income 
eligibility and benefits. In this study, we examine the impact of the CHIP program proposed by 
The Managed Care and Eligibility Committee of the District of Columbia Health Policy Council. 
The CHIP program for the District will cover all uninsured children not otherwise eligible for 
Medicaid with incomes below 200 percent of the federal poverty level The program 
would be operated as an extension of the existing Medicaid program and the benefits provided to 
CHIP enrollees would be the same as those provided under the current Medicaid program. 
required by Congress in the BBA, coverage under CHIP is not available to undocumented aliens. 
Other variations in the design of the CHIP program could also be evaluated with the data and 

this analysis.methods used 

In this report, we provide basic information on the number of uninsured children in the District 
of Columbia and an analysis of their demographic characteristics. Our estimates for the District 
of Columbia have been adjusted to be consistent with the findings of various demographic 
researchers including the Grier Partnership. We also show the cost and impacts of expanding 
coverage to children under the CHIP program. We estimate the number of persons who become 
eligible and enrolled under the program and estimate the resulting change in the number of 
uninsured. These results and the data and methods used are presented below. 
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DATA AND METHODS USED 

The primary database used in this analysis was the District of Columbia Current Population 
Survey (CPS) for 1995 and 1996 conducted by the Bureau of the Census. Although there are 
more authoritative sources on the size of the District population of adults and children, the CPS 
is the only source available that provides the income and insurance coverage data required 
to programs to expand coverage. Consequently, we adjusted the CPS data to reflect other 
population control totals where available. We then estimated the number of persons who would 
become eligible and enrolled in the program under an expansion in eligibility. Our estimates of 
the number persons who would become eligible were derived the District of Columbia CPS 
data using the Lewin Group State Medicaid Eligibility Model (SMEM),which is specifically 
designed to model changes in eligibility under public programs. 

A. Population Data 

Our analysis of the demographic characteristics of children in the District of Columbia and the 
number of children potentially affected by the children's initiative are based upon the March 
Current Population Survey (CPS)data for 1995 and 1996 developed by the Bureau of the 
Census.'These survey data are based upon a representative sample of the US population, which 
provides information on the demographic, economic and the coverage characteristics 
of the population. The District of Columbia subsample of these data provides a representative 
sample of the District's population that can be used to estimate the number of children who 
would be potentially eligible for coverage under the children's initiative. However, there is a 
concern over the sample size of the CPS at the state level. To account for this, we pooled the 
District of Columbia subsamples of the CPS over the two most recent survey years 1995 
and each of which provides an independent sample of households in the District? This 
approach increases the sample size so that we can improve the reliability of our estimates for 
narrowly defined classes of individual such as low-income children. 

The Bureau of the Census attempts to construct the CPS survey so that it includes all persons in 
the Dismct, including the homeless and undocumented aliens? The only groups omitted fiom the 
survey homeare institutionalized persons residents, people in prisons, etc.). The 

orsurvey also excludes persons living morein group quarters (facilities with residents). This 
means that students living in dormitories are not included in our sample. This is appropriate 

states.because these persons are typically considered dependents of parents living in 

I 	 The Bureau of the Census is an agency within the US Department of Commerce responsible for conductingthe 
decennial census and several population surveys.' the pooled sample, all households surveyed in the District of Columbia in 1995 are added to the 
subsample for 1996 to create a single database for the District with twice the number of observationsthan if only
the 1996 data were used. The sample weights for each District household in the database were reducedby half so 
that the pooled database reports the number of persons in the District. 

3 These groups are included in the sample partly through adjustments based upon Bureau of the Census initiatives 
to count the number of persons in the homeless and undocumentedpopulations. 
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B. Adjustments to CPS Data 

It was necessary to make certain adjustments to the District subsample of the CPS to correct for 
certain problems with these data.First,as George Grier of the Grier Partnership has shown, 
the numbers of children and reported in the for the District of Columbia are as much 
as 20 percent higher than what research indicates is the true population in the District. In 
fact, the population counts in the CPS data are higher than the Bureau of the Census's 

projections of the District's population! Moreover, the CPS data show a steady increase 
in the population in the District since 1990 even though the official Bureau of the Census 
population projections show a decline the District's population. (The Bureau of the Census has 
not published an explanation for these discrepancies in their population projections.) The 
estimates of the number of children the District developed by the Grier Partnership also show 
a reduction in population in the District although they estimate fewer children than in the 
Bureau of the Census population projections. 

Based upon consultations with both Grier and the Bureau of the Census, we adjusted the 
population counts for the District of Columbia reported in the CPS to replicate Bureau of the 
Census population projections for the District. These estimates somewhat higher thanGrier's 
population estimates for children in the District. They also reflect the trend towards 
declines in the District's population, which both the Bureau of the Census and Grier are 
projecting. 
Second, the CPS data the number of persons who are enrolled in the District's 
Medicaid program. This reflects the fact that when interviewed, some Medicaid recipients are 
either unable or unwilling to provide information on their participation in public programs. 
Consequently, we adjusted the CPS data to reflect the actual level of Medicaid enrollment for 
children in the District of Columbia. 

Third, we estimated the number of undocumented aliens in the CPS data for the District of 
Columbia so that we are able to reflect the impact of theexcluding undocumented aliens 
CHIP program. Based upon data provided by various government agencies, we estimate that 

about 20,000 undocumented aliens living in the District in 1996. This is based upon 
the estimated number of expired visas for District residents provided by the US Immigration and 
Naturalization Service and Bureau of the Census studies on the number of undocumented 

on thepersons living in each state and the percentageDistrict of Columbia. Based upon CPS 
we estimatedof foreign-born persons living thatin the District who were under the age of 

about 4,407 of these 20,000 undocumented persons are children. About 20,000 persons in the 
CPS who reported that they were not US citizens, which includes both legal and illegal aliens, 
were randomly assigned to undocumented alien status, and these individuals were considered 
ineligible for either Medicaid or the CHIP program. 

' The Bureau of the Census is aware of this problem and recommends using their District population
projections for total population counts by age ratherthan the CPS data. 

Lewin Group, 3 
i 



C. Simulation of Eligibility 

We the number of children who would become covered under the CHIP program 
the Group State Medicaid Eligibility Model (SMEM).This model uses the CPS data to: 
1.) Identify those who meet the age and requirements to be eligible for CHIP; 
and 2.) children's eligibility based upon their family's reported incomes. The model 
also estimates the number of these eligible persons who would enroll in the program. The model 
also includes certain data enhancements designed to more accurately represent the eligibility 
determination process. 

For example, income eligibility for Medicaid is based upon the monthly income of the applicant 
filing unit rather than annual income. This is important because family with annual income in 
excess of a given income eligibility limit, such as the poverty level, may have had several 
months during the year where their income was below the eligibility limit and other months 
when it was above the eligibility limit. We account for this by spreading income for filing unit 
members across the months the year in which income is received earning during 
periods of employment, and estimating the number of eligible persons during each month of 
the year to develop average monthly eligibility estimates. The steps involved in this estimation 
process include: 

Number of Potentially Eligible Persons: The model estimates the number of persons that 
would meet the income and categorical eligibility criteria specified under the expansion. This 
is done using the District subsample of the pooled CPS data, which includes the detailed 
income and family characteristics data required to develop these estimates. The model also 
estimates the number of persons who are already eligible for the program but are not enrolled 
so that these individuals are not counted as newly eligible. 

Unique Program Definitions: The model reflects unique aspects of the Medicaid eligibility 
determination process. For example, the model simulates the unique definition of a family 
unit used under the It also models the program's monthly income eligibility 
determination process under which individuals may be eligible for only certain months during 
the year. 

Program Enrollment: Not all persons who are eligible for Medicaid enroll. Nationwide, only 
about 76 percent of eligible persons enroll in the program. Enrollment rates decline even more 
as income rises. The model uses these data to estimate the portion of 'the newly eligible 
population that will enroll in the program. Based upon an evaluation of program participation 
rates in the existing District of Columbia Medicaid program for children, we assume that 84 
percent of newly eligible children who do not have private coverage will enroll in the 
program. Among newly eligible children with private coverage (includes employer and 
group coverage) as a dependent, 40 percent will drop their private coverage and enroll 
Medicaid to take advantage of the fact that Medicaid does not require premium contributions. 
(The derivation of these assumptions is presented in A.) We assume that no one 
would shift from CHAMPUS to Medicaid because comprehensive coverage is available to 
these persons without a premium. The remainder would not enroll in the program. 
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Impact of Outreach Program: The expansion in coverage will be associated with an 
outreach program to increase enrollment among eligible individuals. We assume that as 
as this outreach program is in effect, about 20 percent of all persons who are eligible but not 
enrolled willsign up for the program. This assumption is based upon an analysis of the effects 
of other outreach programs. 

Enrollment Lags: Experience with prior Medicaid expansions indicates that it will often take 
several months for newly eligible persons to learn of their eligibility for the program. This 
results in a lag in the rate at which newly eligible persons will enroll in the program which 
tends to keep costs low in the initialmonths of the program. Proper of these lags is 
necessary to accurately estimate program costs. We assume that about 25 percent of those 
who would enroll in the program do not enroll until the next year. This assumption is based 
upon observed lags the rate at which newly eligible persons enrolled under prior 
expansions in Medicaid eligibility. 

Costs per Enrollee: The model estimates program costs by multiplying the average monthly 
number of persons enrolled in the program in each month by the average cost per member per 

for estimateseachmonth eligibility bygroup. The eligibility group are based 
upon actual capitation payments for persons currently covered under the Medicaid managed 
care program for AFDC and AFDC-related groups, which we adjusted to include costs for 
mental health, long-term care and retrospective eligibility months for newly eligible persons. 
Separate actuarial estimates are used for population groups that are not currently enrolled in 
the program. 
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Ill. UNINSURED CHILDREN IN THE DISTRICT 

Our analysis indicates that in 1996 there were about 1 12,557children under the age of 19 in the 
District of Columbia (Table I).On an average monthly basis, about 60 percent (67,734) were 
already enrolled in the District's existing Medicaid program. Another 26.7 percent (30.074)had 
coverage from some other source such as employer-sponsorea coverage. there were 
14,749 children Without insurance on an average monthly basis. These data indicate that about 
4,793 of the uninsured children in the District were under age 6 (Table 2).There are 7,777 
uninsured children aged 6 through 14, and about 2,179 uninsured children aged 15 to 18. 

Under Age 6 
Percent 

Age -14 
Percent 

Age - 18 
Percent 

All Under Age 19 
Percent 

Numberof Average 
Children in Monthly Monthly 

Enrollment 
Other UninsuredMedicaid 

48,185 32.862 10,530 4,793 
100.0% 602% 21.9% 9.9% 
48,080 27.822 12,481 
100.0% 57.9% 26.0% 16.2% 
16.292 7,050 7,063 2.179 

100.0% 43.3% 43.4% 13.4% 
30,074 14,749 

100.0% 60.2% 26.7% 13.1% 
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Under Age 6 
6-14 - 18 

Race 
white 

Asian 
Other 

IHispanic 
TOTAL 

Number of Percent of 
Uninsured 

Children Children 

32.5% 
52.7% 
14.0% 

3,131 21.2% 
11,182 75.8% 

220 1.5% 
216 1.5% 

4,665 31.6% 
14,749 100.0% 
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IV. ELIGIBILITY FOR MEDICAID 

The District of Columbia HCFA 2082 reports that there was an average of 67,734 children 
enrolled in the District's Medicaid program 1996 (Table 3). The income eligibility levels 
under Medicaid vary with age of the child. In general: infants are eligible through 
percent of poverty; children age 1 eligible to 133 percent of poverty; children age 6 
through 14 are eligible through 100 percent of poverty; and children age 15 through are 
eligible up to about 50 percent of the poverty level. However, children can enter the program 
through several eligibility processes. 

Table 3 

Average Monthly Enrollment and Eligibility for Children under Age by 


Eligibility Category in 1996 


AFDC and Children 
Expansion Children 
Medically Needy 
Other Children 
TOTAL 

- ~- _ _  -

56.660 1,719 97.1% 
3,019 4,079 74.0% 
2,414 3,931 1,517 61.4% 
5,641 7,446 1,805 75.8% 

67,734 

Eligibiiity Group Percent
Enrolled 
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Overall, there were about 6,101 children eligible but not enrolled in the program (Figure I ) .  Of 
these, 3,272 (53.6 percent) were uninsured. Of the remainder, about 2,289 were covered under an 
employer-sponsored plan and about 540 were covered under individually purchased non-group 
private insurance. 

Figure 
Distribution of Eligible but not Enrolled Children under the District's Current 

Medicaid Program by Source of Coverage 

d 

53.6% 

Employer-Sponsored 

Individually Purchased 

U 2.289 
'2 

insurance 
540 

Children Eligible but Not Enrolled = 6,101 

Estimates based upon the pooled March 1995 and 1996 Dismct of Columbia of the 
Population dataSurvey recalibratedto match Bureau of the Census population projections for the 
of Columbia. 

Source: Lewin Group estimates using the State Medicaid Eligibility Model (SMEM). 
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V. CHILDREN'S ELIGIBILITY EXPANSION 

The proposed CHIP program would extend eligibility to all children families with incomes 
below 200 percent of poverty. All of these children would be covered under the managed care 
programs already established to cover AFDC and AFDC-related groups. The benefits provided 
to these newly eligible groups would be the same as those now provided to children currently 
enrolled in Medicaid. Upon being certified as eligible, children would be given coverage 
providing 12 months of continuous coverage. We that the initiative will go into effect on 
April 1998. 

We used the SMEM model described above to estimate the number of children who would be 
eligible for coverage under the CHIP program based upon the pooled District of Columbia 
subsamples of the CPS data.This involved estimating the number of children who are in families 
with incomes between the eligibility amounts under the current program and 200 percent of the 
FPL. Using this process, we estimated that there are 13,435 children who would become eligible 
for coverage under CHIP.This includes all children in families who have incomes below 200 
percent of poverty who are not eligible under the current Medicaid program. (Some of these 
children are uninsured while some are already covered under a private employer plan.) This 
estimate excludes children in the District who are undocumented aliens. 

However, not all of these newly eligible persons will enroll in the program. We used program 
enrollment rates for children eligible under the recent children's eligibility expansion 
children under 6 through 133 percent of poverty and children age 6 to 14 through the poverty 
level) as a basis for estimating enrollment rates under CHIP.We estimated that 84 percent of 
newiy eligible persons who are uninsured would enroll in the program. We also assumed that 40 
percent of newly eligible persons who already have private coverage (employer-sponsored or 
non-group) would drop their private coverage and enroll in Medicaid (the derivation of these 
assumptions is presented in We assume that no one would shift from 
CHAMPUS to Medicaid because comprehensive coverage is already available to them without a 
premium requirement. We expect some newly eligible persons to switch employer 
coverage to Medicaid because Medicaid does not require the family to pay a premium while 
employer plans typically require a premium contribution from workers for dependent coverage. 

the CHIPWe assume that enrollment program will commence on August 1, 1998. We 
estimate that CHIP would cover about 8,425 children per month by February: 1, 1999. We 
assume that there will be lags in the time it will take for newly eligible persons to learn of their 
eligibility. Therefore, average monthly enrollment would be only 1,063 in fiscal year 1998 and 

These eachestimates yearwere7,723 in tofiscal year 1999 adjusted reflect Bureau 
of the Census projections showing declining population in the District through 2000 followed by 
slow population increases in each year thereafter. 

These assumptions are based upon a Lewin Group analysis of participation in the existing children's Medicaid 
expansion group for otherwise uninsured children and children who have access to employer-based coverage 
using the pooled CPS data. Children are assumed to have access to employer coverage if one or more parents 
have coverage through their employer. This assumption is consistent with recent employer health plan data 

that offer insurance alsoshowing that virtually provideall family coverage. 
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Table 4 

Covering Children through 200 Percent of Poverty in the District under the Children’s Health 


Insurance Program (CHIP) 


$110 
$114 
$118 
$123 
$127 

-4.44% 
3.75% 
3.75% 
3.75% 
3.75% 

$295 
$2,219 
$2,482 
$2.613 
$2.725 

1998 
1999 
2000 

2002 
2003 

7,723 
8,346 
8,429 
8,513 
8,499 $132 3.75% $13,462 $10,635 $2,827 

1998 - 2003 $62,663 

$1,403 
$10,565 
$11,818 
$12,441 

2,974 

$13,159 

$1,108 
$8,346 
$9,336 
$9,828 

Group estimates using the District of Columbia subsample of pooled cross-section of Current Population Survey 
developed by the Bureau of the Census. Enrollment is  in each year to reflect of the Census projections 
population in the District through the year 2000 followed by slow populationgrowth thereafter. 

costs in 1998 were estimated basedupon actual District managed care payment rates in 1998 adjusted to reflect the 
eligible population. These rates were adjusted further to include mental health, long-term care, and retrospective eligibility 

include an allowance for program administrativecosts equal to 3.41 percent of benefitscosts. 
costs were assumed to grow at the average annual rate of costs over the 1993 through 1997 period for children in 

Columbia(3.75 percent). 
Enrollmentis  assumedto begin on August 1998. enrollment the initiative will reach 8,424 children by I ,  1999. 

to lag as newly eligible persons learn of their eligibility between August 1998 and January I,
Source: Lewin Group estimates usingthe State Medicaid Eligibility Model(SMEM). 
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We estimated the average cost per person per month based upon the per-capita 
negotiated by the District with the managed care plans that are now serving the and 
AFDC-related groups in the District. We adjusted these per-capita rates to mental health 
and long-term care services not included in the capitation amount, and the fee-for-service costs 
associated with eligibility for months of enrollment prior to enrolling the 
managed care program. Using this method, we estimate that the average monthly cost per 
enrolled child will be $1 10 per month in 1998. 

We assume that the average annual rate of growth in per-capita costs for this group will be 3.75 
percent per year. This is the estimated average annual rate of growth in per-capita costs for 
children in the District Medicaid program over the 1993 through 1997 period. Under these 
assumptions, we estimate that total Medicaid spending over the 1998 through 2003 period for 
this group would be $62.7 million (see Table 4). The federal government's share of these costs 
would be 79 percent of total costs ($49.5 million), leaving the District with $13.2 million in costs 
over the 1998 through 2003 period. 

In addition to the eligibility expansion, the children's initiative includes funding for increased 
outreach to enroll children who are currently eligible for Medicaid but not enrolled. Because 
many of those who are eligible but not enrolled have coverage some other source, the 
impact of this outreach on Medicaid enrollment may be small. As discussed above, we assumed 
that about 20 percent of those children who are eligible but not currently enrolled in the program 
would sign up for Medicaid due to the outreach This outreach will increase enrollment 
among currently eligible children by about 1,223. This will cost $10.0 million over the 1998 
through 2003 period with $7.0 million paid by the federal government and $3.0 million paid by 
the District (Table 

The combined effect of the CHIP program and the outreach program would be to increase the 
number of persons covered under the District's Medicaid program by 9,624 persons. This 
includes the 8,401 children added by the children's expansion and the 1,223 currently eligible 
persons who will enroll due to outreach. This would increase the number of children enrolled in 

67,734Medicaid children to 77,358 children (Table 

Table 7 presents our estimates of the number of children who would be eligible and enrolled 
under the children's initiative by current insurance status. Of the 13,435 children who would be 
eligible under the CHIP program, about 7,943 would be uninsured. About 4,322 of these eligible 

plan. 1,170children will be covered under a spouse or parent's private health 
of the eligible children will be persons who are already covered by CHAMPUS. As discussed 
above, we assume that 84 percent of eligible persons who are uninsured will enroll and that none 
of those who are already covered by CHAMPUS enroll. In addition, we assume that 40 percent 
of those with private coverage (1,729) will switch to Medicaid. These 1,729 children include 
about 1,577 children who will drop employer-sponsored coverage to enroll and about 152 
children who will drop their individually purchased non-group coverage to join CHIP. 

As discussed above, this assumption is based upon observed increases in enrollment under other outreach efforts. 
We assume that all of those who would become insured due to outreach are persons who otherwise would be 
uninsured. 
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1998 
1999 
2000 
2001 
2002 
2003 
1998 - 2003-

Assumptions 

Average Monthly Percent Growth 
Number of Per Member Per In Spending Federal Share 

-nda) Chlldren Month Cost 

$115 * -

$611 $427 $183 

3.75% $1,720 $1,204 $516 

463 $110 -4.44% 
1,223 $114 3.75% 
1,212 $118 
1,224 $123 3.75% 
1,346 $127 
1,359 $132 

$1,673 $1,171 

$1,803 $1,262 
3.75% $2,057 $1,440 $617 

3.75% $2,154 $1,508 
$7,012 $3,005$10,018 
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Enrollment under 
CHIP

Program 

UnderAge 6 32,862 3,176 
6-14 27,822 4,509 - 5,750 
All Under 13,435 

Expansions 

Enrolling Due to under Medicaid 
and CHIP.' 

I 

CHIPcl 

1,894 593 
502 31,760 

3,071 128 
8,401

Estimates based upon March 1995 and 1996 Current Population Survey (CPS)data recalibrated to match 
Bureau of the Census population projections for the of Columbia 
Includes children who meet both the income eligibility criteria and the requirement. 
Average monthly number of newly eligible persons who would enroll in program in 1998assuming no lags 
in enrollment due to the time it takes for individualsto learn of the program and apply. 
Number of currently eligible children who enroll due to new outreach programs to and enroll eligible 
children. 
Includes eligible persons plus the newly enrolled and the numberwho enroll due to outreach. 

Source: Lewin Group using the State Medicaid Eligibility Model 

Table 7 

Distribution of Eligible and Enrolled Children by Current Insured Status in the 


CHIP Eligibility Simulation 


Number of Eligible 
PersonsI Number of Eligible percent-

personswho 
Enroll 

Children Eligible for CHIP Expansion 
CHIP Expansion 

Uninsured Children 
Childrenwith PrivateCoverage 
Childrenwith CHAMPUS 

Total CHIP Expansion 
Medicaid Eligible Enroll Due 
to Outreach 

~-

7,943 6,672 
4,322 1,729 40.0% 
1,170 0 0.0% 

13,435 625% 

6,101 1,223 20.0% -
Source: Lewin Group estimates using the State Medicaid Eligibility Model (SMEM). 

VI. IMPACT ON THE NUMBER OF UNINSURED 

discussed above, we estimate that there are currently 14,749 children in the District of 
Columbia who are uninsured. Under the children's initiative, the number ofuninsured children in 
the District would fall to 6,854 (Table 8). This is a reduction in the number of uninsured children 
in the District of 7,895 persons. 
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Table 8 

Average Monthly Number of Uninsured Persons Before and After the Eligibility 


Expansion 

-Under Children Numberof 
Policy 

UnderAge 6 4,783 

. - .-

Children's Initiative Uninsured 

2,402 2,391 

! 

Under 7.8951 
Estimates based upon the pooled March 1995 and 1996 District of Columbia subsamples of the 
Population Survey (CPS) data to match Bureau of the Census population projections for the District 
of Columbia. 

Source: Lewin Group estimates using the State Medicaid Eligibility Model (SMEM). 

The children who remain uninsured will include persons who are either not eligible for the 
program or are eligible but decline to enroll. About 2,701 (39.4 percent) of the children who 
remain uninsured are in families with incomes in excess of the income eligibility level of 200 
percent of poverty 2). Another 833 of these uninsured children (12.2 percent) meet the 
income eligibility criteria for either the current Medicaid program or CHIP,but are ineligible 
because they are undocumented aliens. About 2,049 of those. who remain uninsured (29.9 
percent) will be children who are eligible for Medicaid under the current program who will 
remain uninsured despite outreach efforts to encourage these individuals to enroll. In addition, 
1,271 of those who will remain uninsured are newly eligible children under the initiative who 
will not enroll. 
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Figure 2 
Program Eligibility Characteristics of Persons Who Remain Uninsured in the 

District under the Children’s Initiative: Average Monthly Persons 

Undocumented Children Otherwise --
Eligible for Programs 

Incomes Above 200 
Percent of Poverty 

2,701 

Children Eligible 
under Current Law 

Who Do Not 
2.049 

Eligible 
under Children’s Initial

Who Do Not Enroll 
1,271 

Total Children Who Remain Uninsured: 

Estimates based upon the pooled March 1995 and 1996 District of subsamples of the 
Population Survey (CPS)data recalibrated to match Bureau of the Census population projections for the District 
of Columbia. 
After adjustment for outreach. This is equal to the number of eligible but not enrolled persons in the program
who are uninsured (3,272) less the number of eligible non-enrollees who would become covered due to 

of thoseoutreach who enroll due to outreach are assumed to be persons who otherwise would be 
uninsured.) 

(SMEM).Source: Lewin Group estimates using the State Medicaid Eligibility 
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Throughout this analysis, we have used the most appropriate available for the District of 
Columbia. However, we have had to adjust some of these data sources to reflect the most 
recently available data on the number of children and adults living in the District. We have also 
adjusted these data to reflect the most recent HCFA 2082 data on the number of enrollees by age 
and class of eligibility in the District's Medicaid program. the data used this analysis 
reflect adjustments that have had a significant on estimates. Consequently, our 
estimates of the impact of the children's initiative are to change as more accurate data 
collected. However, by our data against other sources of data for the District of 

thatColumbia, we the adjusted CPS data used in this analysis are sufficient to estimate the 
thenumber of persons CHIPwho would become eligible and program.enroll 

This report summarizes the major findings of one potential option for expanded coverage under 
could withbe thethe children's initiative. Other children's datainitiative and 

models developed onthis project. 
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In this analysis, we needed to develop assumptions on the rate at which eligible persons 
enroll in CHIP.In particular, we needed to develop an assumption on extent to which parents 
will switch eligible children from employer-sponsored coverage to publicly subsidized insurance 
under CHIP. Unfortunately, information is available on rates of participation in the 
Medicaid program, particularly for those who could potentially substitute CHIP for employer 
coverage. Our approach was to estimate participation rates for children in the 
current Medicaid program and use them as a basis for estimating the percentage of eligible 
persons enrolling in CHIP. 

As discussed above, we used the Lewin Group State Medicaid Eligibility Model (SMEM) to 
estimate! the number of persons meeting the District's income eligibility levels under the current 
Medicaid program by category of eligibility. We then calculated participation rates by dividing 
the number of persons in these categories who received benefits over the number of persons that 
we estimate are eligible in these categories. We developed these estimates separately for children 
with parents who have employer-based insurance and those who do not. This provides 
estimate of the percentage of children who could have employer coverage as a 
dependent who enrolled in Medicaid.' This also provides an of enrollment rates for 
children who do not have access to employer coverage. 

- I presents our estimated enrollment rates for these two groups nationally and for the 
District of Columbia. These data show that enrollment rates for these children in the District are 
substantially higher than the average. They also show that, in the District, enrollment 
rates for children without access to employer coverage were 83.6 percent compared with 72.3 
percent for children in families where the child could have been enrolled in an employer plan. 
We used these assumptions to estimate enrollment in CHIP. 

However, the estimated participation rate for children with access to coverage probably 
overstates the percentage of persons who would discontinue their employer coverage to enroll in 
Medicaid. This is because not all of the parents of children who had access to 
sponsored coverage would have been covered under the employer plan even if Medicaid 
coverage were not available. For example, in a recent Lewin Group analysis of the CPS data,we 
estimated that among children in poverty whose are covered by an employer plan, only 
about 55 percent have dependent coverage.*Also,parents at higher income levels are expected to 
be less likely to their children fiom an employer plan to Medicaid due to Medicaid stigma 
and a perceived benefit in retaining private coverage. Consequently, we revised our assumptions 
so that the percentage of children with employer-sponsored coverage would be 40 percent and 
that 84 percent of those who do not have access to employer coverage would enroll. 

Because recent employer surveys show that all employers that offer coverage also offer family 
coverage, we assume that ail parents who have employer coverage could enroll their children a dependent. 
The Lewin Group, Inc. the Question of Substitution," (Forthcoming Report to the US of 
Health and Human Services 
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Table A -
Children's Participation in Medicaid for Persons Eligible under AFDC and the 

Children's Expansion Groups in 1996 

, 
One or More Parents with Employer Coverageb, 

Enrolled 

States 

2,169,493 5,028 
6.959 

50.3% 723% 
Other Children 

EnrolledI 
Eligible 

Participation 
All Children 

66.660 
67.4% 83.6% 

Enrolled 
Eligible 
Percent Participation 

73,619 
64.1 82.5% 

includes children eligibleunder and children who are eligibleunderthe Medicaid expansion.

includes children where one or more have coverage on their ownjob.


Source: Lewin Group analysis of the CPS data using the State Medicaid Eligibility Model (SMEM). 
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CAPITAL COMMUNITY KIDS CARE 


A Program 
Capital Community Health Plan, Corporation 


and for Medical 

Background Information 

Health care coverage for children who reside in District who are 
years of age and under and who are not eligible for any other form of health insurance 
coverage. 

Families whose income is under 275% of federal guidelines will be eligible 

Monthly premiums to cost with families paying a sliding stale fee ranging fronr 
- per child per month based on income level. I f  a has more than four 

children enrolled with the program, monthly contributions capped and no 
additional premiums 

Capital Community Health Plan, United Healthcare Corporation and the Alliance for 
Medical Care will provide funding to cover the remaining balance of the cost of 
monthly for each enrolled child. 

Health care will be delivered through the broad network Community 
Health Plan hospitals. community clinics and community based physicians. The 
network includes over I75 primary care physicians. 735 and five of 

hospitals in the District ofColumbia: Children's National Medical . 
Greater Southeast Community Hospital, Howard University Hospital. Providence 
Hospital and Washington Hospital Center 

include well child visits. inpatient hospital care. surgery. 
prescription drugs. and laboratory services. home health 
care. durable medical equipment and prosthetic-devices. services. 
maternity care. mental health and substance services. dental care 
connection with a n  accident 

will be responsible for copaymenis for physician mental 
health and substance visits. and There will well 
child visits A 535 copayment will be charged for inappropriate use 



. c A P I T A 
HOW DO I JOIN? COMMUNITY 

For more Information or to 
request an application, call 
at or 
(202) 898-4850. Send us 
your completed application 

mall us one month's 
premium by the of CAPITAL COMMUNITY KIDS CARE is a pilot 

the month. If approved, program sponsored by Capital Community 

your child's coverage wlll Health Plan and United Corporation 
and made possible through contributions fromstart the month. 
the Alliance for Care and other 
private donatlonr. United 

PROGRAMS THAT Corporation is a national leader in health 

PART OF CAPITAL management, purchasers, consumers, 

CAR 
managers 
1974. Ca&al 

and providers of health care since 
Community Health Plan has been 

providing health plan benefits to of 
Columbia residents since June of 1996. can call O U r h "  -at 1 

time to talk to a 
COMMUNITY nurse about a 

are question or concern, and it's 
HOSPITALeel 

WASHINGTON HOSPITAL Cf

Dental 
Kids Care 

C A P I T A L  
will receive special COMMUNITY 

pricing on dental services 
when using CCHP's network 
of dental providers. 

Capital Community Plan 
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CARE? 

Community Kids Care is  a 
m offered by Capital 

Health Plan and designed to help 
provide health insurance coverage 

heir children. Healthcare services for Kids 
will he provided CCHP's 

of doctors that includes more than 
primary care doctors and 

CCHP a health plan owned by five of the 
hospitals in District of 

Children's National Medical Center, Greater 
Community Hospital, Howard 

Providence Hospital 
Washington Center, CCHP 

and community-basedclinics 
have caring for District residents for 
many offer many specialized 

children and adolescents. 

CAN JOIN? 
A MEMBER Of CAPITAL COMMUNITY KIDS 

* under 19 years of 
Not be eligible for or any other 
insurance 
Reside in the District of Columbia 

without healrh insurancecoverage for 
3 months except for disenrolled 
recipients 

ORDER QUALIFY FAMILIES MUST: 
to cover eligible children in the family 

income requirements based on 
size. 

are no exclusions for preexisting 

you have more than one child you 


it apply to enroll a l l  of them in Capital 

Kids Care. 


__ 

PREMIUMS ARE BASED ON YOUR 
TO PAY 

will pay a small of the monthly premium on your income level. 
There are annual income limits on family size. The monthly premiums will range from 

month child, not to exceed a maximum payment of month. See rhe chart to 
find our i f  you qualify for this program. 

Number of per child $17 per child 
family members 

2 under $16.552 $16,533 -
3 under $20,795 $20.795 -
4 under - $35,631 
5 under $29.281 $29,281 - $41.669 
6 under 133.524 $33,524 - $47.708 
7 under $37.768 - $53.746 

under $42.01 1 $42,011- $59.785 

WHAT HEALTH CARE SERVICES ARE 
COVERED CAPITAL COMMUNITY 
KIDS CARE? 

Well Child Visits and Routine checkups 
Immunizations 

Hospital Care 

$25 per child 

- $35.013 	 Please call  our 
Member Services 

$29.594 - $43.989 Department find 
$35,632 - $52,965 out i f  your child 

$41.670 - i s  to join: 

- $70.917 898-4850 
$53.747 - $79,893 

- $88,869 

WHAT 
RESPONSIBLE FOR PAYING? 

premium, you will be 
asked to pay fee 
you health care scrviccr: 

physician 

Physician Services for well child visi ts) 

Lab and X-ray prr health 
Surgery v is i t  

Prescription 
Mental Health and inappropriate use of 
Substance Abuse emergency room failure
Services 
Vision Services 

to us within 24 

Therapeutic Services 
hours of emergency 
room visi t  or for using

Emergency Medical the room 
Services care) 
Access Discounted 
Dental Services 
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CAPITAL COMMUNITY KIDS- CARE 

BACKGROUND INFORMATION 

Need for t h e  Program: Statistics on Uninsured Children 

in the of Columbia, 39% of children were without health at least one month 
over a two-year period in 

Currently, 18.654 children have no health insumce.  

Most uninsured children live in that have working families with incomes less than 
$26,000. 

uninsured children arc Medicaid eligible but not enrolled. 
* 

Nationally. ren million children are uninsured, 500,000 are under the age of  one, and are 
teenagers. 

Uninsured children make up of the nation’s 40 million people without health coverage. 

Background on Capital Community Kids Care 

program sponsored by Capital Community Health Plan, United Healthcare Corporation and 
The Alliance for Medical Care. 

Comprehensive healthcare benefits for children under the age of 18. 

Commitmenr by five of Washington’s leading hospitals; National Medical Center, 
Greater Southeast Community Hospital. Howard University Hospital, Providence Hospital, and 
Washington Hospital Center. 

Example of a public-private that will benefit the residents of the District of 
Columbia. 

Capital Community Health Plan currently 7,000 Medicaid recipients in the District of 
Columbia. 

Capital Community Health Plan has been as one of the default plans in the District’s 
“new” Medicaid Managed Care Program. 



I ON UNINSURED 

23 million children were heath insurance for at least 
a two year 

Dismct of Columbia 59% of children were without health insurance for at 
one month over a two-year period in 

Distnct of Columbia. 18.654 children - or 1 in 6 - had no health insurance 
1995 (Children

7million uninsured live of less than 
of them working 

9 of uninsured children have working parents two-thirds in two­
families 

1 7 children in the States lacked health insurance in '5 

Fund) 

the number: of' children has risen million 

of parents uninsured children doctor 
to that IO pay for medical care for their children of 

P

in 9.8 million of children under were uninsured for 
the entire year. This number rose from 8.2 million in 1987. an ofnrarly 

Bureau) 

nation's uninsured children. 

the of 
live families at working parent 

= 65% live in families with annual incomesof or 
live in two-pant families; 37% live with one parent 

(Empioyee Research 



12% of uninsured children to activities such as and 
ball playing they would bun (University

Uninsured children t one of the nation's 40 million people 
health coverage. (Employee Research 

of uninsured children Medicaid-eligible but nor enrolled 



FOR IMMEDIATE Contact: 

New Health Care Program Ready to Provide 
for Uninsured Children in Washington, D.C. 

and Develop 
Capital 

Uninsured children of Distnct of 

3 

with small for some services attached 
Capital Kids Care premiums are being by 

for Medical Care. Community Plan United 

has a to access to health care 
children,"said William M.D.. President and 

of United Corporation. "We this as a potential blueprint 
be duplicated across the country. Capital Community Care combines 

and health programs with CCHP's knowledge 
f population and pediatric care network. This is an of 

sector to a public health need." 

Washington. August 1997 -
are focus of a creative new launched today that health 

for eligible living in Washington. D.C..for 3 modest 
contribution. 

"The expansion of funding for children's services last 
Capital Community Kids Care a in developing and programs 

foi uninsured children throughout country." said Hanita of 
Health Plan (CCHP). hope states from our 

program a potential for 

Community Care developed by CCHP United 
Corporation. this Octobcr. will provide care children 
Including physician care. inpatient and outpatient care. and laboratory 
prescription and emergency services. contributions based 



Page of

United Corporation more 14 million people, through its health 
plans and health 
improve people's byhealth health-ad designing and cart 

I 
services that help people access the they need, they need it. 
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A. 
Washington Hospital 

P. 
CFO,Washington Hospital 

Health is an HMO owned by of the hospitals in the of 
National Community Hospital, 

providers in Medicaid and they for of 
the Medicrid 

University Hospital, and Washington Hospital Center. 

CCHP began operation in of and hasover AFDC Medicaid members 
of the of Columbia CCHP to quality 

to its the city's ofhigh 
health care in 8well provider with over 
physicians and community based who have the Medicaid for 

CCHP has b a n  and under 
system and has with United of the to
management and than of solid 

since 1974. provides to of the MIS systems, 
inmanaged and has with the of Maryland to its Medicaid 

service,cost containmentand quality assurance

C Mid-Atlantic a of United of the 
serving than million through a broadcontinuum including

and Indemnity programs. Medicaid with in 13 
mo Rim. UHC and support and highly 

health professionals witb m Medicaid regulatory compliance,
PSDT and medical clinical 
e corporate staff of available to CCHP for 8
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for a nonprofit 

provides cue pro-
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nets that 
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the 
be able 

for thev children 
and not up emergency 
room.' 

and and 
of Children's 

one of CCHP members 
The a 

city lo 
to D C residents 

1. 500 children 
whose parents do not have health 

will receive 
and other at 

CCHP Greater 
How­

Hospital. 

Center. 
cost of the will from 
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of to a 

month. based on income. will 
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and lo for 
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Please find attached Kaiser Kids a sponsored 
by the MedicalCare and The Care is 
a non-profit that is assisting low-income by 
insurance policies for Medicaid but are unable to 
finance the of their Kaiser
and the MedicalCare have the of this 
program to children in the District of 

The comprehensivehealth policiescost per month to one child and 
$20 per month to enroll two or more children m a for the is 
based on residence the District, age child, of the child and
incomeof the 

the KidsProgram has children and the 
considering expanding the program to include additional children. Consideration isalso 
being given to include children from a higher income bracket. 

The attached includes the WashingtonPost describing the 
program, a fact press on the KaiserKidsProgram and a ofone of 
the flyersused to publicize the program. If you would additional information please 
contact me at (202) 898-5173. 

Sincerely, 

Mae BuckMiller 
Program Coordinator 
Alliance for MedicalCare 

-e 
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Fact Sheet: Kaiser Kids Program 
Kaiser for Medical Child Care m 

Comprehensive care be by Kaiser witb 
families paying per child month ($20 maximum a per month). The balance of 
the cost of be shared by the and No
for medical services. 

Comprehensivehealth care health education, 
care,hospital and office visits, costsand x-ray 
short-term physical therapy (not to two months in duration), vision 
unlimited doctor's visits for short-term crisis mental and substance 
abuse and 45 days of hospital or health care,maternity and 
newborn coverage, and prescription drugs and health at Kaiser 

Kaiser and the Alliance for MedicalCare have Committed 
for a of 500 uninsured children from the Districtof Columbia through this 

program. The first year of the renewable 8/1/97 to 1/98. 
The program Alliance for Care an 

office in the Kaiser NorthCapitol 1011 N.Capitol Street, NE. 
Health Care also will be provided at the Kaiser West End Medical 
Center, 2100 Pennsylvania Avenue, Reginald Brown the director of the 
Alliance for MedicalCare and can be contacted at (703)671-3837. Abbie Miller is the 
Alliance for Medical Care Kaiser Kids Program Coordinator at theNorthCapitol Medical 
Center, (202)898-5 

Criteria for Enrollment in Child Health Can
Participants be children under the age of 18 who in the District of 

Columbia. 
Participants shall be in with income less than of the poverty 

level. 
Participants shall not have (or be for) benefits coverage under any 

other private or public program or policy providing health insurance, health coverage or 
health services, including but not to Medicaid. 

For More Information Contact: 

Abbie Miller, Program Coordinator (202) 898-5 173 




For Release 
Tuesday, 

Contact: 

today announced agreement to provide comprehensive health 
dren the District of Columbia. families will pay a month per child or a 
$20 a month The balance of the of coverage be by these 
profit organizations to help meet a pressing community need new health cam 
for uninsured children are authorizedfederal 

from an office at the Kaiser North Capitol Center. 
Kaiser Permanente membership and most health will be providedat 
North Capitol Medical Center and West End MedicalCenter, both in D.C. The two 
partners expect to renew the agreement after the year. 

Columbia for the Alliance for Medical Care,a charitable founded and 

based in Alexandria, Virginia. Last year, the a 
medical care tor up to DC children with asthma The original program is based on agree­

ments to care providers at Howard University of and 

George University Medical Center. 


health of by helping pay comprehensive heatth insurance through Kaiser 

Permanente and other established heatth maintenance 

of the board and cofounder of the Alliance for Mediad Cam. announcing 

a partnership today with Capital Community Pian, a managed care contractor 


Reginald 
Alliance for Medical Care 

KAISER AND ALLIANCE FOR CARE 
PROVIDE COMPREHENSIVE HEALTH CARE 
FOR CHILDREN 

the Alliance for 

The Alliance for Medical Care eligible children administer the program 

to ambulatory 

thii year. we decided to expand our investment of In

Donald 

The new program will be the second children's health cam in the of 

-1 of 
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for of 
children's quality of in more DC 

the next years, new funding
for children of families the budget 

earlier month. We for 
uninsured children well new programs We demon­

for 
child," Robert and of 

Permanente, pian members the 
already participates in two major programs that provide 

slots for uninsured and children in and of 
(see fact sheet). 

Under this partnership agreement, the for Medical Cam pay 
Permanente per child per month, will pay Permanente 0
per month (upto$20 per month), and 
the balance of the monthly of 

Kaiser Permanentewill provide participants bask health care including 

tomeet part of need com-mte, 

preventive cam, emergency cam, inpatientand outpatient diagnos- ' 
tic laboratory radiological short-term physical therapy, annual men­
tal health and substance abuse maternity and newborn 
drugs and accessories at no cast through Kaiser Permanente must be 

by Kaiser Permanente health care according to the 
Participants may live anywhere in the District of Columbia, but will 

focus on Ward 2 and Ward where Kaiser medical basic 
, must be under age be residents of the of 
have income less than 200% of federal and not be 
health benefits coverage under private or public program or 

health coverage of health services, Including but limited toMedicaid. In 
children will be accepted on a first come, first of health 

status subject to terms end limitations of the program. 
For detailed information and an application enroll in the new for 

DC children, interested may contact Millet, coordinator for the Alliance 
for Medical Care, by 

of 

.-
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Kaiser Kids Program 
Alliance for Medical Kaiser 

Is your child without heaith insurance? 

Does your child live in the District? 

your child unable to receive Medicaid? 

If you answered Yes to these three questions your child may be 
for the Kaiser Kids Program sponsored by the Alliance for Medical Care 
and Kaiser Pennanentc. 

The Kaiser Kids Program will Help low-income parents who-are 
ineligible for the Medicaid program pay the cost of 
policy for their children. The Alliance for Medical Care has joined with 
Kaiser to offer complete health insurance policies to 
uninsured District children this year. policies will cost a 
month to cover one child or $20.00 a month to covet more than one 
child in a family. 

If you have any questions or you would l ike to apply for the program
atplease contact the Program Coordinator, Abbie 

73(202) 




El Kaiser Kids 
La Alianza para Medicos I Kaiser Permanente 

su sin 

Vive su en de 

Tiene usted un que no para 
Medicaid? 

a que nino sea 
para Kaiser Kids de La Alianza para y Kaiser 

El Kaiser Kids padres que no son 
para Medicaid el seguro medico de La 

Para junta con Kaiser Permanents de 
seguro a 500 del de Colombia 

seguro va a costar $10.00 cada para un o $20.00 
mcs para de un por 

cualquicr o una para favor 
de en Abbie Miller a 

(202) 898-5173 
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Solomon's son 
needs throat surgery. 
son needs hepatitis shots. His 1-year. 

a nonprofit 
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OF GOVERNMENT 

MEDICAID MANAGED CARE 
CONTRACT NO.

Measures"and Attachment to this contract. 

Provider's its method for District with aggregate 
performance and outcome measures, as well as its policies for 
transmission of data from network members in response to Sections C.9.2 and 

contract as a performance specification. 

b. 

' C.9.3 of Solicitation No. 701 shall be incorporated into this 

the Medicaid Advisory Committee meetings; and 

(4) corrective action plans developed for individual providers concerning care 
provided under this contract. 

b. Minutes fiom the Provider's Quality Assurance Committee meetings shall be made 
available upon request by the District for review at Provider's site. All such 

shall be kept by reviewing parties required under the 
Health Organization Act of 1996. 

6. 

a. Provider shall produce summary and enrollee specific data the claims and 
medical records of its enrollees on EPSDT services, described in paragraph 
of Section H from the EPSDT tracking system, described in paragraph 6 of 
Section I for the District as requested. 

b. Provider shall submit aggregate information collected on EPSDT activity in the 
same format as the annual HCFA-4 16 report, ninety days after the end of each 
calendar quarter or as requested by the District. 

Provider shall submit additional aggregate outcome measures, as requested 
District. These aggregate outcome measures shall be developed by the District 



DISTRICT OF COLUMBIA 21 
CONTRACT NO. 7010-AF-NS-2-CR 
MEDICAID W A G E D  CARE 

0-SDT . .. -
a. 	 Provider shall conduct outreach activities to assist make and keep 

EPSDT appointments for eligible children. The outreach activities shall include 
every reasonable effort,including telephone calls, scheduling of appointments for 
recipients, reminders and personal visits, to contact parents, guardians of 
children, or the children themselves, if appropriate, based on the child's age, who 

due for, or who have to keep appointments EPSDT screens and 
tests set forth in the District's schedule, immunizations, or 

follow-up treatment to or ameliorate a during an EPSDT 
screen or laboratory test, or have otherwise not obtained EPSDT screens 
laboratory tests, immunizations, follow-up treatment or services, in order to 
assist them to obtain such services. 

b. 	 Provider shall scheduling and transportation assistance prior to the due date 
of each eligible child's periodic screening, laboratory tests and immunizations, 
when this assistance is requested and necessary as required by 42 440.170. 

Provider shall train physicians providing EPSDT, at least about the current 
requirements for EPSDT and shall develop a monitoring program to ensure, on at least 
an annual basis, that each physician providing EPSDT services has the necessary 
equipment and knowledge to perform such in accordance with standard medical 
practice. 

.-

a. 	 Thiscontract provides for coverage and provision by Provider of all medical 
assistance benefits and services that are listed in Attachment I, which is 
incorporated herein as part of this contract. 

b. 	 In making determinations regarding the minimum amount, duration and scope of' 
coverage with respect to any service identified in Attachment I, Provider shall be 
bound by the same service definitions and coverage requirements which apply 



DISTRICT OF 22 
CONTRACTNO. 701
MEDICAID MANAGED CARE 

the District program under federal District law, 42 U.S.C. 1396 et. 
seq.; 1 .-. .2. c;r;slEESI1T)forF­

a. 	 The EPSDT program is the pediatric component of Medicaid and requires 
of periodic and interperiodic screens, vision, dental, and hearing care, 

diagnostic services needed to the existence of a physical or mental illness 
or condition and all medical assistance services that are recognized under Section 
1905 of the Social Security Act,even if not offered under the state plan to persons 
age 21 older. In the EPSDT program, Provider shall be bound by all 
federal laws applicable to the program (including 42 U.S.C. 

and 

Provider shall be responsible for provision of periodic 
screening services in accordance with the Department’s periodicity schedule, 
as well as interperiodic screening services, which shall be to any 
child who is suspected by a health care provider or any person authorized to 
make decisions regarding the child’shealth of having a physical or mental 
health problem. 

(2) 	 Provider shall be responsible for coverage and of all EPSDT dental 
services set forth in Attachment I. 

(3) 	 Provider be responsible for coverage and provision of all EPSDT vision 
set forth in Attachment I. 

(4) 	 Provider shall be responsible for coverage and provision all EPSDT hearing 
services set forth in Attachment I. 

( 5 )  	Provider shall be responsible for coverage and provision of all services 
required to diagnose a condition other than mental illness or addiction 
disorder diagnostic services. In the of services required to diagnose a 
mental health condition in an individual under age 21, Provider shall arrange 
for such diagnostic services but is not responsible for the cost of providing 
such diagnostic services. 



-

DISTRICT OF 3 1  
CONTRACT NO. O-AF-NS-2-CR 

MEDICAID W A G E D  CARE 


c. 	 Provider shall ensure that effective communication is provided for in 
and medical services, in accordance with Section of the 

Rehabilitation Act of 1973 and Title of the Americans with Disabilities Act of 
1990.42 USC 12112 - 14, including the availability of sign language 
interpreters. 

a. shall all transportation for emergency services as defined in Article 

b. 	 Provider shall all necessary transportation for non-emergency 
situations. 

c. 	 Provider shall offer and provide, if requested and necessary, transportation to 
EPSDT services. 

d. 	 Provider shall offer and provide, if requested and necessary, assistance with 
scheduling EPSDT appointments. 

6. SDTTrartkingSystem 

a. 	 Provider operate a system that tracks the following EPSDT activities for each 
enrollee: 

the EPSDT screens, immunizations, and laboratory tests that the enrollee is 
due to receive; 

(2) 	 the EPSDT screens, immunizations, and laboratory tests that the enrollee has 
testsreceived and the dates that the screens, 

(3) 	 whether the enrollee has been referred for corrective treatment as a result of 
an EPSDT screen or laboratory test and the date that any such 
occurred; 

(4) 	 whether the enrollee has received the corrective treatment and the date that 
the corrective treatment occurred; and 

-. _._.- -
-I­__ 



OFCOLUMBIAGO-
CONTRACT NO.
MEDICAID MANAGED CARE 

( 5 ) the outreach activities described in section G. 10 that have been performed- to the enrollee and the that each of the outreach activities 

a. 	 Provider shall meet the EPSDT participation ratio, as defined by the HCFA State 
Medicaid Manual, Section 5360.B (November 1993) for enrollees 

to the following schedule: 

(1) 75% for 199 ,and 

(2) 80% for 1999. 

b. 	 If Provider to meet or show progress toward meeting the EPSDT 
performance standards in paragraph “a” of this section or ensure that children have 
their age-appropriate screens updated for missed opportunities, the District shall 
take any or all of the following actions (depending on the extent of the failure to 
comply or to demonstrate progress with the standards): 

(1) 	 require the Provider to develop and implement a corrective action plan, that is 
approved by the District and is designed to increase Provider‘s EPSDT 
participation ratio; 

(2) 	 require the Provider to the Department’s EPSDT management 
program; or 

(3) 	withheld an amount from the Provider‘s payment, pursuant to Article XI, 
section A3 at a rate of$45 for each enrollee that is required to be added to 
the numerator in Provider‘s EPSDT participation ratio comply with the 
performance standards in paragraph “a” of this section. 

1. 	 Provider shall comply with the requirements of C.F.R.Ch. subpart I of part 
relating to maintaining written policies and procedures advance directives. 

2. 	 Provider shall ensure compliance with requirements of State law (whether statutory 
by the courts of the State) regarding advance directives. Provider shall 
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District of Medicaid . 

Finance 
Oversight Program 

on Health ("Commission") approval fiom 
and Human Services to enroll TANF Medicaid 

into HMOs. Commission is to in the 

Each that in mandatory program a to 
of Medicaid except mental substance 

care and inpatient transplant for a negotiated rate for 
The includes: 1) (2) policies; (3) Marketing 

and IS) Physician incentive plan and 
provider Member and outreachrequirements. and 
performance standards for network service EPSDT encounter 

rates and assurance 

The Office ofManaged Care within the is responsiblefor that 
with the of the contract. The a readiness review prior to 

plan's receipt ofi ts first member and monitors compliance witb the contract throughout the 
the contract compliance the Commission, 

for Medicaid recipients. continually HMOs,through its 
that the purchased in in access to quality 

whether baseline for of health care 
met. checks to the performance level bas not met, 

information about an HMO's performance. including: administration of a 
0 the to receive complaints; self reporting of 

into data by the Commission or its contractors;
I 	 system calls; and of enrollees, and other District 

about the specific that are within each of the five 
described below Some of the sourcesproduce may to 

compliance while sources produce more information that 
he patterns are identified. 

the Commission meets with eacb HMO to findings or 
of activities. of are identified 

care levels The and must 
thcit on these to probe far the reasons for the poor 

Effective methods of include of to 
prevalence of certain factors, for more specific (possibly individual) data, 

Commission on Health Care finance Page 1 
of Managed 
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The Commission's to 
or the care providers 

to their be ifthe a&+ 
of 

is not 
TO prevent 

the of be that 
attained 
over a period In way the an additional 

fill NCQA or have positive m 
* 

cooperate with the collection of the 

To improve d of the the hosts 
monthly with all of the to a of topics. Topics 
discussed in previous are the District's V and Medicaid' 

criteria;special needs of with disabilities; of 
various non-profit community that the health of the population
in the District: and HMO under the order. AI least once a year, 
Commission hosts a meeting the HMOs and recipient advocacy to 

of concern. 

The consists ofthe five broad elements of delivery oftechnical 
quality of and (2) (3) provider (4) with 
HMO cenification requirements; and (S) as a business partner, The 
associated with each of the five broad are more thoroughly below: 

untion of MO's of and 

GOALS: 
A To a minimum level of ped is delivered to within 

HMO 
B To ensure a minimum of i s  to Medicaid within each HMO. 
C To achieve selected and goals for the recipient population. 

A 
and maintain assessment tool for collection of-ance 

Commission witb a consultant to of 
me--

that will be by the HMOs. An assessment tool was developed that allows a third 

Commission on Care finance 

of Managed Page2 
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-	 ptlect. and the - in are 
sources, the HMOs and the Data from monthly, 

and annual basis. One ofthe the OMC 
for the collection, collation and of the level 
performed to identifyproblems with poor of the data the HMOs or 
possibly. inadequate on how to the and 
created to report the m to interested parties, including the HMOs. 

..* 

: 3 -To id-
are identifie by comparingthe plan to measures other d sures 

lien of con- outliers of 

District Medicaid HMOs, other State Medicaid or industry standards. 

4. 	 or determine minimal levels -To and assure continuous IQD . 
quality improvement, minimum of established for 

by the OMC and are based on standards by the 
across or can be national or state performance standards. 
Through the of the may held for meeting the 
performance levels established. Sanctions, the of corrective action 
plans and the of could applied to the that fail to 
the minimal performance standards. 

p and coordinate that the of careor to 
entire n- As a objective than individual HMO 
where performance across all plans need to improve, studies of the of
are used to probe for specific causes. If immunization of all of the managed care 
population is lower than study of the causes of this phenomenon is 

conjunction with the Department of Health activities that will 
an improvement are and implemented. 

6 	 m and monitor the EPSDT case ement m  - One of requirementsof the 
Order is to implement art to assist 

individuals in receiving their EPSDT when the HMO's at 
management have purpose of program is to child's parent. 

on Care ?age 3 
Office of Managed Care 



7. 

8. the - in the of is 
auditing ofthe plans methods and to the has collected. By

the we that that the 
HMO's data its for encounters, and provider 

are sound. 

9. a ofan ingsMrcpl
on quality may be more tooccur the startup new HMO of when there 
is a rapid for HMO,the Commission, in with 
HCFA is developing an warning to for problems within the 
first to months ofoperations system of phone to provider 
offices appointments for a of to pediatrician's 
offices have seen months foliowing the The 
proxy calls measure 24 of providers and the to timely 
appointments The calls to provide an insight into 
outreach for the critical newborn EPSDT Where with access 

ofthis the initial four month may 

the HMO's t and UtilizationManae­ - A 
ofthe plan's to for assurance programs iVs) is 
performed to gauge how the are monitoring own 
to the paper reviews of the that use a performed 
review of the application or bid and the review, aunual review is 

to be functional review ofthe HMO that improve of 

1. Link with other District to ensure Public Health met - This is much 
broader in scope and involves the of in broad public Health 

with other sources of data. of this activity to birth and death 
certificates to study the in and for deaths between 
Medicaid beneficiaries in HMOs and those in and those not covered 
Medicaid. 

Commission on Can Page4
of Care 
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Activities: 
I .  	 *onwith-- of can in 

two to on plan 
pub­(2) to the 

use that 
The of Plan Study (CAHPS) by

three states for the an 
and cast method for An outside 

contractor conduct the the population. 

2. 	 and 'SOD Of 'on - the 
HMOs must conduct two tach of the 
are to the OMC analysis. specific of can be 
these the plan to questions a part Oftheir 
survey. In many cases, be 

Or in the case, where an of with one only, 
this is an of probing for the 

3 	 Administration of the LLI[NE - effective and to an of 
about plan's performanceis the monitoring of the calls that into the 

managed care First Health, the contractor that the 
the reports to the OMC total and of calls received 

week. Although the calls are reponed in and the of in 
each category is not by plan, in the past, the calls proven tobe a 

early indicator ofpotential 

4 Grievances. and AD- - Any call into the that 
research or cannot be resolved on the phone, is and to the OMC on a 

The complaint is then to by The Commission 
has its own and appeals procedures in additionto those at ofthe plans. 
Meetings with advocates is to of with HMOs. 
Compared to the results a satisfaction survey, the review of
complaints is an individual consumer protection that yields helpful insights into potential 
problems with the 

of'n HMO's 

GOAL To a minimum level of provider with processes. 

on Health Finance 
Managed Care 



eie,ts-Fii the calls and 
with providers and provider that may be problems witb 

individual HMOs. to e and 
produce insights into potential problems with the plans. 

of the HMO s District's 

GOAL: To that the minimum HMO Act of 1996
art -


Activities: 
. .1. 	 Review qnst bv the Insurance prmsnrstl - are required to comply with 

the HMO Act of throughout the of the Administration 
has authority to this Act. an initial review and of the 

the IA issues a of authority to operate an m the District. 
HMOs submit financial reports to the I A  that are and approved by 
LA The Commission of concerns, deficiencies, of Medicaid 
plans. 

2. 	 as bv the - -0s required to 
financial information Medicaid to Commission 
are raised during the Commission's about plan's the 
Commission notifies the and the investigates the concerns. 

V. Evaluation of htHMO's a business 

To skills as an contractor and business partner, 

Activities: 
t a i n  an s#sment tool - To each plan on their 

Commission on Health 
of Care 



2. . .minister of DI-CS a m - Using 
care ' * 

review of the report be to each 
HMO other parties. HMO is requested to to the findings. The 
survey findings will be used as part of the Commission's of HMO 

I .

I 

Commission on Finance 

Managed Care 
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CommissionOn Health 
ManagedCare 

for HMOs 

-* 

Number of PCPs and with 

Number members each -Y 
2. Total HMO enrollment 

3. by 
4. Monthly 

Assessment Access to the 

5. 

6. 

7 

8. 

9. 

10. 

1

12. 

13. 

14. 

15. 

16. 

Number of Adult encountersfor health 

Number of Children for care Quarterly 

Number and type ofdenials of 

request services and a Quarterly 

T i  between and first PCP encounter. 

Number members EPSDT 

Number of who receivefirst in 

Length of time between enrollment and first prenatalvisit 

Percent of members who receivedpostpartum by day. 

Number of births and average length of stay. Monthly HEDlS 
Cesarean rate, Days and average length of stay. Quarterly 

, 
Number of referralsfrom PCPs specialists, by HCFA 

Time between birth and first PCP encounter. 

1 


I 
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26. Number of denied inpatient days. 

Assessment of qial 

I 

HCFA 
HCFA 

HCFA 

28. 

29. 

30. 

Medicaidonly incomestatementline items. 

cash payouts for medical expenses. 
-fly 

Plan wide incomestatement items. 

Annual audited financial Annual 

32. 

33. 

34. 

35. 

36. 
37. 

38. 

Number and rate of members who change PCPs. 

Number ofmember complaints,by type. 

Number of grievancesand appeals 

Number of expedited grievances and appeals requested. 

Average length grievances and appeals. 

Member abandonmentrate. 
Member telephone average speed of 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Changes made to plan and procedures. Quarterly 

2 
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Measure: Number of and 
A. Reporting Quarterly first 

six month of program) Use 3.0 75 for 
PCPsand p. for Dentists) to data for through 
Follow HEDIS for the reporting period 
reporting is to for the 

1 Total number of network Primary Physicians (PCPs): 
included in this

If yes, the number of as PCPs: 
Total number of network Dentists: 

1.b. 	 Number of PCPs from with no on the of new plan 
members accepted (completely open panels): 
Number of Dentists from withno on the number of new plan 
members accepted (completely panels): 

Number of PCPs 1.a. with some number of new plan 
members accepted: 
Number of Dentists from .a. with some restrictions on number of new plan 
members accepted: 

I .d. 	 Number of PCPsfrom .a. with no new plan members accepted (completely 
closed panels): 
Number of Dentists from 1.a. with no new pian members accepted (completely 
closed panels): 

.e. 	 Attach a list of contracted PCPs.For each PCP,list the total number of D.C. 
Medicaid members enrolled in the panel of each PCP.Also,indicate ifeach 

panel is open. open with some restrictions or closed. 

Measure: Total HMO Enrollment 

A. Reporting Monthly 
B. 	 Instructions: For the reponing month. list the total of plan enrollees 

for all lines of business for the contracted corporation. Also list the total 
Medicaid enrollment in all service areas for the contracted corporation. 

Total HMO enrollment (all lines business): 

Total Medicaid enrollmeni in all service areas: 

List Attached? 
Yes 

i 

2 
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of By 

3.a. 

3.b. 

3.c. 

A-Rcportirrg-:
B. 

by type 
eligible for this Do not include the 
specialists of Radiology, Pathology Medicine 

health the 
contract, not be in this report. 

and assign 
them to the area that constitutes the majority of (using 

data or a comparable method, to dominate 
of 

Board certification to the certification programs 
of the American Board of Specialtiesand Osteopathic 
Association. 

Total number of providers: 

Total number of Medical Doctors and Doctors of Osteopathy: 

Total number of General Practitioners (non-board physicians): 

Total number of board certified physicians: 


(List the number of board physicians in the appropriate categories 

below. The total number of physicians listed in the categories below should 

equal the number in above.) 

Allergy and Immunology: 


Dentistry: 

Dermatology: 

Family Practice: 

General Internal Medicine (without subspecialty): 

3 
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e 

e 

e 

e 

e 

e 

e 

e 

Disease: 

Medical Oncology: 

Nephrology: 

: 

Nuclear Medicine: 


Obstetrics and Gynecology: 


General Pediatrics (without subspecialty): 


Pediatric Subspecialists (Total): 


Neonatal-Perinatal Medicine: 


Cardiology: 


Pediatric Endocrinology: 


Pediatric 

Pediatric Intensivists: 


Pediatric Nephrology: 


Consulting 4



, 

Neurology: 

Surgery (without subspecialty): 

Subspecialists(Total): 

0 

0 

a 

0 

0 

a 

Colon Rectal Surgery: 


Neurological Surgery: , 

Oral Maxofacial Surgery: 


Orthopedic Surgery: 


Plastic Surgery: 


Thoracic Surgery: 


Urology: 


Vascular Surgery: 


Other Physician Specialties (Total 
Specialty: 

Contufting 5

I 



3.e. 

3.h. 

3.i. 

Total number of advance 
Midwives, 

Exclude health 

categories below total of advance practitioners listed 
in the categories below should number in above): . 

Midwives: 

Physician Assistants: 

Other Advance Practitioners, Total (exclude mental health practitioners): 
categories: 

Report the total number of '* in network 

Hospitals 

Pharmacies 

Laboratories (non-hospital ) 


Radiology Centers (non-hospital 

3.j. 

3 
.m. 

Clinics 

Reminder: Report to CHCF terminations and additions of PCPs, 
hospitals, clinics, pharmacies. laboratories or radiology services: 

6 



Measure: by MCO 
Monthly


B. Report total ofMedicaid who 
plan in the month who did not a 

assigned to a plan in this 
number.Exclude -Uees to plan who had previously lost eligibility 
Medicaid, thus the any time in the past. 

Total number of newly enrolled Medicaid m 
(as in 

4.b. of Medicaid in 4.a who voluntarily the MCO: 

Number of 4.b. who selected a PCP: 


4.d. Number in 4.b. who were to a 

4.e. 
4.f. 
4.g. 

Number ofMedicaid members in 4.a who autoassigned to the MCO: 

Number in who selected a 
Number in 4.e. who autoassigned to a PCP 

ASSESSMENT OF ACCESS TO THE PROCESS OF CARE 

Measure: to Health Services 
A. Reporting frequency: 
B. 	Instructions; Record the number of encounters Medicaid members received for 

the eight services listed below. Refer to the instructions contained in HEDIS 
3.0, page 69 for the technical specifications for calculation for 5.a. 
through Limit calculations to only the age categories listed below (age 
ranges 20 through 44 and 45 through 65 years). 

For 5.g.. and 5.i.. the following CPT-4codes to obtain the data 
requested for the two ape groups: 

Occupational Therapy: 97770. 

5.h. Speech Therapy: 92506.92507.92508. 

5.i. Physical Therapy: 971 10.971 12.971 13,97116,97122,97124,97150, 

97537. 

Office or Other 

Consulting 

20-44 

7 



Other Evaluation and 

Ophthalmologyand 

Physical 

Measure: Access to Primary 
A. Reporting Frequency: Quarterly 
B. 	Instructions: Record the number of encounters Medicaid members 

for the two services listed below. Refer to the instructionscontained in HEDIS 
page 72 Limitfor the technical specifications for 

caiculations to only the categories listed below for age ranges I2 through 24 
months and 25 months through 6 years. 

12-24 
months 6 $ 

6.a. Evaluation and Management: 

6.b. Medicine: 

8 



. . 
, . ...

B. Instructions: record all (not the 

reporting PCPs to medical and surgical specialists. 
include in either the inpatientor for 
two age through 20 years 21 through64 

7.a Total number of

Number of 4-20 e 21-64 
7.b. 

7.c. 

7.d. 

7.f. 

7.h. 

7.i. 
7.j. 

Allergy and 

Medicine: 

(Cardiovascular Disease, Endocrinology and 

Hematology, Infectious 
Medical Oncology, Nephrology. Pulmonary 
Rheumatology, Nuclear Medicine) 


.,*

Pediatrics: 

(Neonatal-Perinatal Medicine. Pediatric Cardiology, 

Pediatric Endocrinology, Pediatric Hematology-Oncology, 

Pediatric Intensivists. Pediatric Nephrology) 

Physical Medicine (physician visits only): 


Neurology: 


Surgery: 

(Cardiovascular. Colon Surgery. General 

Surgery. Neurological Surgery. Oral 
Maxofacial Surgery. Orthopedic Surgery. Otolaryngology, 

Plastic Surgery, Thoracic Urology. Vascular 


0 ynecol : 
Other: Total 
Specify: 

Catherine Consulting 9
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Number of of 

B. the total and type ofMedicaid 
by the medical necessity in the quarter. Include 

and denials in 
n u m b .Exclude administrative denials. 

Total number of for medical necessity and benefits in the reporting 

8.b. 
q-
From the total included in number of outpatient that 
denied: 

8.c. From the total included in of inpatient 
8.d. 	 From the total included in of that 

denied 
8.e. 	 From the total included in number of Occupational Therapy sessions 

denied: 
From the total included in 8.a.. number of Speech Therapy sessions denied: 

8.g. From the total included in 8.a.. number of Therapy sessions -denied: 
8.h. From the total included in number of home health visits denied: 

Measure: Denial Time Frames 
A. Reponing Frequency: Quarterly 
B. 	 lnstmctions: For the reponing quarter. average of business days 

from request for services to decision. Include only for services 
from question 8. above. time in business days 
priorauthorization. and review decisions. 

9.a. Average length of time between request and decision for days 
services: 
Average length of time for inpatient concurrent review decisions: 

9.c. Average length of time for retrospective review decisions: 

Consulting IO



time Enrollment and 

B. For the the length of time a 
Medicaid and each 

the time below. the of 
members in 

for the 
of the total tach category the 

may the denominatormembers who the following 

age 12-24 months who received a visit the six months to 
or 

age 3 years and older who received a PCP visit within the year prior to 

To establishreceipt of a PCP visit withinthese plans must 
the directly PCP provider or the member. In the event a 
plan chooses to eliminate fiom its denominator, they to 
provide the data requested in 10.b. through If enrollees not 
eliminated fromthe denominator, items 10.b. through do not 

10.a. Total number of year-to-date enrollees: 

Fill in this box only if the denominator (10.a.) will be adjusted 
10.b. 
1

Total number of enrollees eliminated from the denominator in 
Number of enrollees eliminated who were age 12-24 months and 
received a PCP visit in the six months prior to enrollment: 
Number of eliminated who were age years and older 
who received a PCP visit one year prior to enrollment: 

Revised denominator. the total in 10.b. eliminated: 

For reporting items 10.fthrough 1 use 10.a. as the denominator, if no 
members are eliminated from denominator. If members are eliminated fiom 
the denominator with instructions above, use the 
denominator. 

Below. categorize the members in the by time enrollment to 
first PCP encounter. Total the numbers in the categories below. 

Number Percent Cumulative 
Percent 

Four weeks after 

Consulting

Y



time betweenenrollment and first 
PCP for in the 
denominator: 

Measure: Number Selected EPSDT 
Services 

A. Reporting Frequency: 
B. the of Medicaid members age 

newborn throughage 20 who were enrolled in the quarter. For 
idonnation on items 12.a through to the State Medicaid 

Manual,the chapter entitled State and Administration, 
Section 2700.4. 

I 
I 

eligible for EPSDT services in the 
reponing quaner total 
Medicaid membership in the 
ranges defined): 

1.b. Number of eligibles in I who 
received at least one screening 
service in the reponing 

1 1 Number of screens received 
eligibles in in the 
quarter: 

1.d. Number of eligibles in 1
for corrective treatment: 

1.e. Number of eligibles in a 
vision assessment: 
Number of eligibles in who 
received a dental assessment: 

1.a. Number of enrolled individuals 

Catherine 
12



-- 

received a hearing I 
report the number for 

in the 
of eligiblesin who 

received 

EPSDTservices at the end of the 
fully with all 

q-

Prenatal, Perinatal and Newborns 

Measure: Prenatal Care in the First of 
A. Reporting Frequency: Annually
B. To determine the number and of pregnant Medicaid 

members who received a prenatal care visit in the first trimester of pregnancy, 
use the measurement specifications contained in 3.0, page 34. 
specifythe method chosen for production of the data (administrative approach 
or hybrid approach). 

Percent 
12.a. Pregnant members who received a prenatal care visit in the 

first trimester of pregnancy: 

12.b. Method of data production (administrative or hybrid):. Admin. or 
Hybrid 

Measure: First Prenatal Care Visit Within Six Weeks of Enrollment 
A. Reporting Frequency: 
B. 	 Instructions: For pregnant Medicaid members who enrolled in the reporting 

quarter. determine the length of time that lapsed between enrollment and first 
prenatal care visit. For definitions of prenatal care visit, coding and member 
exclusions. see the HEDIS 3.0. page 84: of Prenatal Care. (Note that 
the HEDIS specification requires annual reporting. The CHCF this 

13 
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- .. . ..-. . . . e  

13. 	 in the quarter 
received a visit within six of 

Measure: Check-Ups 

B. Instructions: To ofMedicaid members who a 
live birth and received a visit 42 ofdelivery, the 
HEDIS 3.0 specifications, page 44. Calculatethis on a 

including all Medicaid (for Year 
include from October 

14.a. 	 Medicaid women who live birth during the 
reporting year who had a postpartum visit by the day 
delivery: 

13.b. Method of data production (administrative or hybrid): 	 Admin. 
or 
Hybrid 

Measure: Number of Live Births and Average Length of Stay for 
and Complex Newborns 

A. Reponing frequency: Monthly 
B. 	 Instructions: Include only Medicaid newborn. Follow the instructions 

contained in the HEDlS 3.0 and Average Length of Stay 
8 ). the foliowing data from HEDIS 3.0 Template Table 

Number of newborns. all 

Number of newborns. well 

Number of newborns. complcs 
--

15.d. female months (age all newborns 

months (age well newborns 

14 
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15.g. Average length ofstay, all 

length of stay, 

15.i. Average length of stay, complex 

Section Rate and Cesarean Section 

A. Reporting Frequency: Quarterly
B. Instructions:Follow the instructionscontained HEDIS 3.0 

Section Rate and Birth After Section (VBAC) Rate 
178). the 'all the data listed HEDIS 3.0 Table --- ---Discharges: 

Total 

16.d. 

Rate 

-
VBAC 

Deliveries 
(iii.) 

16.f. 

Deliveries 
with prior 

16.i. 

-
-

VBAC 

- -

includes age 0-9 and and of unknown age. 

15 
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Measure: Si* Weight 

B. Instructions: Follow the in 3.0 Birth 
Weight page 40. and rates for Medicaid 

only. 

whose birth weight was than 1,500 grams: 
17.b. infantswhose birth weight was less than2,500 grams: 

I 

Diabetes Care i 
Eye Exams for People 

A. Reporting Frequency: 
B. 	 Instructions: Follow the contained in 3.0 Eye Exams 

for People with Diabetes measure, page 56. twonumbers below: the 
number of Diabetic members identified and 2) with an eye 
exam for retinal disease. 

Medicaid With Eve 
I)­

Eye exams for people with diabetes: 

Lead Scretning 


Measure: Lead Screening 

A. Reporting Frequency: Annually 
B. 	 instructions: Blood assessment is recommended at age 12 months and at 

two. Assessment of blood other ages is subject to member risk 
status and medical two separate measures for compliance 
with blood lead screening required: blood lead at age 12 months 
and at age two. 

A blood lead consists of a blood test for quantitative lead. 
may obtain the data using one of two methods: 

16



-... 
blood lead individuals the 
laboratory in 

of the of a blood lead denominator 
is required. the screen 
procedure is 

2) 	 For who do not show a blood. .  data study time frame, a medical
the or of 

the blood Page 8 of HEDIS 3.0 exist for the production of 
ratesbased in the hybrid methodology. 

c. 
Percent eligible who received a blood screen by 
age months. 

Denominator: Medicaid who age one in the 

Number of individuals in denominator with record of at 

blood lead by, and including, the 

individual's 15th month of life. 
Percent eligible year who received a blood lead screen by 
age 25 months. 

Denominator: Medicaid enrollees who age two in the 
reporting year. 
Numerator: Number of individuals in denominator with record of at 
least one quantitative blood lead the individual's 

* and month of life. 

Denominator 
I9.a. Number and percent of 12-month who 

received a blood lead by age months. 

. .>

-

% -I 

19.b. Method of data production (administrative or hybrid) for 19.a: or 
i Hybrid 

Number and percent of eligible two-year-olds that 
received a blood lead screen the and 
months of life. 

19.d. Method of data production (administrative or hybrid) for Admin. or 
Hybrid 

Consulting 17
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Asthma Care 

Asthma 
Monthly

B. hospital admission determine the 
Medicaid age 2 through who with a 

of asthma 

The number Medicaid 2 19 at 

the of the month. 


From denominator, number of inpatient 

admissions with a diagnosis of asthma during 

month. 

20. Hospitalizationfor asthma: 

Childhood Immunizations 

Measure: Childhood immunizations 

Asthma Asthma 
ne.2-19 Admissions Admissions 

A. Reporting Frequency: 
B. 	 Instructions: Follow the instructions from HEDIS 3.0, page 19. Report the 

following data for the Medicaid population only. 

Number of eligible children (denominator):.a. 
.b. 

1
.d. 

2 .e. 
2 I .f. 
2 

Percent of denominator who received at least four DTP or 
Percent of denominator who received at least vaccines: 

Percent of denominator who received at least one MMR 

Percent of denominator who received at least one H type b: 

Percent of denominator who received at least two hepatitis vaccines: 

Percent of denominator who received all of the vaccines listed above: 


Measure: Adolescent Immunization Status 
A. Reporting Frequency: Annually 

Instructions: the instructions from HEDIS 3.0, page 23. Report the 
following data for the Medicaid population only. 

Consulting 18



a dose of by 13: 

1 

B. Follow the HEDIS 3.0, page 155. Report the 
data Table for the Medicaid only.. 

Abbreviations: Member Months =
Average Length of Stay 

23.a. Total Inpatient Discharges and Days 

L I I I I 
unknown 
Total I I I 

Total Member Months: 

23.b. Medicine and 

19 



. . 

1-9 I 

45-64 

1 

I I I 

I I I 

I I I I I I 
65-74 
75-84 

I I I I 

I 

I 

23. d. and 

Unknown 

I I I 

43-64 
65-74 I 

I 
Total I 

Measure: Number of Denied inpatient Member Months 
A. Reponing Frequency: 
B. 	Instructions: the and member months of Medicaid 

inpatient days that during either review or 
retrospective review. in Report the number 'for children 
(newbornthrough 20 of years)) and adults (21 through 64 
years of age - years 

Number 
1000 

of denied days. age years: 
21.b. and rate of dcnicd inpatient days. age years: 

20



Em Room 

B. Report the number ofMedicaid room approvals and 

paid the hospital 

not an of service. 

Number and ofER 
25.b. and rateof denied ER visits: 

Please see the definition to this reporting template formore explicit 
definitions of the used below. 

Measure: Financial Data, Plan- D.C. Medicaid Members 
A. Reporting Frequency: Quarterly
B. For items through 26.g. the requested information for 

the entire plan (Plan-Wide Statistics) and for District of Columbia Medicaid 
members only Medicaid). 

plan-Wide 
Medicaid 

26.a. Total revenues: S 

26.b. Medical expenses: 

Administrative expenses: 

Total expenses ((26.b.)+ 

Administrative expense 

26.f. Net excess (deficit)of revenues over expenses: S 

Margin 

Consulting 21
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Measure: Financial Data, Only 

B. For items27.a. through requested for 
District of Columbia Medicaid members only. 

27.a Total cashpayouts for medical 

Number 

27.b. 	 Number and amount of received and unpaid claims for s 
medical at end of quart?: 
Amount of but not claims for medical at 
end of quarter: 

Measure: Financial Data, Plan-Wide Only 
A. Reporting Frequency: Quarterly 
B. Instructions: For items through report the requested information for 

the entire plan. 

plan-Wide 
Statistics 

28.a. Net 

28.b. Total Medicare enrollees: 

Total Medicaid enrollees: 

28.d. 	 Total District of Columbia Managed Care Program 
enrol ees: 

28.e. Total other enrollees: 

Consulting 22



Financial Statement 

B. tothis data tool the financial 

statementReport to be within days of close of MCOs fiscal 

29. financial 

ASSESSMENT OF MEMBER SATISFACTIONWITH SERVICES 

and Rate of Members Who Changed PCPs 
A. Quarterly
B. Instructions:Report the number of Medicaid who changed PCPs in 

the reporting quarter. Also the rate 1000 member months (MM).

30. 	 Number and member months of Medicaid 
members who changed PCPs 

Measure: Number of Member Complaints Received by the MCO, by Type 
A. Reporting Frequency: Quarterly
B. Instructions: The definition of a complaint is an expression of dissatisfaction 

by a Medicaid recipient or recipient's representative, Complaints must be 
accepted by MCOs in either oral or written form. 

Record the total number of calls (inquiries and complaints) received fiom or 
on behalf of Medicaid members. identify and record the number ofcomplaints 
in the reporting quarter. categorize and record them by type. 

31 .a. 	 Total number of inquiries and complaints received from or on of 
Medicaid members in the quancr: 

Total number of verbal complaints received fiom or on behalf of 
members in the reponing quaner: 

Total number of complaints received fiom or on behalf of 
members in the reponing quaner: 

From the cornplaints reponed in .a. record the type of complaints received below. 



Access 

1.b. always to by phone: 
3 1 Provider-wait time on phone 
3 or wait for a call: 
3 telephone access or serviceissue: 

Dental access: 

31
3 1.h. 

always to by phone: 
Transportaton-wait time on phone excessive: 

3 or excessive wait for a __ 

3 
3 1.k. 
3 1

.m. 
1.n. 

telephone access or service issue: 
Plan-telephone always to reach by phone: 

Plan--Wait time on phone 
Plan-no or excessive wait for a call: 


telephone access or service issue: 


Access to Care 
Provider-unable to get appointment with primary provider: 

3 Provider-unable to get appointment with specialty provider: 
.q. 	 wait to get an appointment withprimary 

provider: 
wait to an appointment with specialty provider: 

Dental Provider-access issues. 
1 of care. 
.t. to PCP. 

3 Transportation-scheduling problems: 
wait time once scheduled: 

3 Transportation-no pick-up: 
3 issue: 

Reeardine the of Care and 
Provider-rude: 

staff was 
3 with treatment: 

Dental of care or service issues. 

.!. 
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Measure: Number of Grievances and 
A. Frequency: Quarterly 
B. 	 For the purposes of this report, a grievance is the first request for 

reconsideration of a prior pian decision (in some organizations,these may be 
to as a first level appeal). An "appeal"is second request for 

reconsideration of a prior plan decision (in some these may 
referred to as second level appeals). 

Record the total number of grievances and appeals filed in the reporting 
quarter. 

Number of grievances (or first level appeals) filed in the reporting quaner: 
Number of appeals (or second level appeals) filed in reporting quarter: 

Measure: Number of Expedited Grievances and Appeals Requested 
A. Reponing Frequency: 
B. 	 An expedited grievance or appeal is any request for 

reconsideration of a plan decision with a process that is more expedient than 
the routine grievance and appeal process Record below the total 
number of expedited grievances filed in the reporting quarter. 

33. Number of expedited grievances and appeals filed in the reporting quarter: 

25
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34. 	 length of time to grievances and 
appeals, in days: 

Measure: Health Plan Member Services TelephoneAbandonment Rate 
A. Quarterly 
B. 	 Instructions: the percentage of total by the plan's
Member Services Department that abandoned at time during the call. 

the abandonment rate for the quarter. 

35. Department telephone abandonment rate: 
8# 

Measure: Health Plan Member Services Telephone Average of 
Answer 

A. Reporting Frequency: Quarterly
B. Instructions: Report the average speed of answer of calls incoming to the plan 

Member Services Depanmcnt. 

36. Member Services Department average speed of call answer: 

Measure: Changes Made to Plan Policies and Procedures 
A. Reporting Frequency: Quarterly 

B. Instructions: Report and attach changes to existing plan policies and 


procedures related to following 
Utilization review activities 
Provider procedure 

assurance 
Access standards. and 
Claims payment. 

37. 	 Changes made to of listed above in the last quarter?: No 
I f  yes. attach documents. 
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ON HEALTH CARE REPORTING FOR 
MCO PERFORMANCE 

costs and 
operation of plan, including compensation, occupancy,depreciation 

. .  and 
aggregate write-ins for other 

for the medical and which 
covered in this contract,included the District's to Provider, and for 
which Provider has responsibility under this physician and 

costs, hospital inpatient and outpatient costs, supply costs, costs 
associated witb outside emergency and care,
associated with physician financial incentive and withdrawal adjustments, 
reinsurance net of occupancy, depreciation and 
associated witb the of medical assistance services. includes costs that 
are reduced by revenues fiom third party liability collection and 
subrogation. 

Total revenues-premiums fiom public and private sources, investment during 
period and aggregate income other 

Provider-managed care organization participating in the District's managed care 
program for AFDC and AFDC-related persons under D.C.Code section 

excess or deficit of revenues over expenses-total revenues minus total expenses plus 
or minus extraordinary items and provision for federal income taxes. 

Net net worth at the of the year plus the or decreases in 
capital. retained earnings. reserves and restricted funds, and surplus. 

Complain!-an expression of dissatisfaction by a recipient or the recipient's . 
representative. either oral or 

or verbal request for reconsideration of a prior health plan decision 
by an enrollee or an enrollee's personal representative. For the purposes of this a 
grievance is the first request for of a prior plan decision (in some 
organizations. these may referred to a first level appeal). 

formal request for of the final grievance decision rendered by 
a health plan. For the purposes of this an "appeal"is the second request for 

27 



Members-individuals for has a 
obligationto provide, the provision of, health 

- or by law to 
health toServices physicians'members. For 

chiropractors,and dentists in the 

28 
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District's Care 
HEALTH POLICY COUNCIL and RELATED ACTIVITIES
- A -


Mayor's Health 
- Chair. Bailus MPH 
- Vice Chair, 
- Council 8 of from private 
- the in Policy Options
- Options Consistent with Health System
- Goal is to Health of District 
- Council meet.. 2nd Tuesday of Every Month PM - PM 
- has major (plus 2 
- Committees have private Chair and public So-Chair 
- Ten CommittaChairs bring Council for 
- Move to Reform 

2. Health Policy (Council) office. - 441 4th Suite DC - 65. 
- Provides Advice the Mayor and Exccutivc - Focal Point for Initiatives 
- Technical Assistance from 
- Provides to Health P o k y  
- wcckly . , quarterly District and 

3. Level DC Direct Access; Supportive; involved. 
- Mayor 
- City Administrator's 
- of - Various City Council 
- The (Control 
- Chic! Financial Officer 
-
- and Dircctor 
-
- Office of Securities 
- Office Intergovernmental 
- Office of Policy Dircctor 
- o! 
- Human Services Director 
- Correctional Health Care Dircctor 
- Director 
- Public Corporation CEO 
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Pagc 2: T d - the 97 

4. of DC Government Support. 
- Mayoral Establishing Health Policy 
- Mayoral Establishing HealthPolicy Council- and District Staff Department 
- from the Initiative'-
- Machines (including 
- Equipment and Supplies 

5. Health Council and Hcalth Focus: 

of a Health that state agency of 
public health future some 

January 13. 

b. Implement quality: 

E. 	 of mental health (and abuse) services. resulting in 

under by 

d 	 of Public Benefits Corporation serve the health delivery 
for primary, long-tern) established 

Board 

of a information system t o  monitor health 
. 

f .  	 of Care Network which public and private * 

primary care 

Creating arrangements to city's purchasing 
ADAP for selected 

97). 
FSS for 

of Emergency Services: 
of 

of educational to 
in their own fur 

partn and private 



ofColumbia Hcalth Transformation - by Dr.Bailus 
- Work by Policy (Council) office
- Meets Every Tuesday from to A M  - problems. and 
- Participants arc Public Sector 

Director 
of Care Department of Health 

* Director. Department of 
Commission Health Services 

of 
Director, Mayor's Health Policy Office 

Director. DC 
Office of Medical Services 

Mayor's Policy 

8. Other of 
- Advice. Testimony to 
- Private 
- Assisting Follow-up on 



APPENDIX 



' 

In order for the to its it to 
government by the of June 1998. To receive federal the submit 
the program will be and any limitations on by the how the 

will monitor quality 

Tbe Managed Care and Committee 

in September 1997. the Mayor's Health Policy Council, under the of Bailus 
commissioned the Medicaid Managed and Eligibility to for the CHIP 
program. The Committee divided into work in order to to the 
development of the CHIP pian. and Work Group; 
Coverage and Benefits Group;and. The and Education The 
three component work groups have various options have on v key d 

of the CHIP plan. This the issues on which the work groups 
offers recommendations to the Mayor's Health Policy Council. 

Eligible Children in the District 

Only targeted low-income children are eligible for coverage under the CHIP program. A low-
income child i s  one: (a) who is under age 19; whose annual family 200 percent of for 
a family of its (c) who does not have other and (d) who has for child 
assistance under the CHIP plan. 



with the 
number of children the District of Columbia upon the following 
have 

e approximately .r. 

of 19 io of 

Approximately (602 of y 

Approximately (13.1 percent) 

. 3,404 of uninsured in with at or 
percent of poverty; and, 

e Based upon a 76 percent enrollment rate for eligible and 20 
enrollment for children from programs,
children will enroll in the new CHIP during its full 

Committee Recommendations ' 

PROGRAM STRUCTURE 

and the District may funds to: ( I )  expand Medicaid coverage to low-mume 
children; (2) support a child health program to low-income chi]*, 
combine both approaches. The rtcommends the District the CHIP 
Medicaid expansion. The Committee recommends the CHIP the 
managed care service delivery structure. 

a Medicaid expansion initially not preclude the developing 
should Medicaid option prove inadequate the needs of CHIP children. and 
extensively debated concerns about choosing Medicaid expansion option: (1) with 

2 
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. Children covered under a Medicrid expansion for Medicrid the federal 
allotment CHIP funds is  Medicaid is an to the individual, 
federal funds will continue to be available the 70 should the 
District full of CHIP funds (with a of 79). child meets the 
financial criteria for Medicaid eligibility (whether Medicaid orCHIP)the child would 
entitled to receive Under program, the 
District would have the option to stop eligible children and waiting once 
its allotment of federal funds is depleted. 

COVERAGE 

If the provide health insurance coverage to CHIP children expanding Medicaid, the 
City is to cover all children who income If decides develop
separate program. it may restrict CHIP enrollment based upon and 

(could higher level), and access to other health insurance. condition limitations 
prohibited under both the Medicaid and separate program option. 

general, States and the allowed to cover eligible children in with incomes up to 200 
percent of the FPL (f26.660 for a family of annual cost of Medicaid per eligible child 
fiom between S 1400 and S1800. Estimates that approximately 8282 eligible children will enroll in the 

The Committee recommendsthat the CHIP program cover eligible with limitations 

3 



the U would to 
CHIP would to 

the benefit if it to develop a would to 
provide the EPSDT benefit to CHIP children under I @am it elect 
Federal law the under 1) to of 
benchmark coverage; is  to 
or other coverage subject to HHS 

Committee tbrt by initially Medicaid, a m y  of 
services to children. should 

care delivery system rnd on opt to 
separate CHIP Program I tbe Committee tbe to 

benefits to that by 

USE OF ADMINISTRATIVE FUNDS 

Although primary intent of CHIP law is to obtain coverage for who 
would not otherwise have states and the to up to percent of 
funds on one or more of the following (1 outreach; (2) 
targeted low-income children; (3) for health initiativesunder the pian for . 
of children targeted low-income other low-income children); (4) of the 

States may obtain a of the for cost effective the 
provides targeted low-income children wrth coverage of benefits with requirementsof 

and. the average child cost is not greater than the con of would otherwise 
provided through a health system. Such might include with 

or long as they to cost effective. 

The recommends using significant of the funds to support public 
and providers that are effectively following 

4 



EDUCATION 

The (8)
sensitive; (e) rad, It a 

expert be to witb tbc development ofa 
tbe and sources of lor 

the Committee recommendsthat City form witb todevelopand 
a plan to evaluate 8ad activities to CHIP 

COMMUNITY FORUMS 

In for new to achieve its and program it 
the design of the CHIP community support. 
may be reluctant community of of by 
Committee recommends lour City-wide Community Forums be of 
January in order to solicit ioput in the development of CHIP Committee 
recommends that special to made to invite immigrant to 
participate in the community 

Outstanding Issues 

STATUTORILY INELIGIBLE CHILDREN 

Legal immigrant children who have not in the U.S. for at least undocumented 
children not eligible to m the CHIP The Group that are 
approximately4.000 undocumented living in the tbc 

of the role of providers in providing of to tbb 
population. The Committee is committed to the continued oltbe 

5 
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F O U N D A T I O N  


CHILDREN'S HEALTH FOR THE DISTRICT OF COLUMBIA 

Comments of USA on the 
MedicaidManaged Care 
To the Mayor's HealthPolicy Council 


January 
0 


We endorse the of the Task Medicaid 
expansion and urge the Health Policy Council to adopt them. With over 65,000 

now in the District's Medicaid program, it toadd the 8,000 children 
expected to in to the ratherthan a 

Election of the 12-month option for all children in Medicaid similarly 
makes It will continuity of eligibilityworkers

and encourage continuouseligibility is 
particularly in managed by giving MCOs a incentive to 
provide cost-effective preventive services. The following the 
outstanding issues identified by the Task Force. 

determination. are many ways the District can redesign its 
application process to the process for both 

applicants and eligibility 

'den: Taking applications in settings other thanthe 
welfare office can be a very for children working 
poor families who will the primary beneficiariesof the CHIP program. The 
District should include such arrangements its CHIP HCFA rules on 

the District with workers to engage in 
"initialprocessing"of but the actualeligibility ' 

by a state employee. models other states of community-
based organizations assisting applicants filling out application forms and 
necessary verification without any formal with the state 
Philadelphia for Childrenand Youth. are also models of states which 
have hired and workers to work the to take 



eligibility to the applicationf­
to 

states developed page forms their 

statesalso on the and do 
not the toprovide party for example,
doesnot the toprovide income state does do 

cross-matchof to its Labor Departmentand 
bas found little of applicant 'on of 

* 

services. The District should the of the 
to the the District, in addition to 

using the of to campaignto 
publicize the 

The should adopt thisoption which 
access to services for is with a shorter, 
simpler applicationform, verification requirements and mail-in applications, it 
can also improve the applicationand enrollment process. 

children. Most immigrant children who the country after 
22,1996 are ineligible for Medicaid or children form a natural 

coverage group for the KIDSCARE programs by Capital Community Health 
Pian and Kaiser Such charitable substitute for public 
programs, but they can an function in some of the gaps the 
public system. The should encourage the continuationof these private 
initiatives for thispurpose. 

Prepared by Victoria 

. 
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Transforming District's Health 
POLICY COUNCIL and RELATED - A ­


Mayor's Poky - Chair. Bailus Walker, Jr., MPH Sector) 
- Vice Chair, Senior 
- Council of 10 from private 
- Assist.. the City in Policy Options 
- Options with Improving Health System 
- Goal is to the Health District 
- Council meets 2nd of Every Month PM - PM 
- has major (plus 2 
- Committees have private Chair and 
- Ten Committee Chairs Recommendations before Council for Debate 
- Move to Reform 

Mayor's Health (Council) 
- 441 4th NW. -- Advice to the and Exccutivc - Point fur 
- Technical Assistance Fcdcnl - Provides Support to Health Policy Council 
- wcckly .monthly, quarterly District and 

Level DC Direct Access; Supportive; Involved. 
- Mayor 
- City Office 
- Chief Staft - Various City Council -
- Financial Officer 
- Corporation Counsel 
- and 
- at Communications 
- Office 
- Office of 
- Office of Policy Evaluation Dircctor 
- Health 
- Human 
- Correctional Health Care Director - Director 
- Public 



Pagc CJUC 97 

of Government Support. 
- Establishing 
- Hcalth Policy - and District Staff the 
- Assistance DHHS Initiative" - Five offices, Mating and - (including 
- Equipment and Supplies 

5. Health Policy Council Hcalth Policy 

d 

h 

I .  

implement Medicaid quality; 

Transformation of mental health services. resulting in 
improved were 

by 

of Public to the health delivery 
ann for primary. long-term 

be 

of a system to health 
. 

Emergency Services: 
on. rind of 

to cncouragc 
in their own 

and priva



Columbia Transformation - Chaired by 
- Materials and Work by Hcalth Policy (Council) Office 
- Meets Every Tuesday AM to A M  - issues. problems. and 
- Participants arc Public Sector 

Director for Services. 
of Health Department Health 

and Sccuritics 

* of 
Commission on Health 

Director. of
Director, Health Policy 

* Office of Emergency Medical 
Director. DC 

* of Mayor's Policy 

Other Areas of Involvement: 
- Providing Advice. Testimony to . 
- Facilitating Govt. - with Follow-up on -



1470 NW Washington 20010 (fax) 

December 10,1997 

Paul 
Commission on Health Care Finance 

2100 Martin Luther King Jr. Ave. Suite 302 

Washington, DC 20020 


Dear Dr. Offner, 

On behalf of the Nonprofit Clinic Consortium I congratulate you on the completion 
of the recommendations for the State Child Heatth Insurance Program. The NPCC 
is pleasedto seeour positions reflected in your recommendation-namely to 
administer the program through existing Medicaid structures and to creatively use 
the administrativefunds to do outreach and education through public and private 
community-based providers. Our clinics anticipate helping your office work through 
the implementationdetails. 

We look forward to supporting your recommendationat the upcomingpublic 
forums. Please alert Amy Houser at the NPCC office phone, 
332-0085 fax) of your forum dates, times and locations. 

Thank you again for your hard work on SCHIP. 

Chair, NPCC Board of Directors 

Medical Director, La del Pueblo 


cc: Allan Noonan Linda Cropp Sue Brown 
Bailus Walker Frank Smith Edward 
Sharon Joyce Ladner 
Sandy Allen Virginia Fleming Denise Savage = -

a 

Breadfor theCity Zacchaeus Free Clinic Community of Hope HealthServices 

Community Medical Care Spanish Catholic Center Family Medical CounselingServices 


del Pueblo Centerfor Maternal and Child Care Others Might Eat Clinic 

Washington Free Clinic Whitman-Walker Clinic 
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CHILDREN'S HEALTH INSURANCE PROGRAM 

COMMUNITY FORUM 


Areyour children uninsured? 

Are you working no benefitsfor your children? 

you unemployed with no health coverage the kids? 

January 1998 
Calvary Baptist Church 

Street, 
Washington, 

1998 
Sacred Church 

of and Park Road, 
Washington, DC 

JOIN US LEARN MORE ABOUT 
THE "CHIP" PROGRAM 

Monday, 1998 
Bethlehem Baptist 
2458 Avenue, 
Washington, DC 

January 1998 
first Baptist Church 
3440 Minnesota Avenue, 

A Forum in the Northeast Quadrant of the City is being planned. information on that forum will be distributed 
soon! 

For more Information, please call Karla Simmons on 727-3685. 

Sponsored by: The Mayor's Health Policy Council 

_-. - -
-_I_-



sin seguro? 
sin 

de 
sin y sin 

de 

. 
A NOSOTROS Y APRENDA ACERCA DEL PROGRAMA 

INICIATIVAS L A  SALUD DEL 

1998 

venue. S.E. 
D.C. 

o 

venue. E. 
D. C. 

, 

a

755 - Street, W. 
C. 

Enero ius 

Park Road, W. 

por favor Simmons 727-3688 

por: 1
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YOU A ADVOCATE 

LEARN MORE ABOUT ON 1/28 CHILDREN'S 

. . 

WHEN: WEDNESDAY JANUARY 28,1998 
FROM TO 

.* 

HOSPITAL 
111 
WASHINGTON, D.C. 20010 
(202) 884-4930 

Sponsors: Mayor's Health Policy Council and the Children's Medical Center. 
Spanish Hearing 
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NECESITA S U  SEGURO 

L'. 

. 
ES SO&U 

QUE CON SIN 
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SEGURO MEDICO? . 
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DERECHOS DE LOS 
ES UD. UNA 
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APRENDA MAS ELPROGRAMA "CHIP"EL 28 DE 
ENERO DE 1998 

EN EL AUDITORIUM DEL 
SEGUNDA

CUANDO: 28 DE 
A 

DONDE: CHILDREN'S HOSPITAL . 

AUDITORIUM 
N.W. 

20010 

EL DE DE DEL DE 
(MAYOR'S POLICYCOUNCIL) Y EL NAQONAL DE 

(CHILDREN'S HOSPITAL NATIONAL MEDICAL
E DEFORO SERA SIMULT-

m PARA PERSONASCON DE 



FREQUENTLY ASKED CHIP 

Q. What do the letters CHIP stand for? 


A. CHIP stands for Children’s Health Insurance Program. 


Q. What is the CHIP Program? 

A. 	 The CHIP program is a new children’s health insurance program that will begin in 
the District of Columbia soon. The District’s Medicaid program already covers 
about 67,000 children in the District and private insurance covers many others. 
However, over children living in the District have no health 
insurance. Under a recently federal law, all states and the District of 
Columbia are eligible to receive special federal funding to develop and implement 
a n  insurance Programs for uninsured children. 

Q. Who will be eligible to participate in the CHIP program? 

All children who (a)  live in the (b) are citizens or lawful permanent 
of the (c) are uninsured; (d) are under age 19;(e) are currently

for and. are in families with incomes up to percent of 
the federal poverty level. 

Q. Will the parents of CHIP children be eligible for coverage? 

Federal law does not permit such coverage. Parents who are otherwise 
eligible for Medicaid will to be eligible. 

Q. When will the CHIP Program begin? 

to begin the Program. the District has to submit a plan to City
approval Once approved by City policymakers, the plan must 

be submitted to the government for approval. The District may begin the 
CHIP Program any time after approval of the plan by the Federal government. 

“ I 



A. 

A. 

A.  

How will the CHIP program be funded? 

CHIP will be funded with a combination of federal and District of Columbia funds. 
The District is to receive up to $12 million per year in federal funds. 

$3million per year in District funds will be required to match the 
federal monies. 

What does it mean to have a family income to 200 percent of the federal 
poverty level’? 

Most Medicaid eligibility criteria related to income levels are determined by 
federal poverty guidelines established by the U.S. Department of and 
Human Services. Federal poverty guidelines are prospective estimates for a given 
year used to determine eligibility for certain means-tested programs such as 
Medicaid. (See: attached income chart) 

How many children wil l  be eligible for the new program? 

Estimates are that there are approximately 8,282 children who are eligible for 
and will enroll the new CHIP program. 

How wi l l  the District’s CHIP Program be set up? 

The District has two choices in how it sets up the new CHIP Program. It can 
either expand the program to cover more children; or it can develop a 
new program to cover the CHIP kids. A committee of District officials and private 
citizens is  recommending a Medicaid expansion for the following reasons: (a) 
expanding Medicaid wil l  allow the to begin the CHIP program within a 

period oftime; the benefits package EPSDT) is more 
generous compared with private expanding Medicaid will allow the 
District to develop the CHIP on a well established administrative 
structure; (d) that include both enrollees and Child Health 
enrollees will be able to use a set ofproviders; and (e) children covered 
under a Medicaid expansion eligible for Medicaid even ifthe new 
allotment of federal funds i s  



Q. 	 Once enrolled in CHIP,how long eligible until recertification 
is required? 

A. 	 The District has the option of allowing children, Medicaid and CHIP, to 
remain on Medicaid for 12 months with uninterrupted coverage. 

Q. 	 If the District expands Medicaid for the CHIP Program, will the CHIP benefits b e  
the same as the benefits available under regular 

A. 	 Yes. If the District develops a expansion, all regular Medicaid 
benefits, including EPSDT, will be available for children enrolled in CHIP. 

Q. What is 

A. 	 EPSDT stands for Early and Periodic Screening, Diagnosis and Treatment. 
EPSDT is a mandatory Medicaid for all children who are enrolled in 
Medicaid. Under EPSDT, children receive regular and periodic comprehensive 
health screening, vision, dental, and hearing services. Medicaid provides all 
necessary health care, diagnostic services, and required to correct 
or ameliorate any defects found during regular regardless of whether 
the follow-up services are generally covered under a state's Medicaid plan. 

Q. 	 What types of outreach activities are being planned to tell people about the new 
program? 

The ofan outreach strategy are currently being developed. However, 
any strategy that adopted will be: (a) city-wide; (b) culturally sensitive; 

language based upon a multi-media approach. I f  you have 
suggestions ideas related to outreach, please write them down on the 
attached piece of paper and turn them in at the end of this meeting. 

1/12/98 
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Are Your Children Likely to Qualify for CHIP?* 


Number of People

in Family

(count parents Monthly 
and Qualify for CHIP percent 


. -
'Note: 	 These figurer are only estimates intended to give you an of whether p u r  children may qualify for 

CHIP. Ifyour income IS less than the figures on this p u r  children may be eligible tor regular 
Medicaid. Contact your local center. 

"Note Parents counted in family size even though they will not be eligible for the CHIP program. 



Date: January 1998 

To: Concerned Consumers 

From: The Medicaid Managed Care and Eligibility Committee 

Your Enrollment. Education and Outreach Ideas for CHIP 

In order for city policymakers to design a CHIP program that meets your needs, it important 
that we hear your ideas for effective enrollment, education. and outreach. Please take the time 
to  write your comments on this form and mail or FAX them to us. Your participation is 
appreciated! 

are	The my ideas related to outreach and education activities for CHIP. 
Message: 

to: on Health Care Finance 
2100 MLK Jr. SE.Suite 401 

Washington. D.C. 20020 
Attn: Karla Simmons 

or 
FAX (202) 727-2739 



DISCUSSION QUESTIONS FOR COMMUNITY FORUMS ON CHIP 

1. 	 DO YOU RECOMMEND IN THE APPLICATION 
AND/OR ENROLLMENT PROCESS? IF SO, PLEASE DESCRIBE THE 
CHANCES. 

WHAT ARE YOUR IDEAS CONCERNING OUTREACH AND PUBLIC 
EDUCATION? 
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separate District Program could limit eligibility by: 
geography, age, income and resources, 
disability status (could set higher level), and access

to other health insurance 
Separate program must be coordinated with Medicaid 
District could limit enrollment and create waiting 
There can be no pre-existing condition limitations 
District would have full responsibility for determining 

how to administer program and how to deliver care 




Procedures established for eligibility must ensure the 
followina:
- low-income children are permitted to receive assistance 

under Title * 

Children found to be Medicaid eligible should be enrolled in 
the Medicaid program 
Coverage is not to substitute for existing group health plan 
insurance 
Child health assistance is to be provided to low-income 
children who are Native American as defined in the Indian 
Health Care Improvement Act 
There must be coordination with other public and private 

... programs providing appropriate health insurance coverage 
low-income children 
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If the actuarially equivalence option is taken, states must 
provide the following: 
- basic services hospital surgical 

and medical services, laboratory and x-ray, and 
care 

- aggregate value must be actuarially equivalent to the benchmark 
pian 

- mental health, vision, hearing and prescription benefits must have 
least 75%the value of these services theA benchmark benefit package may consist of one of the

following: 
- Standard preferred provider option offered by FEHBP 
- Health coverage generally offered to District 
- health coverage by the HMO with the largest commercial, 

enrollment in the state 



-- 
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Cost 

. .  

The District plan is required to include a description 
of the amount of premiums, deductibles, or other cost 
sharing arrangements instituted by a separate child 
health program -

Cost sharing is limited based on total family income 
- Families below 150% of poverty: cost sharing must be 

consistent with Medicaid and premiums cannot exceed 
amounts imposed on Medicaid beneficiaries 

- Families above 150% of poverty: premiums, deductibles, 
other cost sharing to be based on a sliding fee schedule 

and is not to exceed 5% of the family income 

-- ~ 

-
- -

0 
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When applying for funding under Title XXI the District

must submit a plan with the following information: 
- the current insurance status of children, including 

income and uninsured children 
- efforts to insure low-income and uninsured children , 

- efforts to coordinate with existing programs 
- outline of child health assistance to be provided under the 

plan including a description of the delivery and utilization 
control systems 

- eligibility criteria 
- outreach activities 
- quality assurance 

0 
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Coverage Provisions 

The District has the option under Title XXI to 
guarantee months of coverage for children 
enrolled in Medicaid regardless of fluctuations in 
income during the year 
However, this does not apply to children who lose 
coverage because they have reached the age of 


Continuous coverage provides stability in coverage

children enrolled in programs and will assist to 


minimize disruptions in eligibility and access to timely 
appropriate health care 
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Council of District of Columbia 
Notice of Public Roundtable 

One Judiciary Square 4th Street, Washington. DC 20001 

Councilmember Sandra (Sandy) Allen 

Announces Roundtable Oa 

The District's Initiative 

TUESDAY, JANUARY 1998 

ONE SQUARE 
441 4TH STREET,N.W. 

Councilmember Sandra (Sandy) Allen, of the Committee on Human Services 
a Public on the District's Health on Tuesday, January 

1998 at in the Council floor. 

The purpose of this Roundtable i s  to receive from the Executive and the public on tbe 
District's Children's Health Initiative. to the Budget Act of 1997 the District of 
Columbia is eligible to receive up to 12 million new federal funds to develop a State Child Health 

Program purpose of CHIP to provide Health to uninsured children 
in families up to 200 percent below the federal poverty level (currently for a family of 
Tbere are over children in the District eligible for the new program. 

In order to receive federal funds the District must have a plan by federal government that 
a) how tbe program wi l l  structured Medicaid a separate program), and (b) the 

children who will be covered under the program. District may also include a plan that allows 
to provide Medicaid coverage to eligible children for a full year of fluctuations in 
income. 

Individuals and representatives of organizations who to a t  the 
to telephone the Special to the Committee on Humao Services, at 
and their names, addresses, telephone numbers and organizational if any, by the 

wn-tcstlmonv Jan- 26. 
Individuals will be limited to five and panels will be limited to ten minutes, in order to permit 
eacb witness an opportunity to be heard. 

Written statements are  and will be made a part of the All statements 
should be submitted to Mr. Hunter, Committee Counsel, Committee on Human Council 
of the District of Columbia, One Judiciary 441 4th Street, Washington, D.C. 20001. 
The record will close on Tuesday, February 3, 1998. 
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Children's Health Program 
of Allan S. Noonan, M.D., M.P.H. 
Public Roundtable 
January 27,1998 

Introduction 

Good morning. Iam pleased to be here today to discuss the Department of Health's 

activities on the Children's Health Insurance Program (CHIP). During the past five 

months, the Department of Health has worked actively with community groups, 

advocates, providers and potential recipients to plan for the implementation of this 

Program in the Distnct. Today Iwill provide some background on the program and 

the plans we have underway. 

The Federal Balanced Budget Act of 1997 created a program-the State Children's 

Health Insurance Program (CHIP). The purpose of the new program, which we 

propose to name 'Healthy C. Kids'. is to provide funds to states to enable them to 

and expand the provision of child health insurance to uninsured low-income 

children in an effective and efficient manner that is coordinated with other sources of 

healtn benefits coverage for children. 

Columbia millionis	The annually.eligibleDistnc: to receive approximately 

F Y  1998, in federal CHIP The District must provide approximately 

million annually in funds as a match for the federal dollars. Under the 



the government will provide Of every on providing 


allowable services and outreach to CHIP 

In order for the District to receive its FY 1998federal allotment, must submit 

the federal government by the end of June To receive federal approval, the plan 


must describe how will be structured and implemented and the District will 


monitor certain quality standards. 


The Department of Health is well on its way to a plan. We expect to do so 


by March to insure that there is ample time the federal government to review the 


plan. We expect to begin program implementation August of this year. 


Eligible Children 


Before describe our proposed program structure. let me tell you about the children we 


expect to We are confident that our allocation is large enough allow us to 


provide coverage to all children families wrth of 200% of poverty or less. (In 


1997. 200 percent of the Federal Poverty Level for a family of three was $25.660.) The 


program funds will allow us to provide health insurance protection for 


8.200 additional children 


To eligible the program, a child must be under age (b) have an annual 


family income less than 200 of and not have other insurance. A 


child is ineligible for the program the is an inmate of a public institution or a 




I 

patient in institution for mental diseases; (b)the child undera group 

health plan. legal immigrant children who have been in the for 

less than 5 years and undocumented immigrant children 8re not eligible for the CHIP 

program. know many of the children who are not eligible for coverage have severe  

health needs. The District must strengthen efforts to provide health services to these 

children although we are prohibited by law from doing so through the program. 

The Lewin Group, under contract with the Commission on Health Care Finance, 

conducted extensive research on the number of uninsured children in the District of 

Columbia. Based upon Lewin’s analysis. 8,282 children will be eligible 

to enroll in the new CHIP program dunng first full year. 

Program 

the may spend funds to: expand Medicaid coverage to 

targeted low-income children; a separate state child health insurance 

program to targeted low-income children. or. (3) combine both approaches. The 

Department of Heatth is planning to begin the CHIP program with Medicaid 

We propose to into existing health care 

through receive care from a variety of service 

entitles 

believe a Medicaid the District’s to offer continuity of 

i 



care tovulnerable children. Many families have income fluctuations over 

relatively short Of time. Under 8 Medicaid expansion. continuous and seamless 

coverage of children and readily assured. 

Medicaid package is relatively compared with benefits offered 

through private sector plans. Two features of Medicaid benefit package for children 

make it superior to most private The is EPSDT,which 

comprehensive, ongoing preventive and care and all treatments that are 

medically necessary as a follow-up to that care. Second, the Medicaid package 

provides comprehensive long-termcare services to children who need them. Neither 

EPSDT nor long care services are pan of a typical private insurance package. We 

believe that our first step must be to the operation of the EPSDT 

program 

A Medicaid expansion builds on an infrastructure. Medicaid has well developed 

processes, and rules tor such as payment, provider 

certification. provider relations. and Thus costly and time-

consuming start-up and activities will be eliminated the 

Distnct elects to expand the is working on a way to 

develop a claim form used by different service 

Children covered under a remain eligible for Medicaid if the federal 

" 



allotment of CHIP funds is depleted. Because Medicaid is an entitlementto the 

individual, federal funds will continue to be available at the regular 70 percent 

match rate if the District uses its full allotment of CHIP funds lists once its allotment of 

federal funds is depleted. 

Administrative Funds . 

The District is to spend up to 10 percent of its funds on: outreach and 


administration of the CHIP program. 1 am committedto using a significant portion of the 


funds to public and private based We expect them to 


be involved in the programthrough outreach. assistance with eligibility and community 


education. 


We are working hard to develop an effective outreach strategy. We will be using the 

several sections ofthe Department of Heatth. including Maternal and Child 


Health and WIC and we plan to develop relationships with the public schools. We know 


we will also need the help of professionalfirmsto develop public service 


announcements andfor local radio and totelevision prepare brochures. We 


understandable,are committed educationalto developing materials 


culturally language communityand education. 


for distribution. We know that public funds will be insufficient to support all the 


we need and will be with agencies and funding 


t:, CHIP We also form with local 

to develop and implement a to evaluate outreach, education and 

! 



delivery activities related to CHIP program. 

We are also considering a variety of approaches toenrollment and eligibility 

determination, including eligibility determination with workers at 
, 

settings to related to or roving IMA 

Isupervisors todetermine quickly at community sites. We are now assessing 

the feasibility of each ofthese approaches. 

Community 

In order for the new programto achieve its enrollment and program participation goals, 


it is imperative that the design of the CHIP program have widespread community 


support. As a follow up to the forums sponsored by the Health Policy 


Council. the of Health will be holding public hearings throughout the 


dunng monthsthe thisto encourage community support and participation 


12.1998 Wardeffort The first heating I 8.S scheouled for We expect to 


receive advice on how best to carry out enrollment for the program and how to conduct 


effective outreach These ideas be into our plan.


I 
Tnank you for the  to I forwardto your comments 

_..---



GOVERNMENT OFTHE COLUMBIA 
COUNCIL 

BARRY. 1998 
MAYOR 

The Honorable (Sandy) 
Committee on Human Services 


Council of the of Columbia 

441 4th 7th Floor 

Washington, DC 

Dear chairperson 

Attached our letter for the record concerns about prolonged process in 
moving the District of Columbia's State Children's Health Program (S-CHIP).We 
were informed today that additional community forums have after the 
conclusion of today's by the Human Services 

We believe that continued and prolonged delays given the provisions in the 
law allowing changes the program at some date, if We requesting your 
support in expediting this program. 

Thank you. 

Sincerely, 

" 

Bailus Walker, Jr., MPH 
Chair, DC Health Policy Council 

Enclosure 

cc: 	 The Honorable Marion Jr. Mayor 
Andrew Chainman. Authority 
The Honorable Linda Cropp, Chairman,Council of the District of Columbia 
Joyce Ladner, Member. Control Authority 
Allan Noonan, MD, Director, Department of Health 



Testimony of Bailus Walker, Jr., 
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Honorable Sandra (Sandy) Allen 


It is that we move expeditiously to develop and submit to the 
Federal government the Dismct of Columbia's State Child Health 
Insurance Program (S-CHIP)initiative. Further delay increases the 
likelihood that the District of Columbia will meet the 
specified Failure to meet the deadline, will mean that the 
District allocation will be distributed among other states which are 
already well ahead of the DC government in submission of 
their State Child Health Insurance Programs. 

The DC Health Policy Council, at regular meeting on December 9, 
1997, approved the proposal as submitted by the Council's Medicaid 
Managed Care and Eligibility Committee. The Health Policy Council 
was well aware of concerns about the organizational placement of the 
programs Medicaid versus a separate entity), but recognized that 
the U.S.Department of Health and Human Services has indicated that 
placement decisions are not irrevocable and can be changed at a later 
date. As any program of this type, midcourse review will be 
necessary to determine modification that may be required to ensure that 
the program meets its objectives. 

The Health Policy Council was also thoroughly convinced that obtaining 
the funds allocated for DC must be our highest priority because of the 

needs ofcritical the District's children. The Health Policy 
Council went further by approving an addendum to the Council's* 
Medicaid Managed Care and Eligibility Committee recommendation 
which will allow the District to revisit the Medicaid expansion 
component of the program within six months, if necessary. 

We believe it imperative to move forward with "all deliberate speed" in 
moving this program forward to ensure access to comprehensive health 
care. We should not allow the bureaucratic process and special interests 
to blur the overarching goal of the program, which is to ensure access to 
comprehensive medical care by children who are at highest risk of 
disease. dysfunction, and premature death. 



D.C. CITY COUNCIL TESTIMONY 
Good morning, Councilmember Sandra Allen, my name is Brenda Lee 

and I am here as of the Outreach and 
Education Subcommittee of the Medicaid Managed Care and Eligibility 
Committee of the Mayor's Health Policy Council. am delighted to 
testify before you today on the issue of the Children's Health Insurance 
Program (CHIP), The Outreach and Education Subcommittee has been 
meeting for the past few months. In our efforts to ensure that the 
community is actively engaged in the outreach process, we have had 
four CHIP forums in the District in Wards 1, 2, 7 and 8. 

As you will see in the revised Consensus Report of the Medicaid 
Managed Care and Eligibility Subcommittee dated December 3, 1997, 
we have started the outreach and education process by holding these 
community forums. At the CHIP community forums we discovered that 
the community was quite thoughtful in helping us to identify effective 
approaches for outreach and education. For example, at the first forum 
which was held at Bethlehem Baptist Church in Ward 8, the issue was 
raised about considering to change the name of the Medicaid program 
and to be cognizant of the fact that the language needs to be 
changed as first step to make the program more appealing. 
medicaid program healthcare service) Another issue raised at that 
forum was how to reach the working class whose children qualify 
for CHIP but are fearful of doing business at the IMA offices. A Ward 8 
resident recommended that the city partner with grocery stores, banks, 
pharmacies, etc. in order to get the word out. There was some 

about the putting a brochure together to educate the public. 

There was a second CHIP Forum Calvary Baptist Church on Street, 
N.W. The Asian community was represented at this particular forum. W e  
were presented with the issue of language barriers in our 
outreach and education efforts. A TANF mom also shared that a greater 
effort has to be made to change perceptions about medicaid 
the purpose of the program is to the children and not necessarily 
an opportunity for parents to determine whether or not they want to 

with government agency that seemingly has an unpalatable 
reputation for service 

also facilitated the Forum First Baptist Church on Minnesota 
Avenue, S.E. with Dr. Paul Offner. There were a lot of critical issues raised 



-
as well as meaningful dialogue on possible measures to be undertaken 
to reach the public. Location - Location - Location - very big concern. 
Where does an applicant go to access this service? Will people who 
have never had contact with the IMA centers readily go there to apply 
for services'! No. There was much discussion on outstations. They could 
be located in the schools, at churches, etc. Parents wanted to be able 
to apply with some anonymity. Here are some of the recommendations 
that were made: 

Shorten the form and the process. 

Create a mail-in system for people who don't have the time to leave 

their jobs. 
Provide training for supervisors and frontline workers. 
Provide training for the doctors who ore providing the healthcare. 
Put some commercials on TV the radio stations. 
Invite churches to put announcements in their Sundoy morning 
bulletins about the program, 
Use D.C.T.V. a tool to get the word out. 
Conduct intake at school functions 
Send CHIP brochures home in the children's report cards. 
Consider METRO bus advertisements. 

We hove made diligent efforts to get the word out. Dr. Paul Offner of 
Healthcare Finance has been quite receptive and open to the 
recommendations that the various communities have made. Ultimately, 
this all boils down to trust and changing medicaid's image. 
Representatives from Washington Sports. PEPCO and Metro have agreed 
to join our Outreach and Education Subcommittee to help us develop 

marketing campaign for this initiative. The Subcommittee is 
in theFebruaryscheduled forumsto meet after are over to 

assess and evaluate what we hove learned. The final forum for this 
month will be hosted b y  Children's Hospital on Wednesday, January 
at at the auditorium. 

In closing as businesswoman and of Ward 8, I hove to honestly 
congratulate the members of Medicaid Monaged Care and 
Eligibility Subcommittee for their work. This committee is not full of a 
lot of fluffbut is composed of people of compassion who ore 
deeply concerned about the of the children of the District of 
Columbia. 

Thank you. 

I 
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Chairwoman Allen. Councilmember Mason, Staff, good afternoon. My name is Diane 
Bernstein. and I testify today as Coordinator of the Children’s Health Care Coalition of 
DC and President of DC Action for Children. The Coalition, the health arm of DC 
Action for Children, is a broad-based. initiative whose goal is to ensure 
that all children in the District of Columbia have access to quality health care. 

The Coalition has followed the planning of the DC Children’s Health Initiative -
known CHIP - the Medicaid Managed Care and Eligibility Committee of the 

Health Policy Council. We applaud the District’s commitment and attempts to 
child advocates. other interested members of the community in the 

planning process so that the widest range of perspectives could be considered. 

the Coalition supports the current proposed plan for submission to HCFA for the 
DC CHIP program. The decision to the route of Medicaid expansion initially. while 

studying the possibility of a separate program down the road, is a prudent one 
the real fiscal and political in the District today. The creation 

and of a 3 separate program is an unwieldy and 
that would months. i f  not a year, to plan. The District i s  right 

higher premium on the need to find health care coverage for children of 
families by expanding of Medicaid than on embarking on a 

program may or nor in long term. 

DC CHIP acknowledges the real fissures in the DC 
program. indeed. class action lawsuit brought to light serious 

the Income Maintenance Administration. the body 
irh and and the Commission 

on hich for the fiscal administration of the Medicaid 

http://DB77LRQEROLS.COM


p r o m .  Full Time ceilings have 
resulted in severely overburdened caseworkers at who, moreover, underpaid and 
under-trained to keep abreast of to cash and assistance programs 
in recent years. Mismanagement and low have also contributed to debilitating 
inefficiency within the DC Medicaid program. 

We that these problems being addressed by the Remedial 
Order, the court-appointed monitor, Thomas Chapman, and consultants' 
recommendations for improvement at the behest of the Financial Authority. 
Nevertheless, the Coalition was reluctant to endorse any plan to expand the Medicaid 
program in the District without a real commitment by city officials to take a good, hard 
look at innovative ways to facilitate the application process and out to eligible but 

individuals in the community. The CHIP planning committee, lead by 
Paul Offner and Virginia Fleming, has done just that, hiring 

the Lewin Group to study the demography of uninsured children in the District and 
Maximus to consider an alternative eligibility determination system based upon the 
creative examples of other states. Having done so, we believe the District is in a position 
to not only absorb an estimated new children under the age of 19 living up to 2009 
of poverty into a publicly-supponed care program, but to improve services to the 
existing Medicaid caseload. The task then will be to focus on the remaining 4,500 
uninsured children - according to Lewin Group estimates- who are either undocumented 
or living 200% of poverty. 

In shon. CHIP presents the District with an exciting opportunity to seize upon federal 
funding at an enhanced marching rate to cover children who currently fall through the 
cracks. while better serving those who already of the rebounding Medicaid 
program. On behalf of the I urge the Chairwoman and the Council to support 
the proposed CHIP plan for the feds so that we can take advantage of this 
historic opportunity to improve the health of our city's children at the earliest possible 
date. 

Thank you for the on behalf of our children and thank you for your 



-

TESTIMONY FOR THE 


COMMITTEE ON HUMAN SERVICES 


COUNCILOF THEDISTRICT OF COLUMBIA 


PUBLIC ROUNDTABLE ON THE 

DISTRICT’S CHILDREN’S HEALTH INITIATIVE 
Tuesday, January 27,1998 

presented 

Hanita Schrcibcr, President and CEO 

CAPITAL HEALTH PLAN 

750 First Street, Washington, DC, 20002 

408-0460 

! 

-,- _____..-

-_..I­

.-.----I_ ---



Good Morning Chairperson Allen, and members of the Committee 

on Human Services. My name is Hanita Schreiber and I am the 

President and Chief Officer of Capital Community Health 

Plan, located at 750 First Street, in N.E.Washington, DC. Capital 

Community Health Plan is a Health Maintenance Organization (HMO) 

which is owned by five of the leading hospitals in the District of 

Columbia. They are: Children's National Medical Center. Greater 

Southeast Community Hospital, Howard University Hospital, 


Hospital, and the Washington Hospital Center. We have 


been in the District's Medicaid Managed Care Program 


since June of 1996 and currently have over and 


Related Medicaid members that are residents of the District of Columbia. 


Capital Community Health Plan has a solid track record and is 


qualitycommitted careto and customer 


We health services through a with 


geographic t o  traditional community based 

and more than care and specialty healthcare 

Our marketing and staff teach members 



access and use managed care services and encourage early and periodic 

access to preventive health care services. 

In addition the Medicaid Managed Care Program, 

Community Health Plan has developed a pilot-program for uninsured 

children in the District known as Capital Community Kids Care. The 

purpose of developing the Kids Care program was to provide health 

insurance coverage to 500 children in the District who currently are not 

eligible for Medicaid and do not. have any other form of health care 

insurance options. The program is funded by private contributions from 

Capital Community Health Plan. the Alliance for Medical Care and 

United Healthcare Corporation. United Healthcare Corporation 

current]: manages Capital Community Health Plan and is a nationally 

managed organization that has experience in 

and programs for uninsured children. We currently 

approximately children in the Kids Care program and we 

learned many can be applied to the District's 

its n I '  

purpose comments at today's Public Roundtable 

is rapidly with the development and 



implementation of the District's Health Initiative. I will also 

share some of the experiences that we have gained from developing and 

implementing the Capital Community Kids Care program for 

children in the District. 

my comments will address the: Demographics of 

the population in need; 2)  Critical factors for success in program 

development; and 3) Suggestions for project design and structure. 

Demographics Of The Population In Need 

nine percent of District children were without health 

insurance for at least one month over a tiso-year period in 

There are least 8.000 children currently in the District 

be eligible for enroll in the CHIP program. These 

children are from do not have access to health 

insurance options or purchase health insurance 

addition. of this population that 

and harriers to accessing care and 

health thev would be eligible undcr the 

CHIP 



As a result of their lack of access to health insurance coverage, 

many children do not receive the routine primary care and health 

screenings necessary for appropriate early childhood 

disease diagnosis and treatment. This can to unnecessary and 

prolonged illnesses that are far more costly to treat on an emergency or 

inpatient basis. One of the significant benefits of CHIP program will be 

to provide children with routine primary care on a cost 

outpatient basis. This in turn reduce the uncompensated care burden 

that many District hospitals and other health care providers absorb in 

caring for uninsured children. 

Background on Capital Kids Care 

Capital Health Plan began its pilot-program. Kids 

in October of' 1997. Kids Care is a low-cost program that is 

help income is under 

coverage for their children. 

I contribute 

on a sliding from -

m o n t h  

i 



To be eligible for the program children reside in the District 

of Columbia; be under 19years of age; and have been without health 

coverage for 3 months, except for disenrolled Medicaid 

recipients. The covered benefits include: well child visits and routine 

check-ups; immunizations; physician services; lab and x-rays; 

prescription drugs; vision services; discounted dental services; mental 

health and substance abuse services; and hospital services. 

To date, we enrolled almost 300 children in the proeram and 

we have learned some interesting facts about our members. For 

example. the average age of our participants is 12 years. Most of our 

children have been health insurance coverage for more than two 

and a half years. The household income is less than $20.000 for-
of three. and under 10.000 for a family of two, well within the 

that them eligible for the CHIP 

program. 

There are several have learned from 

and our Kids Care Program. First. 

for the current Medicaid 



who are unaware of their eligibility or do not want to apply. 


One of the primary for this is the issue of documentation of legal 


status of parents. 

Second, there are significant language and cultural barriers that 

hamper individuals fiom completing the necessary paper work and 

obtaining the necessary documentation to their eligibility for the 

Kids Care and potentially the CHIP program. Many people cannot 

obtain necessary documentation . Others do not understand the need for 

health insurance since it is nor something they are accustomed to having. 

Third, individuals need a significant amount of assistance and face 

to face suppon complete the application. select their primary care 

physician and understand to access health care services. 

a significantamount of time and resources must be 

dedicated to based outreach. education and awareness 

building. \!'e have relationships with community 

based organizations 3nd is critical to petting the 

out about the program referring individuals may be 

tor  the include organizations such as the: Office 

01' Child Women Infant Children 

7 



program, the United Planning Organization community based 

health centers, churches, schools, day care centers, and other 

groups who have standing relationships the residents of the 

community and have an existing level of trust. 

Individuals need assistance with completing forms,submitting 

applications, and understanding the documents necessary to apply for 

these programs. Obtaining support from individuals in the community 

where established relationships snd trust exist facilitates the enrollment 

process. The perception and reality of the bureaucracy and red tape that 

is involved when for Medicaid is a factor that deters many-
from obtaining the benefits that they or their children are 

eligible for. We learned that when there are many detailed forms. 

multiple applications. documents that have to be 

submitted. not understand of them and do not 

time complete lessons learned is that 

face-to-face support 

in It is 

to pan to train outreach workers t o  

i 

I 

I 



provide this assistance. Partnerships with existing outreach efforts 

should be strongly considered. 

Other strategies that should be are building 

partnerships with targeted schools, grocery stores, churches and other 

community organizations. We learned that educational materials should 

be in Spanish as well as English as there is a large Hispanic community 

that is eligible for this program. materials should be easily 

understandable, with culturally sensitive language appropriate for city-

ide distribution. A detailed, outreach program is 

needed in order for the District's CHIP program to be successful. 

must be allocated for marketing. education and outreach 

In terms of program Capital Community Health Plan is 

in the data on all of our enrollees 

m i l !  data on in o u r  Kids Care 

I is be barriers to care and analyze the 



health care service use trends prior to and after the implementation of the 

Kids Care program. 

Program Structure and Organization 

We believe that expanding the current Medicaid Managed Care 

Program is the most cost effective and expedient method to ensuring that 

eligible children begin receiving health care coverage as soon as 

possible. The Medicaid Managed Care Program has existing staff, 

information systems and is in the process of establishing performance 

and quality monitoring standards that enable the required oversight 

and evaluation of the CHIP 

However, believe that moditications to the current Medicaid 

enrollment process. a form and process, as well as 

use of and eligibility outreach workers, 

are essential for the CHIP. 

Furthermore. program through the expansion 

Medicaid any undue delay that is 

and services. The District 

lose access to funds if the program is not 



developed within the very short time frame required. Therefore, we 

support the Medicaid expansion program option. 

In conclusion, we direction that the District is taking to 

provide healthcare coverage for uninsured children. Capital Community 

Health Plan supports the recommendation of the Mayor’s Health Policy 

Council to begin the CHIP program with a Medicaid expansion and that 

the CHIP program should be an integral pan of the managed care 

delivery system. 

We are excited about the District’s efforts to move forward 

quickly with the CHIP Initiative. are available to offer any support, 

share our espertise to your Committee and the District as you 

IO develop the program. 

Thank you the provide comments this morning. 

i l l  to an! you may have at this time. 

.-.I_-­---
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Expanded Health Care for D.C. Children 

Is Subject Meetings City ! 


. Health and Council mcmbrrs from 
a series of meeting!: to discuss 

a program that will expand IO uninsured i' Meetings io at , 
' each ward except Ward 3 

insurance a in 
million in local funds. will I 

children undcr 
iof do have 

health insurance It also will extend health to 
children whose have than of i

for the meetings inciudr: 
Baptist Church. Alabama Ave. SE:Feb. 17 

I
Club. 14th Si. Fcb. 

. East Capitol SE;Fcb. 19 at 
and Frb. 

Station. March 2 
Ninth Si. and at Hinr Jr.High I 

I 



COUNCIL OF LATINO AGENCIES 

NETWORK 
Volume 4, 12 ’ 

Uninsured DC Children Will Soon Have a New 
Health Coverage Option 

The Budget Act of 1997 a new program -
the Children’s Insurance (CHIP).
purpose of this new program is provide tostatesto 
enable them to and expand the provision of child 
health assistance to uninsured low-income children in an 
effective and efficient manner that is coordinated with other 
sourcesof health benefit coverage for children.” 

December9,1997, the Mayor’s Health Policy Council, a 
that on developing

health policy optionsto pressing approved a 
recommendation forthe Departmentof Hcalth to a State 
Child Health Program with available from 
the Federal government. 

According to the Health Policy Council, the is 
eligible to 12 million dollars per year to provide
health insurance coverage to uninsured children in families 
with incomes up to 200 percent of the poverty level. 
Accordingly, the District must provide approximately S3 
million annuallyin appropriatedmatching funds. Up to 10% 
of the expended are to be used for program

public education, and activities. 
Tne Commission of Health Finance has in its 
approved FY98 budget to provide city matching funds for 
the federal dollars. there over 8,000 children 
in the District of Columbiawhowould be eligibleto enroll in 
the new program. 

To receive thcse funds the must submit a the 
Federal government by the end of June 1998. To receive 
federal approval, the plan must describe: (a) how the 
program will be structured and implemented Medicaid 
vs. separate program); the children who will be covered 
under the program; and (c) how the District will monitor 
certain quality standards. Health Policy Council has 
also recommended that the District includea provision in the 
plan thatallowsthe City to provide Medicaid coverageto 
eligible children (fora full year) regardless of fluctuations
family income. 

States and the District have the option to spend CHIP funds 
to: (a) expand Medicaid coverage to targeted low-income 
children; support a separate child health insurance 
program to cover targeted low-income children; and 
combine both approaches. The Health Policy Council 
recommendation was that the District begin the 

program with a Medicaid expansion to on 
into the managed care 

will take the Medicaid expansion opt 
(a) it allows the District to start the CHIP

within a short period of time; Medicaid bene 
&e, including and Periodic Screening, Diagno
and (EPSDT) more generous 
private plans; (c)it allows the District to develop the 
program on a well established administrative structure; 
families that include both Medicaid enrollees and ch 
health will able touse a set of provide
and (e) children covered under a Medicaid 

eligible for Medicaid even if the new allotment 
funds is depleted. 

According tothe Group,who hasconducted 
on the number of uninsured children in the District und 
con- with the Medicaid agency, the following 

emerged. 

There approximately 112,557 children under the 
of 19in the District of Columbia 
Approximately, 67,734 (60.2%) of the 112,557 

currently enrolled in Medicaid. 
Approximately, 30,074 (26.7%) have insurance 
from another such asan employer-sponsored 
Approximately, 3,404 children 
households at or above 200% ofthe poverty level. 
Based upon a 76% enrollment for uninsured 
children and 20%enrollment for children 
from other programs, approximately 8,000 children 
enroll in CHIP program during its first full 

-

Following the recommendations of the Policy Council, 
series of public forumsto present the CHIP plan 
at various locations including: Bethlehem Baptist Churcl 
(January First Baptist Church (January 
Baptist Church (January 13) and Heart 
(January 20). During these meetings the CHIP program 
its eligibility requirements were discussed. 

the community meetings, and to address the issue o 
Medicaid for immigrants Force was established. 
first meeting took on March 5,  1998 at 
Commissionof Health Care Finance. For more 
on the Task Force call Linda Medicaid 
Analyst at (202) 645-5057. 
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NEWS RELEASE 

FOR IMMEDIATE CONTACT: 
February 3,1998 

D.C.HEALTH TO CHILDREN'S 
INSURANCE FORUMS IN WARDS 

The D.C.Department of Healthand Ward Councilmembers will a series of 
meetings to discuss "Healthy Kids," a program to expand health coverage to 
8.000 currently uninsured District youngsters. Each meetingwill be held 

various locations and dates 12 to March 4,1998. 

new Health Insurance (CHIP), was under 
ofthe Social Act, million a year in funds along with a 

43 million local match to implement the program. will health coverage to children 
whose families earn too much to for Medicaid services,but do 

private health insurance coverage. The new program will health 
coverage to whose families than 200 percent of federal level. 

is a health insurance which will utilize Medicaid funding to 
provide critical coverage District youth," said Allan S. Noonan, M.D.,M.P.H.,Director of the 
D.C. of Health. 

' 

' Public comment on the plan is invited. dates and locations for the meetings are as follows: 

I 
School, Warder 

Contact: Office of Frank Smith, Ward I 724-8024 


Ward ?--Monday, March 2. 1998 

Baptist Church, 610 SI..

Contact. Office of Jack Evans,Ward 2 Councilmember, 724-8058 




H& - 2 

Ward February 23,1998 
District PoliceStatim -

6001 Georgia Avc., N.W. *-

Contact: Officeof Ward 4

Ward 5 --Tuesday 17,1998 
Manor Boys Girts Club, 2525 

Contact: of Thomas, Ward 5 Councilmember, 724-8024 

6 4 
Jr. High School, 7th Pennsylvania Ave., S.E. 

Contact: Office of Sharon Ward 6 Councilmember, 724-8072 

18,1998 

Luke's Catholic Church,4920 East Capitol 

Contact: Office of Kevin 7 724-8068 


Ward February 12, 1998 
Baptist Church, 621 Alabama Ave.. S.E. 

Contact; of Sandra Ward 8 Councilmember, 724-8045 

call the Ward for specific information. For information. 
of 645-5640. 
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