THE DISTRICT OF COLUMBIA
WASHINGTON. D.C. 20001

MARION BARRY JR

MAYOR

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 200 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, | would like to express our sincere appreciation for ali the assistance 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.

ﬁincerely,

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 III




STATE CHILD HEALTH PLAN
UNDER TITLE XX1 OF THE SOCIAL SECURITY ACT

STATE CHILDREN”SHEALTH INSURANCE PROGRAM

(Required under 4901 of the Balanced Budget Act of 1997 (New section 2101(b)))

State/Territory : District of Columbia
State Agency: District of Columbia Department of Health
Address: 800 Ninth Street. SW

Washington, D.C. 20024

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

As a condition for receipt of Federal funds under File XXI of the Social Security Act,

(Signature of Goverfior ot State/T en)'é\{—y, Date Signed)

submits the following State Child Health Plan for the State Chiiaren s Health Program and hereby agrees to
administer the program in accordance with the provisions of the State Child Health Plan, the requirements of

Title XX1 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 are 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. The 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 estimate(s) 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
Affairs, Office of Management and Budget, 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 XXI primarily for (Check appropriate box):

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

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

1.3. @ A combination of both of the above.




Section 2. General Background and Description of State Approach to Child Health Coverage

(Section 2102 (a)(1)-(3)) and (Section 2105)(c)(7)(A)-(B))

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 2110(c)(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 112,557
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 19 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 of 15 and 18.

About 75.8 percent of the 14,749 uninsured children under age 19 living in the
District are reported as African-Americansand 21.2 are reported as 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 20,00 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
for” their immigration status. Under federal law, these children are not eligible for
either Medicaid or CHIP.




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 subjectto (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 1through 5 are eligible up to 133 percent of
poverty; children ages 6 through 14 are eligible up to 100 percent of poverty; and
children ages 15through 18are 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-eligibleat 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-sponsoredcoverage; 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 (3,272), 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-sponsoreddependent 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.




The total number of children who are expected to enroll in CHIP is derived as
follows: (a) approximately 6,672 (84 percent) of the7,943 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 1,170
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 31,1997 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 6,101 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-eligiblechildren who are likely to enroll in
the program due to outreach activities is 1,223. Thus overall Medicaid program
enrollmentwill 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
includesthe 8,401 children who will enroll in CHIP and the 1,223 children who will




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). All 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 of those 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: Coverageand
Costs under the Children’s Health 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.




22.

Both of the programs require childrento be ineligible for Medicaid.

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)

Describe the current state efforts to provide or obtain creditable health coverage for
uncovered children by addressing: (Section 2102)(a)(2)

221. Thestepsthe state is currently taking to identify and enroll all uncovered
children who are eligible to participate in public health insurance programs
(i.e. Medicaid and state-only child health insurance):

Summary of District Activities to Identify and Enroll Medicaid Eligible Children

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.

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.

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




Hospital, Hospital for Sick Children, Providence Hospital, Hadley 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
governmentemployed 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 (13 clinics across the District) have
their own employeeswho: (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 Sibley 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 servicesto 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 StreetNE. Most of these applications are processed in
IMA’s Multinational Unit.

Other Hospital-Related Activities: Many local hospitals hire staff to assist Medicaid-
eligible individualsduring every phase of the enrollment process. For example, Children’s
Hospital has contracted with a private organizationto: (a) assist self-pay customers with
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.




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 employeesdistribute 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 consumerswith 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

. Whitman 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.

23. Describe how the new State Title XXI program(s) is(are) 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 2102)(a)(3)

. Triage During the Enrollment Process: Enrollment activities for CHIP will be
based on a strategy that is designed to direct familiesto an appropriate source of
health insurance coverage. This means that during the enrollment process eligibility
workers will be trained to do CHIP eligibility determinationsand income based
Medicaid eligibility determinations. As individualscome forward to enroll a child in
CHIP, the child will first be screened for Medicaid-eligibility prior to being enrolled
in CHIP. Individualswho 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 (e.g. 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.

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 a// 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.

Provider Education: The District’s Medicaid Agency will undertake activities to
educate providers about CHIP and changes in the enrollmentand 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.

Coordination of Department Health Activities: There will be coordination among
all Department of Health Programs (e.g. Maternal and 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.
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Section 3. General Contents of State Child Health Plan (Section 2102)(a)(4))

X Check here if the state elects to use funds provided under Title XXI 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-incomechildren: (Section 2102)(a)(4)

3.2.  Describe the utilization controls under the child health assistance provided under the
plan for targeted low-income children: (Section 2102)(a)(4)
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Section 4.

4.1.

4.2.

Eligibility Standardsand Methodology. (Section 2102(b))
X Check here if the state elects to use funds provided under Title XXI only to provide expanded
eligibility under the state’s Medicaid plan, and continue on to Section 5.

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 applicable, describe the criteria that will be
used to apply the standard. (Section 2102)(b)(1)(A))

4.1.1.
4.1.2.
4.1.3.
4.1.4.

4.1.5.
4.1.6.

4.1.7.
4.1.38.
4.1.9.

oQOo oo oooo

Geographic area served by the Plan:
Age:
Income:

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):

The state assures that it has made the following findings with respect to the eligibility
standards in its plan: (Section 2102)(b)(1)(B))

421. 0
422. 0O

423. 0

These standards do not discriminate on the basis of diagnosis.

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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43.

44,

Describe the methods of establishing eligibility and continuing enroliment.
(Section 2102)(b)(2))

Describe the procedures that assure:

441.

44.2.

443.

4.44.

445.

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 2102)(b)(3)(A))

That children found through the screeningto be eligible for medical assistance under
the state Medicaid plan under Title X1X are enrolled for such assistance under such
plan. (Section 2102)(b)(3)(B))

That the insurance provided under the state child health plan does not substitute for
coverage under group health plans. (Section 2102)(b)(3)(C))

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
Act, 25 U.S.C. 1603(c). (Section 2102)(b)(3)(D))

Coordinationwith other public and private programs providing creditable coverage
for low-income children. (Section 2102)(b)(3)(E))
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Section 5. Outreach and Coordination (Section 2102(c))

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 2102(c)(1))

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
http.//www.dchealth.com. 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
instructionson how to fill 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-upto 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 applicantsthat is: (a) user friendly; (b) timely; (c) accommodates working
parent(s); (d) requires less documentation; and (e) is accompanied by appropriate supportive
services. To accomplishthese goals the District is considering the following:

Naming the program Healthy DC 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 (10) days. Eligibility workers' caseloads will be continuously monitored and
appropriately adjusted to reach this goal.
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. Developing and instituting a mail-in application process

e Contracting with community-basedentities 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

52 Coordination of the administration of this program with other public and private health
insurance programs: (Section 2102(c)(2))

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 initiativesto
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 individualsare found to be ineligible for Medicaid or CHIP.
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Section 6. Coverage Requirements for Children’s Health Insurance (Section 2103)
X Check here if the state elects to use funds provided under Title XXI 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. O Benchmark coverage; (Section 2103(a)(1))
6.1.1.1. [J FEHBP-equivalent coverage; (Section 2103(b)(1))
(If checked, attach copy of the plan.)
6.1.1.2. O State employee coverage; (Section 2103(b)(2)) (If checked, identify
the plan and attach a copy of the benefits description.)

6.1.13. O HMO with largest insured commercial enroliment (Section
2103(b)(3)) (If checked, identify the plan and attach a copy of the
benefits description.)

6.1.2. O Benchmark-equivalentcoverage; (Section 2103(a)(2)) Specifythe 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 2103(c)(4). See instructions.

6.1.3. O Existing Comprehensive State-Based Coverage; (Section 2103(a)(3)) [Only
applicableto New York; Florida; Pennsylvania] Please attach a description
of the benefits package, administration, date of enactment. If “existing
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.”

6.14. 3 Secretary-Approved Coverage. (Section 2103(a)(4))
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6.2.

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
2110(a))

621 O Inpatient services (Section 2110(a)(1))

6.2.2. [J] Outpatient services (Section 2110(a)(2))

6.2.3. O Physician services (Section 2110(a)(3))

6.2.4. [J Surgical services (Section 2110(a)(4))

6.25. O Clinic services (including health center services) and other ambulatory health
care services. (Section 2110(a)(5))

6.2.6. [J Prescriptiondrugs (Section 2110(a)(6))

6.2.7. O Over-the-countermedications (Section 2110(a)(7))

6.2.8. O Laboratory and radiological services (Section 2110(a)(8))

6.29. 0 Prenatal care and prepregnancy family services and supplies (Section
2110(a)(9))

6.2.10.0 Inpatient mental health services, other than services described in 6.2.18., but
including services furnished in a state-operated mental hospital and including
residential or other 24-hour therapeutically planned structural services
(Section 2110(a)(10))

6.2.11.00 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 2110(a)(11)

6.2.12.03 Durable medical equipmentand other medically-related or remedial devices
(such as prosthetic devices, implants, eyeglasses, hearing aids, dental devices,
and adaptive devices) (Section 2110(a)(12))

6.2.13.00 Disposable medical supplies (Section 2110(a)(13))

6.2.14.0J Home and community-based health care services (See instructions) (Section
2110(a)(14))

6.2.15. O Nursing care services (See instructions) (Section 2110(a)(15))

6.2.16. 0 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 2110(a)(16)

6.2.17.03 Dental services (Section 2110(a)(17))

6.2.18.0 Inpatient substance abuse treatment services and residential substance abuse

treatment services (Section 2110(a)(18))

6.2.19. Outpatient substance abuse treatment services (Section 2110(a)(19))

6.2.20. O Case management services (Section 2110(a)(20))

6.2.21. 0 Care coordination services (Section 2110(a)(21))

6.2.22.0 Physical therapy, occupational therapy, and services for individuals with
speech, hearing, and language disorders (Section 2110(a)(22))

6.2.23.0) Hospice care (Section 2110(a)(23))

6.2.24.0 Any other medical, diagnostic, screening, preventive, restorative, remedial,
therapeutic, or rehabilitative services. (See instructions) (Section
2110(a)(24))
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6.2.25.0
6.2.26.00
6.2.27.00

6.2.28.030

Premiums for private health care insurance coverage (Section 2110(a)(25))
Medical transportation (Section 2110(a)(26))

Enabling services (such as transportation, translation, and outreach services
(See instructions) (Section 2110(a)(27))

Any other health care services or items specified by the Secretary and not
included under this section (Section 2 110(a)(28))
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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 application(s) will be distinct from
the state plan approval process. To be approved, the state must address the following:
(Section 2105(c)(2) and(3))

631 O 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 2102(c)(1) 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 2105(c)(2)(B)(I))

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 2105(c)(2)(B)(ii))

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
1886(d)(5)(F) or 1923 of the Social Security Act. Describe the community
based delivery system. (Section 2105(c)(2)(B)(iii))
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6.3.2. O

6.3.2.1.

6.3.2.2.

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 2105(c)(3))

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 2105(c)(3)(A))
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
2105(c)(3)(B))
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Section 7.

Quality and Appropriateness of Care

X Check here if the state elects to use funds provided under Title XXI only to provide expanded
eligibility under the state’s Medicaid plan, and continue on to Section 8.

7.1.

7.2.

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. (2102(a)(7)(A))

Will the state utilize any of the following tools to assure quality?
(Check all that apply and describe the activities for any categories utilized.)

7.11. O Quality standards

712. 0 Performance measurement
713. O Information strategies

7.14. O Quality improvement strategies

Describe the methods used, including monitoring, to assure access to covered services,
including emergency services. (2102(a)(7)(B))
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Section 8. Cost Sharing and Payment (Section 2103(e))

Check here if the state elects to use funds provided under Title XXI only to provide exp nded
eligibility under the state’s Medicaid plan, and continue on to Section 9.

X

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

8.2.

8.3.

8.4.

811 0O YES
8.12. O NO, skip to question 8.5.

Describe the amount of cost-sharing and any sliding scale based on income:
(Section 2103(e)(1)(A))

8.2.1. Premiums:
8.2.2. Deductibles:
8.2.3. Coinsurance:
8.2.4. Other:

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

The state assures that it has made the following findings with respect to the cost sharing and
payment aspects of its plan: (Section 2103(e))

8.4.1. O Cost-sharing does not favor children from higher income families over lower
income families. (Section 2103(e)(1)(B))

8.4.2. O No cost-sharing applies to well-baby-and well-child care, including age-
appropriate immunizations. (Section2103(e)(2))

8.43. O No child in a family with income less than 150% of the Federal Poverty Level

will incur cost-sharing that is not permitted under 1916(b)(1).

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

2105(c)(4))

No premiums or cost-sharingwill be used toward state matching

requirements. (Section 2105(c)(S)

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 2105(c)(6)(A))

8.4.7. 3 Income and resource standards and methodologies for determining Medicaid
eligibility are not more restrictive than those applied as of June 1, 1997.
(Section 2105(d)(1))

8.4.8. O 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
2105)(c)(7)(B))

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

8.4.4.

8.4.5.

o o o

8.4.6.
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8.5.

8.6.

assist in the purchase, in whole or in part, for coverage that includes abortion
(except as described above). (Section2105)(c)(7)(A))

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
2103(e)(3)(B))

The state assuresthat, with respect to pre-existing medical conditions, one of the following
two statements appliesto its plan:

8.6.1. O The state shall not permit the imposition of any pre-existing medical
condition exclusion for covered services (Section 2102(b)(1)(B)(ii)); OR
8.62. O 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 HIPAA/ERISA (Section
2109(a)(1),(2)). 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 2107(a)(2))

Strategic Objectives

9.2.

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.

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: Fifty 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.

Specify one or more performance goals for each strategic objective identified: (Section
2107(a)(3))

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-eligibleand 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

28




9.3.

enrollment broker. The District is considering developing a questionnaire for this purpose.

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

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 indicatorsas specified below or
other indicators the state develops:

(Section 2107(a)(4)(A),(B))

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 (EQRO) to independently verify data received form
the MCOs.

The Medical Assistance Administration will work through its independentenrollment broker
to capture satisfactionwith 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: (Section2107(a)(4))

931 X The increase in the percentage of Medicaid-eligible children enrolled in
Medicaid.
932 X The reduction in the percentage of uninsured children.
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94. X

95. X

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

9.3.4. X 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

93.5.0 HEDIS Measurement Set relevantto children and adolescents younger than
19. See 937 below.

9.3.6. O Other child appropriate measurementset. List or describe the set used.
93.7. X If not utilizing the entire HEDIS Measurement Set, specify which measures

will be collected, such as:

9371 X Immunizations

9372 X Well child care

93.73. X Adolescent well visits

93.74. X Satisfaction with care

9.3.75. O Mental health

9.3.76. X Dental care

93.7.7. X Other, please list: EPSDT screening
9.3.8. 0 Performance measures for special targeted populations.

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 2107(b)(1))

The state assures it will comply with the annual assessment and evaluation required under
Section 10.1.and 10.2. (See Section 10) Briefly describe the state’s plan for these annual
assessments and reports. (Section 2107(b)(2))

District of ColumbiaPlan 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
with the District; and (f) criteria for Medicaid 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. (Section2107(b)(3))

9.7. X The state assures that, in developing performance measures, it will modify those measures to
meet national requirementswhen 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 XXI, to the same extent they apply to a state under Title XIX: (Section

2107(e))
9.8.1. X Section 1902(a)(4)(C) (relating to conflict of interest standards)
9.8.2. X Paragraphs(2), (16) and (17) of Section 1903(1) (relating to limitations on
payment)
9.8.3. X Section 1903(w) (relating to limitations on provider donations and taxes)
9.8.4. X Section 1115 (relating to waiver authority)
9.85. X Section 1116 (relating to administrative and judicial review), but only insofar
as consistent with Title XXI
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 1128B(d) (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 2107(c))

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

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 Affairsto 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 continuesto 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: (1) 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 1998to evaluate the policy options associated with
the development of a CHIP plan. On December 9, 1998, the Committee made final
recommendationsto the Mayor’s Health Policy Council.

Upon approval of the Committee’s recommendation (as amended) by the Health
Policy Council (December9, 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)
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A Public Roundtable sponsored by Councilmember Sandra Allen (Ward 8), 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, MD,, MPH., Director, Department of
Health; Statement of Bailus Walker, Jr., PhD, 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)

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) Representativesfrom 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)

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 involvementin 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 concerned 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 2107(d))

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 DC Kids--will 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
children is $110 per month 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 1993through 1997. Thus total costs over fiscal years 1998through 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 1998at 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 AN 1999we expect average monthly enroliments 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 AN 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: Coverageand 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' $233,860
Administrative Expenditures' $ 23386
Total Expenditures $257,246
Federal Share of Total Expenditures $203,224
State Share of Total Expenditures $ 54,022

‘Benefit expenditures derived as follows: Projected average monthly enrollment of 1,063 children x 2
months in AN 1998 x $1 10 per person per month cost of providing coverage = $233,860.

?Administrative expenditures consists of: (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.
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Fiscal Year 1999 CHIP Budget

Benefits Expenditures® $10,565,064
Administrative Expenditures $ 1.056.506
Total Expenditures $11,621,570
Federal Share of Expenditures $ 9,181,040
State Share of Expenditures $ 2,440,530

Fiscal Year 2000 CHIP Budget

Benefits Expenditures’ $11,816,520
Administrative Expenditures $ 1.181.652
Total Expenditures $12,998,172
Federal Share of Expenditures $10,268,555
State Share of Expenditures $ 2,729,617

*Benefit expenditures derived as follows: Projected average monthly enrollment of 7,723children x 12
months in AN 1999x §1 14 per person per month cost of providing coverage = $10,565,064.

“Benefit expenditures derived as follows: Projected average monthly enrollment of 8,346children x 12
months in AN 2000 x $118 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 2108(a)(1),(2))
10.1.1. X The progress made in reducing the number of uncovered low-income
children and report to the Secretary by January 1 followingthe end of
the fiscal year on the result of the assessment, and

10.1.2. X Report to the Secretary, January 1 followingthe 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 comparisonsto be made between states and on a nationwide basis.

Attributes of Population | Number of Children Number of Children TOTAL
with Creditable without Creditable

Coverage Coverage
XIX OTHERCHIP

Income Level:

< 100%

< 133%

< 185%

< 200%

> 200%

Age

0-1

1-5

6-12

13- 18

Race and Ethnicity

American Indian or
Alaskan Native

Asian or Pacific Islander

Black, not of Hispanic
origin

Hispanic

White, not of Hispanic
origin

Location

MSA

Non-MSA

10.2. X State Evaluations. The state assures that by March 31,2000 it will submit to the
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Secretary an evaluation of each of the items described and listed below: (Section
2108(b)(A)-(H))

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 descriptionand 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 Theamount 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 Thetime 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 increasingthe availability of affordable quality individual and
family health insurance for children.
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10.3.

10.4.

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.

10.25. 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 Recommendationsfor improvingthe program under this Title.
10.2.8. X Any other matters the state and the Secretary consider appropriate.
The state assures it will comply with future reporting requirements as they are developed.

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 and Eligibility Committee of the
District of Columbia Health Policy Council. The children's initiative passed by Congress as part
of the Balanced Budget Act of 1997 has two components. HISL, it provides funding to states and
the District of Columbiato expand coverage for children under CHIP. The District's share of this
funding 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 wes 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 nost 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 CHIP 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 living in the
District. The key demographic characteristics of these childreninclude:

e Of the 112557 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.

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

e About 325 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.

o About 75.8 percent of uninsured children are African-Americans while 21.2 percent are white.
About 31.6 percent of the uninsured report themselves to be Hispanic.

e 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 persons 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:

e 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.

e The enrollmentrate 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.

e 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 program would increase the income eligibility level for children to 200
percent of the federal poverty level (FPL). 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. Qr key
findings are:

o If eligibility were expanded to 200 percent of the FPL, about 13,435 children would be
eligible for CHIP. Of these, 8,401 (625 percent) would enroll (assuming no lags in
enrollment).

e Using per-capita costs for covering children under the existing Medicaid managed care plans
for AFDC and related persons (plus 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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o Total costs over the 1998 through 2003 period would be $62.7 million of which 79 percent

($99.5 million) 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
fron 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 as
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 government would pay $7.0million and the District would pay $3.0 million.

Changes in Insurance Coverage

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 i the CHIP program and 1,223 persons added through the outreach initiative. Total
Medicaid enrollment for children would increase from 67,734 under current policy to 77,38.
Our key findings are:

o Of the 9,624 children who take coverage under these initiative, about 7,895 (8.2 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.

e The initiative will reduce the number of uninsured children in the District of Columbia by
7,8% persons. The number of uninsured children would drop fiom 14,749 under current law
to 6,854 persons under the children's initiative.

e Of the 6,84 children who remain uninsured, about 2,701 have incomes above the income
eligibility threshold under CHIP (i.e., 200 percent of the 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.
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. INTRODUCTION

'The Children's Health Insurance Program (CHIP)that was passed by Congress as part of the
Balanced Budget Act of 1997 (BBA) 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 lviedicaid 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 19in
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 funding to the District for CHIP. The
District is permitted a great deal of flexibility in designing the 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 (FPL). 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. As
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
methods used in this analysis.

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. Qur estimates for the District
of Columbia have been adjusted to be consistent Wil 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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il. 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 dzta source available that provides the income and insurance coverage data required
to analyze programs to expand coverage. Consequently, we adjusted the CPS datato 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. Qur estimates of
the number persons who would become eligible were derived from the District of Columbia CPS
data using the Lewin Group State Medicaid Eligibility Model (SVEM) ,which is specifically
designed to model changes in eligibility under public programs.

A. Population Data

Qur 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
Cemas. " These survey data are based upon a representative sample of the US population, which
provides information on the demographic, economic and the insurance 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 (i.e., 1995
and 1996), 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 are institutionalized persons (i.e., nursing home residents, people in prisons, etc.). The
survey also excludes persons living in group quarters (facilitieswith 10 or more residents). This
means that students living in dormitories are not included in our sample. This is appropriate
because these persons are typically considered dependents of parents living inother states.

The Bureau of the Census is an agency within the US Department of Commerce responsible for conducting the
decennial census and several population surveys.

In the pooled sample, all households surveyed in the District of Columbia N 1995 are added to the District
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 reduced by half so
that the pooled database reports the number of persons n the District.

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 undocumented populations.

(8]
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B. Adjustmentsto CPS Data

It was necessary to make certain adjustments to the District subsample of the CPS to correct for
certain problems with these chta. AISt, as Mr. George Grier of the Grier Partnership has shown,
the numbers of children and adxits reported in the CPS for the District of Columbia are as much
as 20 percent higher than what curvent research indicates is the true population in the District. In
fact, the population counts in the CPS data are actually higher than the Bureau of the Census's
official 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 in the District developed by the Grier Partnership also show
a reduction in population in the District although they estimate even fewer children than in the
Bureau of the Census population projections.

Based upon consultations with both G 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 are somewhat higher then Grier's
population estimates for children in the District. They also reflect the trend towards further
declines in the District's population, which both the Bureau of the Census and Grier are
projecting.

Second, the CPS data underreports 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 excluding undocumented aliens from the
CHIP program. Based upon data provided by various government agencies, we estimate that
there-were 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
persons living in each state and the District of Columbia. Based upon CPS data on the percentage
of foreign-born persons living in the District who were under the age of 19, we estimated that
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.

4
The Bureau of the Census is aware of this problem and recommends using treir official District population

projections for total population counts by age rather than the CPS data.
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C. Simulation of Eligibility

We estimated the number of children who would become covered under the CHIP program using
the Lewin Group State Medicaid Eligibility Model (SMEM) This model uses the CPS data to:
1) Identify those persons who meet the age and residericy requirementsto be eligible for CHIP;
and 2.) Determine 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 then annual income. This is important because a 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 during the year in which income is received (i.e.. earning during
periods of employment, etc.) 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:

e 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.

o 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 program. It also models the program's monthly income eligibility
determination process under which individuals may be eligible for only certain months during
the year.

e 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 nore
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 non-
group coverage) as a dependent, 40 percent will drop their private coverage and enroll in
Medicaid to take advantage of the fact that Medicaid does not require premium contributions.
(The derivation of these assumptions is presented in Astachment 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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e 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 long
as this outreach program is in effect, about 20 percent of all persons who are eligible but not
enrolled vill sign up for the program. This assumption is based upon an analysis of the effects
of other outreach programs.

e 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 nitial months of the program. Proper estimation 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 in 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
month (PMPM) for each eligibility group. The PMPM estimates by 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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IIl. UNINSURED CHILDREN IN THE DISTRICT

Qur analysis indicates that in 1996 there were about 112,557 children under the age of 19 in the
District of Columbia (Table 1).0On 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. Ovziall, there were
14,749 children Without insurance on an average monthly basis. These data indicate that about
4,733 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.

a
Number of Average Average Average
Childrenin | Monthly Monthly Monthly
the District | Medicaid Other Uninsured
Enrollment Coverage
Under Age 6 48,185 32.862 10,530 4,793
Percent 100.0% 602% 21.9% 9.9%
Ageé-14 48,080 27.822 12,481 7777
Percent 100.0% 57.9% 26.0% 16.2%
Age 16 - 18 16.292 7,050 7,063, 2.179
Percent 100.0% 43.3% 43.4% 13.4%
All Under Age 19 112,557 67,734 30,074 14,749
Percent 100.0% 60.2% 26.7% 13.1%
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Numberof | Percentof
Uninsured Uninsured
Children Children
Age
Under Age 6 4,793 32.5%
6-14 7,717 52.7%
16.18 2,179 14.0%
Race
white 3,131 21.2%
African-American 11,182 75.8%
Asian 220 1.5%
Other 216 1.5%
Hispanic 4,665 31.6%
TOTAL 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 Districts Medicaid program in 1996 (Table 3). The income eligibility levels
under Medicaid vary with the age of the child. In general: infants are eligible through 185
percent of poverty; children age 1 throdgh 5 are eligibleto 133 percent of poverty; children age 6
through 14 are eligible through 100 percent of poverty; and children age 15 through 18 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 19 by
Eligibility Category in 1996

- igible b Percent
Eligibiiity Group Enrolled” | Eligible ™ :::thn;u:td

- —l=Enrolled.
AFDC and AFDC-Related Children 56.660 58,379 1,719 97.1%
Expansion Children 3,019 4,079 1,060 74.0%)
Medically Needy 2,414 3,931 1,517 61.4%
Other Children 5,641 7,446 1,805 75.8%
TOTAL 67,734 73,835 6,101 91.7%
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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 1
Distribution of Eligible but not Enrolled Children under the District's Current
Medicaid Program by Source of Coverage®

Employer-Sponsored
Coverage
2.289

Uninsured
3,272

Individually Purchased
insurance
540

Children Eligible but Not Enrolled = 6,101

a/  Estimates based upon the pooled March 1995 and 1996 Dismct of Columbia subsamples of the Current
Population Survey (CPS) data recalibratedto match Bureau of the Census population projections for the District

of Columbia.
Source: Lemin 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 in 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 assume that the initiative will go into effect on
April 1, 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 (i.e.,
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. e 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 Attachment A).> 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 from 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.

We assume that enrollment in the CHIP program will commence on August 1, 1998. We
estimate that CHIP would cover about 8,425 children per month by February: 1, 1999. We also
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
7,723 in fiscal year 1999 (Table 4). These estimates were adjusted in each year to 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
showing that virtually all firms that offer insurance also provide family coverage.
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Table 4

The Cost of Covering Children through 200 Percent of Poverty in the Districtunder the Children’s Health
Insurance Program (CHIP)

Assumptions
Average Monthly Percent Growth
Number of Per Member Per] in Per-Capita Total Spending| Federal Share | District Share
Children® | MonthCost” |  Costs® (Inthoussnds) | (inthousands) | (in thousands)
l1907 -- $115 -- -- .- -
1998 1,063% $110 -4.44% $1,403 $1,108 $295
1999 7,723 $11 3.75% $10,565| $8,346 $2.219
2000 8,346 $1 3.75% $11,818 $9,336 $2,482
2001 8,429 $12 3.75% $12,44 $9,828 $2.613
2002 8,513 $127 3.75% " 2,97115I $10,249 $2.725
2003 8,499 $132 3.75% $13,462 $10,635 $2,827
1998- 2003 $62,663 $49,604 $13,159

a/ Lewin Group estimates using the District of Columbia subsample of @ pooled cross-section of Current Population Survey (CPS) data for 1995 and 1996,
developed by the Bureau of the Census. Enroliment is adjusted in each year to refiect Bureau of the Census projections showing a trend towards reduced

population in the District through the year 2000 followed by slow population growth thereafter.
b/ Per-capita costs in 1998 were estimated based upon actual District managed care payment rates in 1998 adjusted to reflectthe actual age composition of the
newly eligible population. These rates were adjusted further to include mental health, long-term care, and retrospective eligibility month costs. Estimates
also include an allowance for program administrative costs equal to 3.41 percent of benefits costs.
¢/ Per-capita costs were assumed to grow at the average annual rate of growth in costs over the 1993 through 1997 period for children in the District of

Columbia(3.75 percent).

&/ Enrollmentis assumedto beginon August |, 1998. We assume that enrollmentin the initiative will reach 8424 children by February |, 1999. Enrollment is
expected to lag as newly eligible personslearn oftheir eligibility between August 1, 1998 and January 31,1999,
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 premiums
negotiated by the District with the managed care plans that are now serving the AFDC and
AFDC-related groups in the District. We adjusted these per-capita rates to include mental health
and long-term care services not included in the capitation amount, and the fee-for-service costs
associated with retrospective eligibility for months of enrollment prior to enrolling in the
managed care program. Using this method, we estimate that the average monthly cost per ne*.y
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 Wi $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 from some other source, the
impact of this outreach on Medicaid enroliment 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 program.® This outreach will increase enroliment
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 5).

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
Medicaid from 67,734 childrento 77,358 children (Table 6).

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
children will be covered under a spouse or parent's private health insurance plan. Another 1,170
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 coverageto 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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Assumptions
Average Monthly Percent Growth

Number of Per Member Per] In Per-Capita | Total Spending|] Federal Share | District Share

Chlldren¥ Month Cost™ Costs® fin thousands) (in thousands) {in thousands)
1997 -- $115 .- --
1998 463 $110 -4.44% $611 427 $183|
1999 1,223 $114 3.75% $1,673 $1,171 $502
2000 1212 $118 3.75% $1,720| $1,204 $516
2001 1,224 $123] 3.75%] $1,803 $1,262 $541
2002 1,346 $127 3.75% $2,057 $1,440 $617
2003 1,359 $132 3.75% 2154 $1.508 $646
1998 - 2003 I $10,018] $7.012 $3,005
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Eligibility Expansions
Currently Eligible|
Number N Number
Current Medicaid ) o Enrolling Dueto | under Medicaid
CHIP CHIP pY
Program Outreach and CHIP!
Under Age 6 32,862 3,176 1,894] 593 35,349
6-14 27,822 4,509| 3,436 502 31,760
15-18 7.050 5,750 3,071 128 10,249
All Under 19 67,734] 13435 8401} 1,223} 77,358

a/ Estimates based upon March 1995 and 1996 Current Population Survey (CPS) data recalibrated to match
Bureau of the Census population projections for the District of Columbia

b/ Includes children who meet both the income eligibility criteria and the citizenship/residency requirement.

¢/ Average monthly number of newly eligible persons who would enroll in the program in 1998assuming no lags
in enrollment due to the time it takes for individualsto learn of the program and apply.

children.

Number of currently eligible children who enroll due to new outreach programs to find and enroll eligible

¢/ Includes currently eligible persons plus the newly enrolled and the number who enroll due to outreach.
Source: Lewin Group estimatss using the State Mecicaad Eligibility Model (SMEM),

Table7
Distribution of Eligible and Enrolled Children by Current Insured Status in the

CHIP Eligibility Simulation

Number of Eligible Number of Eligible Percent:
Persons Perﬁior% "Vho Enrolled
'Children ENigiblefor CHIP Expansion
CHIP Expansion
Uninsured Children 7,943 6,672 84.0%
Childrenwith Private Coverage 4,322 1,729 40.0%
Children with CHAMPUS 1,170 0 0.0%
" Total CHI_PExpansion 13,435 . 8,401 625%
Medicaid Eligible Non-Enrollees Who Enroll Due
to Outreach 6,101 1,223 20.0%

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

V. IMPACT ON THE NUMBER OF UNINSURED

As discussed above, we estimate that there are currently 14,749 children in the District of
Columbiawho are uninsured. Under the children's initiative, the number of uninsured 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.

The Lewin Group, Inc.
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Table 8
Average Monthly Number of Uninsured Persons Before and After the Eligibility

Expansion®
|
Uninsured Under Childrenwith Numberof B
Current Policy Children's Initiative Uninsured

Under Age 6 4,783 2,402 2,391
6-14 7777 3,683 4,094
15-18 ! 2179 768 1.410
All Under19 | 14.749] & 854l 7.8951

a/ Estimates based upon the pooled March 1995 and 1996 District of Columbia subsamples of the Current
Population Survey (CPS) data recalibrated 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 (Figure 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 ramain 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.

The Lewin Croup, Inc. 15 98TK0102




Figure 2
Program Eligibility Characteristics of Persons Who Remain Uninsuredﬂin the
Distraict under the Children’s Initiative: Average Monthly Persons

L~ Undocumented Children Otherwise -
Eligible for Programs

833 Incomes Above 200

Percent of Poverty
2,701

Children Eligible
under Current Law
Who Do Not Enroll ¥
2.049

¥__—Children Eligible
under Children’s Initiative
Who Do Not Enroll
1,271

Total Children Who Remain Uninsured: 6,854

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

b/ After adjustment for outreach. TS 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
outreach (1,223). (All of those who enroll due to outreach are assumed to be persons who otherwise would be

uninsured.)
Source: Lewin Group estimates using the State Medicaid Eligibility Mode! (SMEM).
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VI.CAVEATS

Throughout this analysis, we have used the nost appropriate data 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 alo
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. Thus, the data used in this analysis
reflect adjustments that have had a significant impact On our estimates. Consequently, our
estimates of the impact of the children's initiative are likely to change as more accurate data are
collected. However, by cross-checking our data against other sources of data for the District of
Columbia, we fee! that the adjusted CPS data used in this analysis are sufficient to estimate the
number of persons who would become eligible and enroll in the CHIP program.

This report summarizes the major findings of one potential option for expanded coverage under
the children's initiative. Other children's initiative proposals could be analyzed with the data and

models developed on this project.
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ATTACHMENT A: DERIVATION OF ENROLLMENT ASSUMPTIONS

In this analysis, we needed to develop assumptions on the rate at which eligible persons will
enroll in CHIP. In particular, we needed to develop an assumption on the extent to which parents
will switch eligible children from employer-sponsored coverage to publicly subsidized insurance
under CHIP. Unfortunately, littie information is available on rates of participation in the
Medicaid program, particularly for those who could potentially substitute CHIP for employer
coverage. Qr approach was to estimate participation rates for non-disabled 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 an
estimate of the percentage of children who could have obtained employer coverage as a
dependent who enrolled in Medicaid. This also provides an estimate of enrollment rates for
children who do not have access to employer coverage.

Table A - | 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 then the national average. They also show ttet, 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 originally used these assumptionsto estimate enrollment in CHIP.

However, the estimated participation rate for children Wi 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 employer-
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 parent(s) 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 shift 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 virtually all employers that offer coverage also offer family
coverage, we assume that ail parents who have employer coverage could enroll their childrenas a dependent.

®  The Lewin Group, Inc. "Exploring the Question of Substitution," (Forthcoming Report to the US Department of
Health and Human Services (HHS)).
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Table A =1
Children's Participation in Medicaid for Persons Eligible under AFDC and the

Children's Expansion Groups in 1996¥

United | District of
States Columbis
One or More Parents with Employer Coverage®
Enrolled 2,169,493 5,028
Eligible 4,315,032 6.959
Percent Participation 50.3% 723%]|
Other Children i ]
Enrolled 12,426,545 55,701
Eligible 18,442.896 66.660
Percent Participation 67.4% 83.6%
All Children
Enrolled 14,596,038 60,729
Eligible 22,767,928 73,619
Percent Participation 64.1% 82.5%

a/  includes children eligible under TANF and children who are eligibleunder the Medicaid expansion.

b/ includes children where one or more parent(s) have coverage on their own job.
Source: Lewin Group analysis of the CPS data using the State Medicaid Eligibility Model (SMEM).
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CAPITAL COMMUNITY KIDS CARE

A Pilot Program Sponsored by
Capital Community Hsslith Plan, United HealthCare Corporation
and The Alliance for Medical Care

Background Information

» Health care coverage for children who reside in the District vt Columbia who are 18

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 poverty guidelines will be eligible

+ Monthly premiums to cost $63.60 with families paying a sliding stale fee ranging fronr
S10 - 525 per child per month based on income level. If a family has more than four

children enrolled with the program, monthly contributions will be capped and no
additional premiums collgeied.

« 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 the
monthly premium for each enrolled child.

» Health care services will be delivered through the broad network of Capital Community
Health Plan hospitals. community clinics and community based physicians. The
network includes over 175 primary care physicians. 735 speciahists and five of the
teading hospitals in the District 0fColumbia: Children's National Medical Center .
Greater Southeast Community Hospital, Howard University Hospital. Providence
Hospital and Washington Hospital Center

« Benefus include well child visits. inpatient hospital care. outpatient surgery.
prescription drugs. diagnostic and laboratory tests. therapeutic services. home health
care. durable medical equipment and prosthetic-devices. emergency medical services.

maternity care. mental health and substance services. vision services and dental care n
connection with an accident

« Individuals will be responsible for $3 copaymenis for physician visis. outpaient mental

health and substance abuse visits. and prescripiions  There will na capayments for well

child visits A 535 copayment will be charged for inappropriate ¢mergency room use

Caprtat Community Kuds Care iy 2 health care program sponsored by Capital Community Health Plan and United HeahhCare Corporatior
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HOW DO | JOIN?

For more Information or to
request an application, call us
at 1-800-731-2247 or

(202) 898-4850. Send US
your completed application
and mall us one month's
premium by the 10th of
the month. |f approved,
your child's coverage wlll
start the following month.

'PECIAL PROGRAMS THAT
ARE PART CF CAPITAL
COMMUNITY KIDS CARE

' ptum® NurseLlre
You can call our‘\24-hour
NurseLine at 1-800-411-
024 any time to talk to a
1gistered nurse about a health
are question or concem, and it's
eel

Iscounted Dental Services
wpital Community Kids Care
nembers Will receive special
pricing on dental services
when using CCHP's network
of dental providers.

. CAPITAL
COMMUNITY

Kids
Care

e e e,

CAPITAL COMMUNITY KIDS CARE is a pilot
program sponsored by Capital Community
Health Plan and United HealthCare Corporation
and Is made possible through contributions from
the Aliance for Medicat Care and other
private donatlonr. United HealthCare
Corporation is a national leader in health care
management, serving purchasers, consumers,
managers and providers of health cae since
1974. Capltal Community Health Plan hes been
providing health plan benefits to District of
Columbia residents since Jure of 1996.

CrHioren's NATIONAL MeDICAL CENTER
GREATER SOUTHEAST COMMUNITY HOSPITAL
HowaRrD University HOsPiTaL
PROVIDENCE HOSPITAL

WaSHINGTON HospPitaL Chnter

UNiTEDhealthcare”

©1997, Capital Community Health Plan
11/97

A PROGRAM

CAPITAL Com®

CAPITAL
COMMUNITY

Kids
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‘WAL 13 CAPITAL COMMUNITY
KIDS CARE?

spital Community Kids Careis a low-cost
program offered by Capital Community
Health Plan (CCHP) and designed to help

‘amilies provide health insurance coverage for
heir children. Healthcare services for Kids
Zare members will he provided by CCHP's
ietwork of doctors that includes more than 100
pediatric primary care doctors and specialists.

CCHP s a health plan owned by five of the

leading hospitals in the District of Columbia;
Chidren's National Medical Center, Greater
Southeast Community Hospital, Howard
et-+--—*» Hospital, Providence Hospital
and Washington Hospitaf Center, CCHP
physiclans and community-basedclinics
have been caring for District residents for
many yesrs, We offer many specialized
services for children and adolescents.

IHO CAN JOIN?

) BE A MEMBER Of CAPITAL COMMUNITY KIDS
\RE, CHILDREN MUST:
= Be under 19 years of age
- Not ke eligible for or have any other
insurance
< Reside in the District of Columbia
= Be¢ without healrh insurance coverage for
3 months except for disenrolled Medicaid
recipients

ORDER TQ QUALIFY FAMILIES MUST:

\pply to cover all eligible children in the family
Aeet certain income requirements based on
amily size.

're are NO exclusions for preexisting

ditions. If you have more than one child you
itapply to enroll all of them in Capital
nmunity Kids Care.

PREMIUMS ARE BASED ON YOUR
ABILITY TO PAY

You will be responsible to pay a small portion of the monthly premium hased on your income level.
There are annual income limits based on family size. The monthly premiums will range from $10-$25
per month per child, not to exceed a maximum payment of $ 100 per month. See rhe chart helaw to

find our if you qualify for this program.

Number of $10 per child
family members

$17 per child

2 under $16.552 $16,533 - $23,554
3 under $20,795 $20.795 - $29,593
4 under $25,038 $25,038 - $35,631
5 under $29.281 $29,281 - $41.669
6 under 133.524 $33,524 - $47.708
7 under $37,768 $37.768 - $53.746 -
8 under $42.011 $42,011- $59.785

WHAT HEALTH CARE SERVICES ARE
COVERED'®Y CAPITAL COMMUNITY
KIDS CARE?

-+ Well Child Visits and Routine checkups
<+ Immunizations

< lnpatient Hospital Care
-+ Physician Services

~ Lab and X-ray

=+ Quipatient Surgery

=+ Prescription Drugs

<+ Mental Health and

Substance Abuse
Services

= Vision Services

=+ Therapeutic Services

= Emergency Medical
Services

=+ Access 1o Discounted
Dental Services

$25 per child

Please call our
$23555 - $35013 Member Services
$29.594- $43.989 Department o find
$35,632- $52,965  out if your child
$41.670- $61,941 is eligible to join:

$47,709 - $70.917 (202) 898-4850
$53.747 - $79,893 1-800-731-2247
$59,786 - $88,869 {202) 218-6999 (TDD)

WHAT WILL FAMILIES BE
RESPONSIBLE FOR PAYING?

Besides the manthly premium, you will be
asked to pay a small fee (co-payment) when
you use health care scrviccr:

- 33 per physician visit

fexcept for well child visits)

= $3 prr outpatient mental health
or substance abuse visit
=+ $3 per prescription
=+ $3§ for inappropriate use of
emergency room {i.e. failure
to notify us within 24
hours of an emergency
room visit or for using

the emergency room for
non-emergency care)

I
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CAPITAL COMMUNITY KIDS CARE

BACKGROUND INFORMATION

Need for theProgram: Statistics on Uninsured Children

in the District of Columbia, 39% of children were without health insurance for at least one month
over a two-year period in 1995-96.

Currently, approximately 18.654 children have no health insumce.

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

Thirty percent of uninsured children arc Medicaid eligible but not enrolled.
L

o
Nationally. ren million children are uninsured, 500,000 are under the age of one, and 34% are
teenagers.

Uninsured children make up 25% of the nation’s 40 million people without health coverage.

Background on Capital Community Kids Care

A 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; Childrens National Medical Center,
Greater Southeast Community Hospital. Howard University Hospital, Providence Hospital, and
Washington Hospital Center.

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

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

Capital Community Health Plan has been selected as one of the default plans in the District’s
“new” Medicaid Managed Care Program.
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_are | |
~ 10 million children are without health insurance this year. the highest level since
the U.S. Census began consistently tracking health coverage statstics (General
[ Accovating Office). -

»ival COMMmuUNnTTY

23 million american children were without heath insurance ¢overage for at least
one month during a recent two year period (Families USA, 1995-96).

ALTH Pran .

) Farst Stregr, NLE.
sancion, D.C. 2000; | ¢ In the Dismct of Columbia 59% of children were without health insurance for at

e 202 408-0450 least one month over a two-year period in 1995-96 (Families US4).

202-408-0881 . .
» In the Distnct of Columbia. 18.654 children = ar 1in 6 = had no health insurance

in 1995 (Children’s Defense Fund)

» 7 million uninsured children live 1n homes wath incomes of less than $26,000,

most of them working families#(Nationul Association of Children’s Huspirals)
» 9 out 0f 10 uninsured children have working parents and two-thirds are in two-
parent families (Families ('S4)
» 1n 7 children in the United States lacked health insurance in 1995 (Children s
Defense Fund)
WDREN',
TIONAL »  Nauorally, the runber: of uiunsured children has risen by nearly 2 million since
DicaL 1987
Lat 2]
» 3 out 0F 4 parents ot uninsured children postpone going to the doctor themselves,
Utig, preferring t0 save that cost 10 pay for medical care for their children (University of
tntast Pirtshurgh)
::fm » in 1995, 9.8 million children, almost 14% of children under 18. were uninsured for
the entire year. This number rose from 8.2 million in 1987. an increase of nrarly
venso 13% (U.S Census Bureau)
v e (Ot the nation's 10 million uninsured children.
oAl = 34% arc ween-agers
= 500.000 are uader the age Of one
oviDenci = 86% live in families with at least one working parent
TN > 65% live in familieswith annual incomesof $25,000 ar icss
= 65% live in two-pant families; 37% live with one parent
fAsrmcTON (Empioyee Benefirs Research Institute)
OSP1IAL
ENTER
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12% of uninsured children are foreed to restrict activities such as bike nding and
ball playing Lecause parents feared they would get bun (Universityof Pitisburgh).

Uninsured children make up one fourth of the ratin®s 40 million people without
health coverage. (Employee Benefirs Research Institute).

30% of uninsured children are Medicaid-eligible but nor enrolled (Genera!
Accounting Office).

“$y
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FOR IMMEDIATE RELEASE Contact: Deena Barghothi
(202) 385-9700

New Health Care Program Ready to Provide Coverage

for Uninsured Children in Washington, D.C.
Capital Communiry Health Plan and United HealthCare Develop
Capital Communizy Kids Care

Washington. D.C., August 12, 1997 = Uninsured children of the Distnct of Celumbia
are the focus of a creative new program launched today that will provide health care
coverage for eligible chiidren living in Washington. D.C.. for 3 modest faraily
contribution. £

""The historic expansion of funding for children's health services approved last week
gives Capital Community Kids Care a pivotal role in developing and testuing programs
foi uninsured children throughout the country."*said Hanita Schresber, CED of Capital
Commumty Health Plan (CCHP). **We hope the District and states can learn from our
program as a potential model for public-private parmerships.™

Capita} Community Kids Care was developed by CCHP and United HealthCare
Corporation. Beginning this Octobcr. it will provide health care coverage for children
Including physician care. inpatient and outpatient care. diagnostic and laboratory test..
prescription drugs and emergency services. Family contributions will be based on a
hding scale with small copaymerts for Some services(see attached program
guidelines). Capital Communuty Kids Care premiums are being subsidized by The
vIhance for Medical Care. Capital Community Health Plan and United HealthCare.

United HealthCare has a long-standing commitment to promote access to health care
for medically underserved children," said William W. McGuire. M.D.. President and
.EQ of United HealthCare Corporation. " We see thiS program as a potential blueprint
12t can be duplicated across the country. Capital Community Kids Care combines
ur resources and expenience 1n children’s health programs with CCHP's knowledge
b f the local population and sts pediatric care network. This is an examgple Of the
orivate SeCtor working to meet a public health need.”

--more-—-

Capita! Commmmite Rids Care K 5 hoatth ¢ AIREraem onrewrneod tny U anits! € ammepon v tiasthh Bioe cod t tnsnn osWh sso Cormmrstonn
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United HealthCare Corporation serves more than 14 million people, through its health
plans and other nerwork-based health insurance products. United Hez1thCare helps

- : improve people’s health-ad well-being by designing and orgamizang health cart
services that help people access the care they need, when they need it.
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CAPITAL COMMUNITY HEALTH PLAN

—.rnare:s: Staft: .

750 First Street, NE Hanits Schretber, Pnndn!ICEO_

Suite .llfzo Tamars A. Smith, VP, Marketing & Government

Washington, DC 20002 Relstions -~
. John Dell’ Erba, CFO

Ehone (202) 408-0460 Al Perkins, VP, Network Development &

ax  (202) 408-0881 Openations

Model Type: T

airman: Mixed-IPA & Gronp‘
win K. Zechman, Jr. Service Areas: Washington, DC
, Children's Natiopal Earoliment: 198 10,450

ice Chairman: Miscellaneous:
ister Carol Kechan For Profit Yes
, Providence Hospital Fedenally Qualified No
rd Members: . Accepts Medicaid Yes
alton Tong Accepts Medicare No
ident, Greater Southeast NCQA Accredited No
ealthcare System Number of Hospitals: 5
ecutive Director/CEQ Number of Physicisns:
Exmtivc Director/CEO Primary Care 240
berman McCoy - Specialists 998
Howard University Hospital -

Kenneth A Samet

President, Washington Hospital Center
Michael P. O’Boyle, Treasurer
CFO, Washington Hospital Center

Capital Community Health Plan is an HMO owned by five of the leading hospitals in the Distriet of
Columbia: Children's National Medical Center, Greater Southeast Community Hospital, Howard
University Hgartell, Providenes Hospiral and Washington Hospital Center. These hospitals are all
recognized providers in the District's Medicaid Program and together they account for nearly 75 pereent of
the surrent Medicrid admissions.

CCHP began operation in June of 1956 and has over 10,000 AFDC and relatad Medicaid members that ar
residents Of the District of Columbia CCHP is committed to providing exceptional quality care and
sustomer service t0 its members, 1t offers the city's most compists range OThigh quality, coordinated
health care servicss N convenient locations. CCHP has swell organizad provider network with over 1200

CCHP has b a n organized and financed to operaiz succssfully under a risk based capitated reimbursement

system and has contracted with United HealthCare of the Mid-Atlantic (UHC Mid-Atlantic) O provide
management and administrative servicss, UHC Mid-Atiantic has more than twenty years OF solid
periene N managed care and has been contracting with the State of Maryland to serve its Medicaid
pulation since 1974. UHC Mid-Atlantic provides asesss tostate of the art MIS systems, ¢laims
l.rocessing, customer Service, cost containmentand quality assurance systems.

C Mid-Atlantic is a subsidiary of United HealthCare(UHC), one Of the largest national health care
viders servingmore than 4 million individwuals through a broad continuum preduets including HMOs,
P4, and Indemnity programs. UHC has 600,000 Medicaid mesmbers with conmasts in 13 swates and
fro Rim. UHC provides access to extensive management and ¢ltnical supportsystems and highly
¥lified health «am professionals with experience m Medicaid managed case, regulatory compliance,
PISDT education and outresch, medical managemeant, clinical practice standards and reporting systems.
& corporate staff of UHC is available to CCHP for advics and consuftation in building sstrong and
flective Medicaid program.

Canila’ Commumty Kigs Care 1 3 health care Droram wonsored by Cabiddt Commumiy Heatth Pian and Linvted Heanh{ s1e Corporation

physicians and community based ¢linies who have te2n caring for the Medicaid population for many yas,
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By Todd Beamon

Washmgen Pout Saatt Wemer

Yohannes Solomon's 7-yearold son
needs throat surgery His J4year-old
son needs hepatts shots His 1-year
old son needs the general areassock
ated with a toddler

‘Solomon. 40. a hot dog vender whe
fres in Northwest Washinglon, says
be cannot get the medical care ha
family needs because he lacks health
msurance.

“He can't sleep at night »ecause ol
the problems.' Solomon sud of ks
7.yaasr.old, Robel “We had him in lor
surgery in May but mv Medicad ran
out ldon't have anything now ~

But Solomon soon will be among
the parents of 1.000 children w the
District who will be able to gel med:
cal insurance under wwo year long
programs announrrd vesterday

One program Capial Commuany
Kuds Care 1ssponsored by the Capital
Community Health Ptan (CCHM, a
bezith mauntenance organwauon in
voiving hvr D C hospitals and United

e

B LARSY MORINS - To0L -nu-r.ml
ﬂlulh Schrelber is president of Capital Community Heatth Plan, which sponsors the Capital Community Kids Care program.

Children Get a Health Care Safety Net

Two D.C. Programs to Provide Services to Poor Are Announced

Healthcare Corp.. a Minneapolis-
based provider. The other effort in-
volves Kaiser Permanente. an HMO
=ith 529,000 members in the Wash
ington-Baltimore area. Both programs
are in parmership with the Allance
for Medical Care, anonprofit {ounde.
tion that provides heakh cue pro-
grams for D.C.residents.

“The goal is to get the-children that
fall between the safety nets so that
they will be able to get coverage. and
=ath that coverage their parents will
seek preventve care forthev children
and not turn up mn an emergency
room. said Edein K Zechman Jr.
CCHI™s chairman and president and
chief executve of Children's Hospital,
one d the five CCHP members

The foundanon recently received a
city contract o provide Medicaid ser
vices to D C residents

Heganung Oct 1 500 children
whose parents do not have health
nsurance will receive hospitalizaton,
prescmipuon and other coverage a
CCHP hospials=—Children's, Greater
Southeast Comununity Hospital, How-

ard University Hospital. Providence
Hospital and Washington Hospita!
Center.

The cost of the plan will range from
$10 to S17 per child per month. with
family mazumums ofF $40 to 5100 a
month. all based on income. Fees Will
range from $3 for physicians' wisits
and presempuions, lo 835 for inappro-
pnate uses of hospital emergency
rooms

The Kaiser Permanente program,
expacied to begin enrollment within
weeks, Will serve 500 children at the
HMOs rwo health care centers in the
Distnet Famibes will pay $10 per
child amonth upio a maximum of $20
per MOt wath no co-payments The
company does Nnot serve Medicaid
pauents

United Hezlthcare, with 94 million
customers naionwide, I1scontributing
$125,000 1a Capital Kids The grants
from the Alliance for Medical Care—
$125.000 o CCHP and $180.000 to the
Kaiser Permanente effori—are CON
tributions from Donald de Laski, who
co founded the alliance last year
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ninguna otra sitemativa. Son gente
quﬂgmsymmagﬂluay
aunque necesiten ayuda médica no
ynntpeﬁtknmmmddgcb-

emo.

Sigue Guzmdn; “Esta es la gente
gue esth olvidada en el sistema de
cuidado de salud y nadie habla de e-
Ha Nosotros nos dirigimos a exte pii-
blico para responder s sus necesids-
des de seguro de salud y desarrollar
un producito que les proporcione la
coberura que elios aecesitan. Al mis-
mo tiempo. al recibir cobertura médi-
ca para sus hijos, estos padres pueden
ejercer medicina preventiva. Ene pro-
grama, sobre todo, busca promover s
medicina preventiva”

Wensi s de Nueva York, donde
pasé cuatro afios montando clinicas
de salud en los colegios para proveer
atencién médica a Jos nifios que ls ne-
cesian. Tiene amplia experiencia en
este tema, y Fran entusiasmo en legar
2 todos los nifios cuyos padres no
uenen seguro médico en Washington,
pana facibtaries e} acceso a esie plan
de sajud.

“Yo hablo con muchas familias
cuando las atendo para tramitar la
sohicitud, y muchas me dicen, entre
elios abuelos, que estaban rezando

- 4l mn haas amalasia

POC un programa de esic Gpo per B
bijos y sus nietos.” Segun ¢f gobier-
80 federal, 10 millones de nifios en
este pals 0o tienen seguro médico. El
nimero de nifios sin seguro ka crec-
@0 por easi 2 millones desde 1967, El

H03, no tener oo seguro o calificar '
para otro seguro, residir en el Distrito
de Columbia, no haber tenido seguro
médico por Jos ditimos tres meses.
Pana calificar, a3 familias mecesitan
concordar Con CIEN0S requEnmienios
de sueldo y cantidad de miembros en

L

nesporcondmmpwuimuSi
Ud. uene mds de un hijo, puede enro-
lar 8 1oda 1a famitia. Las primas men-
suales 3¢ establecen entre $10-525
délares por mes por niflo, de manena
que incluso con uma familia nume-
rosa. 103 padres no Lenen Que pagas
mis de $100 délares al mes.
Ademis de las primas mensu-
aies. Ud. deberd pagar un pequefic pa-
go cusndo utilice Jos servmcios: $3
por vista Al médico, $3 por visita de
salud mena! o drogas, 335 por uso

{Qué servicios cubre “Capital
Community Kids Care™; visitas mé-
dicas, y exAshen general rutinano, ser-
V610 hospitalano memo, labortornio,
rayos X. cirugia, secetas médicas, ser-
vicios lerapéulicos, emErgencias,
Vista y ACCES0 A SETYICIOS dentsles con

guntamos con qué conumudad conta- °

mos. Wensi nos expbica que el pre-

PR
! ¥y "'s\;'!_ ey
%

Salind al
alcance
de todos

los niinos

Por Luz Mavis Aguirabae
_wcon

{Tiene Ud. gifios y no tiemec so-
guro_de saud..? jNo s preocupe!
jAhora puede coaseguir atencida
médica pars sus hijos, progre-
ma nuevo, Damadd “Kids Care™! Con

nwnmama —

dog hasta Jos 13 afios Que carezcan ¢
dicho beneficio.

Wensi Guzmén, Director ¢
Proyectos pare “Kids Care™, del “C.
pital Commmmity Health Plan™ ((
CHP) nos comenta que “sste progr.
ma s¢ ha iniciado al determinar la o
cesidad que hay, »0 solo en W
shington sino en Jos diferentes est
dos, de astander con ente sexvicioa e
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Kaiser Kids Program

Kaiser Permanente Medical Center
1011 North Cagpitol Street, NE
Washington, DC 20002

Dear Director:

Please find information attached describing the Kaiser Kids Pro; a program sponsored

by the Alliance for Melcal Care and Kaiser Permanente. The Alliance for Medical Care is
a non-profit organization that is assisting low-income pareats by subsxdmng health
insurance policies for families that are ineligible for Medicaid but are currently unable to
finance the cost Of an independent insurance policy for their children, KalSer Permanante
and the Alliance for Ml Care have joined together for the purpose of offering this
program to 500 uninsured children in the District of Columbia.

The comprehensive health insurance policies cost $10 per month to enroll one child and
$20 per month to enroll two or more children m a famnily. Eligibility for the program is

hased on residence in the District, age of the child, insurance status of the child and
1ncone of the family,

Currently, the Kaiser KitS Program has enrolled 500 children and the sponsors are
considering expanding the program to include additional children. Consideration K also
being given to include children fram a higher income bracket.

The attached information includes an article from the Washington Rost describing the
program, a fact sheet and press releass on the Kaiser Kids Program and a copy of one of
the flyersused to publicize the program. If you would like additional information please
contact me at (202) 898-5173.

Sincerely,

Abbie Mae Buck Miller
Program Coordinator -
Alliance for Mol Care




Fact Sheet: Kaiser Kids Program
. . . il :

. Comprehensivehealth care coverage will be provided by Kaiser Permaneate with
families paying $10 per child per month ($20 maximum a family per nah). The balance of
the cost OFcoverage will be shared by the Alliance and Kaiser. NO co-pay will be expected
for medical services.

. Co_miorehensive health care includes health education, preventive care, emergency
care, hospital and office ViSItS, medically necessary laboratory costs and X-ray services,
short-term physical therapy (not to exce=d two monthsin duration), annual VISIOn xams,
unlimited doctor's Visits for Sort-termand arisis intervention mental health and substance
abuse services and 45 days of hospital or residential mental health care, maternity and
newborn coverage, and free prescription drugs and preseribed health accessories a Kaiser
pharmacies.

. Kaiser Permanente and the Alliance for Mecical Care have initialty Committed
funding for a maximum of 500 uninsured children from the District of Columbia through this
program. The first year of the renewable agreement is 8/1/97 to 7/31/98.

. The program will be administered by the Alliance for Medical Care staff from an
office in the Kaiser Permanente North Capitol Medical Center, 1011 N. Capitol Street, NE.
Health Care services also will be provided a the Kaiser Permanente \N&st End Medical
Center, 2100 Pennsylvania Avenue, NW. Reginalld Brown is the executive director of the
Alliance for Ml Care and can be contacted at (703)671-3837. Abbie Miller is the
Alliance for Medical Care Kaiser Kids Program Coordinator at the Narth Capitol Medical
Center, (202)898-5173.

riteria for Enroliment in Child Health Can Program )
R Participants shall be children under the age of 18 who are resident in the Ol of

Columbia.

. Participants shall be in families with income less than 200% of the federal poverty
level.
o Participants shall not have (or be eligible for) health benefits coverage under any

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

For More Information Please Contact:
Abbie Miller, Program Coordinator (202) 898-5173
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Media Relations . MidoAslansic Seates . 2101 East Jefferson Strees . Rockville, Maryland 20852

For immediate Release
Tuesday, August 12, 1997

Contact: Reginald Brown d

Alliance for Medical Care
703-671-3837

KAISER PERMANENTE AND ALLIANCE FOR MEDICAL CARE
WiLL PROVIDE COMRREHENSIVE HEALTH CARE
FOR 500 UNINSURED DC CHILDREN

ROCKVILLE, MARYLAND—Kalser Permanente and the Alliance for Medical Care
today announced an agreement to provide comprehensive health care for 500 uninsured chil-
dren in the District of Columbia. Qualified families will pay $10 a month per child or a maximum
$20 a month per tamity. The balance of the eost of coverage will be shared by these two non-
profit organizations to help meet a pressing community need while new health cam programs
for uninsured children are developed with recently authorized federal tunding.

The Alliance for Medical Care wifi enralt eligible children and administer the program
from an office at the Kaiser Permanente North Capitol Medical Center. Patticipants wili receive
Kaiser Permanente membershipeards and most health care will be provided at the'HMO's
North Capitol Medical Center and West End Medical Center, both in Washington, D.C. The two
partners expect  renew the agreement after the first year.

The new program will be the second children's health cam initiative in the District of
Columbiafor the Alliance for Medical Care, a charitable erganization founded in' June 1896 and
based in Alexandria, Virginia. Last year, the Alliance created a program to provide ambulatory
medical care tor up to 180 DC children with asthma The original program is based on agree-
ments to relmburse health care providers at Howard University Coliege OF Medicine and
George Washington University Medical Center.

*Earlier thii year. we decided to expand our investment of private-sector capital Inthe
health of DCchildren by helpingte pay for comprehensive heatth insurance through Kaiser
Permanente and other established heatth maintenance organizations,® said Donald del.aski,
chairman of the board and cofounder df the Alliance for Mediad Cam. *We're alse announcing
a partnership today with Capital Community Health Pian, a Medicald managed care contractor

—1 Of 3w

|

LEREETRERIEMEREEEetirasessesere

-
e

ST A AOASAsttsss

T——



Kaliser Permanente/Aliiance for Medical Care Partnership for Uninstred Children

forthe District of Columbia. The complementary programs of these health plans will improve
children's quality of iife in more DC neighborhoods.”

*Over the next five years, New faderal funding will provide urgently needed nealth
coverage for children of jow-income werking families through the balanced budget lsgislation
signed earlier this month. We expect our partnership with the Alliance for Medical Care to
serve uninsured DC children well as new publie programs are developed. \\/e want to demon-
strate sffective ways 10 meet part of this great need with compassionate, quality care for each
child," said Robert Pfotenhauer, vice president and executive director (f Kaiser Permanente's

Washington, D.C. markst.

Kaiser Permanente, with 528,000 health pian members in the Washington-Baltimore
metro area, already participates intwo major programs that provide 8,185 subsidized health
care slots for uninsured famities and children in Virginia, Maryland and the District of Columbia
(see fact sheet).

Under this partnership agreement, the Afliance for Medical Cam will pay Kaiser
Permanente $30 per child per month, participants will pay Kaiser Permanente $10 per chiid

per month (up 10 $20 maximum per family per mTth), and Kalser Permanente will subsidize
the balance of the monthly cost of coverage.

Kaiser Permanentewill provide participants bask health care services including heatth
education, preventive cam, emergency cam, inpatientand outpatient physician care, diagnos-°
tic laboratory and radiological services, short-term physical therapy, annual vision exams, men-
tal health and substance abuse serviess, maternity and newborn coverage, and prescription
drugs and accessories at N0 cast through Kaiser Permanente pharmacies. All services must be
authorized by Kaiser Permanente health care providars according 10 terms of the agreement.

Participants may live anywhere in the District of Columbia, but recruitment efforts will
focus on Ward 2 and Ward 8, where Kaisr Permanente has medical centers. Under the basic
, eligibility criteria, participants must be under age 18; be residents of the District of Columbia;
have housshold income less than 200% of federal poverty level; and not have of be eligible for
| health benefits coverage under any private Or public program O policy providing health insur-
ance, health coverage of health services, Including but net limited 10 Medicaid. In ganeral, eli-
gible children will be accepted on a first come, first served basts regardiess of current health
status subject to terms end limitations of the program.
For detailed information and an application te enroll in the new program for yninsured

DC children, interested families may contact Abbie Millet, program coordinator for the Alliance
for Medical Care, by calling 202-898-5173.

i
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Kaiser Kids Program
Alliance for Medical Care/ Kaiser Permanente

|s your child without heaith insurance?
Does your child live in the District?

Is your child unableto receive Medicaid?

If you answered Yes to these three questions your child may be eligible

for the Kaiser Kids Program sponsored by the Alliance for Medical Care
and Kaiser Pennanentc.

The Kaiser Kids Programwill Help low-income parents who-are
ineligible for the Medicaid program pay the cost of a health insurance
policy for their children. The Alliance for Medical Care has joined with
Kaiser Permanente to offer complete health insurance policiesto 500
uninsured District children this year. The policieswill cost $10.00 a

month to cover one child or $20.00 a monthto covet more than one
child in a family.

If you have any questions or you would like to apply for the program
please contact the Program Coordinator, Abbie Miller at

(202) 898-5173




El Projecto Kaiser Kids
La Alianza para Servicios Medicos | Kaiser Permanente

- . ”  ow
Esta sU nifo sin seguro medico?
Vive SU nino en el Districto de Columbia?

Tiene usted un nino que no califica para
Medicaid?

sf respondlc/o “si” a estas tres preguntas, es posible que su nino sea elegible

para el Projecto Kaiser Kids de La Alianza para Servicios Médicos y Kaiser
Permanente,

El Projecto Kaiser Kids ayudara/a padres de bajos ingresos que no SON
elegibles para Medicaid pagar d seguro médico de sus nifos. LaAlianza
Para Servicos Médicos junta con Kaiser Permanents ofrecerén.pélizas de
seguro médico completo a 500 nifos del Distrito de Colombia este ano. La

poliza de segurova a costar $10.00 cada mes para cubrir a un nifio 0 $20.00
cada McS paramés de un nffio por familia.

sf tiene cualquicr pregunta o quisiera una solicitud para el projecto, favor
de ponerse en contacto Abbie Miller a

(202) 898-5173

— . e st e T
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Children Get a Health Care Safety Net

T wo D.C. Programs to Provide Services to PoorAre Announced

- By Todd Beamon

Weshmpion Peat Sealf Writer

Yohannes Solomon's 7-year-old son
needs throat surgery. His 14-year-old
son needs hepatitis shots. His 1-year.

. old son needs the general care associ-

aled witha toddler. . ...
]'SOIomnn. 40, 2 hot.dog vendor who

- lves in Northwest Washington, says

he<cannot get the medical care hns

. family needs because he lacks heaith

mwrance

“He can't sleep at night because of
thc problems,” Solomon said of his
7-year-old, Robel. “We had him in for

| surgery in May, but my Medicaid ran

out. ] don't have anything pow.”

- But Solomon soon will be among
the parents of 1,000 children in the
District who will be able to get med;-
cal .insurance under two yearlong
programs announced yesterday.

* QOpe program, Capital Community
Kids Care, is sponsored by the Capital
Community Health Plan (CCHP), a
Health maintenance organization io-
wolving five D.C. hnspital*, and United

Healthcare Corp., a aneapohs—
based provider. The other effort in-
volves Kaiser Permanente, sn HMO

with 529,000 members in the Wash- |

ington-Baltimore area. Both programs
are in partnership with the Alliance
for Medical Care, a nonprofit founda-
tion that provides health care. pro-
grams for D.C. residenis.

“The zoaluwgeubcchxld.r;nﬁﬁt' ‘

fall between the safety nets so_that

with thst coverage their parents will
seek preventive care for their children
and pot turn up in an emergency
room.” said Edwin K Zechman Jr.,

.CCHP'g chairman and president and

chief executive of Children's Hospital,
ooe of the fve CCHP members, -

The foundation recently received 2
city contract to provide Medicaid ser-
vices to D.C. residents.

Beginning Oct. 1, 500 children
whose parents do not have health
insurance will receive hospitalization,
prescription and other coverage at

CCHP hospitale—Children's, Greater’

Southeast Community Hospital, How-

ard University Hospltnl Providence

Hospital and Washington Hospital
Center.

The cost of the plan will range from

* $10 to §17 per child per month, with:

family maximums of $40 to §100 a
month, all based on income. Fees wills
range from $3 for physicians™ visits -

and prescriptions,-to $35 for inappro-
priate uses of hospital emergency

. ToOmS.
they will be able to get coverage, and
" expected to begin enrollment within
i weeks, will serve 500 children at the
- HMO's two heglth care centers in the

The Kaiser Permanente program,

District. Families will pay $10 per
child a month, up to 2 maximum of $20
per manth, with 0o co-psyments. The
company does mot serve Medicaid
patients, *

United Healthcare, with 14 million
customers nationwide, is contributing

$125,000 to Capital Kids. The grants

from the Alliance for Medical Care—
$125,000 to CCHP and $180,000 to the
Kaiser Permanente effort—are con-
tributions from Donald de Laski, who
co-founded the alliance last year, -
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The Food Stamp Program provides food assistance to low-income houssholds with certein incoms limits. The Program
is imended to stretch a family's food dollars. Food Stampe can be used to purchase food from spproved grocery stores
and markets. You do not have to be on welfsre to quality for Food Stamps.

Aid to Ferihes with Dependent Children (AFDC) provides money to low income families with dependent children who lsck
parantal support. lack of psrental support means one or both parents are dead, disabled, unemployed, or continucusty
absent from the homs. Tho family income and resources & s ed {0 determine \Who qualifies. |n some cases, AFDC may

assist g family m collecting child suppert payments, finding work or training for work, People 0N AFDC a N eligible for
Modicaid. o

MEDICAID, AFDC AND FOOD STAMP OFFICES :
Apply for AFDC or Public Assistance, Food Stamps and Medicaid st these Service é-mm. They sre open Monday-Friday
from 8:16 am to 4:45 pm. Call first to find out what documents to bring.

NONTHUEART Gdgeweed Service Center SOUTHEAST o

801 Edgewood Terrace, NE Anacostie Service Center *
M Street Service Conter Celt: 6700828 2100 ML King Jr. Ave,, SE
645 || Street, NL. Call: 8464814
Colk: 7246188 Northesst Service Conter

4313 Nennie M. Burroughs Ave, NE :upnd View Service m'i
Capits] Esst Sarvice Canter Cal: 7270338 829 East Capitol Street, 8!
0720026 of 72 G008 ' cot: pap-ases

: NORTHWEST :

z or 727-0808 « dy Bervioe C Congress Halghts Service Center
Eckingten Service 508 Kennedy Street, NW 940 Valloy Avernse, SE -
80 Fromde Avercn B! Col: G76-8308 Csf: 8454626
Coll: §73-7440

Call 727-DEAF

Lesve your neme and TTY number
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e 3309 16th Street, Nw == sgy;"e- 220 High View Place, SE
Bread for the Chty - Call 266-0149 - .. Cat: §74-3880 -
1306 14th Street, NW : " Open Mon.-Fri., ® sm-6 pm 3. F - e infent Formule Avallable
332'0‘40 ) . h r".':, RS e \P . A:‘ . — '.:—‘.‘- hd - o~
¥ SOUTHEAST ®7AREL T souTHweST T &
Christian Action Center LT oy - o : P
1201 T Street, NW Catholic Charities S Southwaest Heatth Center
Call: 332.3721 & 2654494 g « Assumption Church R A 850 Delaware Avenue, SW -
_ . 3401 Martin Luther King Jr Call: 727-9122
Northwest Pregnancy Center. . . .. . - Avenue, SE s e Tucs.. Wed., & Thurs.,
1314 14th Street, NW Suite #4 Cal: 526-4100; Mon., w. ‘nr 8 30amto 4 pm " T =
Call: 483-7008 w0 Fr.;10 am-12 pm and 1 pm-s pm e -
Open Mon.-Fri., 12 noon-4 pm Infant Formuila Avafiable Bread for the Chy - TV
, - 2 ' 3845 South Capitol Stroct. SW.
: v . Call 661-8587
Ammumammmsamm .

The Addiction, Prevention and Recovery Administration (APRA) will hcb anyone who w-nts counsseling and treatment tor _,
aicohol or Jrug abuse. The central intake phone number will provide information on all svsilsble services. Take the first

step — call 727-5163. ¥ you are pregnant with a lleoholordmy’mbbn — DO NOT wak, call 727-6163 TODA vuil,.

The places below offer substance sbuse counseling and treatment. Call for more information.

Wormen's Services Clinic Second Genesis Andromeds Hispano Ments! Health
1805 L Street. SE 1320 Harvard Strest, NW : Foundation . .
Building # 13 ashin on Dc 1400 Decatur Strest. NW
Washirigton, DC 20003 Lo Washington, DC 20011
Call: 727-5166 {ext. 671 Call: .291-4707;
Mon.- Fri, 9a.m. - .m.
United Planning Organization (UPO) L e - ¢.m. -6 p.m .
Substence Abuse Program IPEERETA
941 N. Capitol St., N.E. N e
Washington. DC 20002
Call: 289-9100, ext. 216
CHILDHOOD IMMUNIZATIONS N
Protect your infant or young child from preventable dite like measies, mumps, polio and rubelia. Ask your child's
! hnmmwnumu’wmumnm_ h gl
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By Fact Sheet |
e AT EFTIIAL Depermmen: of Himan S&vices -
T =y Y AR Commission of Public Bealth |

), esuablished October 1, 1982, is charged with plan-ing,
‘ i ive bealth services for all mothers and children,
rmmm@mwwmmmmmwmmwwdemecdmbu
As the s.agie siatc ageacy, OMCH ad=izisters the Title V Mzmmalznd Child Health Services Block.Gram._ The

moslity and Seec pregnancy p

- ! ) i isn::cf!Sd:signzedHalﬂ:ySunCmmiﬁsuﬁonwide.chargedwim
mobiiiziag ccllaborative cammumity efiS:ts to roasonmewmprchmsivensdsofpmmwmand.h_ﬁm. '
Th: goal of th=se aSerts is to reduce ixiast mortality S0% by Scpicmber 1996, in Wards 7 & 8. Special initiatives
fupded by ihis projecs include: Patient J==snrive Program: Sister Friends Program; Eveaing and Weekend Clinic;
rwo Matamssy Outr=ach Mobiles: and H.D. Woodssa Senior High School Adolescent Wellness Center.

M * mission is to improve
the cagazity cf primasy czre health and sssial service systems to assure the delivery of communiry-based. fagmily-
centered cas: for paseats, infamts, eklmen. and youth affected by the HIV/AIDS epidemic in the District of
Columbis. CHIS far Families also dalivers comprehansive, fomily-centered case management SEIVICes 10 OVEr
173 families affected by BIV disease oz=ally. C e e .
SYNERGY is zn z2zlescent health ec2iition working 1o strengthen and enhance the Commission of Public Health

224 commury-bass2 crganizauon's cIpssity to provide preventica. education, outreach and trearment services to

youtd in kigs visk si==uoas. : . N
The Presponce Pirk Assssment Mongitoring System (PRAMS) collsborates with District hospials to-
condus: hosnil-zaszd da collection. As a siate reproductive health surveillance tool. PRAMS may be ysed to

moritor matemal sehzviors and risk fzsisrs, provide sirewide prevalence rates for maternal risk factors, idcntify -
fi5s io healo ote fylem delivery 2=d wiilization. provide data for needs assessments, program planning. and

evatation, 2ad 2ssems o3¢ impaxt of bekovioral risk factors and aeaith care problems on pregrnancy outcome.

A, ob S ad

- .

Tat Precaaace Nrr=ition Surveillance Systom (PNSS) exazines the relstionship berween factors asseciated |
= nutriuonal status Curing pregnancy 2nd birkhweigh.. The data collecied from Districs residents include preight
-2 curing pregrancy. smoking and grinking behavior before and during pregaancy. hematocrit and hemqglobin
csos. zoo bimh ouiscme. whicn is anzlyzed to better understand the prevalence and trends of risk factors
o -mmoiac vith Low Bizhweigin and a2verse prognancy outcomss. . : \
o C. Syszemgs De-elopment Initiative (DCSDD advocates for the development of a coordinated & of

primary hes.ih cote 15T wormen and children in tae District of Columbia, including children with special necds and |
csommaly in Wasds €,7, and 8. Dusiag this era of restructuring. DCSDIs' focus is consumer and povider
erv=oso sesarcing Medicaid Manages Care. '

Newporn Sorernine Program providss screening of every birth ocsurring in the District of Columbia forjcertain
—o-apolic ans sickie cell disorders for which carly and appropriale treatment can prevent death or subst.‘uuinuy

-—siigraie menes! rezecsznioa. phys:sal kandicaps and developmental disabilities.

Graesc Semviers mrovides clinical penstic servicss to pediatnc 2nd prenatal clients of the Ambulatory H Carc
Acmurosmetons’ Neighborhood Health Cernters.  Services proviaed include: Genetic counseling and edycation; |
feiiv aisoery: chysical cxamuaations. diagnostic procedures; iaboratory screening and testing; cvaluation and ]
LITROTIs: fTSALTInI I 4 maragemen:: raferisi anc. Jollow-tp aerviess. | J

= dx Geonmmes: of the Distniet of Columbia “Jovcdo




: e f is 2 five year collsborative between the National Institute
' Development, of Health, Office of Reszarch an Minarity Popalations,
the National Instzzs for Nursing Research, the D.C. Commission of Public Health, #nd five of the city’s most
pmm&hawmmmbmmdmmm inzerventions aimed at
reducing the lofonr Moality Rate (IMR); increasing puhﬁcnr.dmdingofhnlthmhm.mm
encouraging higs-risk women o obain prematal care as well as assume responsibility for their health. ‘

 Baby Ho:line ic a 24 hour islephane answering service to callers in need of information, counseiing, azd referrals
oa mazerna’ 22 child health copesrns ond problems. The toll free hotline mumber is 1-800-MCM-BABY.

- Teen Tips Hoifine, 2 24 hour telephone information and referral service for tecnagers. The number is 1-800-
656-2225.

.

INTEN MA S/RES

Al Yo bl g 8 e M O . auihbleznﬁnglishandSpﬁiisaﬁmngoflaml
£ETVIces Of Iterest to pregnant woman a=d mothers. This manual is small in size, designed for casy usc by cliems,
hsn'.ng12mjor::x:z::risefmicswiﬂ:adsaipﬁonofuzhserviuoﬁnadmdhowmm:hcsuvics.
Copies availzbia o OMCH. ' :

MCH ALFRT, a quanerly newsletter produced by OMCH st and distributed 1o Jocal MCH providers.

mmmmwwggbammdsi@dbymmsmrhmﬂm to
Taxicuze 2 2500y cl'the Ambulatory Fealth Care Admintstrasion clinical stff and other front-line prov, to
deliver high-quality prumary care services for pregnant and non-pregnant women with HIV infection for
a==ihody-positive, or infected, infares and children. : .

Healthy Stort Infant Mortality Review Update, a quazicrly newsletter produced by OMCH and
dez=outes o' lezzl MiCH providers 2nd clients.

Hezlthy Start Pecnrgee Center, a JiSrary and on-line computer service 1o provide informarion on mategal and
€822 Seal Issuss znd other health cars concerns to parents and community groups. Also available through the
Cemxer amo: Healthv Start Newsletter, produced quanerly and distributed to MCH providers and consumers;
Respuree Parents Trainers and Trainees Manuals, including Home Visiting Guids: and ;Case
V. anoement ?fanngl, including Protocols. : -

e : ild_HBeahth Services by Ward jn the Di 4 pr
SLTziehsi.ve. up-to~Cate resource liziiag of materral and child health services offered within the Didrict of

Coizmoa. The guide is user friendly for easy reference. designec (o familiarize service providers with the s
- Txisizy, 2arvesss, and to facilitate ccczerotion amon; providers whose services may be complcmcntary.

vanabie from CMCH.

Maternal znd Child Health Proe=—=s and Special Projects, 2 comprehensive listing of citywide program
£S5 anc cdjexives under four maic: subheadings: Matemai and Infant Health, Children and Adolk cents,
Ciildren with Special Health Care Nesds. and MCH-Related Programs and Projects. The Appendices fprovide
Lommaticn: on wsuss that range from Loy resourzes cuwside of Title V. to locations of health facitiies it ofier

rpra=sazl coto serviess.

Formsommmnics ool the Baby Heotline, 1-800oMOM-EABY.
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(3), .minutes from the Medicaid Advisory Committee meetings; and

(4) correctiveaction 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
minutes shall be kept confidential by reviewing parties as required under the
District's HElMh Maintenance Organization Act of 1996.

6. EPSDT-related Information

a.  Provider shall produce summary and enrollee specific data from the claims and
medical records of its enrollees on EPSDT services, described in paragraph 2.a.(9)

of Section H and/or from the EPSDT tracking system, described in paragraph 6 of
Section | 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.

7. Operational Indi f Provider Perf |E D

Meesures ' and Attachment IIT to this contract.

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

C.9.3 of Solicitation No. 7010-AA-NS-2-CR shall be incorporated into this
contract as a performance specification.

Provider shall submit additional aggregate outcome measures, as requested by the
District. These aggregate outcome measures shall be developed by the District 1n
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10. EPSDT Qutreach Activities

a.

T~ e

Provider shall conduct outreach activities to assist enroliees make and keep
EPSDT appointments for eligible children. The outreach activities shall include
every reasonable effort, including telephone calls, scheduling of appointments for
recipients, mailed reminders and personal visits, to contact parents, guardians of
children, or the children themselves, if appropriate, based on the child's age, who
are due for, or who have failed to keep appointmentsfor, EPSDT screens and
laboratory tests set forth in the District's periodicity schedule, immunizations, or
follow-up treatment to correct or ameliorate a defact identified during an EPSDT
screen or laboratory test, or have otherwise not obtained EPSDT screens
laboratory tests, immunizations, follow-up treatment or sther services, in order to

assist them to obtain such services.

Provider shall offer 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 CFR 440.170.

11. EPSDT Education for Members of Provider Network

Provider shall train all physicians providing EPSDT, at least annually, 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 services in accordance with standard medical

practice.

1. Covered Services

a.

This contract provides far coverage and provision by Provider of all medical
assistance benefits and servicesthat are listed in Attachment I, which is

incorporated herein as part of this contract.

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 to
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2.

the District Medicaid program under federal and District law, 42 U.S.C. § 13% et.

S&.; 42°C.F.R. §431 et.seq.

Earlv and Periodic Screening Di ic and T Services (EPSDT).f
Under 21 Years of Age

a.  The EPSDT program is the pediatric component of Medicaid and requires
coverage of periodic and interperiodic screens, vision, dental, and hearing care,
diagnostic services needed to confirm the existence of a physical or mental illness
or conditionand all medical assistance services that are recognized under Section
1905 of the Social Security ACL, even if not offered under the state plan to persons
age 21 and older. In operating the EPSDT program, Provider shall be bound by all
federal laws applicableto the program (including 42 U.S.C.§§1396a(a)(43),
1396d(a)(4)(B), and 1396d(r)).

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

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

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

(4) Provider shall be responsible for coverage and provision of all EPSDT hearing
services set forth in Attachment 1.

(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 case of servicesrequired 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.
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c.  Provider shall ensure that effective communication is provided for dezf pecsons in
itsadministrative and medical services, in accordance with Section 504 of the
Rehabilitation Act of 1973 and Title IT of the Americans with Disabilities Act of
1990.42 USC §12112 - 14, including the availability of qualified sign language
interpreters.

s T : { Scheduling Assi Requi

a.  Provider shall furnish all transportation for emergency services as defined in Article
XX1I.

[

b.  Provider shall furnish all medically 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. EPSDT Tracking System

a.  Provider shall operate a system that tracks the following EPSDT activities for each
enrol lee:

(1) 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
received and the dates that the screens, immunizations and laboratory tests
occurred;

(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 referral

occurred:;

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




DISTRICT OF COLUMB IA GOVERNMENT 320651 |
CONTRACT NO. 7010-AF-NS-2-CR
MEDICAID MANAGED CARE

(5) the outreach activities described insection G. 10 that have been performed
~ "With réspect to the enrollee and the dates that each of the outreach activities
occurred.

7.  EPSDT Performance Standards

a.  Provider shall meet the EPSDT participation ratio, as defined by the HCFA State
Medicaid Manual, Section 5360.B (November 1993) for Provider's enrollees
according to the following schedule:

(1) 75% for 199g,and
(2) 80% for 1999.

b.  If Provider fails 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 utilize the Department’sEPSDT case 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 raioto comply with the
performance standards in paragraph “a” of this section.

J. ADYANCE DIRECTIVES

1. Provider shall comply with the requirements of 42 C_.F_R.Ch. TV, subpart | of part 489
relating to maintaining written policies and procedures conceming advance directives.

2. Provider shall ensure compliance with requirements of State law (whether statutory or
recognized by the courts of the State) regarding advance directives. Provider shall
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District of Columbia Medicaid Managed Care Program
Commission on Health Care Finance

HMO Oversight Program

The Commission on Health Care Finance (**Commission’*) has received approval fiom the
Department of Health and Human Services to enroll all TANF and TANF -related edicaid
enrollees into HVIOS . The Commission is selecting HMOs to participate Inthe program.

Each HMO that participates I the mandatory HMO program eaters into a full-risk contract to
provide the full scope Of Medicaid services, except for netal health, substance abuse, long-term
care and inpatient transplant services, for a negotiated capitation rate payable for each member.
The eontract includes: (1) Covered services; (2)Enrollment policies; (3) Marketing limitations;
(4) Escrow and equity balance: 1S) Fysician incentive plan and stop-loss requireinents, (6)
Network provider sub-contract terms: (7) Mama education and outreach requirements. and (8)
Minimum performance standards for network composition, service time lines, EPSDT encounter
rates and quabity assurance proyram a:uwue;

The Office ofManaged Care {OMC), within the Commission is responsible for ensuring that each
HMO complies with the terms of the contract. The OMC performs a readiness review prior to

the plan’'s receipt ofits firstmember and monitors compliance witb the cotract throughout the
contract’s term  To augment the specific contract aonplianceactivites, the Commission, as
purchacer of care for Medicaid recipients. continually evaiuates the HVOS , through its oversight
program, to assure that the semaces purchased result in improvements I access to high quality
care  The Commission determines whether baseline performance levels for delivery of health care
services are met. Checks to see why the performance level bas not been met, and periodically
rases the hasehne threshold

Several snurces provade information about an HMO™s performance. including: administration of a
24 hour hotline by the Commission to receive enrollee complaints; self reporting of performance
measures by the HMQs: probes INtO self-reported data by the Commission or its contractors;
earlv warning System proxy calls; and surveys of enrollees, providers, and other District agencies.
Mare informatior about the specific activities that are performed within each of the five broad
elements are described below  Some of the sourcesproduce information that Mgy lead to
contract compliance issues immediately, while other sources produce more global information that
needs to he analvzed before patterns are identified.

Fach auarrer the Commission nmeets with eacb HMO individually 10 discuss the findings or
ouestions raised during the course OFthe oversight activities. Areas Of concern are identified
when care and service levels become unacceptable. The Commussion and the HMO then must
focus theit artention on these particular areas to probe far the underlying reasons for the poor
performance Effective methods Of probing include surveys oOf enrollees to gather information
about the prevalence of certain factors, requests for more specific (possibly individual) data,

Commission on Health Care finance Page 1
Office of Managed Care 1120198




reviews of medical charts, or interviews with other District agencies. These focused studies, or
probes can be performed by either the HMO or the Commission, or a combination of the two.
When enough information has been gathered to uncover the underlying reason, a plan to improve
performance is developed in collaboration with the HMO, and is monitored continually by the
Commission until sufficient progress is made in the level of care or sesvice.

The Commission's oversight program bas been designed t0 achieve its goals without
overburdening Or micro-managing the care providers and requiring sn unrealistic level of
Commission resources. This means that the Commission continually reviews the oversight
activities t0 ensure their effectiveness and specific activities may be curtailed Ifthe activity is not
producing useful information. T0 prevent needless redundancy of oversight processes and further
the conservation Of resources, the specific activities may he substituted for HMOs that have
attained fill NCQA accreditation Or have received positive evaluations m relevant program areas
over aperiod of time. Inthis way the plans have an additional incentive to perform well and to
cooperate with the collection of the information.

To improve contract compliance and overall performance Of the plans, the Commission hosts
monthly meetings with all Of the participating HMOs 1D discuss a variety Of topics. Topics
discussed I previous meetings are the District's Title VV and special educstion agencies; Medicaid'
eligibility criteria; special needs of persons with HIV/AIDS and developmental disabilities; roles of
various non-profit community agencies that serve the health care needs Of the indigent population
In the District: and HMO responsibilities under the Salazar court order. Al least ONCe a year, the
Commission hosts a meeting between the HMOs and recipient advocacy groups to discuss their
1ssues of concern.

The oversight program consists Ofthe five broad elements of evatuation: (1) delivery oftechnical
quality of care and service; (2) member satisfaction; (3) provider satisfaction; (4) compliance With
HMO cenification requirements;and (S) effectiveness as a business partner, The activities
associated with each of the five broad elements are more thoroughly described below:

1 Evajuation of an HMO’s deliverv Of qualitv care and service

GOALS: )

A TO ensure a minimum level of pedlical care is delivered to Medicaid recipients within each
HMO

B To ensure a minimum jevel of services is delivered to Ml recipients within each HMO .

C Toachieve selected care and service goals for the entire recipient population.

Activities:
1. Develop g

Commission comracted W|tb a consultant to develop the overall hst ofperfonmnce measures
that will be submitted by the HMOs. An assessment tool was developed that allows athird

Commission on Health Care finance
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partytoobjecﬁvelymssweandsqvicsmdholdthemdo,awoumbkfwmedxfu!w:e
performance levels. Comparative analysis of the HMOs is aiso possible. The Commission 1s
usingacombinaﬁcnofsuuctmproeessmdomeomemammnhavebemdcvdop.ed
and tested on a national basis, whenever possible (i.e. HEDIS measures). Seeattu:bedhst. .
Using these valid and tested measures increases the confidence of the Comiwission th it is
collecting measures that will be effective indicators of plan performance. The measures will
need to be continually monitored to ensure that the data collected is uniform across the plans
and is an effective measure of the specific area of concern:  Other areas of concern identified
from the oversight program may warrant the addition of new measures to the list.

Collect, Collate and anatvze the data - The measures described I #1 are collected from two
sources, the HVOS and the Commission. [ fiom each source are collected on a monthly,
quarterly, and annual basis. Ore ofthe program analyst positions in the OMC is responsible
for the collection, collation and first level analysis Of the measures. This first |evel analysis is
performed to identify problems associated with poor retrieval of the data by the HMOS or
possibly. inadequate instructions on how to collect the data. Charts, graphs, and tables are
created to report the measures to various interested parties, including the HMOs.

(18

3 Identifv outliers from data collected - TO identify areas Of concern, outliers of performance
are identified by comparing the measures collected from each planto measures from other
District Medicaid HMOs, other State Medicaid HMOs; Or nationa! industry Standards.

4. Develop O determine minimal performance levels - TO encourage and assure continuous
quality improvement, minimum standards of performance levels are established for the

measures by the OMC and are based on standardsdeveloped by comparing the measures
across the HMOs. ar can be national or state Medicaid-specific performance standards.
Through the terms Of the contracts, HMOs may be held aceountable for nestarg the
performance levels established. Sanctions, including the development of corrective action
plans and the cessation o f default assignments, could be applied to the plans that fail to meet
the minimal performance standards.

5. Develop and coordinate focused activities that smprove the lével of care ar service to the
entire recipient population - AS a broader objective than individual HVO performance,
where performance across dl plans need to improve, focused studies of the area ofconcern
are used to probe for specific causes.  1f immunization sates of dl of the managed care
population is lower than desired, a focused study of the causes of this phenomenon is
performed in conjunction with the Department of Health and specific activities that will cause
an improvement are identified and implemented.

6  Designand manitorthe FPSNT cace manasement proaram - One Of the requirementsof the
Salazar Court Order isto implement art individualized case management program to assist

individualsin receiving their appropriate EPSDT services, when the HMO's efforts at case
management have failed. The purpose of the program i 10 encourage the child's parent.

Commission ON Health Care Finance ?age 3
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11.

guardian or caretaker to bring the child into compliance with the EPSDT periodicity schedule
and to ensure that barriers to accessing the EPSDT services have been resolved. The
Commission is hiring an outside vendor to perform the case management duties. The high
leve! of interaction between the Commission’s case manager and the HMOs will provide
insights into the procedures that the HMOs have in place to comply with the EPSDT
contract requirernents.

Provide technical assistance to the HMOs on data collection - Education is ongoing to the
plans on how to collect the data. The Commission assists or identifies other organizations
that can assist the plans to accurately collect the requested data.

i
|

Audit the data - An important element in the collection Of self-reported measures iS the
auditing ofthe plans methods and systems to verify the data that has been collected. By
validsting the data, we verify that the mesasures were calculated as instructed and that the
HMOQO's data sources, its process for collecting claims, encounters, member, and provider
information, are sound.

Make proxv calls as a component ofan Earlv Waming Svstem - Given that an adverse impact
on quality may be more likely 0 000 during the startup phase of a new HM O of when there
is a rapid increase in membership for an existing HMO , the Commission, I cooperation with
HCFA is developing an earty warning system. szgned 10 screen for problems within the
first two to four months ofoperations the system consists Ofproxy phone calis to provider
offices requesting appointmentsfor a range of services and phone calls to pediatrician’s
officesverifying that newborns have been Seen within three months foliowing the birth. The
proxy calls meesure the 24 hour availability of providers and the access to timely
appointments  The calls to pediatricians provide an insight intD a plan’s effectiveness at
outreach for the critical nemoom EPSDT sereens. \Where problems with access are found,
extension Of this activity bevond the initial two-to four month petiod may be required.

Review the HMO's Oualitv Management and Utilization [VBEpa - A review
ofthe plan's adherence to HCFA's guidelines for quality assuranceprograms (QAPs) IS
performed to gauge how well the plans are monitoring their own performance. Compared
to the paper reviews of the QAPs that use a checklist approach and are performed during the
review Of the application or bid and the readiness review, an aunual review of the QAP IS
meant to be functional review 0fthe HMO programs that improve quality of care.

Link with other District agencies to ensure Public Health goals are mef - This activity is much
broader in scope and involves the Department of Health in analyzing broad public Health
goals with other sources of data. One example Of this activity is toreview birth and death
certificatesto study the difference in birth outcomes and reasons for deaths between
Medicaid beneficiaries n HMOs and those in fee-for-service and those not covered by
Medicaid.

Commission On Heaith G Finance Page4
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IL Evaluation of an HMQ's member satisfaction
GOAL: To ensure 2 minimum level of recipient satisfaction with EMO’s services.

Activities:

l. i i nwith - Surveys Of enrollees Can be valuable in
two ways: (1) 1D gain insights ON plan performance from the perspective of the earollees; and
(2) to help beneficiaries make informed enrollment decisions by publishing the results of the
surveys. A new tool is available for USe that has been specifically designed for the Medicaid
population. The Consumer Assessment oOf Health Plan Study (CAHPS) s currently used by
three states for similar purposes. Using the quality and service questions from CAHPS is an
efficient and cast effective method for capturing quality performance results. An outside
contractor would conduct the survey across the eatire Medicaid HMO population.

2. llection and comparisop OFHMO satisfactin - According to the contract, the
HMOs must conduct two enrollee satisfaction surveys tach yesr. The results Of the surveys
are forwarded to the OMC for analysis. . specific ares Of concern can be targeted through
these surveys, by requesting the plan (ot plans) to ask specific questionsas a part OFtheir
survey. Inmany Cases, results can be obtained more quickly than waiting for the annual
external survey. Or Nthe case, where an area Of concern is identified With one HMO only,

this is an effective method Of probing for the underlying cause.

3 Administration of the HELPLINE - An effective and timely way to determine an area of
concern about & plan's performance i the monitoring of the calls that come into the 24 hour
managed care hotline. First Health, the contractor that administers the District’s hotline,
called the HELPLINE, reportsto the OMC the total number and type Of calls received each

week. Although the calls are reponed in fairly broad categories and the number Of calls N
each category is not specified by plan, in the past, the HELPLINE calls have proventobe a
good early indicator of potential program problems.

4  Complaints Grievances. and Appeals - Any call into the HELPLINE that needs additional
research or cannot be resolved on the phone, is documented and faxed to the OMC 0n a daily
basis  The complaint is then researched and responded to by OMC staff.  The Commission
has its own formal grievance and appeals procedures in additionto those at each ofthe plans.
Meetings with advocates iS another way to learn Of complaints with individual HMOs.
Comparedto the broad results derived from a satisfaction survey, the review ofenroliee
complaints K an individual consumer protection that yields helpful insights into potential
problems with the plans.

1. Evaluation of an HMO'S provider satisfaction

GOAL TO ensure a minimum level of provider satisfaction with plan processes.

Commissgion 0N Health Gare Finance
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Activity: ’

1. External survev of HMO network providers - Surveying providers is a useful method to
evaluate the effectiveness of the HMO systems. . An annual survey of the plan’s network
providers and their administrative staff, performed by an outside contractor, provides insights
into the effectivaness of the plans’ provider education program, policy and procedur
manuals, utilization management processes, claims payment system, and methods for
reducing the number of missed appointments. Since many of the providers in the District
contract with more than one of the HMOs, this type of focused survey provides an objective
evaluation from the provider’s perspective.

2. Monitor provider complaints - First Health and the Commission takes cal s from and meets
frequently with providers and provider groups that may be experiencing problems witb
individual HMOs. Similar to complaints from individual enroliees, these calls and meetings
produce insights 1o potential problemswith the plans.

. Evaluation of the HMO,ScomnIi!n“ with the District's HMO certificati

uiremen
GOAL: TO ensure that the minimum requirements under the District’s HMO Act of 1996
art met. h
Activities:

1 memﬁwmn - HMOs are required to comply with
the HMO Act 0f 1996 throughout the term Of the contract. The Insurance Administration

(1A) has authority to regulate this Act. After an initial review and approval of the
application, the |A issues a certificate oOf authority to operate as an HMO m the District.
HMOs submit financial reportsto the | A quarterly, that are reviewed and approved by the
LA The Commissionis notified Of all concerns, deficiencies, and approvals Of the Medicaid

plans.
2. [Exception review bv IA &5 reguested bv the Compission - The HMOs are required to submit

financial information on their Medicaid operations to the Commission quarterly. If concerns
are raised during the Commission's review about the plan's financial stability, the
Cormissiion notifies the LA and the 1A investigates the concerns.

V. Evaluation of ghe HMO"'s effectiveness as a business partner
GOAL: TO demonstrate Skills as an effective contractor and business partner,

Activities:
1. Develnp and maintain an assessment t00| - TO evaluate each plan ontheir overali

Commission on Health Care Finance
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performance as a contractor, an assessment tool will be developed. The assessment tool will
detail a series of issues that relate to the contractor's operations in terms of the efficiency,
responsiveness, and professionalism demonstrated during the term of the contract. Areas to
be evaluated are: responsiveness to the Commission's requests for information, artendance at
meetings, professionalism in dealing with the Commission and other District agency staff,
cooperation, compliance with deadlines, and relationship and cooperation with community
agencies. Sunilartoolsandevaluauonshavebemuﬁhndmotherm s Medicaid programs
with positive results on their usefulness,

ini i nci d_contractors - Usmgthetool described above, the
Otﬁce ofManaged care staff wnll survev Conumsston and other District agencies. After
careful review of the results of the survey, an report of the findings will be issued to each
HMO and other interested parties. The HMO s requested to respond to the findings. The
survey findings will be used as part of the Commission’s overall evatuation of HMO

performance.

...‘
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Medicaid Managed Care Program
Performance Indicators for HVIOs
A ent of HMQO's Capa ices:
| 1.2 | Number of PCPs and Denfists Quartedy |
1.b. | Number of PCPs and Dentists with fully opan paneis. Quarterly
| 1.c, | Number of PCPs and Denfists with partially restricted Quartery
| 1.d. | Number of PCPsand Dentists with closed panels. Quarterly
1e. | Numbera members assioned to each PCP Monthly
2 Total HMO enroliment Monthly
3| Total number of providers, by Specialty, Quarterly
4, Number of members autoassigned to a PCP by the HMO Monthly
Assessment of Access 10 and the Process of Care:
5. Number of Adult encounters forpreventive/ambutatory health Quarterty | HCFA
6. Number of Children encounters for preventive Care Quarterly | HCFA
7 Number f referrals from PCPSto specialists, by type Quarterh | HCFA
8. Number and type Of denials of service Quarterdy | HCFA
9. Time between requestfor services and a denial decision. Quarterly | HCFA
10. | T ibetweenenroliment and first PCP encounter. Quarterly | HCFA
11. | Time between birth and first ambutatory PCP encounter. Quarterly | HCFA
12. | Number of members receiving EPSDT services. Quarterly | Selazar
13. | Number of women who receivefirst prenatal vistt in first trimester. Annually | HEDIS
14. | Length of time between enrdimentand first prenatal visit Quarterly | HEDIS
15. | Peroent of members who received postpartum wisit by 42 day. Quarterly | HEDIS
16. | Number of births and average length of stay. Monthly | HEDIS
17 | Cesarean section rate, Days and average length of stay. Quarterly

%




-

18. | Number and percent of low birth weight babies. Annually | HEDIS
19. | Number of eye exams for people with diabetes. Annually | HEDIS
20. | Number and percent of lead assessments for 12 month and 2 year olds. | Annually
21. | Undefined.
22. | Hospitafizations for asthma care, Quarterty |HCFA |
{23. | Number and percent of childhood immunizafions. Annually | HEDIS
24. | Percent of immunizations for 13 year olds. Annually | HEDIS
25. | Number of inpatient days and average length of stay. Quartedy | HCFA
26. | Number of denied inpatient days. Quarterly | HCFA
27. | Number of ER approvals. Quarterly | HCFA
Assessment of HMO's Financial Status 4
28. | Medicaid only income Statement ine items, Quarterly
29. | Total cash payoutsfor mecical expenses. b Quarterly
30. Plan wide income Statementiine items. Quarterty
31, Annual audited financial statemerts. Annual
3. | Number and rate 0f memberswho change PCPs. Quarterly
33. | Number ofmember complaints, by type. Quarterly
3A. | Numberof grievancesand appeals filed. Quartery
35. Number of expedited grievances and appeals requested. Quarterly
36. | Average length of time to process grievances and appeals. Quarterty
3. Member services telephone abandonment rate. Quartery
3. Member services telephone average speed of answer. Quarterly
. 39.  Changes made 10 plan policies and procedures. Quarterly

- e o— - emem— g o -
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L ASSESSMENT OF MCO’S CAPACITY TO PROVIDE SERVICES

Measure: Number OfPrimary Care Physicians and Dentists
A. Reporting frequency: Quarterly (1.e. will b requested monthly during first
six month of program) Instructions: Use HEDIS 3.0 specifications (p. 75 for
PCPsand p. 95 for Dentists) 0 report data for elements 1.2 through 1.d.
Follow HEDIS instructions except for the desigaated reporting periad (e.g.,
reporting year IS converted 10 reporting quarter for the CHCF).

La.  Total number of network Primary Care Physicians (PCPs).
Are OB/GYNs included in ti5number? Yes
If yes, record the number of OB/GYN's serving as PCPs:

Total number of network Dentists:

1b. Number of PCPs from 1.a, with no restrictions onthe number of new plan \
members accepted (completely open panels): |
Number of Dentists fron 1.a. With no restrictions on the number of new plan \

members accepted (completely ogen panels):

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

|.d.  Number of PCPs fram 1.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):

l.e.  Attach a list of contracted POPS.For each PCP, list the total number of D.C.
Medicaid members enrolled in the panel of each PCP. Also, indicate ifeach List Attached?\‘
PCP’s panel is open. open with some restrictions or closed. Yes No!

Measure: Total HMO Enrollment

A. Reporting frequency: Monthly

B. Instructions: For the reponing month. list the total number 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.
2.a.  Total HMO enrollment (all lines of business):
2.b.  Total Medicaid enrollmeni in all service areas: \
Cathenne Mercil Consulting 2
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Measure: Totaf Number of Providers, By Specislty

3.a.

A. Reporting frequency:
B. Instructions: For the reporting quarter, list the number of contracted/employed

providers, by type and board specialty certification. Physicians who are board
eligible are acceptable for thismeasure. Do not include the hospital-based
specialists of Radiology, Anesthesiology, Pathology and Emergency Medicine

physicians. Becquse ricntal health services are “carved o= of the Medicaid
contract, they should not be included in this report.

If providers are listed both under a primary care and specialty area, assign
them 1o the areathat constitutes the majority Of their practice (using

claims/encounter data or a comparable method, 1o determine the dominate
area Of practice).

Note: Board certificationrefers t0the various specialty certification programs

of the American Board of Medical Juecialtiesand the American Osteopathic
Association.

Total number of conn-acted/cmplég'cd providers:

3., Total number of Medical Doctors and Doctors of Ostegpathy:

3.C.
3.d.

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

(List the number of board certified physicians in the appropriate categories

below. The total number of physicians listed in the categories below should
equal the number in 3.d. above.)

Allergy and Immunology:
Dentistry:
Dermatology:

Family Practice:

General Internal Medicine (without subspecialty):

Cathenine Mercii Consulting
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Internal Medicine Subspecialists (Total):

e

e

Cardiovascular Disease:
Endocrinology and Metabolism:
Gastroenterology:

Hematology:

Infectious Disease:

Medical Oncology:
Nephrology:

Pulmonary Disease: ¥

Rheumatology :

Nuclear Medicine:

Obstetricsand Gynecology:

General Pediatrics (without subspecialty):

Pediatric Subspecialists (Total):

Neonatal-Perinatal Medicine:
Pediatric Cardiology:

Pediatric Endocrinology:

Pediatric Hematology-Oncology:

Pediatric Intensivists:

Pediatric Nephrology:

Cathenne Mercil Consulting
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Physical Medicine:
Preventive Medicine:
Neurology:
Grnzral Surgery (without subspecialty):
Surgery Subspecialists(Total):
e Cardiovascular:
o Colon & Rectal Surgery:
e General Surgery:
¢ Neurological Surgery: >
o Opthalmology:
a  Qd & Maxofacial Surgery:
e Orthopedic Surgery:
o Otolaryngology:
o Plastic Surgery:
e Thoracic Surgery:
e Urology:

a Vascular Surgery:

Other Physician Specialties (Total):
Specify Specialty:

Cathenine Mereil Contufting
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3e.  Total number of advance practice practitioners (Total):

(e.8., Nurse Practitioners, Nurse Midwives, Physician Assistants, €tc-
Exclude mental health practitioners):

Specify categories below (The total number of advance practitioners listed
N the categories below should equal the number I 3.e. above):

3.f. Nurse Practitioners:
3.g. Nurse Midwives:

3.h.  Physician Assistants:

3.i.  Other Advance Practitioners, Tolal (exclude matal health practitiorers):
Specify categories: z
Report the total nunber of ** in network * facilities:
3.  Hospitals

3.k.  Pharmacies
3.1.  Laboratories (non-hospital affiliated)

3.m. Radiology Centers (non-hospital affiliated)
3.n.  Clinics

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

Catherine Mercil Consulting
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Measure: Number of Members “Autoassigned” to a PCP by the MCO
A. Reporting frequency: Monthly
B. Instructions: Report the total number 0FMedicaid members who were newly
enrolled in the plan in the reporting month who did not choose a PCP and
were therefore, automatically assigned to a plan PCP. Include newborns in this
number . Exclude re-earollees 1 the plan who had previously lost eligibility
for Mecicald, an? this disenrolled from the pras, &t any time in the pest.

4.2 Tal number of newly enrolled Meolicald enroliees m the reporting month
(S defined I the instructions):

4b.  Number of MIBGE enroliees in 4.a who voluntarily selected the MCO:
4.c.  Number of members in 4b. who selected a PCP:
4d.  Nurber in 4b. who were autoassigned tha PCP:

4e.  Number ofMedicaid members in 4.a who were autoassigned to the MCO -
45 Numberin 4.¢. who selected a PCP;

4g9. Number in 4e. who were autoassigned to a PCP

II. ASSESSMENT OF ACCESS TO AND THE PROCESS OF CARE

Measure: Adults’ Access to Preventive/Ambulatory Health Services

A. Reporting frequency: Quanterly

B. Instructions; Record the number of encounters Macicaad members received for
the eight services listed below. Refer to the instructions contained in HEDIS
3.0, page 69 for the technical specifications for measure calculation for 5.a.
through 5.f. Limit calculations to only the age categories listed below (age
ranges 20 through 44 and 45 through 65 years).

For 5g.. 5.h..and 5.i.. use the following CPT-4codesto dotain the data
requested for the two ape groups:

5.g. Occupational Therapy: 97770.
5.h. Speech Therapy: 92506.92507 .92508.

5.i. Physical Therapy: 97110.971 12.971 13,97116,97122,97124,97150,
97250. 97260, 97261, 97265, 97520, 97530, 97535,
97537.

Age 20-44  Age 45-65

5.a.  Office or Other Qutpaticnt Services

Cathenne Mercil Consulting 7
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5.b.

Home Services:

5.d. Preventive Medicine:

S.e.

5.1

S.g.

5h

54

Other Evaluation and Management Services:
Ophthalmology and Optometry:
Occupational Therapy:

Speech Therapy:

Physical Therapy:

»
L

Measure: Children’s Access to Primary Care Providers

6.a.

6.b.

A. Reporting Frequency:  Quarterly

£
K

B. Instructions: Record the number of encounters Medicaid members received
for the two services listed below. Refer to the instructionscontained in HEDIS
3.0, page 72 for the technical specifications for measure calculation. Limit
caiculations to only the categories listed below for age ranges 12 through 24

months and 25 months through 6 years.

Evaluation and Management:

Preventive Medicine:

Catherine Mercil Consulting
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Measure: Number of Referrals to Speciiliss, by Type of Specialty

A. Reporting Frequency:

Quarterly
B. Instructions: Casegorize and record all referrals (not encounters) made in the
reporting quarter from PCPs to medical and surgical specialists. Referrals
include care In either the inpatient " outpatient setting. Report referrals for
0 age groups: newbom through 20 years and 21 through 64 years.

7a  Total number of specialist referrals:

Number o freferrals by specialty:

7h Allergy and Immunology:

7c. Dermatology:

7d. Internal Medicine:
(CardiovascularDisease, Endocrlnologyand Metabolism,
Gastroenterology, Hematology, Infectious Disease,
Medical Oncology, Nephrology. Pulmonary Disease,
Rheumatology, Nuclear Medicine)

7.e.  Pediatrics:
(Neonatal-Perinatal Medicine. Pediatric Cardiology,
Pediatric Endocrinology, Pediatric Hematology-Oncology,
Pediatric Intensivists. Pediatric Nephrology)

7f.  Physical Medicine (physician visits only):

7.e.  Neurology:

7.h.  Surgery:
(Cardiovascular. Colon & Rectal Surgery. General
Surgery. Neurological Surgery. Opthalmology, Oral &
Maxofacial Surgery. Orthopedic Surgery. Otolaryngology,
Plastic Surgery, Thoracic Sutgery, Urology. Vascular
Surgery)

7.i.  Obstetrics/Gynecology':

7.J.  Other: Total
Specify:

CatherineMereil Consulting
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Number ialty: e <]- Age21-64

Meas':2: Number and Type of Denials of Service
A. Reporting Frequency:  Quarterly o
B. Instructions: Record the total aumber and type 0fMedicaid denials rendered
by the plan for medical necessity and benefits, In the reporting quarter. Include

priorauthorization, concurrent review and retrospective review denials in these
numb . Exclude administrative denials.

8.a.. 1ol number of denials for medical necessity and benefits in the reporting
quarter:

8.b. Fram the total included in 8.a., number of outpatient procedures that were
denied:

8c.  Huanthetotal included in 8.a., number Of inpatient denials:

8d.  Fram the total included in 8... niumber of specialist referrals that were
denied

8.e. Framthetotal included in 8.a.. number of Occupational Therapy sessions
denied:

8.f. Framthe total included in 8.a.. number of Speech Therapy Sessians denied:
8.9. From the total included in 8.a.. number of Physical Therapy sessions

denied: |

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

Measure: Denial Time Frames

A. Reponing Frequency:  Quarterly

B. Instmctions: For the reponing quarter. average the.number of business days
fran request for services to decision. Include only the requests for services
fran question 8. above. Report average time in business days for
priorauthorization. concurrent review and retrospective review decisions.

9.a.  Average length of time between request and decision for priorauthorizaton days

services: EE—
9.b.  Average length of time for inpatient concurrent review decisions: days
9.c.  Average length of time for retrospective review decisions: days

Catherine Merci! Consulting |O
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Measure: time Between Enroliment and First PCP Encounter
A. Reporting Frequency:  Quarterly
B. Instructions: For the year-to-date, record the average length of time between a
MBGaId member's enroliment and first PCP encounter.®* Categorize each
member’s experience m'o the time periods listed below. Record the number of

members n each category, percent of the total for tach category and the
cumulative percent for the year-to-date.

*Plans may eliminate from the denominator menoers who meet the following
criteria:

e age 12-24 months who received a PCP visit in the six months prior to
enroliment, or

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

To establishreceipt of a PCP visit within these timeframes, plans must verify
the information directly from,the PCP provider or the member. In the eventa
plan choosesto eliminate enrollees fiom its denominator, they are required to
provide the data requested in 10b. through 10.e. If enrollees are not
eliminated framthe denominator, items 10.b. through 10.e. do not apply.

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

Fill in this box only if the denominator (10.a.) will be adjusted
710.b.  Total number of enrollees eliminated from the denominator in 10.a.;

10.c. e Number of enrollees eliminated who were age 12-24 months and
received a PCP visit in the six months prior to enrollment:

Number of enrollaes eliminated who were age three years and older
who received a PCP visit one year prior to enrollment:

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

10d. o

10.e.

il

For reporting items 10.fthrough 10.0.. use 10.a. asthe denominator, if no
members are eliminated from the denominator. If members are eliminated fiom

the denominator consistent with the instructions above, Use 10.e. as the
denominator.

Below. categorize the members in the denominators by time from enrolimentto
first PCP encounter. Total the numbers in the categories listed below.

Number Percent  Cumulative
Percent
10.1. Four weeks after enroliment:
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10.g. Eight weeks afier enroliment:

10.h. 12 weeks after enroliment:

104, 16 weeks after enrollment:

10j. 20 weeks after enrollment:

10k. 24 weeks after enrollment:

10.1. 36 weeks after enroliment:

10.m. 52 weeks afier enroliment:

10.n.  Greater than 53 weeks after enrollment:

T, Average time betweenenrolimentand Tirst
PCP encounter for alj enrollees Nthe

denominator:

Measure: Number of Members Receiving Selected EPSDT Screening

Services

A. Rgortarg Frequency:  Qugrterly

B. Instructions: Report the number of unduplicated Medicaid menbers age
newborn through age 20 who were enrolled in the reporting quarter. For
further idonnation on items 12.a through 12.g., refer 0 the State Medicaid
MerLal ,the chapter entitled State Organization and General Administration,
Section 2700.4.

Age Group

11a Number of enrolled individuals
eligible for EPSDT servicesin the
reponing quaner (e.g., total
Medicaid membership in the age
ranges defined):

11.b. Number of eligibles in | 1.a. who
received at least one screening
service in the reponing quarter;

11c.  Number of screens received by
eligiblesin 11.a. in the reponing
quarter:

11.d. Number of eligibles in 1 La. referred
for corrective treatment:

11e.  Number of eligiblesin receiving a
vision assessment:

11.f. Number of eligiblesin 11.a. who
received a dental assessment:

Catherine Mereil Consulting
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11.g. Number of eligibles in 11.a. who
received a hearing assessment:

11.h.  Of the number of enrollees in 11.a.,
report the number due for an EPSDT
service Nthe rting quarter:

11i.  Number of eligiblesin 11.h. who
received all scheduled EPSDT
services:

11j. Number of enrollees in 11.a. who
were fully up-to-date with all
EPSDT services e the end of the
reporting quaner:

Prenatal, Perinatal and Newborns |

I d

Measure: Prenatal Care Visit in the First Trimester of Pregnancy

A. Reporting Frequency:  Annually

B. Instructions: To determinethe number and percentage of pregnant Medicaid
members who received a prenatal care visit in the first trimester of pregnancy,
use the measurement specifications contained in HEDIS 3.0, page 34. Also,
specifythe method chosen for production of the data (administrative approach

or hybrid approach).
umber 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):. g\lgmin.
Hybrid

Measure: First Prenatal Care Visit Within Six Weeks of Enrollment
A. Reporting Frequency:  Quanerly
B. Instructions: For all 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: Initiation of Preratal Care. (Note that
the HEDIS specification requires annual reporting. The CHCF altered this
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measmcon]yinthemofreporﬁngﬁequcncy,whcrequmeﬂynpor&ngis
required.)

Number  Percent

13.  Pregnant members enrolled in the reporting quarter who
received a prenatal eare visit within six weeks of enrollment:

Measure: Check-Ups After Delivery
A. Reporting Frequency:  Quarterly
B. Instructions: To dstsrmine the percent 0FMedicaid memberswho delivered a
live birth and received a postpartum visit within 42 days Of delivery, see the
HEDIS 30 specifications, page 44. Calculate thiS measure 0n a cumulative
basis, including all year-to-date (YTD) Maohicamd deliveries (for Year1,
include all deliveries fran October 1997).

Y1D YID
. Number Percent
14a.  Medicaid women who delivered‘d live birth during the
reporting year who had a postpartum visit by the 42* day afier
delivery:
13.b. Method of data production (administrative or hybrid): Admin.
or
Hybrid

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

A. Reponing frequency: Monthly
B. Instructions: Include only Medicaid newborn. Follow the instructions
contained in the HEDIS 3.0 Births and Average Length Of Stay measure (p.
181). Report the foliowing data from HEDIS 3.0 Template Table 5i-1.
15.a. Number of newborns. all nevwborns
{5.5. Number of newborns. well newborns

15.c.  Number of newborns. complcs nevwborns

15.d.  Newboms/1000 female member months (age 10-49), all newborns

15.e.  Newboms/1000 female member months (age 10-49), well newborns

Catherine Mercil Consulting 14
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Newboms/1000 female member months (age 10-49), complex newborns

15.9.
15.h.

15.1.

Average length of stay, all newborns
Average length of stay, well newborns

Average length of stay, complex newboms

Measure: Cesarean Section Rate and Vaginal Birth After Cesarean Section

Rate

A. Reporting Frequency:  Quarterly
B. Instructions: Follow the instructionscontained in the HEDIS 3.0 Cesarean
Section (C/S) Rate and Vaginal Birth After Cesarean Section (VBAC) Rate
measure (p. 178). Report the 'all the data listed in HEDIS 3.0 Table SH.

02/05/98

Age | Discharges: | Days | ALOS | Discharges: 1°Cis Rae Discharges: | Days | ALOS | Discharges: | VBAC '
(;/S _ Total VBAC Total Rate
Dehyenes Deli\feries Deliveries Deliveries
(i) (ii.) (iJii.) Gii.) with prior | (iiifiv.)
C/S (iv.),
16.2. 16.b. | 16.c. 16. 16.¢. 16g. | 16h. 16.i. 16.j.
M
20-34
3549 “
Dther® JL
Total Jl
* ~Other™ includes females age 0-9 and 50~ and of unknown age.
Catherine Mercil Consuiting 15
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Measure: Low Birth Weight Babies
A. Reporting Frequency:  Annually ]
B. Instructions: Followthe instructions contained inthe HEDIS 30 Low Birth

WXt Babies measure, page 40. Report numbers and rates for Medicaid
enrollees only.

Number  Percen

17.a. Infants whose birth weight was less than 1,500 grams:
17h.  infantswhose hirth weight was less than2,500 grams:

Diabetes Care J

Measure: Eye Exams for People with Diabetes
A. Reporting Frequency:  Anaually
B. Instructions: Follow the instructions contained in the HEDIS 30 Eye Exams
for People with Diabetes measure, page 56. Report 10 numbers below: the
number of Diabetic members identified and 2) percent sereened with an eye
exam for retiral disease.

Numx_ r_gg msm

Medicaid ~ With Eve

Diabetics Exam

18.  Eye exams for people with diabetes:

Lead Scretning

Measure: Lead Screening

A. Reporting Frequency:  Annually

B. instructions: Blood lead assessment is recommended at age 12 months and at
age two. Assessment of blood Icad at other ages is subject to member risk
status and medical history. Therefore, two separate meegures for compliance
with blood lead screening are required: blood lead sereening at age 12 months
and at age two.

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

Cathenne Mercil Consulting 16
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19.a.

19.b.

19.c.

19.d.

Catherine Mercil Consulting
0270598

Number and percent of eligible 12-month o}ds who
received a blood lead screen by age 15 months.
Method of data production (administrative or hybrid) for 19.ac

received a blood lead screen between the 16* and 27*
months of life.

Method of data production (administrative or hybrid) for 19.c.:

1) Administrative data systerns method. Plans may identify the presence of a
blood lead screen for individualsin the denominator population from
laboratory data available in computer systems. If this method is used,
assessment Of the presence of a blood lead test for the entire denominator
Isrequired. The CPT-4 code for the blood lead quantitative screen
procedure B583655.

2) Hybrid methad. FOI denominator individuiis who do not show a blood
lead screen in administrative data within the study time frame, amedical

record review may be performed to determine the presence or absence of
the blood test. Page 8 of HEDIS 3.0 instructions exist for the production of
rateshased in the hybrid methodology .

C. Calculations

19.a. Percent of eligible 72-month olds who received a blood /ead screen by
age 15 months.

e Denominator: Medicaid enroliees who reached age one in the
reporting year.

e Numerator: Number of individualsin denominatorwith record of at
least one quantitati¥e blood lead screen by, and including, the
individual's 15thmonth of life.

19.5. Percent of eligible rwo year olds who received a blood lead screen by
age 25 months.

e Denominator: Medicaid enrolleeswho reached age two in the
reporting year.

o Numerator: Number of individualsin denominator with record of at
least one quantitative blood lead screen between the individual's

" 15" and 27 mortth of life.

Numerator Denominator Percent
)

Y%

Number and percent of eligible two-year-olds that

Admin. or
Hybrid

%

17

Admin. or
Hybrid




[ SV

[Asthma Care

Measure: Hospitalizations for Asthma
A. Reporting Frequency:  Monthly
B. Instructions: From hospital adnission revords, determine the number of
Macicaa0 members age 2 through 19 years who were admitted with a
diagnosis of asthma

Denominator: The number of Medicaid members aged 2 through 19 years &
the end Of the reporting month.

Numerator: Fram the denominator, identify the number of inpatient
admissions with a diagnosis of asthma 1CD-9 code 493.xx) during the
reporting MONth.

Number of Number of  Rate of

Members Asthma Asthma
e . Age2-19  Admissions Admissions
20.  Hosprtalizationfor asthma:

Childhood Immunizations

Measure: Childhood immunizations

A. Reporting Frequency:  Annually
B. Instructions: Follow the instructions fron HEDIS 30, page 19. Report the
following data for the Medicaid population only.

21.a.  Number of eligible children surveyed (denominator):

21.h. Percent of denominator who received at least four DTP or DTaP:
2lc.  Percent of denominator who received at least three pdlio vaccines:
21.d. Percent of denominator who received at least one MM R

21.e.  Percent of denominator who received at least one H influenza type b:
21.f.  Percent of denominatorwho received at least two hepatitis vaccines:
21.p. Percent of denominator who received all of the vaccines listed above:

Measure: Adolescent Immunization Status

A. Reporting Frequency:  Annually
B. Instructions: Follow the instructions fran HEDIS 3.0, page 23. Rgport the
following data for the Medicaid population only.

Catherine Mercil Consulting 18
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22.  Percent of 13-year-olds who received asecond dose of MMR by age 13;

Hospital Care

Measure: Hespital Discharges/1000
A. Reporting Frequency:  Quarterly

B. Instructions: Follow the instructions from HEDIS 3.0, page 155. Report the

data from HEIDS Table SD-1 for the Medicaid population only ..

Abbreviations: Member Months =MM;
Average Length of Stay = ALOS.

3s. Iitallnpaien Dischar  and Days
MM Discharges  Discharges/  Days  Days/1000 ALOS

1000 MM MM

<]
1-9 z
10-19
20-44
45-64
65-74
75-84
85+ I
unknown ’ . ,
| Total | I { |

Total Member Months:

23b. Medicine Discharges and Days

Discharges Discharges/ Days  Days/1000  ALOS
1000 MM VM

Catherine Mercil Consulting
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MM

Discharees

Discharses/
1000 MM

23.c. Surgery Discharges and Days

Days

Days/1000
MM

ALOS

<]
1-9 ] ] |

10-19 .
20-44 I I |
45-64 ]
65-74 |
75-84 |
85+ | 1
Unknown I | I |
Total

23. d. Maternity Discharges and Days
MM Days

Dayvs/1000  ALOS

MM

Discharpes Discharges/
»

1000 MM

<]
1-9
10-19
20-44 !
43-64 ]
65-74
75-84 .
85+ I |
Unknown
Total ]

| — —

-

Measure: Number of Denied inpatient Days/1000 Member Months
A. Reponing Frequency:  Quanerly
B. Instructions: Repon the number and rate/1000 member months of Medicaid
inpatient days that were denied during either concurrent review or
retrospective review.in the reponing quarter. Report the number *for children
(newbornthrough 20 vears of age (<21 years)) and adults (21 through 64
years of age (>21 - 64 years)).

Number Number/
J1000MM
24.a.  Number and rate of denied inpatient days. age <21 years:
21.b.  Number and rate ofdcnicd inpatient days. age >=21 years:
Cathenne Mercil Consulting 20
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Emergency Room Approvals and Denials

A. Reporting Frequency:  Quarterly

B. Instructions: Report the number 0f Medicaid emergency room approvals and
denials for the reporting quarter. If & triage fee was paid the hospital ER, the
encounter is not consi-ered either an approval or a deaial Of an ER Service.

Number
252 Number and rate ofER approvals:
5b. Number and rate of denied ER visits:

II1. ASSESSMENT OF MCO FINANCIAL STATUS

Please see the definition attachment to this reporting template for more explicit
definitions of the terms used below.

Measure: Financial Data, Plan-Wide and D.C. Medicaid Members
A. Reporting Frequency:  Quarterly
B. Instructions: For items 26.a. through 26.g. report the requested information for
the entire plan (Plan-Wide Statistics) and for District of Columbia Medicaid
membersonly (D.C. Medicaid).

el
Only
26.a. Total revenues: S S
26.b.  Medical expenses: s s
26.c.  Administrative expenses: s s
26.d.  Total expenses ((26.b.)+ (26.c.)): S $
26.e.  Administrative expense ratio ((26.c)/(26.a.)):
26.f.  Net excess (deficit) of revenues over expenses: S s
26.g.  Margin ((26.1.)/26.a.)):
Catherine Mercil Consulting 21
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Measure: Financial Data, D.C. Medicaid Only
A. Reporting Frequency:  Quarterly

B. Instructions: For items27.a. through27.c. report the requested information for

District of Columbia Medicaid membersonly.

27a  Total cash payouts for medical expenses:

Number

Z7.b.  Number and amount of received and unpaid claims for

D.C. Medicaid
Qnly

Amount

medical expenses & end of qart>
27.c.  Amount of incurred but not reported claims for necical expenses at
end of quarter:

Measure: Financial Data, Plan-Wide Only
A. Reporting Frequency:  Quarterly

B. Instructions: For items 28.a. through 28.e. report the requested information for

the entire plan.

28.a.  Net worth:

28.b. Total Medicare enrollees:

28.c.  Total Medicaid enrollees:

28.d. Total District of Columbia Medicaid Managed Care Program

enroliees:
28.e.  Total other enrollees:

Cathenine Merci/ Consulting
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Measure: Financial Statement
A. Reporting Frequency:  Annually
B. Instructions: Attach 10 this data reporting tool the MCO’s annual firercial

statement Report 10 be submitted within 90 days of close of MCOs fiscal
year.

29.  Attached quarterly audited financial statement?: Yes

™ ASSESSMENT OF MEMBER SATISFACTIONWITHMCO SERVICES

Measure: Number and Rate of Members Who Changed PCPs
A. Reporting Frequency:  Quarterly
B. Instructians: Report the number of Medicaid members who changed PCPSiin
the reporting quarter. Also regort the rate per 1000 member months (MM) .

Numbes Rate/1000
MM
30. Number and rate/1000 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 ofa complaint is an expression of dissatisfaction
by a Medicaid recipient or recipient's representative, Complaints nust be
accepted by MCOs in either oral ar 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. and categorize and record them by type. .

3l.a.  Total number of inquiriesand complaints received from or on behalf of
Medicaid members in the reponting quancr:

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

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

From the cornplaintsreponed in 31 .a. record the type of complaints received below.

Catherine Mercil Consulting 23
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Type of Complaints Number
Complaints Regarding Telephone AcCCeSS

31h  Provider—telephone always busy/umable to reach by phone:
3Le.  Provider—uwait time ON phone excessive:
31.d.  Provider—no Or excessive wait for areturn call:
3l.e.  Provider—other telephone access OF service ISSLE:
31f  Dental Provider—telephone access:
3lg. Transportation—telephone always busy/unable to reach by phone:
31h.  Transportaton —wait time on phone excessive: -
31.. Transportation—no Or excessive wait for a return call:
31j.  Transportation—other telephoneaccess or service issue:
“31K _ Plan—elephone always busy/unable to reach Dy pnone:
311 Plan—Wait time on phone excessive:
31.m.  Plan—o0 or excessive wait for a return call:
31.n.  Plan—other telephone access or service IsSe:

Complaints Regarding Access to Care

3l.o.  Provider—unable to get appointment with primary care provider:
3l.p.  Provider—unable to get appointment with specialty provider:

31.0.  Provider—excessive Wait to get an appointment Wil primary care
provider:

3lr. Provider—excessive Wait to get an appointment il specialty provider:
Dental Provider —access issues.

3 LS. 5!a.n-—-denial O| care.

3t Plan—assignment to PCP.

31U, [ ranspoi tation —scl ieaullng proBIems:

3lv. Transportation—excessive Wait time once scheduled:
3l.w.  Transportation —no pick-up:
31.x.  Transporation—other ISSUe:

Complaints Reeardine the Qualitv of Care and Sarvice
31y Provider —rude:

31.2. Provider—ofTice staff was rude:
3l.aa.  Provider—dissatisfaction with treatment:
51.bb. DAl Provider—quality of care or service issues.

Catherine Mergil Consulting 24
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3l.cc.. Transpontation—rude:
31.dd. T AFemfefamion With service/treatment:

31.ee. Pharmacy—dissatisfaction With service/treatment:
31.f.  Hospital-—dissatisfaction Wil service/treatment:

3l.gg. Other Total:
Sgeclfy type:

.
x
S
1
S

i

Measure: Number of Grievances and Appeals Filed
A. Reporting Frequency:  Quarterly
B. Instructions: For the purposes of this report, a grievance is the first request for
reconsideration of a prior pian decision (in Some organizatians, these may be
referred to as a first level appeal). An ""appeal** is the second request for
reconsideration of a prior plan decision (Ih some organizations, these may be
referred to as second level appeals).

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

32.a.  Number of grievances (or first level appeals) filed in the reporting quaner:
32.b.  Number of appeals (or second level appeals) filed in the reporting quarter:
Measure: Number of Expedited Grievances and Appeals Requested

A. Reponing Frequency:  Quarterly

B. Instructions: 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 timeframe. 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:

Catherine Mercil Consulting 25
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Measure: Average Length of Time Required to Process Expedited
Grievances or Appeals

A. Reporting Frequency: ~ Quarterly ] . .
B. 3lnstructions: Average the length of time for processing expedited grievances
filed in the reporting quarter. Record the average length of time in business

days.
34.  Average length of time required to process expedited grievances and days
appeals, in days:

Measure: Health Plan Member Services TelephoneAbandonment Rate
A. Reporting Frequency:  Quarterly
B. Instructions: Report the percentage of total calls received by the plan's

Manloer Services Department that were abandoned et any time during the call.
Report the average abandonmentrate for the quarter.

3. Member Services Department gverage telephone abandonment rate:

Measure: Health Plan Member Services Telephone Average Speed 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 any changes to existing plan policies and
procedures related to the following areas:
o Ultilization review activities
Provider procedure manuals
Quality assurance propram
Access standards. and
Claims payment.

37. Changes made to any of the areas listed above in the last quarter?: Yes NoO
If yes. please attach relevant documents.
Cathenne Mercil Consultng
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DEFINITIONS FOR USE WITH THE

COMMISSION ON HEALTH CARE FINANCE REPORTING TEMPLATE FOR
MCO PERFORMANCE MEASURES

Administrative expenses—includes all costs associated with the overall menagement and
operation of the plan, including copasatam, interest expense, Occupancy, depreciation
and amortization directly associated with administratjve services, marketing and
aggregate write-ins for other administratlve expenses.

Medical expenses—all expenses for the medical assistance items and services which are
covered in this contract, included in the OEIMAS premium paid to Provider, and for
which Provider has financial responsibility under this contract including physician and
professional service costs, hospital inpatientand outpatient costs, supply costs, costs
associated with outside refetrals, emergency department and out~of-area care,costs
associated with physician financial incentive deposits and withdranal adjustments,
reinsurance expensas net of recoveries, occupancy, depreciationand amortization directly
associated witb the delivery of medical assistance services. Such term includes costs that
are reduced by copayments, revenues reczived fiom third party liability collection and
subrogation.

Total revenues—premiums fiom public and private sources, investment eamed during the
period and aggregate income from other sources.

Provider —managed care organization participating in the District's managed care
program for AFDC and AFDC-related persons authorized under D.C. Code section 1-
359(d).

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

Net 1worrh—total net worth at the start of the year plus the increases or decreasesin
capital. retained earnings. reserves and restricted funds, and unassigned surplus.

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

Grievance—A written 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 report, a
grievance is the first request for reconsideration of a prior plan decision (in some
organizations. these may be referred to as a first level appeal).

Appeul—a formal request for reconsideration of the final grievance decision rendered by
a health plan. For the purposes of this repart, an "‘appeal’*is the second request for
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reconsidmti&nofapﬁarphndecision (méome w°mﬁ&mknfaMw
as second leve] appeals).

Members—individlals for whom the managed care organization has a contractual
obligationto provide, or arrange for the provision of, health services.

Providers—individuals licensed, certified, Or authorized by law 1 render profeszi.:nal
health Services directly to members. For example, physicians, physicians' assistants,

nurse practitioners, Chiropractors, and dentists are included I the term.

Y
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&8 Tvespar, Decenser 9, 1997

th Care for Needy Childre:

THE WASHINGTON PosT

D.C. Seeks to Expand Hea

21.6 percent . ‘This s
S8D'mhen D.C. Madicaid budget

parents w sigo yp their pewly ol

ByAm Goldstein - .‘-.'.,,. " 1 bknm Offner said. .Aht‘ |
S Pot St Wemer. ' grew by only 02 pescent from last  people dont kike walking ioto 4 W |
Inthe drst stage of what thiey hope year, a tife when natiopa) health  fare office.” he said L
will be a dramatic expansion of the cost inflation surpassed 6 percent, The D.C. Health Care Finsadn |
beleaguered D.C. Medicaid pro- Offner said. Commission wants to pat regietyt |
gram, District officials are putting ‘] can understand people being  tion sites in other sentings throygt |
the finishing touches op 8 plan to skeptical, but all I can say is we bave omtheDawiatommm',thx
extend health msurance coverage to one Of the most expensrve Medicaid  problem. but that ennils addition: \
8.300 children of the working poor. Programs in the country,” he said. computer networking costs, he sakd. |
The plan will cost §15 million, will . Money for the new children’s plan Some health officials see the chil ]{
be financed largely by new federal is D come mostly from a fveyear.  dren’s plan as an important test. The |
money svailsble for children's neath §24 billion pot Congress created last  District mun demonstrate that Jt hae |
summer t0 cover S million children

programs and could ve the precursor
to a much bigger plan being deve:
oped by city officials: bringing an
additional 30,000 uninsured adults un-
der the Medicaidumbrella.

“This is 2 program that was ig-
nored for 30pears.’ said DC. healt%
care finanes commissioner Paul OFF.
ner. *We haw a coherent plan to
move this program into the 21st
century, and it's working.”

To some crities. the concept of
adding about 40.0600 adults and chil-
drento the 130.000peaple already on
the D.C.Medicaid rolis seems dubi-
ous, given thr eirv's fiscal condition
and years of management inefficien
¢y within the federaliv supported
health insurance propram for the
Dustrnet s poor and disabled

Last year. a federal judge presid.
ing over a classacuon iawsun lam.
basted D C Medicaid administrators
for failing 1o follaw their NUN rules.
processing appiicauons tae slowiy,
kucking people out o the program
without notice and denving preven
tve care to children who arc enitied
to it The human impact has oeen
severe the juage sad
Meanwhide . @ lonz planned chib af
wews current Meticaid reciments
e health mantenance organiza
thons has brrnheld up tor montnabyva
~pardte cudr! banle ever hnu tot
omeracts were awarded leavag thou
w2ne ot Medicalg entuhees conjused
SLALTWRG TALS GGLCINrS 3T

i
-

JOUN W, BILL JR.
.. .apotennal “win-win situgtion”

A lawyer who sued the city in the
class-action case savs she supports
the administration’s ideaof mending
health coverage to asmany uninsure
residents as possible. but she wormes
that it could overburden the svstem.

"] understand they are trving to
make managena improvements but
we arent there vet” said hathieen
Millian, who represents Medicad re-
ciprents

But Offner who was hired to ¢lean
uptnttroutird azency wo vears ago,
said he 1= maiing progress in bantung
inefficrencies FOr exampic he sad.
his admimistration hac begun <tevnng
severeiv gisabied fesoents aw s trom
Medicasd proup home:s 13! are e
most expensive inthe Ratan Seangs
rom ucn Mansc=ny. change , Wl
fund expandec conerae L sail nol
N, ai»u tha! Medward niatnn 2
ready has clowed consiceral.

From Y g jeme 1y ¢ Nbeagcaud
expendilures were STOWINGS ol J stdg
genng raw. from LY percent 1o

natonwide. The D.C. children’s mina-
uve Would cost a relatively modest
$12 million in federal funds plus a
$§3 million oty maich each yzur, Off
ner said.

The new program is expected to be
approved this evemng by the public-
prvate D.C. Health Policy Council
and must thengo to the D.C. financial
control board.

Some states already have launched
children’s plans, and officials m the
rest are working op sals t0 sub-
mit to the U.S. Heatth Care Financing
Adminisgaton. Maryland and Virgin-
12 officials are still deciding how to
szucture their programs to take ad-
vanuge of the f
_The children ;n Washington would
join a Medicaid program that already
cavers 68000 children. Because in-
come eligibility Lmits decline as they
agv vounger childrenm some families
are on Medicaid while their older
brothers and sisters are disqualified.
Expansion would end that. ofseials say

U nder the District plan. eligibility
for Medicaid would include my res:-
aent vounger than 19whose house
hoid income 1s less than 200 percent
1 poverny levels==g much more gen-
eruus limitthan is nown efiect. For
o 1amibv of four. children would be
covered upto a maxsmum household
incnme o) about 832,000

“he biggest problem for the chil-

aren < program will be persuading

the systems in place to take ON 8300
more children before it can

IQA0ROIReA3, e f aduks, the
D_C_officials also must get fqdera
officials to waive rules before they

Offner offered few details #bdut
funding for the aduh plan, but ks did
offer a prediction: “We won't have t4
ask for morelocal tax money. Wegan
finznce thiS. in my opinion, miosfly
through efficiencies and transfers
within the budget.’ T

So far. the control board has sujp
ported Oftner. said control baargd
executive director john W. Hll)r. ..

‘Clearly, to the extent that. all
those numbers WOrk out and you are
able 1o increase services wi
reducing costs, that's the kind.of
win-win situation everyone is Jooki
for.” Hill mid. .

Activists said they were delighted
with the children's plan, “It's terrif.
ic.” said Claudia Schlosberg, Of the
National Health Law Program's D.C.
office. "Early weaument is critically
important in terms of the ability.qf
these children to develop and thrive
and do well in school. and ultinmite®

it saws theerty a lotof NO®L™. .

Oftner said the $15 million price
tag for the children's initiative was

impossible to pass up.

‘One of the oSt interesting reah
izauons lor me and everyone else is
how cheapit is’ Offner said.
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Transforming The District’s Health Care System

HEALTH POLICY COUNCIL and RELATED ACTIVITIES
- A Public/Private Partnership -
(December 1997)

1. Mayor's Health Policy Council
- Chair. Bailus Waker, Jr., PhD, MPH (Privatz Sector)
- Vice Chair, Jearline Williams, (DC Goverament Senior Official)
= Council (100 members; 8 of 10 fran the private sector)
- Assists the City in Developing Health Policy Options
- Options Consistent with Improving Health Care Delivery System
- Goal is to Impruve the Health Status of District Residents
- Council meet.. 2nd Tuesday of Every Month trom 6:30 PM - 8:30 PM
- Council has 10 major curreat Committees (plus { retired and 2 pending)
- Committees have private sector Chair and public sector So-Chair
- Ten Committa Chairs bring Recommendations before Council for Debate
- Approved Recommendations Move to Management Reform Team(s)

2 Mayor's Health Policy (Council) office.
- Location: 441 4th Street. NW, Suite 1000, Washington, DC 20001
- Telephone: 202-727-9239/9243; Fax: 202-727-0165.
- Provides Advice te the Mayor and Exccutivc Branch
- Focal Point for Ilealth Transformation Initiatives
- L-acilitates Technical Assistance from the Federal Government
- Provides Administrative/Technical Support to Health Poky Council
- Coordinates weckly . monthly , quarterly District and Federal micctings

3. Level of DC Couperation: Direct Access; Supportive; involved.
- Mayor
- City Administrator's Officc
- Chiet of Staft
- Various City Council Members
- The DC Financial Authority (Control Board)
- Chic! Financial Officer
- Corporation Counsel
- Boards and Commissions Dircctor
- Otficc ot Communications Director
- Office of Insurance and Securities Regulation
- Office of Intergovernmental Relations Director
- Office of Policy and Evaluation Dircctor
- Deparument 0! Health Director
- Department of Human Services Director
- Correctional Health Care Dircctor
- Emergency Medical Services Director
- Public Benefit Corporation CEQO
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Level of DC Government Support.

- Mayoral Order Establishing Health Policy Office

- Mayoral Order Establishing Hslith Falioy Council

- Funding and District Staff Support from Health the Department
- Federal Assistance from DHHS under the "DC/DHHS Initiative'
- Five Offices, Open Areas, Meeting and Conference Rooms

- Telephones and Fax Machines (including tong-distance acuess)

- Equipment and Supplies

Health Pelicy Council and Hcalth Pelicy Office Focus:

a. Creation of a Health Department that combines the state agency functions of
public health and health care finance (and also in the very near future some
cavironmental and regulatory functions): Annownced January 13. 1997

b. Implement Medicaid managed care to reduce costVimprove quality: (progress).

E. Transformation of mental health (and substance abuse) services. resulting in
improved accessibility and more conununity-based scrvices: Pilots were
propused and under consideration by Receiver

d Establishment 0f a Public Benefits Corporation te serve as the health delivery
arm for primary, acute. and long-tern) care: Board established Pecember 96.
PBC 1o be operational within 180 days of Board establishment (completed)

e Institution/coordination Of @ management information System to monitor health
care delivery . Recommendarnions developed.

f. Development Of a Prumary Care Network which integrates public and private -
sector primary care chinics: (Progressing).

e Creating purchasing arrangementsto leverage the City's purchasing power
ADAP purchases (Navember 96). PSC/istrict Agreement for selected
contracts and grants (February 97). Anticipating eventual use of Federal
Prime Vendor or FSSTor all phannaceuticals and medical supplics.

h Improvement of Correctional Health Services: Selected privatization.  Actions
to consolidate cours arders  Health Policy Council recommendutions.

1. Improvement of Emergency Medical Services: Training, improved
communication, und pilnting of rapid responsc vehticles.

j Develupment of educational materials to better inform und cncourage
consumes participation in their own health care  Iimmediare plans fur
collaborative partnerstupy between District, Federal, and private sector
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6. Mayor’s Health Policy Council Commiittees
- Correctional Health '
- Department of Health
- Em;rgency Medical Services
: a!;;r?rﬁméla rf:ealth (Proposed and Under Cansideration)
- Management Information System
- Medicaid Managed Care
- Mental Health Managed Care
- Primary Care Network Development
- Public Bencfits Corporation (Work Completed, Retired Committee 1 -14-97)
- Public Information Education ‘
- Substance Abusc Prevention and Recovery {Pending)
- Value Purchasing

7. District of Columbia Hcalth Transformation Team.
- Chaired by Dr_ Bailus Walker
- Materials and Background Work by Health Policy (Council) officestatt
- Meets Every Tuesday from 8:00 AM to 9:00 A M
- Purpose: 10 identify issues, resolve problems. and facilitate change
- Participants arc Public Sector Members:
* Asst. Director for [fealth Services. Corrcctions Department
* Commissioner of Health Care Finance. Department of Health
® Commissioncr, Insurance and Sccuritics Regulation
» Commission vn Mental Health Services (active history)
+ Director. Department of Llealth
* Director. Department of Iluman Services
* Director, Mayor's Health Policy Office

® Executive Director. DC General Hospital
® Medical Director, Office of Emergency Medical Services

* Swff of Mayor's Health Policy Oftice

8. Other Areas of Active Involvement:
- Providing Advice. Recommendauons. Testimony to Elected Officials

- Facilitating Collaboration between DC. Federal Govt, and Private Sector
. Assisting with Follow-up on Sctected DC/Federal Agreements




APPENDIX J




- - D - o Semesye A - . - PO

CHILDREN'S HEALTH INITIATIVE FOR THE DISTRICT OF COLUMBIA
RECOMMENDATIONS OFTHE -
MEDICAID MANAGED CARE AND ELIGIBILITY COMMITTEE

TO THE
MAYOR'’S HEALTH POLICY COUNCIL

December 9, 1957

Introduction

The Balanced Budget Act of 1997 creates a new program—the State Children's Health Insurance Program
(CHIP). The purpose of the new program is “1o provide funds to states 1o enable them to initiate and expand the
provision of child health assistance to uninsured low-income children in sn effective and efficient manner that is
coordinated with other sources of health benefits coverage for children.”

The District of Columbis is eligible to receive approximately $12 million annually in CHIP funds. The
District must provide approximately $3 million annually in sppropriated finds as a masch for the federal dollars. -
Under the program, the federal medical assistance percentage (FMAP) is 79 percent. Thus, the federal government
will provide 79 cents of every dollar spent on providing allowable services and outreach activities to CHIP children,

In order for the District to receive its F/Y 1998 federal allotment, it must submit @ plan to the federal

government by the end of June 1998. To receive federal approval the District must Submit a plan that describes how

the program will be stuctursd and implemented, any limitations on children covered by the program, and how the
Disziet will monitor certain quality standards,

The Managed Care and Eligibility Commirttee

in September 1997. the Mayor"s Health Policy Council, under the eadership of Dr. Bailus Walker,
commissioned the Medicaid Managed Carz and Eligibility Commines to spearhead planning for the Dismiet’s CHIP
program. The Commirttee divided into three Work groups in order T address specific issues related to the
development of the District’s CHIP pian. They a7¢: (a) The Structure and Administration Work Group; (b) The
Coverage and Benefits Work Graup;and. (¢) The Quzreach and Education Work Group. The Commitiee, and its
three component work groups have assessed various policy options and have reached consensus 0n several key

aspects 0f the CHIP plan. ThiS report summanzes the issues on which the work groupshave reached consensus and
offers recommendations to the Mayor"s Health Policy Council.

Eligible Children in the District

Only targeted low-income children are eligible for coverage underthe CHIP program. A targeted low-
income child is one: (a) who is under age 19; (b) whose annual family income is less than 200 percent of poverty for

a family of its size; (c) who does not have other insurance; and (d) who has been determined eligible for child health
assistance under the CHIP plan.
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A child is 5ot 3 mrgesed low-income child and is thus iveligible for the CHIP program ift (s) the child is an |
inmate of a public instiion or a patient in an institution for mental diseases; (b) the child is 8 member of & family |
msm&wmmmw-mmmmmumdamm’g ) ‘
employment with a public agency in the State; or (c) the child is covered under s group health plan. Newly arriving
legal immigrant children (e.g. those arriving in the U.S. on or after August 22, 1997) who have been in the country
for less than S years and undocumented immigrant children are not eligible for the CHIP program.

Note: If States, and the District, expand Medicaid to provide coverage to targeted low-income children, the
child may be a member of a family taat is eligible for a State health benefits plan and be eligible for the CHIP

program. This is not the case if a separate program option is elected.

The District currently provides Medicaid to low-income children as follows: pregnant women and children
up to age 1 year with incomes up to 13S percent of the federal povesty level (FPL); children aged 1-5 years with
incomes up to 133 percent of the FPL; children aged 6-14 with incomes up to 100 percent of the FPL; and children
aged 15-19 with incomes up to 50 percent of the FPL. In 1997, 200 percent of the FPL for a family of three is ‘
$26,660.

The Lewin Group, under contract with the Medicaid Agency, has conducted extensive research on the
number Of uninsured children in the District of Columbia Based upon Lewin's analysis, the following numbers
have emerged:

e There are approximately 112,557 children under the age of 19 10 the District of Columbia;

. Approximately 67,734 (602percent) Of the 112,557 children are currently enrolied in Medicaid;

. Approximately 30,074 (26.7 percent) have insurance coverage from some other souroe. such as
employer-sponsored coverage;

. Approximately 14,749 (13.1 percent) are uninsured;

. Approximately 3,404 of uninsured children are in households With incomes & or above 200

percent of poverty; and,

e Based upon a 76 percent enrollment rate for uninsured eligible children and a 20 percent
enrollment rate for children sansferring from other insurance programs, approximately 8,282
children will enroll inthe new CHIP program during its first full year.

Committee Recommendations

PROGRAM STRUCTURE

Swates and the District may spend CHIP fundsto: (1) expand Medicaid coverage to targeted low-mume
children; (2) support a separate state child health insurance program to cover targeted low-income children; or, (3)
combine both approaches. The Committes rtcommends that the DL begia the CHIP program with a
Medicaid expansion. The Committee further recommends that the CHIP Program be incorporated into the

managed care service delivery structure.

Selecting a Medicaid expansion initially does not preclude the Distriet from developing a separate program
should the Medicaid option prove inadequate to meet the needs of CHIP children. The Comminee recognized and

extensively debated two concerns about choosing the Medicaid expansion option: (1) current problems with the
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expansion were persuasive: . .
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single set of providers.

. A Medicaid expansion maximizes the District’s sbility to offer continuity of care to
vulnerable children. mm—wmmwmmumwm
periods of time. Mm:mm&mwmm&ew
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changes. Under a Medicaid expansion, continuous and sexmiess coverage of children is
simplified and readily assured.

. The Medicaid benefit package is relstively generous compared with benefits offered through
private sector plans. Two features of the Medicaid benefit package for children make it superior
to most private plans. The first is EPSDT, which covers comprehensive, ongoing preventive and
well-child care and all treatments thmt are medically necessary as a follow-up to that care. Second,
the Medicaid package provides comprehensive long-term care services to children who need
them. Neither EPSDT nor long-term care services are part of a typical private insurance package.

. A Medicaid expansion builds upon an existing infrastructure. Medicaid has well developed
structures, processes, and existing rules for activities such as claims payment, provider
certification, provider relations, and program operation. Thus costly and time-consuming start-up
and infrastructure development activities will be eliminated if the District elects to expand
Medicaid.

. Children covered under a Medicrid expansion remain eligible for Medicrid if the federal
allotmentef CHIP funds is depieted. Becauss Medicaid is an entitiement to the individual,

federal funds will continueto be available at the District's segular 70 pereant FMAP shouldthe
District use its full allotment of CHIP funds (with a FMAP of 79). As loag 1: s child meetsthe
financial criteria for Medicaid eligibility (whether regular Mecicald or CHIP) the child would
entitled to receive Medicaid-reimbursed services, Under a separti? insurance program, the
District would have the option to stop enssifing eligible childrenand establish waiting lists once
its allotment of federal funds ik depleted.

COVERAGE

If the Dismrict elects to provide health insurance coverageto CHIP children by expanding Medicaid, the
City is required to cover all children who meet the income and asss! criteria. If the Distriet decidesto developa
separate program. it may restrict CHIP enrollment based upon geography, age, insome and resources, residency,
disabiliry status (could set higher level), and access to other health insurance. Pre-existing condition limitations ars
prohibited under both the Medicaid and separate program option.

in general, Statesand the Diswict are allowed to cover eligible children in families with Incomes up © 200
percent of the FPL (f26.660 for a family of thwee). The annual cost of Medicaid coverage per eligible child ranges
fiom between S1400and S1800. Estimates are that approximately 8282 eligible childrenwill enroll in the new
prograrn. The Committee recommendsthat the CHIP program cover all eligibleehiidren with mo limitations
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cncagh svallable fands (both Federal and District) to cover all eligible childrea.

THE 12-MONTH CONTINUOUS ELIGIBILITY OPTION

Medicaid eligibility to children up to age 19. lfﬂleDisuiaeleusthF nmemmd@nnyopm:.h
mdedeﬁgibﬂhmnﬂbemﬂabhmehﬂdrmhﬁemhMMmsnﬂuebﬂtad@ o
Medicaid through the CHIP program. The District would receive its regular 70 percent FMAP for providing o
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providing such coverage to Medicaid-eligil children enrolied as CHIP children. In order to foster continuity

care for all Medicaid-eligible children (regulsr Medicaid and CHIF) the Committee recommends that the
District elect the 12-month continuous eligibility option.

BENEFITS

Hmenmaelecumpmwdeeovangewmgadlw-mmgch_ndrmb):mdm v
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(EPSDT) that are svailable to categorically needy Medicaid xectp:ems must be available to the CHIP children.
EPSDT is 2 mandatory Medicaid benefit that provides penodxc and

yegular health screening to eligible children and
any medically necessary treatments that result from the screening.

Although the District would be required to roket federally defined minimumn coverage standards under a
separate CHIP program, the District would have considerable flexibility, within broad federal guidelines, to define
the benefit paskage if it elects to develop a separate program. For example, the District would not be required to
provide the EPSDT benefit to CHIP children under | separate program option although it could elect to do so.
Federal law requires the benefits package under 1 separate program option tomeet one Of four ssandards:
benchmark coverage; coverage that is actuarially equivalent to benchmark coverage, state-based program coverage,

or other coverage stbject to HHS approval.

Tbe Committee recognizes tbrt by initially expanding Medicaid, the full a m y of Medicaid State plas
servicesare avajlable to CHIP children. Behavioral heslth services Should continue to be “carved out” of the
mantged care delivery system rnd reimbursed 0N s fee~for-service basis. Should the District opt to develop a

separate CHIP Program at 1 iater date, the Committee recommends that the program be structured to offer
3 benefits package equal to that offered by Medicaid.

USE OF ADMINISTRATIVE FUNDS

Although the primary intent of tne CHIP law is to obtain health coverage for jow-income children who

would not otherwise have insurancs, statesand the Dismict are permitted to spend Up to 10 percent Of their expended
funds on one or more of the following activities: (1) outreach; (2) direct purchase of provision of health services for
targeted low-income children; (3) expendirures for health services initiativesunder the pian for improving the health .
of children (inciuding targeted low-income and other low-income children); and (4) administration of the CHIP
program.

States may obtaina waiver Ofthe 10 pereent fimit for cost effective altzmatives if: () the additional
expenditure provides targeted low-income children wrth coverage of benefits consistent with the requirements Of the
program: and. (b) the average s« child cost is not greater than the con of coverage that would otherwise be
provided through a community-basad health dalivery system. Such systems might include contracts with

communiry clinics OF with dispropontionaie share hospitals as long asthey can be demonswated O be cost effective.

The Committee recommends using s significant portion of the administrative funds to support public
and private community-based providers that are effectively engaged in the following sctivities: (a) outreach;
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and a $2 co-payment for eyegiasses. ‘The committee supports cost-sharing rules for the CHIP program that are
consistent with current Medicaid cost sharing rules. :

OUTREACH AND EDUCATION

Several outreach strategies were discussed, thmde:(n)o\n-nﬁminzeﬁa‘bmqwmkasnl}qd
Start Centers; targeted schools, grocery stores, churches, and other places around the community; (b) establishing
evening hours for eligibility determinations; (c) coordinating with existing outreach eﬁ'ons_ of MC}!. WIC, UPO and
other groups; (d) developing public service announcements for local radio and television distribution; .
(¢) developing user-friendly, easily understandabie, educations] materials such as comic books.ﬂyus md vndeos.
and (f) developing culturally sensitive, language appmpnnz community education videos for city-wide distribution.

The Commities recommends a0 outreach s8¢ education strategy that is: (8)City-wide; (b) culturally
sensitive; (€) laaguags sppropriate; rad, (d) has a multi-media approach. It recommendsd that a publle
reiations expert be reeruited t0 assis with the development OF a multi-media campaign. 1t is further
recommended that the City develop and identify private sources of funding lOr outresch activities. Finally,
the Committee recommendsthat tbe Qi form partaerships with kxa) universities tO developand implement
a plan to evaluate outreach 8ad sduaation activitiesrelated to the CHIP preg =,

COMMUNITY FORUMS

In order for the new program D achieve its enrollment and program participation goals, it is imperative that
the design of the CHIP program have widespread community support. The group recognizes that many immigrants
may be reluctant 1o aend community forums t2&use Of fear Of detastion by immigration authorities. The
Committee recommends tbat lour City-wide Community FOrums be beld between December and the end Of
January in order to solicit commuairy ioput in the development of a final CHIP plan. The Committee further

recommends that special efforts to b¢ made to invite representatives from immigrant eemmunities to
participate in the community forums

Outstanding Issues

STATUTORILY INELIGIBLE CHILDREN

Legal immigrant children who have not been in the US. for & least 5 ysars and undooumented immigrant
children zr+ not eligible to participaie M the CHIP program. The Lewin Group estimates that there are
approximately4.000 undocumented immigrant ¢hildren living Inthe District. The Committee underscores thc
importance of the role of traditiona) safery.net providers In providing lim¥ted amonnts OFeare to thb
population. The Committee is committed to the continued yiability oltbe Distriet's safety-net.
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The Committee favors any option that
The Committee recommends that fall sapport of
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efforts; and (c) language and cultural barriers. The Committee recommends that administrative funds avallabl
ehnmnh the new CHIP nroeram be directed towards overcoming these barriers.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA

HEALTH POLICY COUNCIL
IARSON BAKKY, IR BARUS WALXER. M., D
MAYOR cuam .
Memorandum
DATE: December 24, 1997
TO: The Honorable Marion Barry, Jr., Mayor

Andrew Brimmer, PhD, Chairmas, ‘Control Authaority . i
The Honorable Linda Cropp, Chainman, Council of the District of Columbia
Joyce Ladner, PhD, Member, Control Authority :

Allan Noonzn, MD, MPH, Director, Deparunent of Health

FROM: Bailus Walker, Jr., PhD, MPE
Chair, Health Policy Council

SURJECT: Health Policy Council Recommendation to Expidite Process 1o Access Fedenl
Funding to Cover Larpe Numbers of Uninsured Children in the District

Dece 997, the icy Council approved a recommendation
%mch‘ba; l?ta!{h to pmcé{d?/lv% Eﬁlwg aciion © d;fcl‘cp an appliug.an‘%r ?r%

Sute Child Health Insurance Program (S-CHIP). The details of the secnmmendation, including
background information, are attached for your review.

As you well know, the Health Policy Council is a public and private collaborative initiative that
focuses on developing health policy options to address pressing issues. The Council has around
one hundred members with ten specialized Commitiees. More than eighty percent of the
members ure volunteers from the private sector, and the Council counts among its members

consumers, community advocates, service providers, religious leaders, youth and elderly. labor,
academia, and policy makers.

This recommendation was developed by the Health Policy Council’s Medicaid Managed Care
a d Elpibility Commiutee. 1t was not generuted rapidly nor by a sclective group, but was
developed over a period ova several months amd Juring many commitiee meetings, The
meeungs were open to all Health Policy Council members and a good namber of them chose t0
panicipate. Non-members frum the public and pnivate sectors also atiended. The Medicaid

Managed Care and Kligibility Commitiee now intends to move forward with public hearings by
the end of Japuary 1998.

We believe it cxtrcmely immponant for the of Health 10 move rapidly and
agpressively 1n developing the necessary documents to take full advantage of the available funds
for thus children’s health initiative. In fact, many States are in the process of developing their
programs or have already submitied plans. We strongly urge you endorse the position taken by
the Health Policy Council.

Ve 1u0icatry Syvere 8 441 - ath Sirert. NW | Sude $0003 @ Veashnpwen, 1).C 20001 ® (202) T2797%W w» FAX. Q02) 727 0168




GOVERNMENT OF THE DISTRICT OF COLUMBIA
weat T POLICY COUNCR

MARION ARRY, R SARUS WALKER. IR D

for Consideration by
Department of Health Management Reform Team

Committee: Medicaid Mamged Care and Eligibility Date: December 9, 1997

Issue: The District is eligible 1o receive 12 million dollars per year from the Federal government to
develop a Smie Child Health Insurance Program (*S-CHIP) t0 provide bealth insurance coverage
10 umnsured children in families with income up 10 200 percess of the federal poverty level. The
District must provide approximnately $3 million anmually in appropriacd funds as & match for the
federal dollars. Upbmmdwmekmmmm
public education, and outreach activites. The Commission on Health Care Finance has funds 1 155
approved F7Y 1998 budget to provide the city mateh for the federal dollass. There are over 8,000
children currently living in the District who would be eligible for and enroll in the new program.

In order w receive Federal funds for the program the District must have a plan approved by the
Federal government that: (a) describes how the program will be structured (e.g. Medicaid vx.
separale program); and (b) identifies the children who will be covered under the program. The
District may also include a provision in the plas that allows the City to provide Medicaid coverage
to al! eligible children for a full year regardiess of fluctuations in family income. By expanding
Medicaid~at lcast initally-the District would be able 1o provide health care o low-income childrea
without undue defay. Should the District elect to cover S-CHIP children by expanding Medicaid
wnitially, the law permits the Caty to develop 3 separate program at some later point if the Medicaid
cxpansion does no adequately meet the needs of the S-CHIP children.

Recomrpendation: Between now and the end of January, the Medicaid Managed Care and Eligibility
Conurunse of the Mayor's Health Policy Council (“the Council ™) should conduct a series of public
forums 10 present a S-CHIP plan, approved by the Council, that includes the following provisions:
(a) Expand Medicaid eligibility up to 200 percent of the federal poverty level for all eligible
'uninsured children in the District: (b) provide coverage to all cligible childrea: (¢) provide 12-months
of continuous Medicaid eligibility w all elipible children in the District (regular Medicaid and S-
CHIP): (d) limit cust sharing 10 current Medicaid rules: and, (e) use a significant partion of the
allowable admunistrative funds to support the apprupriate vugeach, education, enruliment, and health
services uutiatves of public and private cummunity-based providers. The Mudicaid Managed Care
and Ehgibilnty Commutiec will conunuc acuvitres related tn: (2) oversight of the Medicaud expansion
tor S-CHIP children: and, (b) review of other npunns tor program stucture to ensure that gl S-
CHIP clipibie children are receiving appropriste sevvices. '

(scc page 2 for bepelits)
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Twe:  Health Policy Councll Recommmendstion te Expldie Process 89 Access Federal
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Bencfit(s): mmmumvﬂbwmmw”ﬂqw
fa-w%wwhamm over 8,000 uninsared chikiren currently fving in the
mmmwmmmmmmmu«)m&m
mwaummnmmwmumw
e e e o b sty st bl 1 .pf""“"’"" 'Z‘f‘m
funding an effective mm ey - Jhecke

On behalf of the Health Policy Council, amhmedmbapubl:mdm sector body, we
mmmx:mmmnhmdww orm Team and
mmmuww»mmormwmummu
federal Government (i.e., Department of Health’and Human Services, Health Care Financing
Amntm)wmwmummwmmwmm-mm
in the District of Columbia.

In order to receive funds, a Swte must submit and obtain approval of is Smaee Child Health Plan
from the Secretary of the Department of Health and Human Scrvices. A Swte may submat an
amendment to 1ts Child Health Plan at any time. A Sute Child Health Plan or amendment is deemed
approved uniess the Secretary ootifies the Stte in writing within 90 days afier receiving the plan or
amendment, that it is disapproved or that additional information is needed. Funds for this initiative
became available October 1, 1997. Any amounts unused afier 3 yeass will be redistributed 10 Staes
that have fully spen! their allotments.

As public heasings are scheduled to be carried out before the end of January and continued progress
15 peeded 1o assure that the District can wke full advantage of its allotment, we would sincerely
appreciate your quick reaction to dus recommendauon.

_» Lo 2 757
" Baius Walker, J1.. PhD. MPH Daw
Chair. Mayor’'s Health Policy Councyl
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CHILDREN'S HEAL THINITIATIVE FOR THE DISTRICT OF COLUMBIA

Comments 0f Families USA on the Recommendations
Of the Maoicaad Managed Care and Eligibility Committee
To the Mayor's Hz=lth Policy Council
January 20, 1998

We endorse the recommendations of the Taak Fores regarding Meiicad
expansion and urge the Mayor’s Health Policy Council to adopt them. Vil over 65,000
children now in the District’s  Medicaid program, it makes ssnss t0 add the 8,000 children
expected to earoll in CHIP 10 the existing system rather heN ¢reating a new bureaucracy.

Election of the 12-montheligibilisy option for all children in Medicaid similarly
makes sense. It will facilitate continuity of care, free eligibilityworkers from interim
determinations, and encourage employment. 12-month continuouseligibility is
particularly useful in managed care settings by giving MCOs a financial incentive to
provide cost-effective preventive services. The following comments address the
outstanding issues identified by the Task Force.

Elizibilitv determination. There are many ways the District can redesign its
Medicald/CHIP application process to make the process easier-and faster for both
applicants and eligibility workers,

o TIraditional communitv-based providen; Taking applications in settings other thanthe
welfare office can be a very effective strategy for identifying children in-working
poor families who will be the primary beneficiaries of the CHIP program. The
District should include such arrangements in its CHIP pian. The HCFA rules on

“outstationing” permit the District to contract with non-state Workers to engage in

"1nitEd processing™* of applications, but the actual eligibility determination must be
made by a state employee. There are several models from other states of community-
based organizations assisting applicants iz filling out application forms and gathsring
necessary verification without any formal contzzctual ralationship with the state ¢.g.
Philadelphia Citizens for Chilldren and Youth. There are also models of states which
have hired and trained workers specifically to work in the community 0 take




i and t= the e. stghtﬁomtheStanMedicaid
applications and promo program e.g. Georgia viders in o

Project. In addition, several states have successfully enlisted pro
and eligibility efforts e.g. Greenville Memorial Hospital, Greenville, SC.

e Anvlication streamlinino: Two good wavs of simplifving and speeding-up the
eligibility process are 10 shorten the gplication form, eliminate unnecessary
verification requirements, and allow mail-in applications without requiriag 2 face to
face interview. Several states have developed two-three pace forms for their
children’s Medicaid program, e.g. South Carolina, Washington, Pennsylvania, and
Vermont. Several states also rely largely onthe applicant’s self-declaration and do
not require the applicant to provide third party verification. Georgia, for example,
does not even require the applicant 10 provide income verification. The state does do
a computer cross-match of quarterly earnings reported to its Labor Department and

bas found litte evidencs of applicant misrepresentation of income.

*  Qutrzach: Up to ten percent expenditures can be used for outreach
services. The District should cgrh.;tg;;?help of the community in devising new
outreach strategies geared to the diverse populations within the District, in addition to
using the services Of marketing professionals to design an advertising campaign to
publicize the program.

e Presumptive eligibilitv: The Diswict should adopt this option which enables earlier
access t0 SeYvices for children. If presumptive eligibility is combined with a Sorter,
simpler application form, fewer verification requirements and mail-in applications, it
can also improve the applicationand enrollment process.

 Staurorilv ineligible children. Mot immigrant children who entered the country after
August 22,1996 are ineligible for MeciGaad or CHIP. These children form a retural
coverage group for the KIDS CARE programs offered by Capital Community Health
Pian and Kaiser Permanente. SUCh charitable undertaking cannot substitute for public
programs, but they can serve an important function in filling some of the gaps in the
public system. The Distriet should encourage the continuation of these private
initiatives for this purpose.

Prepared by Victoria Pulos
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Transforming The District's Health Care System

HEALTH POLICY COUNCIL and RELATED ACTIVITIES
- A Public/Private Partnership -
(December 1997)

1. Mayor's Health Poky Council
= Chair. Bailus Walker, Jr., PhD, MPH (Private Sector)
- Vice Chair, Jearline Williams, (DC Government Senior Official)
= Council (100 members; 8 of 10 from the private sector)
- Assist.. the City in Developing Health Policy Options
- Options Consistent with Improving Health Care Delivery System
- Goal K to Improve the Health Status of District Residents
- Council meets 2nd Tuesday of Every Moth trom 6:30 PM - 8:30 PM
- Council has 10 major current Committees (plus 1 retired and 2 pending)
- Committees have private sector Chair and public sector Co-Chair
- Ten Committee Chairs bring Recommendations before Council for Debate
- Approved Recommendations Move t0 Management Reform Team(s)

2. Mayor's Health Pelicy (Council) Office.
- Location: 441 4th Street, NW. Suite 1000, Washington, DC 20001
- Telephone: 202-727-9239/9243. Fax: 202-727-0165.
- Provides Advice to the Mayor and Exccutivc Branch
- Focal Point fur Ilealth Transformation Initiatives
- Facilitates Technical Assistance from the Fcdenl Government
- Provides Administrative/Technical Support to Health Policy Council
- Coordinates weckly . monthly, quarterly District and Federal mectings

. Level of DC Cooperation: Direct Access; Supportive; Involved.
- Mayor
- City Administrator's Office
- Chief ot Staft
- Various City Council Members
- The DC Fipancial Authority (Control Board)
- Chiet Financial Officer
- Corporation Counsel
- Boards and Commissions Dircctor
- Otfice at Communications Director
- Office of Insurance and Securities Regulation
- Office of Intergovernmental Relations Director
- Office of Policy and Evaluation Dircctor
- Department ot Health Director
- Department of Human Services Director
- Correctional Health Care Director
- Emerpgency Mcdical Scrvices Director
- Public Benefit Corporation CEQ
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4, Level of DC Government Support.

- Mayoral Order Establishing Health Policy Otfice

- Mayoral Order Establishing Hcalth Policy Council

- Funding and District Staff Support from Health the Department

- Federal Assistance frem DHHS under the "DC/DIHS Initiative"
- Five offices, Open Areas, Mating and Conference Rooms

- Telephones amd Fax Machines (including long-distance actess)

- Equipment and Supplies

5. Health Policy Council and Hcalth Policy Office Focus:

a.

Creation of a Health Department that combines the state agency functions of
public health and health care finance (and also in the very near future some
environmental and regulatory functions): Aanounced January 13, 1997

implement Medicaid managed care tv reduce costVimprove quality; (progress).

Transformation of mental health (and substance abuse) services. resulting in
improved accessibility and more conununity-based services:  Pifots were
propused and under consideration by Receiver

Establishment of a Public Benefits Corporation t serve as the health delivery
ann for primary. acute. and long-term care: Board established December 96.
PBC 1o be operational within 180 days aof Board establishment (completed).

Institution/coordination of a management wntarmation SyStem to momtor health
care delivery . Recnmmendanons developed.

Development of a Primary Care Network which integrates public and private
sector pnimary care climes: (Progressing).

Creating purchasing arrangements to leverage the city's purchasing power:
ADAP purchases (Navember 96}. PSC/District Agreement for selected
contracts and grants (February 97). Anticipating eventual use of Federal
Prume Vendur or FSS for all pharmaceuticals and medical supplies.

Improvement of Correctional Health Services. Selected privatization. Actions
to consoliduse colirt orders  Health Policy Council recommendutivns .

Improvement of Emergency Medical Services: Training, improved
communicanion. rind pilating of rapid response vehicles.

Development of educational manerials to better inform and cncouragc
consumer panticipation in their own health care: Immediate pilans for
collaborative partnerships berween District, Federal, and privare sector
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6. Mayor’s Health Policy Council Commiittees
- Correctional Health )
= Department of Health
- Em;rgency Medical Services
: f‘?;;r?rn:;enmél a:ea!'h (Proposed and Uinder Ceasideration)
- Managcment Information System
- Medicaid Managed Care
- Mental Health Managed Care
- Primary Care Netwark Development
- Public Benefits Corporation (Work Completed, Retired Commitiee 1-14-97)
- Public Information Fducation
- Substance Abusc Prevention and Recovery (Pending)
- Value Purchasing

7. District of Columbia Health Transformation Team.
- Chaired by Dr. Bailus Walker
- Materials and Background Work by Hcalth Policy (Council) Office Statt
- Meets Every Tuesday from 8:00 AM to 9:00 AM
- Purpose: 10 identify issues. resolve problems. and facifitate change
- Participants arc Public Sector Members:
* Asst. Director for Ilealth Services. Corrections Department
* Commissivner Of Health Care Finance. Department of Health
* Commissioner, Insurance and Sccuritics Regulation
* Commission on Mental Health Services (active history)
* Director. Department of llealth
® Director. Deparument Of [luman Services
* Director, Mayar's Health Policy Office
® Cxecutive Director. DC General Hospital
* Medical Director, Office of Emergency Medical Services
* Suff of Mayor's Health Policy Oftice

8. Other Areas of Active Involvement:
- Providing Advice. Recommendations, Testimony to Elected Officials |

- Facilitating Collaboration between DC. Federal Govt. and Private Sector
- Assisung With Follow-up on Sclected DC/Federal Agreements )




Nonprofit Clinic Consortium

14701rving Street NW WashingtonDE 20010 202-667-4378 202-332-0085 (fax)

December 10,1997

Paul Offner
Commission on Health Care Finance
2100 Martin Luther King Jr. Ave. SE, Suite 302

Washington, DC 20020

Dear Dr. Offner,

On behalf of the Nonprofit Clinic Consortium | congratulate you on the completion
of the recommendations for the State Child Heatth Insurance Program. The NPCC
is pleasedto See our positions reflected in your recommendation = namely to
administer the program through existing Medicaid structures and to creatively use
the administrative funds to do outreach and education through public and private
community-based providers. Our clinics anticipate helping your office work through

the implementation details.

We look forward to supporting your recommendationat the upcoming public
forums. Please alert Amy Houser at the NPCC office (202-667-4378 phone, 202-
332-0085fax) of your forum dates, times and locations.

Thank you again for your hard work on SCHIP.

Sinderely,

Andre\w Schamess, M.D.
Chair, NPCC Board of Directors

Medical Director, La Clinica del Pueblo
S
[ ]
™
cc: Allan Noonan Linda Cropp Sue Brown o
Bailus Walker Frank Smith Edward Singletary -~
Sharon Ambrose  Joyce Ladner Jearline Williams =
Sandy Allen VirginiaFleming Denise Savage —
a

Breadfor the City & Zacchaeus Free Clinic  Community of Hope Health Services
Community MedicalCare BC Spanish Catholic Center Family & Medical Counseling Services
La Ciinica del Pueblo  Mary's Centerfor Maternaland Child Care  g¢ Others Might EatMedica! Clinic
Washington Free Clinic  Whitman-Walker Clinic
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CHILDREN"S HEALTH INSURANCE PROGRAM
COMMUNITY FORUM

Areyour children uninsured?

Areyou working with no health benefitsforyour children?

Areyou unemployed with no health coverage for the kids?

JOIN US & LEARN MORE ABOUT d
THE "CHIP" PROGRAM

Monday, January 12, 1998 Tuesday, January 13, 1998
Bethlehem Baptist Church Calvary Baptist Church

2458 MLK Jr. Avenue, S.£. 755 8 Street, N.W.

Washington, DC Washington, 2

Wednesday, January 14, 1998 Tuesday, January 20, 198
first Baptist Church Sacred Heart Church

3440 Minnesota Avenue, S.£. Corner of 16" and Park Road, ./,
Wastington, DC Washington, DC

TIME: 6:00 p.m. - 8:00 p.m.

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




FORO COMMUNITARIO DEL PROGRAMA
INICIATIVAS PARA LA SALUD DEL NINO

Estan sus nifios Sin seguro?
Esta ustéd trabajando Sin beneficios
de salud para sus nirios?

Estd ustéd sin trabajoy sSin cobertura
de salud para sus ninos?

UNASE A NOSOTROS Y APRENDA ACERCA DEL PROGRAMA
INICIATIVAS PARA L A SALUD DEL NINOS

Enero 12. 1998a las 6:00 p.m.

Enero 13, 1998 a las 6:00 p.m.
lglesio Bautista Bethlehem Iglesia Bautisia Caivario
2458 MLA Jr.. 4venue.S.E. 755- &* Street, N. W.
Washington. D.C. Washington, D.C.

Enern 14, 1998 0 las 6:00 p.m. Enero 20, 1998 a ius 6:00 p.m.
Primera Iplesia Bautisto Iglesia Sagrado Corazon

3440 Minnesoia 4venue. S.E. 16” & Park Road, N. W.

B ashingion, D.C. Washington, D.C.

| Para mas informacion. por favor ltamc a Karla Simmons al (202) 727-3688

i Patrocinado por: Consejo Polizs dv Salud del Alcalde
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AFORU AT CHILDREN'S HOSPITAL
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e DOES YOUR CH]LD NEED HEALTH lNSURANCE

. e
.o-

e AREYOUA PEDIATRICIAN SOCIAL WORKER OR OTEER oo
PROFESSIONAL WORKING \VITH FAMILIES “’ITH UNINSURED

CEHTT NRPEN

A

e ARE YOUA CHILD ADVOCATE

I | LEARN MORE ABOUT “CHIP™ ON 1/28 AT CHILDREN'S AUDITORIUM

WHEN:  WEDNESDAY JANUARY 28,1998
FROM 6:00 P.M. TO 8:00 P.M.

WHERE: CHILDREN’S HOSPITAL AUDITORIUM

111 MICHIGAN AVENUE, NW
WASHINGTON, D.C. 20010

(202) 884-4930

Sponsors: Mayor's Health Policy Council and the Children’s National Medical Center.
Interpreting Services: Spanish Language and Hearing Impaired




"EL NUEVO PROGRAMA DE SALUD
R PR I

PARA NINOS/AS

."1’ ‘ s N TR T
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UN FORO EN EL CHILDREN’S HOSPITAL

....

+ ES UD PEDIATRA, TRABAJADOR/A 's'o'c‘IA‘L U OTRO
PROFESIONAL QUE TRABAJA CON FAMILIAS SIN
SEGURO MEDICO?

¢ ES UD. UNAPERSONAQUE DEF/ENDE LOS
DERECHOS DE LOS NINOS/AS? - .

APRENDA MAS SOBRE H_PROGRAMA "'CHIP"EL 28 DE
ENERO DE 1998

EN EL AUDITORIUM DEL “CHILDREN’S”

SEGUNDA PLANTA

CUANDO: MIERCOLES 28 DE ENERO,1988
6:00 A 8:00 P.M.

DONDE: CHILDREN®"S HOSPITAL
AUDITORIUM

111 Michigan Avesue, N.\W.
Washington, DC 20010
(202) 884-4930

AUSPICIADO POR: EL CONSEJO DE POLITICAS DE SALUD DEL ALCALDE DE p.C.
(MAYOR'S HEALTH POLICY COUNCIL) Y EL BOSPITAL MEDICO NAQONAL DE
NINOS/AS (CHILDREN"S HOSPITALNATIONALMEDICAL CENTER)

ESTE FORO SERA INTERPRETADO SIMULTANEAMENTE EN ESPANOL E 1DIOMA DE

SENAS PARA PERSONAS CON PROBLEMAS DE AUDICION,

.
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FREQUENTLY ASKED QUESTIONS ABOUT CHIP

What do the letters CHIP stand for?

CHIP stands for Children’s Health Insurance Program.

What is the CHIP Program?

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 10,000 children curgently living in the District have no health
insurance. Under a recently enacted federal law, all states and the District of
Columbia are eligible to receive special federal funding to develop and implement
an insurance Programs for uninsured children.

Who will be eligible to participate in the CHIP program?

All children who (a) live in the District: (b) are citizens or lawful permanent
resigents Of the U.S.; (c) are uninsured; (d) are under age 19;(e)are not currently
ehgible for Medicaid: and. (fy are in familieswith incomes up to 200 percent of
the federal poverty level.

Will the parents of CHIP children be eligible for coverage?

No Federal law does not permit such coverage. Parents who are otherwise
eligible for Medicaid will continue to be eligible.

When will the CHIP Program begin?

in order to begin the CHIP Program. the District has to submit a plan to City
policymakers for approval Once approved by City policymakers, the plan must
be submitted to the Feaeral government for approval. The District may begin the
CHIP Program any time after approval of the plan by the Federal government.




How will the CHIP program be funded?

CHIP will be funded with a combination df federal and District of Columbia funds.
The District is eligible to receive up to $12 million per year In federal funds.
Approximately $3 million per year in District funds will be required to match the

federal monies.

What does it mean to have a family income *‘up 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 US. Department of Health 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)

y

How many children will be eligible for the new program?

Estimates are that there are approximately 8,282 children who are eligible for
and will enroll in the new CHIP program.

How will the District’'s CHIP Program be set up?

The District has two choices in how it sets up the new CHIP Program. Itcan
either expand the Medicaid 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 will allow the District to begin the CHIP program within a
short period 0Ftime; (b) the Medicaid benefits package (including EPSDT) is more
generous compared with private plans: (¢) expanding Medicaid will allow the
District to develop the CHIP program on a well established administrative
structure; (d) tamilies that include both Medicaid enrollees and Child Health
enrollees will be able to use a singie set 0Fproviders; and (e) children covered
under a Medicaid expansion remain eligible for Medicaid even ifthe new
allotment of federal funds is depteted

tJ




Once enrolled in CHIP, how long witt a chiid remain eligible until recertification
is required?

The District has the option of allowing ali children, regular Medicaid and CHIP, to
remain on Medicaid for 12 months with uninterrupted coverage.

If the District expands Medicaid for the CHIP Program, will the CHIP benefits be

the same as the benefits available under regular Medicaid?

Yes. If the District develops a CHIP/Medicaid expansion, all regular Medicaid
benefits, including EPSDT, will be available for children enrolled in CHIP.

What is EPSDT?

EPSDT stands for Early and Periodic Screening, Diagnosis and Treatment.
EPSDT is a mandatory Medicaid sgrvice 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 treatment(s) required to correct

or ameliorate any defects found during regular screening(s) regardless of whether
the follow-up services are generally covered under a state's Medicaid plan.

What types of outreach activities are being planned to tell people about the new
program?

The specifics 0Fan outreach strategy are currently being developed. However,
any strategy that s finaily adopted will be: (a) city-wide; (b) culturally sensitive;
(¢) language appropriate; (d) based upon a multi-media approach. If you have
suggestions and/or 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

EQOZ%T!)érents Monthly income Leve! to Annual (Yearly) income
and chitdren)™ Qualify for CHIP (200 percent Level to Qualify for CHIP
of poverty) (200 percent ot poverty)
1 $1.315.00 $15,780.00
2 $1,768.33 $21,219.96
3 2.21%7 $26,660.04
4 £2.675.00 $32,100.00
5 $3.128.33 $37,539.96
6 $3.581.67 $42.980.04
7 $4.035.00 $48,420.00

‘Note:  These figurer are only rough estimates intended 10 give you an idea of whether p u r children may qualify for
CHIP.  Ifyour income IS less than the figures represented on this chart, p ur children may be eligible tor regular
Medicaid. Contact your local service center.

""Note  Parents are counted in family size even though they will not be eligible for the CHIP program.




Date:
To:
From:

Re:

Memorandum

January 1998
Concerned Consumers
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, its 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 themto US. Your participation is
appreciated!

The following are my ideas related to outreach and education activities for CHIP.

Message:

Mait to: Commuission on Health Care Finance
2100 MLK Jr. Ave., SE. Suite 401
Washington. D.C. 20020
Attn: Karla Simmons
or
FAX to: (202) 727-2739




DISCUSSION QUESTIONS FOR COMMUNITY FORUMS ON CHIP

L DO YOU RECOMMEND CHANGE(S) IN THE MEDICAID APPLICATION
AND/OR ENROLLMENT PROCESS? IF SO, PLEASE DESCRIBE THE

CHANCES.

Il.  WHAT ARE YOUR IDEAS CONCERNING OUTREACH AND PUBLIC
EDUCATION?
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Eligibility Criteria

m A separate District Program could limit eligibility by:
AR Y- R0 I SR PSS Srsdency.
to other health insurance -

m Separate program must be coordinated with Medicaid
District could limit enroliment and create waiting lists

m There can be no pre-existing condition limitations

m Districtwould have full responsibility for determining
how to administer program and how to deliver care




e

Program Eligibility Requirements

m Procedures established for eligibility must ensure the
followinag:

— Only low-income children are permitted to receive assistance
under Title XXI

— 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
to low-income children
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Covered Benefits (Continued)

m Ifthe actuarially equivalence option is taken, states must
provide the following:
four basic services (inpatient/outpatient hospital services, surgical

and medical services, laboratory and x-ray, and well-baby/well-child
care

aggregate value must be actuarlally equivalent to the benchmark
pian

mental health, vision, hearing and prescription benefits must have

A b@ﬁ%ﬁ?ﬁ?&rﬁ BEraHE SALKEY A Sy B SEB P e

following:

—~ Standard BC/BS preferred provider option offered by FEHBP
~ Health coverage generally offered to District employees

~ health coverage by the HMO with the largest commercial, non-Medicaid
enrollment in the state




Cost Sharing

0 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 -

m 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,
and other cost sharing to be based on a sliding fee schedule
and is not to exceed 5% of the family income



Plan Requirements

When applying for funding under Title XXI the District
n

must submit a plan with the following information:

— the current insurance status of children, including low-
iIncome 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
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Continuous Coverage Provisions

m The District has the option under Title XXI to
guarantee 12 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 19

Continuous coverag_e provides stability In coverage
for children enrolled in programs and will assist to

minimize disruptions in eligibility and access to timely
and appropriate health care
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Council of the District of Columbia
Notice of Public Roundtable

One Judiciary Square 441 4th Street, NW., \Washington, DC 20001

Councilmember Sandra (Sandy) Allen

Announces a Public Roundtable Oa
The District's Children's Bealth Initiative

TUESDAY, JANUARY 27, 1908
COUNCIL CHAMBER
ONE JUDICIARY SQUARE
441 4TH STREET ,N.W.
10:00 A.M.

Councilmember Sandra (Sandy) Allen, Castperson of the Counell's Committee on Human Services
announces aPublic Rountable on the District's Chlldren's Health Initiative on Tuesday, January 27,
1998 at 10:00 a.m, inthe Council Chambers, first floor.

The purpose of this Roundtable is to receive comments from the Executive and the public on the
District's Children's Health Initiative. Pursuaat to the Balanced Budget Act of 1997 the District of
Columbia is eligible to receive up to 12 million ie new federal funds to develop a State Child Health
Iosurance Program (CHIP). The purpose of CHIP is to provide H=lth Iasuranee to uninsured children
in families up to 200 percent below the federal poverty level (currently $26,660 for a family of tbree).
Thereare over 8,000 children in the District eligible for the new program.

In order to receive federal funds the District must have aplan approved by the federal government that
deseribes: a) how the program will be structured (e.g. Medicaid vs, aseparate program), and (b) the
children who will be covered under the program. Tbe District may also include a plan that allows it
to provide Medicaid coverage to ali eligible children for a full year regardless of fluctuationsin family
income.

Individuals and representatives of organizationswho wish to testify at the public bearing are asked
to telephone the Special Assistant to the Committee on Humao Services, Roderic Leggins at 724-804$
and furnish their names, addresses, telephone numbers and organizational affiliation, if any, by the
close of business on Friday, January 23, 1998. They should also bring with them 20 copies of thej
written testimonv or submit one conv of“u .r written testimonv bv.Mnnnu._.!mum 26. 122&
Individuals will be limited to five miautes and panels will be limited to ten minutes, in orderto permit
each witness an opportunity to be heard.

Written statements are eacouraged and will be made a part of the official record. All statements
should be submitted to Mr. Dee Hunter, Committee Counsel, Committee on Human Servicss, Council
of the District of Columbia, One Judiciary Square, 441 4th Street, N,W,, Washington, D.C. 20001.
The record will ofTicially close on Tuesday, February 3, 1998.
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Children's Health Insurance Program
Testimony of Allan S. Noonan, MD., MPH
Public Roundtable
January 27,1998

Introduction

Good morning. lam pleasedto be here today to discuss the Department of Health's
activities onthe Children's Health Insurance Program (CHIP). Duringthe past five
months, the Department of Health has worked actively with community groups,
advocates, providers and potential recipientsto plan forthe implementation of this
Programin the Distnct. Today Iwill provide some background on the program and

descnbe the plans we have underway.

The Federal Balanced Budget Act of 1997 created a rew program—the State Children's
Health Insurance Program (CHIP). The purpose of the new program, which we
propose to name 'Healthy D. C. Kids'. isto provide funds to states to enable them to
inttiate 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.

The Distnc: of Columbia is eligible to receive approximately $12 million annually.
peginrung in FY 1998, in federal CHIP funas The District must provide approximately

$3 million annually in appropnatec funds as a match for the federal dollars. Under the




program, the federal government will provide 78 cents of every doliar spent on providing

allowable services and outreach activities t0 CHIP children.

In order for the District 10 receive its FY 1998federal allotment, it must submit a plan to
the federal government by the end of June 1998. To receive federal approval, the plan

must describe how CHIP will be structured and implemented and how the District will

monitor certain quality standards.

The Departmentof Health is well on its way to completing a plan. We expectto do so
by March to insure that there is ample time fcr the federal government to review the

plan. We expect to begin program implementation in August of this year.

Eligible Children

Before! describe our proposed program structure. let me tell you about the children we
expect to serve  We are confidentthat our allocation is large enough to allow us to
provide coverage to all children in families wrth incomes of 200% of poverty or less. (In
1997. 200 percent o the Federal Poverty Level for a family of three was $25.660.) The
new program funds will allow US to provide health insurance protection for

aporoximately 8.200 additional children

To be eligible for the program, a child must be (a) under age 19; (b) have an annual

family income less than 200 percert ofpoverty. and (¢) not have other insurance. A

child is ineligible for the program # (a) the cnid is an inmate of a public institution or a

-
-




patient in an institution for mental diseases; (b)the child is covered under a group
health plan. Newty arriving legal immigrantchildren who have beenin the country for
lessthan 5 years and undocumented immigrant children 8re not eligible for the CHIP
program. \'e know many df the childrenwho are noteligible for coverage have severe
health needs. The District must strengthen efforts to provide health services to these

children althoughwe are prohibited by law from doing so through the CHIP 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. approximately 8282 children will be eligible

to enroll in the new CHIP program dunng s first full year.

Program Structure

‘States anc the District may spend CHIP funds to: (1) expand Medicaid coverage to
targeted low-income children; {2) support a separate state child health insurance
program to cover targeted low-income children. or. (3) combine both approaches. The
Department of Heatth is planning to begin the CHIP programwith 8 Medicaid
expans.on We Propose to incorporate the CHIP into Medicaid's existing health care

“rarcing structure through which bensficianas receive care from a variety of service

Jeavenry entitles

Vve believe a Medicaid expansion wih maximuze the District'sability to offer continuity of




care 0 vulnerable children. Many low-income families have income fluctuations over
relatively short periods of time. Under 8 Medicaid expansion. continuous and seamless

coverage of children is simplified and readily assured.

The Medicaid benefit packageis relatively generous compared with benefits offered
through private sector plans. Two features of the Medicaid benefit package for children
make it superior to most private pians. The first is EPSDT , which covers
comprehensive, ongoing preventive and weli-child 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 term care services are pan of a typical private insurance package. We

believe that oUr first step must be to improve the operation of the existing EPSDT

program

A Medicaid expansion builds on an existing infrastructure. Medicaid has well developed
structures, processes, and existing rules tor activiies such as claims payment, provider
certification. provider relations. and program operation. Thus costly and time-
consuming start-up and mfrastructure deveiopmen: activities will be eliminated if the
Distnct elects to expand Medicaic r tact the Depariment is working on a way O

develop a simpirfied claim form anc a fcm that can be used by different human service

proviger

Children covered under a Meaizaiz exaansion remain eligible for Medicaid if the federal




allotment of CHIP funds is depleted. Because Medicaid B an entittementto the
individual, federal funds will continue to be available at the District's 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 b permitted to spend upto 10 percent of its funds on: outreach and
administration of the CHIP program. 1am committedto using a significant portion df the
funds to support public and private community based organizations. We expectthemto
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
capabiltty of several sections 0fthe Department of Heatth. including Maternal and Child
Health and WIC and we planto develop relationshipswith the public schools. We know
we will also need the help of professionalfirmsto develop public service
announcements for local radio and television distribution and to prepare brochures. We
are committed to developing user-tnendly. easity understandable, educational materials
and developing culturally sensrive, language appropnate community education. videos
for city-wide distribution. We know that public funds will be insufficientto support all the
outreach we need and will be developing partnership with pravate agencies and funding
sources to support CHIP outreach  We wili also form partnerships with local

universities to develop and implement a ptan to evaluate outreach, education and

)




service delivery activities related tothe CHIP program.

We are also considering a variety of approaches 10 enrollment and eligibility
determination, including presumptive eligibility determination contracting with workers at
community settings to carry out activities related 1 enroliment or roving IMA
supervisors 10 determine eligibility quickly at community sites. We are now assessing

the feasibility of each Ofthese approaches.

Community Forums

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 afollow up to the prelimunary forums sponsored by the Health Policy
Council. the Deparntment of Health will be holding public hearings throughout the crty
dunng the next few months to encourage community support and participation n this
effort The first heating IS scheouled for February 12.1998in Ward 8. We expect to
receive advice on how best to carry out enroliment for the program and how to conduct

effective outreach These ideas will be incorporated into our plan.

Tnank you for the opportuntty to testity | look forwardto your comments and-

ouestions

O
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GOVERNMENT (F THE DISTRICT OF COLUMBIA
HEALTH POLICY COUNCIL

MASION BARRY. IR January 27, 1998 BATILUS WAI “ER. I7... PAD
MAYOR CHAR

The Honorable Sandrz (Sandy) Allen
Chairperson, Committee 0N HUMan Services
Gural of the District of Columbia

441 4th Street, NW, 7th Floor

Washington, DC 20001

Dear chairperson Allen:

Attached is our letter for the record addressing concerns about tbe prolonged process in
moving the District of Columbia's State Children"s Health Insurance Program (S-CHIP).We
were informed today that additional community forums have been scheduled after the
conclusion of today's hearing by the HUMEN Services Committes,

We believe that continued and prolonged delays are unwarrantad given the provisions in the
law allowing changes in the program at some futurs date, if needed. \We are requesting your

support in expediting this program.

Thank you.
Sincerely,
Bailus Walker, Jr., PhD, MPH
Chair, DC Health Policy Council
Enclosure

cc:  The Honorable Naraan Barry, Jr. Mayor
Andrew Brimmer, PhD, Chainman. Control Authority
The Honorable Linda Cropp, Chalrmen, Council of the District of Columbia
Joyce Ladner, PhD, Member. Control Authority
Allan Noonan, MD, MPH, Director, Department of H=lth

Onc Judiciary Squarc ® 441 - 4th Street, NW, Sunc 1000S  Washington, D.C. 20001 & (202) 727-9239 & FAX: (202) 727-0165




Testimony of Bailus Walker, Jr., PhD, MPH
Chair, District of Columbia Health Policy Council
before the
Committee on HUMan Services
The Honorable Sandra (Sandy) Allen
Tuesday, January 27, 1998

It is important 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 government Will pot nest the
specified deadlines. 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 planning and submission of
their State Child Hz=lith Insurance Programs.

The DC Hz=lth Policy Council, at its regular mestarg on December 9,
1997, approved the proposal as submitted by the Gouncil®s Medicaid
Managed Care and Eligibility Committee. The Health Policy Council
was well aware of concerns about the organizational placement of the
programs (i.e., 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 in 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
critical unmet needs of 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.




| DC. CITY COUNCIL TESTIMONY |

Good morning, Councilmember Sandra Allen, my name is Brenda Lee
Richardsen and | am here as the Co-Chair of the Outreach and
Education Subcommittee of the Medicaid Managed Care and Eligibility
Committee of the Mayor's Health Policy Council. I 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 i5 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. Fr 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 o first step to make the program more appealing. li.e. a
medicaid program vs. o healthcare service) Another issue raised at that
forum was how to reach the working class whose children may 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
discussion about the putting a brochure together to educate the public.

There was a second CHIP Forum at Calvary Baptist Church on 8t Street,
N.w. The Asian community was represented at this particular forum. We
were presented with the issue Of addressing language barriers in our
outreach and education efforts. A TANF mom also shared that a greater
efforthas to be made to change perceptions about medicaid because
the purpose of the program is to penefit the children and not necessarily
an opportunity for parents to determine whether or not they want to
deol with @ government agency that seemingly has an unpalatable
reputation for service delivery.

i also facilitated the CHIP Forum at First Baptist Church on Minnesota
Avenue, SEE. with Dr. Paul Offner. There were a lot of critical issues raised
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as well as meaningfuldialogue on possible measures to be undertaken
to reach the public. Location - Location - Location- a 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 application 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 and the radio stations.

Invite churches to put announcements in their Sundoy morning
bulletins about the program,

Use D.CT.V. as 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 tust 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 o
great marketing campaign for this initiative. The Subcommittee is
scheduled to meet agamn in February after olf the forums are over to
asess and evaluate what we hove learned. The final forum for this
month will be hosted by Children's Hospital on Wednesday, January 28
at 6:00 p.m. at the auditorium.

In closing as @ businesswoman and resident of Ward 8, | hove to honestly
congratulate the members of tne Medicaid Monaged Care and
Eligibility Subcommittee for their notd work. Ths committee is not full of a
lot of fluffbut is composed of comnutted people of compassion who ore
deeply concerned about the weliare of the children of the District of
Columbia.

Thank you.
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Children’s Health Ccare Coalition of DC
1616 P Street, NW Suite 414  Washington. DC 20036
202-797-5472 « 202-797-547 1 (fax) » DB77LR@EROQOLS.COM

TESTIMONY
DC CITY COUNCIL
COUNCILMEMBER SANDRA ALLEN, CHAIRPERSON
COMMITTEE ON HUMANSERVICES

PUBLICROUNDTABLE

on
THE DISTRICT’S CHILDREN?SHEALTH INITIATIVE
TUESDAY, JANUARY 27,1998
COUNCIL CHAMBER
ONE JUDICIARY SQUARE
441 4THSTREET ,NW
10:00 AM.

Chairwoman Allen. Councilmember Mason, Staff, good afternoon. My name is Diane
Bernstein. and | 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. public,private initiative whose goal is to ensure
that all children in the District of Columbia have access to quality health care.

The Coalition has followed closely the planning of the DC Children’s Health Initiative -
also known as CHIP - by the Medicaid Managed Care and Eligibility Committee of the
Mavor's Health Policy Council. We applaud the District’s commitment and attempts to
imvolve child advocates. purents.and other interested members of the community in the
planning process so that the widest range of perspectives could be considered.

Overall, the Coalition supports the current proposed plan for submission to HCFA for the
DC CHIP program. The decision to go the route of Medicaid expansion initially. while
seniously studying the possibility of a separate program down the road, is a prudent one
that recognizes the real fiscal and political limitations in the District today. The creation
and mauinicnance OF a new bureaucracy to run 3 separate program IS an unwieldy and
costhy endeavor that would take many months. if not a year, to plan. The District is right
to place a higher premium on the urgent need to find health care coverage for children of
low-income families now by expanding cligibilny of Medicaid than on embarking on a
new program that may or mas nor succeed in the long term.

Importantly. the DC CHIP plannine committee acknowledges the real fissures in the DC
Medicud program. indeed. the 1996 Salazar class action lawsuit brought to light serious
violations of federal Medicwd faw by the Income Maintenance Administration. the body
charged wirh Medicaid ehgibility determination and recenification, and the Commission
on Health Cure Finance, which s responsible for the fiscal administration of the Medicaid
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prom. Unreasonable congressionally-imposed Full Time Equivalent ceilings have
resulted in severely overburdened caseworkers at IMA who, moreover, are underpaid and

under-trained to keep abreast of major changes to cash and medical assistance programs

in recent years. Mismanagement and low morale have also contributed to debilitating
inefficiency within the DC Medicaid program.

We are optimistic that these problems are being addressed by the Salazar Remedial
Order, the court-appointed monitor, Thomas Chapman, and consultants'
recommendations for improvement at the behest of the DC 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 reach out to eligible but
unenrolled individuals in the community. The CHIP planning committee, lead by
forward-thinking co-chairs 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 8,000 new children under the age of 19 living up to 2009
of poverty into a publicly-supponed hesith 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 above 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 are already part of the rebounding Medicaid
program. On behalf of the Coalition, | urge the Chairwoman and the Council to support
the proposed CHIP plan for submission to 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 opportunity to speak on behalf of our children and thank you for your
dftention.
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Good Morning Chairperson Allen, and members of the Committee
on Human Services. My name is Hanita Schreiberand | am the
President and Chief Exszutive 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,

Providence Hospital, and the Washington Hospital Center. We have
been participating in the District's Medicaid Managed Care Program
since June of 1996and currently have over 10,000 AFDC/TANF and
Related Medicaid members that are residents of the District of Columbia.
Capital Community Health Plan has a solid track record and is
committed to providing exceptional quality care and customer service to
its members. We pro ide health care services through a network with
broad geographic coverage: access to traditional community based
providers: and more than 800 primary care and specialty healthcare

providers. Our marketing and outreach staff teach members how to




access and use managed care services and encourage early and periodic
access to preventive health care services.

In addition te the Medicaid Managed Care Program, Capital
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
known managed care organization that has extensive experience in

Medicaid and programs for uninsured children. We currently has
approximately 300 children cnrolled in the Kids Care program and we
have learned many valuable lessons that can be applied to the District's
efforts 10 develop itsown CHII' program.

My purpose for providing comments at today's Public Roundtable

IS 10 encourage vou to move forward rapidly with the development and




implementation of the District's Children’s Health Initiative. | will also

share some of the experiencesthat we have gained from developing and
implementing the Capital Community Kids Care program for nniasured

children in the District.

Specifically, my comments will address the: 1) 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

Thirty nine percent (39% ) of District children were without health

insurance for at least one month over a tiso-year period in 1995-96.
There are at least 8.000 children currently living in the District who
would be eligible for and enroll in the new CHIP program. These
children are from warking tamilies who do not have access to health
insurance options or who cannet aftord 1o purchase health insurance
coverage. [n addition. there 1 o large seement Of this population that
have significant language and cutural harriers to accessing care and

health insurance programs for which thev would be eligible undcr the

CHIP Iniuatne.




As aresult 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 developraent,
disease diagnosis and treatment. This can lead 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 effective
outpatient basis. This in turn will reduce the uncompensated care burden
that many District hospitals and other health care providers absorb in
caring for uninsured children.

Background on Capital Community Kids Care

Capital Community Health Plan began its pilot-program. Kids
Carc in October of 1997. Kids Care is a low-cost program that is
designed to help tamilies. whose income is under 275% of poveny.
obtain comprehensis e health insurance coverage for their children.
emphasizing EPSDT guidelmes | amilies contribute a small monthly
premium on a sliding scale basis. which ranges from $10 - $24 per child

per month




To be eligible for the program children must reside in the District
of Columbia; be under 19years of age; and have been without health
insurance 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 have 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 without health insurance coverage for more than two
and a half years. The average household income is less than $20.000 for
a family of three. and under $ 10.000 for a family of two, well within the
federal poverty guidelines that would make them eligible for the CHIP
program.

Lessons Learned/Critical Success Factors

There are several lessons that we have learned from the

development and implementation o our Kids Care Program. First.

there are individuals who seem 1o be eligible for the current Medicaid




program but who are unaware of their eligibility or do not want to apply.
One of the primary reasons 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 verify 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 1o complete the application. select their primary care
physician and understand how to access health care services.

Fourth. a significantamount of time and resources must be

dedicated to community based outreach. education and awareness

building. We have found that establishing relationships with community
based organizations 3nd social service agencies is critical to petting the

word out about the program as weli as referring individuals who may be

chigible tor the program  'hese include organizations such as the: Office

ot Maternal and Child tHealth ¢ MCH). Women Infant & Children (WIC)




program, the United Planning Organization (UPQO), community based
health centers, churches, schools, day care centers, ANCs, and other
groups who have long standing relationships with 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 enroliment
process. The perception and reality of the bureaucracy and red tape that
is involved when applving for Medicaid is a factor that deters many
individuals from obtaining the benefits that they or their children are
eligible for. We have learned that when there are many detailed forms.
multiple applications. and supporting documents that have to be
submitted. individuals do not understand all of them and do not take the
time 10 complete them  One of the valuable |essons learned is that it

requires a substantial amount of onc-on-one. face-to-face support
enrollment of individuals in this tvpe of program. It IS absolutely

essential to use pan ot the CHIP money to train outreach workers to




provide this assistance. Partnerships with existing outreach efforts
should be strongly considered.

Other strategies that should be considered 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 & eligible for this program. All materials should be easily
understandable, with culturally sensitive language appropriate for city-
w ide distribution. A very detailed, well-planned outreach program is
needed in order for the District's CHIP program to be successful.

Funding must be allocated for marketing. education and outreach
activites.

In terms of program evaluation, Capital Community Health Plan is
currently in the process of collecting baseline data on all of our enrollees
which we feel may be helptul informauon for the District. We are

working jointly with United Healtheare and Project HOPE to gather and

analyze data on paricipants enrolled in our Kids Care pilot-program.

| hie goal isto be able to understand the barriers to care and analyze the




health care service use trends prior to and after the implementation of the

Kids Care program.

Program Structureand 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 will enable the required oversight
and evaluation of the CHIP program.

However, we believe that moditications to the current Medicaid
enrollment process. a shortened enroliment form and process, as well as
the use of community based enrollment and eligibility outreach workers,
are essential for individuals 1o enroll in the new CHIP.

Furthermore. dey cloping the CHIP program through the expansion
of the Medicaid program will help prevent any undue delay that is
usually involved with creaning new svstems and services. The District

may lose access to the tederal matching 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 support tiie 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 very excited about the District’s efforts to move forward
quickly with the CHIP Initiative. We are available to offer any support,
and share our espertise to your Committee and the District as you
continue 1o develop the program.

Thank you for the opportunity to provide comments this morning.

We will be glad to answer anl guestions you may have at this time.
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Expanded Health Care for DC. Children
Is Subject of Meetings With City Officials

Tne 1) ¢ Deparunent of Health and D.C. Council membrrs from
seven wards are sponsonng a series o meeting!: to discuss *Healthy
D.C Kids.” a program that will expand health coverage Io uninsured
vouths un the District. Meetings will be held from 6:30i0 8:30 p.m. at
lucativus in each ward except Ward 3

‘Inv Lhildren's Health insurance Progran uses 312 million ayear in
fedeaal lunds with several million in local matching funds. It will
< Realth coverage e children under age 19 whase families earn
v weach te qualify 10f Medicaid services but do not have private
health insurance coverage It also will extend health insurance to

children whose faniilies have tncomes Jower than 200 percent Of the
fedey & puverty level.

e date s witl lucations for the meetings inciudr:

Fed o at Kehoboth Baptist Church, 623 Alabama Ave. SEX Feb. 17
at Braantand Manor Bovs and Girls Club. 2525 14th Si. SE; Fcb. 18 at
St Luh . Gatholic Church, 4920 East Capitol St. SE; Fch. 19 at
Patase . bactaemtary School, Warder and Newton streets NW: Frb.
=3 wtn. dw wisirict Police Station. 6001 Geargia Ave. NW: March 2 at

St Baptist Chureh, 610 Ninth Si. NW; and Mareh 4 at Hinr Jr.High
Novel Soacith Street and Pennsvivania Avenue SE.
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Uninsured DC Children Will Soon Have a New
Health Coverage Option

The Balanced Budget Act of 1997 ¢reatad anew program —
the State Children’s Health InsuranceProgram ) .The,
purpose of this new program is *to provide funds to statesto
enable them to initiats and expand the provision of child
health assistance to uninsured low-income children in an
effective and efficient manner that is coordinated with other
sources of health benefit coverage for children.”

On December9,1997, the Mayor’s Health Policy Council, a
public/private collaborative that foeusss on developing
health policy optionsto address pressing issues, approved a
recommendation forthe DepartmentofHcalth to start a State
Child H=lh Insurance Program with funds available fron
the Federal government.

According to the Health Policy Council, the District is
eligible to reczive 12 million dollars per year to provide
health insurance coverage to uninsured children in families
with incomes up to 200 percent of the faderal poverty level.
Accordingly, the District must provide approximately S3
million annuallyin appropriated matching funds. Up to 10%
of the expended funds are to be used for program
administration, public education, and outreach activities.
Tne Commission of Health Care Finance hes funds in its
approved FY98 budget to provide city matching funds for
the federal dollars. Currently, there are over 8,000 children
in the District of Columbiawhowould be eligibleto enroll in
the new program.

To receive thcse fundsthe District must submita plan to the
Federal government by the end of June 1998. IO receive
federal approval, the plan must describe: (a) how the
program will be structured and implemented (¢.g. Medicaid
vs. separate program); (b) the children who will ke covered
under the program; and (c) how the District will monitor
certain quality standards. The Policy Council has
also recommended that the District includea provision in the
plan thet allowsthe City to provide Medicaid coverageto all
eligible children (forafull year) regardless of fluctuationsin
family income.

States and the District have the option to spend CHIP funds
to: (a)expand Medicaid coverage 1 targeted low-income
children; (b) support a separate child health insurance
program to cover targeted low-income children; and (¢)
combine both approaches. The Helth Policy Council
recommendation was that the District begin the GHIP

program with a Medicaid expansion to later on
incorporated intothe managed care s¢rvice delivery syste

The Distriet will take the Medicaid expansion opt
because: (@) itallowsthe District tostart the CHIP progr
within a short period of time; (b) the Medicaid bene
package, including Early and Periodic Screening, Diagno
and Treatment, }EPSDT) is more generous compared w

private plans; (C)itallows the District to develop the CE
program on a well established administrative structure; 1
families thet include both Medicaid enrollees and ch
health enroliezs will be able 1o use a single set of provide
and (e) children covered under a Medicaid expansi
remain eligible for Medicaid even if the new allotment
federal fundsis depleted.

According tothe Lewin Graup, who has conducted resean
on the number of uninsured children in the District und
contract with the Medicaid agency, the following numbe
have emerged.

 There are approximately 112,557 children under the ag
of 19in the District of Columbia

 Approximately, 67,734 (60.2%) of the 112,557 childre
ars currently enrolled in Medicaid.

* Approximately, 30,074 (26.7%) have insurance coverag
from another souree, such asan employer-sponsored plar

e Approximately, 3,404 uninsured children are |
households & or above 200% ofthe poverty level.

* Based upon a 76% enrollment rate for uninsured eligibl:
childrenand 20%enrollment rate for children transferring
from other programs, approximately 8,000 children coul
enroll in the CHIP program during its first full year.

Following the recommendations of the Policy Council, :
series of public forums to present the CHIP plan took plas
at various locations including: Bethlehem Baptist Churcl
(January 12), First Baptist Church (January 14), Calvan

Church (January 13) and Sacred Heart Churel
(January 20). During these meetingsthe CHIP program ans
its eligibility requirements were discussed.

After the community meetings, and to address the issue o
Medicaid for immigrantsa Task Force was established. Thi
fst meeting took place on March 5, 1998 a th
Commission of Health Care Finance. For more informatios
on the Task Force call Linda Flowers, Medicaid Polic:
Analyst & (202) 645-5057.
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* ok K GOVERNMENT OF THE DISTRICT OF COLUMBIA

b DEPARTMENT OF HEALTH
N
OFFICE OF DIRECTOR MAILING ADDRESS:
202) 645-5556 800 9TH STREET, S.W.
FAX: 6850526 3RD FLOOR
WASHINGTON, D.C. 20024-2493
NEWS RELEASE

FOR IMMEDIATERELEASE CONTACT: Phillippa Mezile
February 3,1998 202/645-5506

D.CHEALTH DEPARTMENT, COUNCILMEMBERS TO CO-HOST CHILDREN'S
HEALTH INSURANCE FORUMS N SEVEN WARDS

The D.C.Department of Hsllth and seven Ward Councilmemberswill co-host a series of
meetings to discuss 'HealthyD.C. Kids," a program designed to expand health coverage to
8.000 currently uninsured District youngsters. Each mestarg will be held 6:30 p.m. to 8:30 p.m.
at various locations and dates between February 12 to March 4,1998.

The new program, the Children's Health Insurance Program (CHIP),which was created under
Tutle XX1 ofthe Sociial Security Act, earmarks $12 million ayear I federal funds along with a
43 million local match to implement the program. It will ensure health coverage to children
under age 19 whose families earn too much to qualify for traditional Medicaid services, but do
not have private health insurance coverage. The new program will extend health insurance
coverage to children whose families eamn less than 200 percent of the federal poverty level.

"This iS a coraprehensive health insurance pragram which will utilize Medicaid funding to
provide critical coverage 1o District youth,” said Allan S. Noonan, M.D. M.P_H_Director of the
D.C. Deparument of Haalkth.

Public comment on the plan is invited. The dates and locations for the meetings are as follows:

Ward | ~Thursday, February 19, 1998
Parkview Clementary School, Warder & Newton Sts.. N.W.
Contact: Office of Frank Smith, Jr., Ward | Councilimember, 724-8024

Ward ?--Monday, March 2. 1998
Shiloh Baptist Church, 610 9th S..N.W
Contact. Office of Jack Evans, Ward 2 Councilmember, 724-8058
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Ward 4-Monday, February 23,1998
Fourth District Police Statim _
6001 GeorgiaAvc., N.W. *

Contact: Office of Charlene Dhaw Jarvis, Ward 4 Councilnember, 724-8052

Ward 5 --Tuesday February 17,1998
Brookland Manor Boys & Girts Club, 2525 14th St., N.E.
Contact: Office of Harry Thomas, Ward 5 Councilmember, 724-8024

Ward 6 --March 4
Hine Jr. High School, A & Pennsylvania Ave., S.E.
Contact: Office of Sharon Ambrose, \\&ard 6 Councilmember, 724-8072

Ward 7--Wednesday, February 18,1998
St. Luke's Catholic Church,4920 East Capitol St.. S.E
Comtact: Officeof Kevin Chavous, Ward 7 Councilmember, 724-8068

Ward 8--Thursday, February 12, 1998
Rehoboth Baptist Church, 621 Alabama Ave.. S.E.
Contact; Office of Sandra Allen, Ward 8 Councilmember, 724-8045

Please call the Ward offices for specific information. For general information. contact the
Depanument of Health. 645-5640.




