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Full Address Card 

rg| Address 

agr - agr 

children 
Business 
Ms Jackie Moves 

Govemmem Liaison 

American Acadcmv ot'Pediatrics 
601- 13th St 
Suite 400 North 
Washington. DC 20005 

T 8 n 3 4 7 - 8 6 0 0 E " 

Tel 2 

r** 393-6137 

E-mail jnoycs@aap.org 

Tel I 

Tel 2 

Fax 

E-mail 

[Unused 1] 

[Unjse02| 

Suuuse 

CniUren 

children, physicians 

" 
'•P6/(bH6) \\ 

children 
Business 
Mr Graham Newson 

Senior Assistant Director 

American Academy of Pediatrics 
601- 13ihSl 
Suite 400 North 
Washington, DC 20005 

^ ' t 3 4 7 - 8 6 0 0 E « < 

Tel 2 

393-6137 

E-mail gnewsonuiaap.org 

Tel I 

Tel 2 

Fa, 

E-mail 

[Unusual] 

[Unjsed21 

Spouse 

CniMren 

Caieoon, c l u l l l x e n J I 

•,^R6/(b)(6) , 1 ^ 
. * 1 ii 

children 
Bus iness 

Ms Marina Weiss 

March of Dimes 
1901 L Street, NW 
Suite 260 

Washington, DC 20036 

T M I 6 ' 5 9 - T s O O 

296-2964 

Tel 1 

Tel 2 

Fa« 

E-mail 

[Unusedi] 

[Unused2| 

Spouse 

category General, children 

children 
Business 
Ms Judith Waxman 

Families USA 
1 334 G Streel, NW 
Washington, DC 20005 

Home 

628-3030 Exl Tel 1 

Tel 2 

Fa* 347-2417 

E-maJ jwaxman(a familiesusa.org 

Tel 1 

rei2 

Fax 

E-mail 

[Unuseoll 

[Unustfo2) 

SPOUSE 

Cf̂ Wren 

cjieflor, General, children 

L 
* \P6 / (b ) (6 ) ' 

children 
Business 
!\'lr Gregg Hai/'ely 

Cliildren's Del'ense Fund 
25 E Street, NW 
Washington. DC 20001 

Home 

662-3541 E»I 

Tel 2 

F " 662-3560 

E-mail gliai/'elyv?chi ldrensdefense.org 

Calegoiy children 

Tel I 

Tel 2 

Fan 

E-mail 

[Unuseoll 

[Unuse(12| 

Spouse 

Cniwren 

children 
Business 
Mr Bruce Lesley 

Nalional Association of Children's 
Hospitals and Related Institutions 
401 Wythe Street 
Alexandria, VA 223 !-; 

^ i ' • 0 3 - 6 8 4 - l ' 3 ' 5 5 ^ ' i 

Tel 2 

fa» 703-684-15^9 

Tel l 

THI2 

Fax 

E-mail 

[Unusec li 

[UnusM2| 

Spouse 

CnikJ'en 

Calegoiy children. hosDital 

V * >• P6/(b)(6)- - » 
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Full Address Card 

[jgj Address 

children 
Business 
Mr Joel Marks 

American Small Business Alliance 
3421 1/2 M St. NW 

Washington. DC 20007 

Ten202-337-0037 i'"" 

Tel 2 

Fa* 

E-ma<l 

Tel I 

Te iZ 

F a . 

6 OT3' [Unusec l l 

[Unuseo2| 

Spouse 

ClnWien 

caeooiy children, Ceneral 

children 
Business 
Ms Cathy Hess 

Executive Director 

Assoication ol'Matemal and C^hild 
Health rjro2rams 
1220- 19th~Streei 
Suite S01 

Washington, DC 20036 

™ i 7 7 5 - 0 4 3 6 E x i 

caieso.y children 

Tel 1 

Tel 2 

Fax 

g^Tuseo'.] 

[UnuSM2] 

Spouse 

Cr.iloren 

children 
Business 

Mr Todd Askew 

Govt Liaison 
Amencan Acadcmv ot' Pediatrics 
601- 13th St 
Suite 400 North 
Washington. DC 20005 

Tei i ' 3 4 7 - 8 6 0 0 E " 

Tel 2 

393-6137 

E-mail iaskew((7;aap org 

Tel I 

Tel 2 

Fax 

£ m a . l 

[UnuseO'i] 

[U ruseo r i 

Sljouse 

Cluiflrer. 

Category children, physicians 

children 
Business 
Ms Kristin Kioeger 

American Academy of Child and 
Adolescent Psvchiatrv 
36715 Wisconsin Ave, NW 
Washington. DC 20016 

966-7300 

r e l 2 

Fax 

Tel 1 

Tel 2 

Fax 

E-mail 

IL 'nuseu l ] 

[U i iuseu2| 

Spouse 

Children 

ca'euory children 

children 
Business 
Ms Yasmina Vinci 

Assocanon of Child Care Resource and 
Referral Aaencies 
1319 F Street. NW 
Suite 810 
Washington. DC 20004 

Tel i 

Tel 2 

393-5501 

E-mail hfi S O I ^ t a ^ / l d " , 

Tel 1 

Tel 2 

Fa* 

E-mail 

(Unusea i ] 

(Unused : ] 

S ix juse 

C h i O r t n 

Caiegory c h i l d r e n 

children 
Bus iness 

Ms Sara Milo 
Home 

American Association of Dental 
1625 Massachusetts Avenue. NW 
Washinsuon, DC 20036 

T * ' ' 6 6 7 - 9 4 3 3 Ext T t i 1 

Tel 2 Tel 2 

E-mail E-mail 

[Unused i ) 

f ( , Jnused2j f 
Spouse 

CfiiWren 

caiedoiy children 
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cv • 

V" 

Full Address Card: 

children 
Business 
Ms Suzv Lcous 

Director of Public Affairs 

American College of Preventive 
Medicine 
1660 L Sireet. NW 
Suite 206 
Washington. DC 20036 

7 6 1 1 460-2044 E » ' 

406-2662 

E-maii smlfri'acnm.onz 

Home 

Tel 1 

Tel 2 

E-mail 

[Unusea l ) 

iUnuseo21 

Spouse 

Children 

Coiegory physicians, children 

children 
Business 
Ms Karen Sealander 

McDermolt. Will, and Hmerv 
1 850 K Street. NW 
Suite 500 

Washington. DC 20006 

FM T^b-iCftl 

T K | 1 

Tel 2 

Fax 

E-mail 

- iUnusedl ) 

[Unused2| 

S f o u s e 

Cnildren 

Category e l l l i d r e l l 

children 
Business 
Ms Diane Shusl 

National iitiucaiinn Aasoeiaiion 
1201 16th .Street. NW 
Washmszion. DC 20036 

Tel 1 

Tel 2 

822-7325 Tel I 

Tel 2 

Fax 

[unusean 

Six juse 

Caiegor, children 

children 
Business 
Ms Joanne Hustead 

Director of Legal and Public Policy 

National Partnership for Women and 
Families 
1875 Connecticut Ave. NW 
Suite 710 
Washinaton. DC 20009 

Tel 1 

Tel 2 

986-2600 

w^e&Ag 
0 

Tel 1 

Tel 2 

Fax 

E-mail 

[UnuseOI 

iseo2 

Spouse 

Cr.iiaren 

C j i e g u r y c l u l d r e n 

DOli 
SS/? b)(6 

children 
t Business 

P'-^lr Irwin Redliner 

President 

Children's Health Fuml 
317 E. 64ih Sireet 
New York. NY 10021 

Tel I 

Tel 2 

212-535-9400 

212-535-7488 

Tel 1 

Tel 2 

Fax 

E-mail 

[Unused 11 

[UnuseoSI 

s ro fc je 

"a-erjory c l l i l d r e n 

children 
Business 
Mr Dennis Johnson 

Senior Director of Policy and Planning 
Children's Health Fund 
31 7 E. 64ili Street 
New York. NY 10021 

= ax 

E-mail 

212-535-9400 

212-535-7488 

Tel i 

Tel 2 

F a * 

E m a i l 

i ' jnuseo' I 

i'Jnu^eaL1] 

Spouse 

Categorv c h i l d r e n 
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Full Address Card 

. n£| Address 

children 
Business 

Mr Bruce Nicholson 
Home 

American Bar Association 
741 15th Street. NW 
Washington, DC 20005 

662-1769 Tel 1 

Tel 2 

Fax 

E-mail 

[Unused 11 

[Unused2] 

Spouse 

Children 

Category chi ldren 

children 
Business 
Mike Graham 
American Dental Association 
l l l l - Uth Street. NW 
Suite 1100 
Washington, DC 20005 

Home 

Tel 1 

Tel 2 

Fax 

E-mail 

898-2400 Ext Tel 1 

Tel 2 

Fax 

E-mail 

[Unusedll 

[Unu5ed2| 

Spouse 

Children 

Category children. General 

children 
Business 

Mr Jerry Stet'll 

American 1'sveholotiical Association 
750 First Street. NE" 

Washington, DC 20002 

™ " i 3 3 6 - 5 8 8 4 ^ t ' 

Category children, General 

Tel 1 

Tel 2 

Fax 

E-mail 

[Unusedl] 

|Unused2] 

Spouse 

ChikJren 

CtrMrtA 
children 
Business 

Ms Chervl Beversdorf 
Home 

Executive VP 

Association of State and Territorial 
Health Officials 
1275 K Street, NW 
Suite 800 

Washington, DC 20005 

T « " ' 3 7 1 - 9 0 9 0 
Tel 2 

Fax 371-9797 

Ext 

E-mail 

Tel I 

Tel 2 

Fax 

E-mail 

[Unusedll 

Inu5ed2] 

'Spouse 

Children 

category children. General 

children 
Business 

Ms Ellen Battestelli 
Home 

Senior Policy Analyst 
Child Welfare League of America 
440 First Streel. NW 
Suite 310 
Washington, DC 30001 

6 3 8 - 2 9 5 2 E x t 

Tel 2 

^ 638-4004 

E-mail 

Tel 1 

Tel 2 

Fax 

E-mail 

[Unusedll 

[Unused2| 

Spouse 

Children 

Category children 

children 
Business 

•Mt Kelly O'Drion 

Director of Govt Affairs 

Partnership for Prevention 
426 C Street. NE 
Washington, DC 20002 

T e i ' 8 3 3 - 0 0 0 9 

Tel 2 

833-0113 
c-mait 

Tel 1 

Tel 2 

Fax 

E-mail 

[Unusedll 

[Unused21 

Spouse 

Children 

Category chi ldren 
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Full Address Card 

-fgj Address 

all-all 

children 
Business 
Kelsi Brown 

223-3447 

E-mail 

Home 

National Association of Homes and 
Services for Children 
2000 L Street, NW 
Suite 200 

Washington, DC 20036 

Ten 

Tel2 

Fax 

Tel 1 

Tel 2 

Fax 

E-mail 

-•^w'vchildren 

IUnusedl] 

[Unused2] 

Spouse 

Children 
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CHIP State Review Schedule 

STATE REVIEW DATE 
Alabama 4/3/99 - 4/5/99 
Alaska after 10/1/99 
American Samoa 
Arizona 5/12/99-5/14/99 
Arkansas 
California 7/7/99 - 7/9/99 
Colorado 
Connecticut 
Delaware Mar-99 
District of Columbia Nov-99 
Florida 7/12/99-7/14/99 
Georgia Sep-99 
Guam 
Hawaii not yet implemented 
Idaho Sep-99 
Illinois 
Indiana 
Iowa Sep-99 
Kansas after 10/1/99 
Kentucky 8/30/99-9/1/99 
Louisiana 12/6/99- 12/8/99 
Maine 
Maryland Oct-99 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri after 10/1/99 
Montana 
N. Mariana Islands 
Nebraska 8/5/99 - 8/6/99 
Nevada 4/12/99-4/14/99 
New Hampshire 
New Jersey 
New Mexico 4/11/99-4/15/99 
New York 
North Carolina Sep-99 
North Dakota 
Ohio 
Oklahoma 
Oregon after 10/1/99 
Pennsylvania 9/27/99 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee not yet approved 
Texas 11/8/99 - 11/10/99 
Utah 
Vermont 
Virgin Islands 
Virginia Dec-99 
West Virginia Apr-99 

*States that do not yet have an identified review date have been bolded. 
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Overview of State Children's Health Insurance 
Program (CHIP) Review Documents 
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iAe«(f es\ yvrfoi-c 6̂  ej^fo r e v i s e 
A process has been established for formal State reviews of CHIP, and is outlined in the attached 
guide. State programs are dynamic and require coordinated expertise from various relevant 
program areas, and we recognize a similar need for coordination within the Department to 
effectively review State programs. A formal agreement has been established between HCFA and 
HRSA, and HCFA will coordinate HRSA's participation in the review process to assure 
representation and input from HRSA to all phases of the review process. Therefore, references to 
Central and Regional Office involvement in the review process will include collaborative input 
from HCFA and HRSA. Regions will establish cross-cutting review teams that will also include 
representation from other relevant agencies (e.g., ACF, OCR, etc.), however, HCFA will retain 
the authority to make any final determinations that result from the review process^ HCFA/HRSA 
RO and CO review teams will be involved in the following CHIP State review activities: 

r O ^ ^ t ' i e r e v i e w a n d discussion of written materials, data and information; 
•wjy 7 > discussions with States; 

^ ' > site visits, as part of the review process (CO involvement as needed); and 
> the identification of States' technical assistance needs, the linkage of States with 

resources within the State (e.g., other related child health agencies, etc.), region and 
national level, and the provision of technical assistance. 

he review of State CHIP programs is an evolving process, therefore, review teams will 
congregate after the first round of State reviews to identify the effectiveness of the process 
outlined in these documents. If necessary, appropriate modifications will be made to current 
review protocols and process documentsj Attached are three documents related to CHIP reviews: 
1) a review guide; 2) a core review protocol that includes national core elements and will serve as 
the basis for each region's review protocol; and 3) a matrix of additional program elements 
which includes a list of State-specific elements review teams can use to supplement the national 
core protocol. In order to streamline the review process, minimize duplication and reduce State 
and Federal burden^reyiew teams may use other Medicaid review processes, by supplementing 
ithem with national core and State-specific elements, to review State CHIP programs. 

State CHIP Review Guide. The review guide will serve as a set of instructions and guidance to 
review teams (with RO lead and CO involvement) as they begin the State CHIP review process. 
This document outlines the goals and outcomes of the CHIP review process; the process by 
which core and State-specific elements have been identified; and the incorporation of State-
specific and CHIP-specific elements into review teams' final separate CHIP or extended 
Medicaid review protocols for CHIP. The guide also provides an overview of pre-review, review 
and post-review steps; and HCFA's enforcement strategy addressing issues from program 
enhancement of and technical assistance for State programs to substantial noncompliance with 
Federal requirements under title XXI. Review teams are beginning the process of finalizing the 
development of teams and final protocols. (The CHIP review guide has been included in 

ttachment A). 

Draft Documeni 7/12/99 



Core Review Protocol. The core review protocol (currently in matrix form) identifies nationally 
relevant elements in order to maintain the consistency necessary to analyze issues across States. 
Core elements outlined in this core review protocol include elements related to parts of CHIP 
that are statutorily required or are information included in a State's plan. Also included in the 
protocol are a list of suggested questions to assist review teams in examining each of the required 
core element areas. These suggested questions have been broken into two groups: 1) core 
questions (that are related specifically to the requirements under each of the core elements); and 
2) additional questions (that are related to the core questions and may serve as probes to obtain 
additional information States may have collected). This core includes both national and regional 
elements and will form the basis for each region's comprehensive review protocol. To allow for 
innovation and ease, each region may format their own protocol using the required core elements 
and incorporating State-specific elements, in a manner that will best address each State's 
program. This is to allow review teams to include areas they may identify as relevant to specific 
States while also considering issues important to the Congress and the Administration. (The 
Core Review Protocol has been included in Attachment B). 

Matrix of Additional Program Elements. This matrix provides a comprehensive list of 
additional State-specific program elements within the parameters of the title XXI statute to be 
included in teams' final protocols, as appropriate. The second column of the matrix provides a 
list of review questions for each program element. Regional review teams will use this matrix in 
the development of final protocols for each State. This matrix will allow review teams to tailor 
protocols to specific States while maintaining consistency across protocols developed within the 
ten regions' review teams. (The Matrix of Additional Program Elements has been included in 
Attachment C). 

Table 1 provides an overview of the action steps related to the CHIP review process, a brief 
description of these steps and a proposed timeframe for each step. 

Table 1. CHIP Action Steps and Timeframes 

'• • 'ActibmSteps^ ^ • ;V:-Bjief<be.scri^^^ Timeline • Status 

1) Develop review guide Guide will provide instructions to regional 
review teams regarding pre-review, review 
and post-review processes. 

Revised 
5/20/99 

Final May 1999 

V 

2) Establish national core protocol Core protocol includes nationally-relevant 
elements and will serve as basis for each 
comprehensive, final regional protocol. 

Revised 
5/21/99 

Final May 1999 

V 

3) Establish matrix of additional 
elements 

Provides a comprehensive list of 
additional State-specific program elements 
within the parameters of the Title XXI 

Final May 1999 V 

Draft Document 7/12/99 



statute not included in the core protocol. 

4) Develop enforcement strategy Guide will include an overview of the 
Department's enforcement strategies to 
address State needs for program 
enhancement and technical assistance to 
noncompliance with Federal CHIP 
requirements. 

April 1999 

5) Create template for onsite review 
reports 

Workgroup will develop a standard 
template for use by review teams for 
reports produced from on-site reviews. 

July 1999 

6) Establish review teams Identify a cross-cutting review team with 
appropriate agency representation and 
including staff from HCFA/HRSA CO 
(e.g., ACF, OCR, etc.). 

April-May 
1999 

V 

7) Train review teams HCFA CO/RO workgroup will train 
review teams on the review process, 
objectives and general expectations. 

July 1999 V 

8) Preparation for review 

a) Review team determines what 
constitutes a State's plan 

HCFA/HRSA CO, the designated RO 
team and the State must agree on what is 
the final content of the State's plan 
(including original submission and written 
correspondence). 

May - June 
1999 

b) In addition to the core protocol, the 
review team must choose relevant 
State-specific elements to include in 
protocol for each State's review 

c) Establish review timeline 

From the comprehensive set of program 
elements, regions should determine 
additional State-specific elements to 
include in the final protocol for each State. 
State-specific elements should remain 

within the parameters of the content of a 
State's plan. 

Each RO review team should identify the 
timeline in which they will review each 
State program and submit reports to the 
State and Central Office. Regions should 
provide timeline to Central Office team. 

9) Initiate review process Regions will collect State-level 
information through interviews, site visits, 
etc. 

Comprehensive 
review one year 
after 
implementation 
of program and 
every two years 
thereafter. 
Focused 

Draft Document 7/12/99 5 



reviews as 
needed. 

10) Report submission 

a) Criteria/template for cross-cutting 
analysis/reports 

a) CO team to establish minimum set of 
elements to formulate a template for each 
review team's report of each State review. 
This report will subsequently be used for 
the cross-cutting analysis. 

a) May 1999 

b) State-specitlc reports b) Regional offices will complete reports 
subsequent to State reviews and submit to 
CO team for review of issues identified. 
When significant issues are identified, 
review teams should be in immediate 
contact with CO for discussion of 
resolution. 

b) One month 
subsequent to 
review. 

c) Cross-cutting analysis/report on 
selected CHIP issues 

c) CO team to complete a cross-cutting 
analysis synthesizing important findings of 
regional reviews. 

c) May 2000 
(to examine 
alongside State 
evaluations due 
in March 2000) 

11) Establish feedback process and 
forum to share "best practices" 

Regions to share protocols and experience 
with one another and CO team to identify 
best practices. In addition, ROs should be 
prepared to orally debrief with CO team 
after completion of review process. 

After 
completion of 
first round of 
State program 
reviews. 

Draft Document 7/12/99 



ATTACHMENT A 

State CHIP Reviews: A Guide for Regional Review 
Teams 

Draft Doaiment 7/12/99 



f 0y\ fck^^ act, w- OhnP 

/Title X-XI hag provided States.with a substantial amount of flexibilityirLRmgrnm-desisn... 
f So.m &.S ta te-fiPQ§r-affls-w&p&-ape-Fati-Hg-we H-befeFe-the-ermetmeftt̂ f-fee-BalaftGod-B tidgeLw 

J IVtetHeaî orp^nsTtmsrsepafa^S.tate-pFOg^ 
/ nQn^idpmtinn.^gtafrg-ftgff^ in the dev^i^iagjaLaL 

d^^.apment^y^Uiii^^eflGulisJntende^ a 
c^nsjsigiU^fiiierf^ares"^ 
ft0/G0^ev-iew'©1frGH'I'P^pF©gram s-m ust=als0-be-st-r.uctuEed-witM^ 
eveiwijig-pj^essJa^su^ 
pnjiTrrirrtime^htlF'alSO^^ 
iinpkiuuitatiUII within-programs. 

Goals of the CHIP Review Process p^-^ -jV/S OVl \ S— T} ̂ (7) C OS 

itF^rRi'te-reV'i^Vi^Us-m-ipeptafit^-t+FBt 
-identify .th&^ecifiC4j;aal&j-ektQ€l4e-fe^ 

and^voi'vingrpreeess, jour initial goals for CHIP reviews have been identified. They 

improving the quality of CHIP activities nationwide; VVYtfT^W , 

include: 

ensuring the quality and effectiveness of CHIP service delivery as outlined in the 
State's approved CHIP plan; and 

tracking the collection and submission of requested data related to CHIP 
programs, including enrollment, expenditure, program data, etc., and other efforts 
related to ultimately ensuring enrollment of eligible children and the provision of 
appropriate services for both CHIP and Medicaid; and 

assuring State program integrity and compliance with both statutory requirements 
under Title XXI and the content of a State's Title XXI plan; 

Outcomes of CHIP Reviews 

CHIP on-site reviews will result in many outcomes. These include, yet are not limited to, 
the following: 

5^^ ) identifying States' needs for technical assistance and developing a consultation 

Dral'l DociiMicnt 7/12/99 



plan to assist States as they implement their plans; 

•y | J recognizing and sharing best practices that may lead to increased enrollment and 
v—^ effective delivery of quality services; 

clarifying federal policies, regulations, or statutory language as a consequence of 
both the Department's and States' experience with CHIP implementation and 
program operation; Vvc-j" Cko€~S -jwiiC \M^<X\A.? 

2̂ i identifying[the neecjjbr improvement within State title XXI programs, 
"̂ y enforcement and COTcegtive action; and 

- Ci ^ ) advancing the national evaluation effort. . * 

Rene, -Tools- ' S 

Two tools for CHIP on-site reviews have been developed: 1) a core review protocol; and 
2) a comprehensive matrix of additional State-specific elements. Each is discussed 
briefly below. 

A. Review Protocols 

A "core" on-site review protocol, including program elements relevant to CHIP on a 
national level, has been developed. The intent of developing a core protocol is to 
maintain a minimum level of uniformity in the review process for all States. Each 
element outlined in the core protocol must be included in the protocol for each State 
review. Based on this core review protocol, review teams will establish comprehensive 
review protocols that integrate additional relevant elements listed in the matrix of State-
specific elements. Teams will use these comprehensive protocols to determine States' 
compliance with statutory requirements under title XXI (e.g., fiduuaiy icspunsibililiLs) 
and programmatic responsibilities outlined in States' CHIP plans. The protocol will also 
serve as a basis for teams as they assess States' programs and needs for technical 
assistance. Teams will have flexibility in shaping final protocols for State reviews. This 
flexibility will allow review teams to also focus on State-specific issues, identified in the 
attached matrix of State-specific elements, not adequately addressed by the core review 
protocol and to develop innovative methods for the process of State reviews that 
encourage the enhancement of all State programs. See Attachment B for Core Review 
Protocol. 

B. Matrix of Additional State-Specific Program Elements 

This matrix provides a comprehensive list of additional State-specific program elements 
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included within the parameters of title XXI. The second column of the matrix provides 
review questions for each program element. Review teams will use this list of elements 
in the development of final review protocols for each State. This list will allow review 
teams to tailor protocols to specific States while still maintaining uniformity among 
protocols developed across all Regions. See Attachment C for the Matrix of Additional 
State-Specific Program Elements. 

C. Optional Use of Medicaid Reviews to Review State Medicaid Expansions under C 

As a substantial number of States have chosen to expand Medicaid under title XXI, teams * 
may need to incorporate CHIP-specific program elements into their existing Medicaid 
reviews for either 1115 or 1915(b) programs. This will reduce both duplication and 
burden in the process of reviewing State Medicaid programs and will work to streamline • 
the review process. Monitoring of Medicaid fee-for-service, 1115 or 1915(b) programs 
vary by Region. Each team planning to review a Medicaid expansion program within 
their Medicaid review process must assure that all relevant elements included in the 
national core protocol are included in this review. In addition, all relevant State-specific 
elements must also be included. Therefore, teams can choose to add these questions to 
their existing Medicaid monitoring protocols in order to review CHIP as part of other 
Medicaid reviews. This comprehensive review would replace the need for a separate 
CHIP review for State Medicaid expansion programs or the Medicaid portion of States' 
title XXI combination programs. 

Focus of Review Protocols Based on State Experience 

In the development of this review process for CHIP, much discussion revolved around 
variation in program design, date of implementation, and sophistication and experience of 
State programs. Through such discussion, it was determined that all States do not have 
the same amount of experience in implementing children's health insurance programs. It 
may be inappropriate to consider all programs equal in terms of experience, as some 
States implemented children's health insurance programs prior to the enactment of title 
XXI, while others are in rudimentary phases of establishing and operationalizing 
programs. This review process will identify issues and strategies, establishing a forum 
assisting teams in an effort to provide feedback to and share information with States 
promoting program effectiveness and enhancement. 

Programs in early phases of implementation should be reviewed differently than those 
that have extensive experience. States with programs in operation either before the 
enactment of title XXI or early in the process may be more prepared to evaluate the 
impact and aspects of their programs' design than States that have recently implemented. 
The review of programs recently established should focus on assessing whether or not 
they have established the program aspects identified in their plans. In contrast, the review 
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of programs with extensive experience in providing health insurance to children should 
begin to examine program outcomes, to the extent possible. Recognizing that States' 
experience with implementing insurance programs for children exists along a continuum, 
teams' reviews should appropriately correspond to the level of States' experience. 
Therefore, teams should assess each program's experience as they review the elements 
included in the core review protocol and structure the review accordingly. 

Assessing program experience is a subjective process. However, this will afford teams 
flexibility in the design of State reviews, while including elements outlined in the 
national core protocol and considering each State's phase of program operation. 
Particular attention should be paid to factors such as: 

>- experience with children's health insurance programs prior to title XXI; 
> length of time program has been in operation; 
> coordination of CHIP with other State programs (Medicaid, MCH, Head Start, 

etc.); 
> size/accessibility of service and provider network; and 
> sophistication of data collection efforts. 

Content of Protocols and General State Reviews 

There are two types of elements that should be included in teams' comprehensive review 
protocols: core national and State-specific elements. Protocols should incorporate 
appropriate elements that will assure general program integrity and will identify States' 
need for technical assistance. While one purpose of the review process is to assure that 
programs are operating efficiently, it should also promote interaction with the States in 
order to identify areas in which States may enhance their programs. Issues and best 
practices identified in the review process will be shared with States on an ongoing basis 
and subsequent reviews will become a forum for information-sharing that is specific and 
relevant to each State's programmatic needs. 

A. Core Elements 

A comprehensive list of elements has been established. Using the following criteria, 
elements which should be reviewed on a national basis were identified as: 1) elements 
upon which States are statutorily required to report under title XXI; 2) elements included 
in the State plan templates; and 3) elements clearly outlined in policy guidance to States 
(e.g.. Dear State Health Official letters). These elements will serve as the basis for the 
core review protocol and should be included in each Region's comprehensive protocol. 
Also included in the protocol is a list of suggested questions to assist review teams in 
examining each of the required core element areas. These suggested questions have been 
broken into two groups: 1) core questions (that are related specifically to the requirements 
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under each of the core elements); and 2) additional questions (that are related to the core 
questions and may serve as probes to obtain additional information States have collected). 
It is important to note that the review of States' title XXI programs is an evolving 
process, and it is expected that the focus of reviews and the core protocol will require 
modification from year to year. 

B. State-Specific Elements 

Teams will use core national measures as the basis for review protocols and should add 
State-specific elements, when relevant. Optional State-specific elements outlined in the 
"Matrix of Additional Program Elements" are mutually exclusive from those elements 
included in the core review protocol. This process will provide a firm and structured 
basis for review which is grounded in the specific requirements of the statute and States' 
plans. Additionally, this approach maintains flexibility and fosters innovation while still 
considering issues most important to the Congress and the Administration. To be most 
effective, teams will need to tailor protocols to States' individual programs and apply 
them accordingly. This process may entail review teams commitment to a significant 
level of resources in order to ensure a productive on-site review process. 

C. Enforcement of Statutory and Regulatory Requirements 

As noted under the goals for CHIP review, this process is focused on assuring that States 
are in compliance with Federal statutory and regulatory requirements and to assist States 
in enhancing their programs. In the case that a State is in substantial noncompliance with 
Federal rules and has not made a good faith effort to establish solutions to the issues 
identified, the RO and CO review teams should work with Central Office to establish a 
plan for corrective action. For this purpose, Attachment E provides an overview of the 
Department's enforcement strategy. 

General Review Process Steps 

To effectively monitor individual State programs, an ongoing process is required which 
will allow for both structure and innovation. Listed below are a set of process steps for 
CHIP review at the Regional level. These activities are categorized into three major 
areas: 1) pre-review; 2) review; and 3) post-review, enforcement and follow-up. In 
addition, the Department is committed to identifying best practices for CHIP reviews. 

A. Pre-Review Steps 

1) HCFA and HRSA RO representatives are responsible for establishing cross-
cutting review team to include Regional HCFA, HRSA and other relevant agency 
Regional staff (e.g., ACF, OCR, etc.). Also, CO staff should be included on 
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review teams and attend State reviews, when possible. 
2) CO/RO workgroup will train review teams on the review process, objectives and 

general expectations. 

3) CO/RO team staff and States must agree upon the final content of a State's CHIP 
plan, including both the original template-based submission as well as subsequent 
amendments, and written responses to requests for additional information. The 
review will be based on the final agreed upon core and State-specific program 
elements. 

4a) Teams should use the matrix of additional program elements to identify additional 
Regional- and State-specific elements to include in their final protocols. This 
matrix provides a comprehensive set of elements to incorporate into final 
protocols, thus providing teams with the flexibility to develop appropriate 
combinations of elements for State review. 

4b) If a review team decides to review a CHIP Medicaid expansion through a State 
Medicaid review, the team must assure that all core and relevant State-specific 
elements have been included in the FFS, 1115 or 1915(b) review . 

5) Based on the core review protocol, finalize protocol by including all relevant 
State-specific elements. Also, consider areas in which program integrity is an 
important issue, e.g., screen and enroll. 

a) Teams should share protocols with CO and other regions, as appropriate, for 
feedback. 

b) Teams should also establish an appropriate timeline for review process, 
considering the need for both on-site reviews and phone interviews, the provision 
of timely feedback to the States, and the discussion of findings with 
HCFA/HRSA Central Office review teams. Teams should, at a minimum, 
formally review State programs after one year of program implementation. 
Subsequent comprehensive reviews should occur every two years unless 
otherwise necessary. In addition, teams may have frequent informal contact with 
States regarding CHIP programs. When appropriate, teams should keep a log of 
significant events and contacts with States that may inform the formal review 
process. 

c) Teams should subsequently identify locations for site visits; identify materials 
needed for review; request an entrance meeting with the State, share the review 
protocol and request any needed materials. 
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B. Review Steps 

6) Conduct review(s) in each State of their title XXI program. When information 
cannot be directly obtained by the State, the review team should contact relevant 
parties. 

7) Analyze findings from review process, and use standard review report template to 
draft a report containing findings, recommendations and State's best practices. 

a) Share preliminary findings as part of exit conference with State. 

b) Share draft report with CO. Following agreement on findings, the 
report should be shared with the State and a request should be made for 
responses. Prepare formal report that has incorporated States' responses to 
issues raised by review teams. 

c) Information should be prepared on best practices and shared with the 
States on the HCFA website. An outcome of the State review process is to 
provide relevant and timely information to States to assist them in 
enhancing their programs. 

d) Regional staff should use weekly CO/RO calls to provide updates on 
States' CHIP programs and compliance issues. 

C. Post-Review Steps, Enforcement and Follow-up 

8) Final reports should be shared with HCFA/HRSA CO for review. Brief 
appropriate agencies and staff within DHHS on findings and solicit comments. 

9) In cases of noncompliance where a State has not made a good faith effort to meet 
requirements, RO review teams will work in consultation with the CO review 
team to identify steps which need to be taken in order to comply either with title 
XXI statutory requirements, Federal regulation, or issues identified by States 
within their plans and to ensure that these steps are carried out. Teams should 
consult with HCFA/HRSA Central Office prior to formal action. Teams will 
monitor and follow-up States' efforts for corrective action in subsequent reviews 
and provide necessary feedback to both the States and HCFA CO, as necessary. 

D. Identifying Best Practices for CHIP Reviews 

10) Teams share protocols with one another, HCFA/HRSA Central Office, and other 

Drali Document 7/12/99 J 4 



DHHS Regional offices in order to identify innovative methods and "best 
practices" for reviews. This will assist in the effective review of State programs. 

11) Debrief between HCFA/HRSA Regional and Central Offices regarding the use of 
protocols and their effectiveness, the identification of new or shifting priorities, 
and the review process in general. 

12) Review protocols may be in continuous evolution as program priorities and 
structures shift and change. Therefore, debriefings to share the effectiveness of 
review protocols and methods for review should continue on an ongoing basis. 
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APPENDIX B 

Core Review Protocol 
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'•V DRAFTCQRE REVIEW PROTOCOL - 7/12/99 DraftK V * 

PROGRAM ELEMENTS 
and ^ -
CITATION (statutory 
reference, included in 
stateiplan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

GOAL 1: REDUCING THE NUMBER OF LOW-INCOME UNINSURED CHILDREN 

A. Enrollment of eligible 
children into CHIP 

§2102 (b)(3)(B) 

Is the State having difficulty establishing a baseline 
estimate and/or identifying the number of children 
enrolled in both CHIP and Medicaid? Is there any need 
for technical assistance? 
Please describe the State's progress at enrolling children 
in CHIP and in regular Medicaid. 
Has the State met its enrollment goal? If not; what 
strategies is it employing to help meet that goal? Is the 
State having problems with particular segments of the 
target population? What is it doing to alleviate those 
problems? 

Does the State have an effective mechanism 
for tracking the number of applications that 
have been submitted? If so, how many 
applications have been submitted? 

B. Disenrollment and denials 

§2102 (b)(3)(E)- Screen and 
enroll authoritv 

How many denials have there been for CHIP? Has the 
State program seen a significant number of denials that 
appear to be inappropriate? If so, how has the State 
handled these cases? 
Have you collected data on the reasons for denials? (both 
initial and upon redetermination): 
•enrollment in commercial insurance 
•eligible for Medicaid 
• income too high (specify by State) 
• unable to contact 
• incomplete documentation 
• unqualified alien 
• not a State resident 

Does the State have an unduplicated count 
of disenrollees for the fiscal year? Have 
you collected information on the reasons 
for disenrollment? 
•enrollment in commercial insurance 
•eligible for Medicaid 
• income too high (specify by State) 
• aged out 
• moved/died 
• non-payment of premium 
• unable to contact 
• incomplete documentation 
• unqualified alien 
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PROGRAM ELEMENTS 
and . 
CITATION (statutory 
reference, included in 
state pian/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

• other - specify 
Is this data based on anecdotal infonnation or reliable 
data? 

• not a State resident 
• other - specify 
How do disenrollment rates differ from 
traditional Medicaid disenrollment rates? 
How many children did not re-enroll at 
renewal? How many children obtained 
coverage after leaving CHIP? 
Is this data based on anecdotal information 
or reliable data? 
What is the State's "failure to pay" policy or 
established process to protect beneficiaries 
from disenrollment due to non-payment of 
premiums and other cost-sharing? 
• adopting grace periods 
• establishing payment schedules to assist 

• beneficiaries in making late 
payments 

observing beneficiaries' patterns of 
non-payment before disenrollment 

C. Specific strategic 
objectives relating to 
increasing extent of 
creditable health coverage 
among targeted low-income 
and other low-income 
children 

§2107(a) 

How is the State progressing in meeting its strategic 
objectives and performance goals related to reducing the 
number of uninsured? Has the State developed and 
implemented processes to gather data and meet these 
goals? If not, what barriers has the State encountered and 
how does it intend to overcome them? 
Describe the processes, data sources, and results the State 
used or plans to use to measure the reduction of uninsured 
children in the State. 
• focused studies 

Describe the process and results of 
addressing the special and behavioral health 
needs of the children enrolled in Medicaid 
expansions and CHIP stand-alone 
programs? 
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PROGRAM ELEMENTS 
and 
CITATION (statutpry 
refe re n ce, i n cI u d ed i n3 •* 
state plan/amendment) 

CORE QUESTilONS ADDITIONAL.ELEMENTS RELATED TO 
CORE QUESTIONS -

• client satisfaction surveys 
• complaint/grievance/disenrollment reviews 
• sentinel event reviews 
• plan site visits 
• HEDIS performance measurement 
• other-specify 
How is the State using measures and its overall experience 
with program implementation to make interim 
corrections/improvements and to direct future program 
changes? 

D. Variance for family 
coverage* 

§2105(c)(3) 

Please provide updated information regarding how many 
families are being covered under CHIP, how family 
coverage under the State's CHIP continues to be 
coordinated with other CHIP programs, the participation 
of employers, and the overall administration of the State's 
program to provide family coverage. 
Is the State encountering difficulty in ensuring that 
purchase of family coverage is cost-effective (relative to 
the amount that the State would have paid to obtain 
comparable coverage only to the targeted low-income 
children involved)? 
Is the State finding that purchase of family coverage under 
CHIP is replacing the purchase of otherwise purchased 
private coverage? If so, to what extent? 

Has the State (or others) conducted any 
studies on the extent of crowd out related to 
the provision of family coverage under 
CHIP? 

E. Providing premium 
assistance for employer-

Is the State assuring that coverage under the PA program 
is cost-effective (i.e., that it does not cost more than it 

Has the State (or others) conducted any 
studies regarding the use of premium 
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PROGRAM ELEMENTS 
and 
CITATION (statutory 
reference, included in 
state plan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS * . r -

sponsored coverage under 
group health plans 

2/2/98 letter 

would for the State to enroll the child in the State CHIP 
program)? How is this working? Is the State 
encountering any difficulties? 
Are employers contributing at least 60% (or the percent 
contribution amount agreed upon in the State's plan) of 
the cost of family coverage? 
Is the State monitoring cost-sharing restrictions and 
limitations? Do you have any information regarding how 
many enrollees have reached the 5% cap? 
Is the State continuing to assure that the benchmark 
benefit package is met and continues to be maintained 
(e.g.. recertifying/verifying participating plans and the 
coverage provided)? Have there been any issues 
associated with maintaining coverage requirements? 
Is the State collecting data on who (in the family unit) is 
being served under the PA program, including all adults 
and other dependents? Does the State have any 
conclusions on the impact of providing family coverage or 
premium assistance for the coverage of children under 
employer-sponsored group health plans? 

assistance programs and/or the extent to 
which crowd out is occurring in the State's 
program? 

GOAL 2: TARGETING ELIGIBLE CHILDREN THROUGH EFFECTIVE OUTREACH TECHNIQUES 

F. Strategies to target 
eligible children and enable 
enrollment and utilization of 
health care system 

§2102(c)(1) 

Has the State used the outreach strategies outlined in its 
State plan? If the State has deviated from its plan, why 
and what are the strategies utilized? 
What strategies have been used to educate and encourage 
enrollment of children eligible for CHIP? (for example): 

• community outreach workers 
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"DRXFf CORE REVIEW PROTO'COL -- 7/12/99 Draft" 

PROGRAM ELEMENTS 
and 
CITATION (statutory 
ireference, includediin 
state plan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

• outstationed eligibility workers 
• shortened and/or combined application 
• use of the media 
• enrollment brokers 
• others 

Where does your CHIP program conduct client education 
and outreach activities? 
Has the State instituted any process to follow-up with 
those that have failed to fill out their applications? 
In simplifying enrollment applications, has the State pre­
tested the applications in different populations, i.e., is the 
application process working and in which populations are 
they able to actually enroll kids successfully? 
Are there any employer-based outreach efforts? 
Are there any provider-based outreach efforts? 
Has the State provided training to individuals conducting 
outreach? 

G. Effectiveness of Chosen 
Outreach and Enrollment 
Strategies 

§2102(c)(l) 

Is the State conducting any studies/evaluations of their 
enrollment and outreach strategies? What study 
methodologies are they using? What do preliminary 
findings show? 
Describe methods and indicators used to assess outreach 
effectiveness, i.e., programs for client education and 
outreach. 
Have any outreach strategies been more successful in 
reach specific groups? In reaching the general target 
population? 
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PROGRAM ELEMENTS 
and , " 
CITATIONs(statutory 
reference, included in 
stateiplan/amendment). 

CORE QUESTIONS - ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

• Have there been any identified barriers to enrollment, e.g., 
public charge, application process issues, access (i.e. 
physical barriers including transportation issues, language 
and literacy barriers)? 

GOAL 3: COORDINATION WITH OTHER STATE AND FEDERAL PROGRAMS AND THE PRIVATE MARKET 

H. Program Coordination How is CHIP coordinating with other State 
programs with respect to the following: 

• Administration 
• Service Delivery 
• Service Payment 
• Procurement 
• Contracting 
• Data Collection 
• Quality Assurance 
• Other 

I . Screen and Enroll 

§2102(b)(3)(E) 

• Please describe the State's method for screening CHIP 
applicants for Medicaid eligibility and enrolling Medicaid 
eligible children into Medicaid if different than in State 
plan (e.g., use of joint applications for CHIP and 
Medicaid). 

• Are joint applications used to determine eligibility for 
other State programs? Are these joint efforts working 
well? 

• How is the program coordinating between/among other 
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PROGRAM ELEMENTS 
and 
CITATION (statutory 
reference, included in 
state plan/amendment) a 

: CORE QUESTIONS. . . 7 „ ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

children's health-related programs, (e.g., Medicaid, Title 
V, WIC, community and migrant health centers, etc.) to 
assure compliance with screen and enroll requirements 
under Title XXI? 

• Is there any follow-up with families whose children have 
been identified as Medicaid eligible to see if they are 
actually enrolled in Medicaid? If so, what has been found? 
Are there any reports that the State can provide? 

> What are beneficiaries' hearing rights if eligibility is 
denied? 

J. Referral of eligible 
children to other State 
programs, when appropriate 

§2102(b)(3)(B) 

Please describe referral processes including: 
• Referral by Medicaid eligibility workers of non-Medicaid 

eligible children to CHIP; and 
• Referral of non-CHIP, non-Medicaid eligible children to 

other publicly-funded child health programs, e.g., MCH 

K. Coordination of outreach 
efforts with current Medicaid 
and other State-only 
children's health insurance 
programs 

§2102(c)(2) 

• What efforts has the State made to coordinate outreach 
efforts with other relevant entities in the State, e.g., 
immunization programs, family planning. WIC, Title V, 
other State agencies, etc.? (for example): 
• conducting data matches with other programs 

which may serve similar populations 
• coordination with other States agencies 

(list agencies) 

GOAL 4: ASSURING QUALITY, APPROPRIATENESS, AND ACCESS TO CARE 

L. Ability of beneficiaries • Describe the State's process for educating beneficiaries 
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PROGRAM ELEMENTS 
and 
CITATION (statutory 
referencesi included in 
state plan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

and the public to obtain 
information on program 

§2103(e) 

about the following (for example): 
• benefits 
• accessing services (e.g. benefit carve-outs, 

provider networks) 
• choice of health plans/providers 
• grievance and appeals procedures 
• cultural competency and language issues 

• Describe the State's process for educating beneficiaries 
about cost-sharing requirements including: (for example): 
• notification of the amount of cost-sharing 

individual beneficiaries will be required to pay 
• notification of how and where premiums and/or 

copays are to be paid 
• notification that cost-sharing is not allowed for 

certain services, e.g., well-baby care, preventive care, 
etc. 

• notification of any rules related to cost-sharing 
which could affect access or utilization of services, 
e.g., nonpayment of premiums results in 

disenrollment for a specified time, coverage does not 
begin for a specified period after enrollment into 
program 

• inclusion of educational efforts in contracts with 
enrollment brokers 

M. Access and service 
delivery issues 

Do beneficiaries have adequate access to covered 
services? (adequacy could be determined through factors 
such as beneficiary input from surveys, sizes of provider 

Describe the process and results of 
addressing the special physical and 
behavioral health needs of the children 
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PROGRAM ELEMENTS 
and "' 
CITATION (statutory 
reference, included în 
state plan/amendment) 

CORE QUESTIONS , . , ADDITIONAL ELEMENTS RELATED TO 
CORECIUESTIONS.' 
• . ^ ^ i ^ . . • •i- , • . ,• V-.-- $m\.. 

§2102(a)(7)(B) panels as compared to the number ot enrollees, 
geographic distribution of providers, etc.) 

• Please describe the State's progress at increasing access 
to care for CHIP and Medicaid-eligible children. 

• How is the State assuring adequate delivery of health care 
to enrolled children, particularly with respect to well-
baby care, well-child care, and immunizations? 

enrolled in Medicaid expansions and CHIP 
stand-alone programs. 

N. Quality and 
appropriateness of care 

§2102(a)(7)(A) 

• Has the State been able to implement and obtain data 
using the methods outlined in its CHIP plan to assure the 
quality and appropriateness of care? 

• Which quality assessment and improvement strategies 
(e.g. quality of care standards, performance 
measurement, infonnation and reporting strategies, 
licensing standards, credentialing, periodic and external 
reviews) has the State been able to use successfully, if 
any? 

• Is the State experiencing difficulty in measuring the 
performance goals outlined in the State's plan? Can the 
Department assist in reducing barriers to collecting this 
data? 

• How effective has the State been at 
assuring access to covered services, 
including emergency services? 

O. Delivery systems 

§2102(a)(4) 

• Has the State established and defined a delivery system 
for the CHIP program? 
• comprehensive risk managed care organizations 

(MCOs) -- statewide, mandatory enrollment, # of 
MCOs 

• Primary care case management (PCCM) 
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PROGRAM ELEMENTS 
and ' : 

CITATION (statutory 
reference; included jn 
state plan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS 

• Non-comprehensive risk contractors for selected 
services (e.g., MH, dental, vision) - specify if 

services are carved out 
• indemnity/FFS (specify if services are carved out) 
• other 

• Has the State faced any barriers related to acquiring and 
maintaining appropriate delivery systems for CHIP 
enrollees across the State (or service area)? 

• How is the State program addressing issues related to 
varying geography, including varying populations and 
needs by region, such as rural and urban settings and 
children with special health care needs? 

• How is the State program working to coordinate with and 
among other health-related and children's services 
systems? 

• What mechanisms does the State use to monitor and 
assess provider capacity and participation in CHIP? 

P. Provision of Assistance to 
Indians* 

2/24/98 letter 
§2102(b)(3)(D) 

Did the State consult with Federally-recognized Tribes 
and other Indian Tribes and organizations in development 
and implementation of CHIP? 
Does the State continue to follow the procedures outlined 
in their CHIP plan regarding provision of services to 
targeted low-income American Indian/Alaska Native 
children? 
Do Native Americans/Alaska Natives report that they are 
able to access CHIP services? If not, does the State have 
any data on what barriers are reported? What is the State 
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and ' 
CITATION (statutory* 
referencerincluded in 
state plan/amendment) 

CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS , 

and State standards and does it have a mechanism tor 
reporting fraud and abuse to the proper governmental 
authorities?* 

Does the program include procedures to ensure program 
integrity and detection of fraud and abuse? Does the State 
have procedures for coordination between the State 
program integrity unit and the OIG, DOJ, FBI, etc.? 
How has the State facilitated communication between it 
and the public in terms of reporting possible fraud or 
abuse? (Does it have a toll-free number for this purpose?) 
For those States with separate CHIP programs, is the 
State applying the Medicaid privacy protections 
pertaining to the protection of enrollee data, medical 
records and mental health history, and privacy of 
minors?* 
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PROGRAM ELEMENTS 
and" 
CITATION (statutory 
reference, included in 
state plan/amendment) 

- CORE QUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE "QUESTIONS 

doing to respond to the reported barriers? 
What methods does the State plan to utilize to ensure 
ongoing input from these groups? 

GOAL 5: ASSURING THAT STATES MEET STATUTORY FEDERAL AND STATE REQUIREMENTS 

Q. Crowd out Strategies 

§2102(b)(3)(C) 

How is the State monitoring crowd out (if different than 
effort outlined in State plan)? 
To what extent is the State finding the existence of crowd 
out as a result of the implementation of CHIP? Please 
indicate if this is anecdotal information. 
Has the State conducting any studies/evaluations of 
crowd-out? What study methodologies are being used? 

Have there been any issues raised 
regarding the use of anti-crowd out 
mechanisms (e.g., limiting access to 
coverage for eligible children)? If so, 
please describe. 
Are there differences in the existence/level 
of crowd out across programs? 

R. Cost-sharing for enrollees 

§2103(e) 

Please describe any cost-sharing the State is imposing on 
beneficiaries, including any requirements or exceptions 
for Native Americans if different from approved State 
plan. Types of cost-sharing used: 

• premiums 
• enrollment fees 
• deductibles 
• coinsurance/copayments 
• others 
Does this system ensure that cost-sharing requirements 
do not favor children from families of higher income? 
Describe the process the CHIP program is using to 
monitor that the annual aggregate cost-sharing does not 
exceed 5% of family income, including the methods 
through which the families will be notified if different 

Has the State program assessed the effects 
of premiums on participation or effects of 
cost-sharing on utilization? If so, please 
describe. 
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PROGRAM>ELEMENTS 
and ' " 
CITATION (statutory 
sreference, included in 
state plan/amendment) 

COREQUESTIONS ADDITIONAL ELEMENTS RELATED TO 
CORE QUESTIONS -*\ ' ' *• . 

from approved State plan. 
• shoebox method 
• health plan administrator 
• audit reconciliation 
• other 
Describe the process by which the State will assure that 
beneficiaries are not directly billed for premiums or other 
coinsurance and subsequently reimbursed if they have 
reached the 5% cap on cost-sharing 
How many beneficiaries have reached the 5% cap on 
cost-sharing? (if State has data available) 
Is there any evidence of cost-sharing creating a barrier to 
access and utilization of services? 
How is the State ensuring that health plans, providers, or 
other entities responsible for collecting cost-sharing (e.g., 
premiums, copayments, enrollment fees) are complying 
with all cost-sharing guidelines outlined in either the 
statute or the regulations? 

S. Objective and 
independent measurement of 
health plan compliance 

What mechanism is the State using to 
monitor health plans' compliance with 
regard to meeting Federal requirements for 
CHIP related to coverage, cost-sharing, 
etc.? 

T. Assurance State will 
provide reports to Secretary 
as requested 

Has the State identified any problems in meeting 
reporting requirements under title XXI? For quarterly 
financial and statistical and annual reports and State 
evaluations? If so, what are you doing to address data 
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PROGRAM ELEMENTS 
and 
CITATION (statutory 
reference, included in 
state plan/amendment), 

CORE QUESTIONS ADDITIONAL ELEMENTS.RELATED TO 
CORE QUESTIONS 

§2107(b)(] problems? Does the State require technical assistance to 
meet reporting requirements? 

U. Budget submission 

§2105(c)(4) 
§2107(b),(d) 

Are there any issues related to the State's budget submission? 
Have there been any unexpected changes in the budget and 
expenditures for the program? Issues may be related to the 
following: 
• planned use of funds 
• sources of non-Federal share of plan expenditures 
• assurance of maintaining specified expenditures (e.g. 

administration, outreach, services) to the 10% cap 
• deferrals 
• disallowances 
• review for potential fraud and abuse 
• change in the use of a State's allocation 

V. Program Integrity 
§2l01(a) 

Does the program provide safeguards necessary to ensure 
that eligibility is appropriately determined? 
How has the State ensured that contracts with MCOs 
include enrollment and other required data and the MCO 
has attested to the accuracy and integrity of enrollee 
claims and payment data?* 
With fee-for-service systems, has the State established 
procedures to ensure the integrity of provider claims?* 
Has the State ensured that MCOs have procedures in 
place to guard against and investigate fraud and abuse? 
Is the State enforcing MCO compliance with all Federal 
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Although review efforts should be consistent on a national level, efforts will be most effective if Regions are afforded enough 
flexibility to tailor review protocols to individual State programs. To accommodate programmatic and developmental 
differences that exist among State programs, the review process for CHIP encourages Regional Offices to design final 
protocols that include both the core national and State-specific elements. These elements may include: 

Coverage Requirements for Children's Health Insurance 

> Specific elements in the benefits package 
> Variances of the 10% cap 
> Purchasing vaccines 
> Special provisions for children with special health care needs 

> Abortion coverage meeting Hyde requirements 

General Contents of State Child Health Plans 

> Utilization control systems 

Eligibility Standards and Methodology 

> Implementation of eligibility standards (including presumptive and continuous eligibility) 
> Maintenance of effort 
Quality and Appropriateness of Care 

> Methods to assure quality and appropriateness of care not discussed in core protocol 
> Issues the state agreed to monitor in their state plans not included in the core elements (i.e issues related to children 

with special needs, access related issues, etc.) 

Assurances 

> Ongoing public involvement 
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Although the core review protocol provides an extensive list of elements to be monitored, it does not capture issues that are 
unique to State programs or that review teams may consider important issues for review. Review teams are encouraged to 
expand the review process to include elements that may be relevant to the effective administration of State programs. The 
detailed matrix of State-specific elements is provided below. 

MATRIX*OF ADDITIONAL ELEMENTS: STATE-SPECIFIC ' ' ; , " *v f. • ' i'„ % . \ . i 
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PROGRAM 
ELEMENTS. • - . 

SUB-ELEMENTS 
" (Additional areas for specific focus) e : 

-CITATION 
: (statute, 
,Q&As, letters, 
regs) 

SUGGESTED REVIEW QUESTIONS 

Coverage Requirements for Children'siHealth'Insurancc - ^ s ^ i: -

Identification of type, scope, 
amount and duration, limitations 

• Core benefits offered 
• Availability and accessibility 

of services 
• Special provisions or carve 

outs for MH/SA services 
• Special provisions for dental 

services 
• Provisions for CSHCNs 
• Any changes in benefits and 

coverage 

§2110(a) 
[State plan] 

• Does the State use a carve out or 
special provider provisions for 
MH/SA services? 

• Does the State have special programs 
targeted toward children with special 
needs? 

• If managed care, does the state carve 
out services delivered to CSHCNs? 

• How does the state ensure that 
services/benefits offered are 
accessible to enrollees? 

• Does the state offer benefits beyond 
those identified in the State plan? 

and exclusion of services 

• Core benefits offered 
• Availability and accessibility 

of services 
• Special provisions or carve 

outs for MH/SA services 
• Special provisions for dental 

services 
• Provisions for CSHCNs 
• Any changes in benefits and 

coverage 

§2110(a) 
[State plan] 

• Does the State use a carve out or 
special provider provisions for 
MH/SA services? 

• Does the State have special programs 
targeted toward children with special 
needs? 

• If managed care, does the state carve 
out services delivered to CSHCNs? 

• How does the state ensure that 
services/benefits offered are 
accessible to enrollees? 

• Does the state offer benefits beyond 
those identified in the State plan? 

Variance for a cost-effective 
alternatives 

• Community-based delivery 
system 

§2105(c)(2)(B) 
(iii) 

• If the State operates under a waiver 
for a cost-effective alternative, how 
does the State ensure that coverage 
provided meets or exceeds the 

Draft Document 7/12/99 33 



*MATRjk OF ADDITIONAL ELEMENTS: SJAJE-SPECIFIC ... % > k , & w -Ji * J -> ?\ < H ftf ^ # 

PROGRAM 
ELEMENTS 

SUB-ELEMENTS 
(Additional areas for specific focus) 

CITATION 
(statute, 
Q&As, letters, 
regs) 

SUGGESTED REVIEW QUESTIONS 
-t * 

coverage requirements under § 2103 
and that the cost is not greater? 

Abortion coverage meets Hyde §2105(c)(7)(B) • How is the State ensuring that CHIP 
funds are only being used to pay for 
abortion in the case of rape or incest 
or when the life of the mother is in 
danger? 

Purchase and provision of vaccines 5/11/98 letter • What mechanism does the state use 
to track the delivery and 
administration of vaccines to 
children? 

• Is there a mechanism to coordinate 
vaccine services with other State 
immunization programs? 

; :i-f:. • . F H - : " " ' ';: -!-
iGeneral Contents of State Child Hea . :M£:M 
Utilization control systems • Reviewing, coordinating, and 

implementing assurances for 
cost-effective and efficient 
care 

§2102(a)(4; • What types of UR mechanisms is the 
State using? How effective have they 
been? 

• Are there particular services that the 
State is monitoring for utilization 
(not including those that are part of 
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PROGRAM 
ELEMENTS 

SUB-ELEMENTS 
(Additional areas for specific focus) 

CITATION 
(statute, 
Q&As, letters, 
regs) ,; 

SUGGESTED REVIEW QUESTIONS 

the State's performance goals)? 
What are preliminary findings if 
available? 

Eligibility Standar$.^dfMethodology 

Eligibility standards Changes in eligibility 
standards 
Assuring non-discrimination 
on the basis of diagnosis 
Using appropriate methods to 
establish and assure eligibility 
and enrollment (e.g.. 
procedures for applying 
eligibility standards, 
organization and infrastructure 
responsible for making and 
reviewing determinations, 
process for enrollment 
Assuring the adequacy of 
Medicaid screening 
Assuring, where applicable, 
continuous enrollment or 
presumptive eligibility 

§2102(b) How has the State ensured that 
eligibility is not being denied on the 
basis of preexisting conditions? 

Maintenance of Effort As defined for Medicaid §2105(d)(1) Has the State redefined Medicaid 

Dral'l Document 7/12/99 35 



MXTRIX-OF ADDITIONAL ELEMENTSf SfATE;^SPECIFIC 
DRAfT 7/42/9.1 ,! % >• k f 

< - * : * 
4f 

- 5^ 

PROGRAM 
ELEMENTS 

SUB-ELEMENTS \ 
(Additional areas for specific focus) 

CITATION 
(statute, 
Q&As, letters, 
regs)"- • * '" 

SUGGESTED REVIEW QUESTIONS' 

expansions in Section 2105 
(d)(1) 

eligibility standards with income and 
resource standards that are more 
restrictive than those applied as of 
June I . 1997? 

Quality and Appropriatenessfbf Care 

Methods to assure quality and 
appropriateness of care 

Qualifications of entities 
providing coverage; 
conditions of participation 
Use of state agency staff vs 
contractors 
Use of HEDIS or other 
existing tested measures 
External and periodic review 
of health plans 
Identification of quality 
improvement goals 
Coordination with State 
CSHCN agency 
Contract monitoring 
Grievance measures 

How is the State ensuring that CHIP 
providers are qualified/credentialed? 
If contractors are being used in some 
aspects of program operations, how 
is quality being insured? 
Is the State requiring MCOs to use 
existing performance measures such 
as HEDIS? 
Is the State monitoring MCO 
performance in any other way? 
Is the State monitoring consumer 
satisfaction? If so, what have been 
the findings to date? 
Is the State coordinating the quality 
and performance monitoring with 
data obtained from other State 
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PROGRAM 
ELEMENTS ' • . »• •• 

SUB-ELEMENTS 
(Additional areas for specific focus) . 

. * 'i' 

CITATION 
(statute, 
Q&As, letters, 
regs) / 

SUGGESTED REVIEW QUESTIONS 

agencies (e.g., Title V, State DOH, 
etc.)? 

A s s u r a n c c s .iuiY--- .:.:4.-
Process and documentation of 
activity involving public in design 
and implementation of plan; method 
for ensuring ongoing public 
involvement (e.g., public meetings, 
announcements) 

• How has the State involved the 
public in CHIP design, development, 
and implementation? Are they 
continuing to do so? If so, how? 
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APPENDIX D 
CHIP Program Improvement and Enforcement 

Continuum 
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ATTACHMENT E 

Enforcement of Statutory and Regulatory 
Requirements 
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Under Subpart B, Section 457.200 of the CHIP financial regulation, HCFA has the 
authority to review State and local administration of the State CHIP plan through analysis 
of the State's policies and procedures, on-site reviews of selected aspects of agency 
operation, and examination of samples of individual case records. If Federal or State 
reviews reveal serious problems with respect to compliance with any Federal or State 
plan requirement, the State must correct its practice accordingly. Under Section 457.204 
of the financial regulation, HCFA has the authority to withhold payment if it is found that 
States are in substantial noncompliance with requirements defined under title XXI. If a 
State is found to be in substantial noncompliance, a team should complete the following 
steps: 

> Notify Central Office of the noncompliance and provide Central Office with a 
recommendation for action that might include a plan for correcting the States' 
area of noncompliance or for corrective action; 
draft a preliminary notice to the State that will be sent by the Administrator, if 
required; 

> provide State with an opportunity for corrective action; 

> provide final notice to the State; 

> allow the State the opportunity for a hearing; and 

r- in instances where noncompliance continues, work in conjunction with CO staff 
to withhold funding until State is found to be in compliance. 

Although the financial regulation clearly outlines the process of enforcement and 
corrective action in the case of substantial noncompliance, the enforcement strategy for 
CHIP is based on the understanding that enforcement exists along a continuum. This 
continuum ranges from substantial noncompliance in meeting Federal requirements under 
CHIP on one end, to program enhancement on the other. See Attachment D for a visual 
description of this continuum. 
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Reb�cca Lieberman, J.I:>. 
Director of Polfcy & Program

August 20, 1999 

B:ruce:R.eed 
Assistant to the Pre:sident & 
Direct�r of Dom�sde: :eolicy Council 
The White House 
Washington, DC 20502· 

Dear Mr. Reed: . 

Cathleen Clements, Esq. 
Legal Director 

Thank you for ta\dng the.tim� to speak with me last week about The Children's Aid Society's 
efforts to nuike the promise �,f the State Child Health Insurance Program (SCHIP) a reality for 
New York City children. The priorities outlined by President Clinton in his ad.dress to the 
National Govem�rs' Association match the strategy we have adopt�: using the institution with 
which all young �)pie must affiliate-- the schools - to identify and enroll uninsured children. 

Of course, the Administra1ion1

s· commitment to covering America's children has been clear from 
the start. I was fortunate to attend the Health Care Finance Administration's technical advisory 
panel on SCHJP out:teach to inunigrants� which illustrated the dq,th of this commitment. Over 
two days, advocat�. and public h�lth officials from· across the country shared experiences and 
deveioped $ategie1J about how to reach one of our neediest and most diverse populations 
iilll)ljgrant childr�-

For the past-sixt�en months, Thc;s Children's Aid Society's Health Care Access Program has been
providing bilingual child health -i�uranc:e outreach, screening, and enrollment assistance in five
public schools in-Upper M��

'. 
The program enables parents, the vast majority of whom are

· immigrants, to com.1,Iete Uie e�llment process in a setting that is familiar, trusted, and central to
their daily routines. :Between April 1998 and July 1999, our school�based staff screened 970
parents and children, connecting _ov,er 750 of them to government-sponsored health insurance.

We have learned a great deal about effective ways to reach and enroll uninsured children, and
both ioca.t an� naijoxuµ advocacy gto'ups have recognized our expertise, seeking infonnation,
training, and guidan,;e on program design. We have participated in initiatives that will shape the
widespread. implementation-�f �CmP. inoluding the state'B p.ilot and revision of the unified
Medicaid/Child Health_ Plus application; the development of a simplified recertification process
for children, and the city,s .pilo� �f pro�edures for handling Medicaid applications completed by
community-based organizations;
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The Health Care Access Program has demonstrated the success of the school-based model of 
facilitated enrollment. Schools offer, a highly effective setting for enrollment, particularly for 
children at the elementary and intermediate school levels, for several reasons: 

> Schools are central to the lives of families with children and young adolescents, 
providing many opportunities for education and screening. 

> The convenient location majtes follow-up easy. After the initial screening, parents can 
quickly stop by with needed documents or sign forms as they pick up their kids from 
school. 

> Word-of-moath promotes the program. Parents whose children attend the same 
elementary and intennediaite schools live in the same community - they are neighbors, 
they talk with each other at the laundromat, at school functions, at dismissal time. Once a 
facilitated enrollmeiit program is up and running, the word spreads among parents and 
they are eager to participate. 

> School functions and mailings provide great opportunities for outreach. Integrating 
the program into the life of the school grants access to large numbers of parents. 
Administrators and PTAs work hard to engage parents, and insurance enrollment 
programs can benefit from those efforts, 

Needless to say, we would welcome the opportunity to be a part of the Administration's effort to 
highlight child health insurance as young people head back to school. Following, for your 
information, is a more detailed description of the Health Care Access Program. 

Thank you again for taking the time to speak with me last week. I look forward to speaking with 
you flmher about our woric in the near future. Should you have any questions, I can be reached 
at 212-358-8930. 

Sincerely, 

Rebecca Lieberman 

Cc: Joe Liebefman 



JULY 1999 

THE HEALTH CARE ACCESS PROGRAM 

Reaching Uninsured Children at School 

INTRODUCTION 
Few organizations have undertaken the challenging work of child health insurance 
enrollment without the support of public funds. The Children's Aid Society has. In April 
of 1998, we launched the Health Care Access Program (HCAP), a school-based health 
insurance enrollment initiative. The agency's mission - to provide children with the 
support and opportunities, needed to become healthy and successful adults - drove the 
undertaking. The hundreds of uninsured young people passing through our school-
based health clinics and programs highlighted the need. 

HCAP provides bilingual outreach, screening, and enrollment assistance for New York 
State's public health insurance programs for children, Medicaid and Child Health Plus. 
HCAP enables parents to complete the enrollment process in a setting that is familiar, 
trusted, and central to their dally routines. Between April 1998 and July 1999, the 
program's school-based staff screened 970 parents and children, connecting 
over 750 of them to government-sponsored health Insurance. 

The five public elementary and intermediate schools where HCAP operates are 
Children's Aid Society "community schools," located In Upper Manhattan's Washington 
Heights neighborhood. Through a close partnership with the New York City Board of 
Education, the agency offers social sen/Ices and recreational programs that 
complement the schools' academic programs. Agency staff work full time In the 
schools, providing Early Head Start and Head Start programs; medical, dental and 
mental health sen/ices; evening classes for parents, and after-school and Saturday 
programs. 

HCAP's ability to reach families depends largely on the integral role that The Children's 
Aid Society already plays In the lives of the schools' students and their families. 
Institutional trust developed over years of service to the community facilitates 
HCAP's ability to Identify and enroll uninsured children. 

Trust is a critical commodity In the largely immigrant community In which we work. The 
vast majority of families who. apply through HCAP are. immigrants from the Dominican 
Republic. As Latino Immigrants, they represent the population with the nation's highest 
rate of uninsured children, despite their eligibility for public programs. Through our work 
with this population, we grapple with the reality that underlies these statistics. The 
application process requires families to present information on informal living 
arrangements and survival strategies that are often difficult for Immigrants to document. 
In addition, many come to this country with a strong distrust of government programs. 
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Still others fear that a child's receipt of public Insurance will jeopardize undocumented 
family members or their own ability to sponsor relatives or adjust their immigration 
status. HCAP's bilingual staff works closely with families to overcome such barriers. 

STRATEGIES FOR OUTREACH AND ENROLLMENT 
HCAP works with administrators, teachers, health clinic staff, and parents to identify 
uninsured children. 
• Social workers, educators, and health care providers who have ongoing 

relationships with families conduct one-on-one outreach. Confidential eligibility 
screenings are provided to all Interested families. HCAP staff members are 
available to meet with parents in the evenings and on weekends. 

• Teacher orientation packets Include information on Medicaid and Child Health Plus 
and how to refer families for enrollment assistance. Program staff reinforce this 
printed message through presentations at faculty meetings. 

• Parents receive similar Information from HCAP workers who are positioned in front 
of the school for student arrival and dismissal during the first week of classes. Later 
in the year, HCAP workers staff parent-teacher conferences and report card 
signing nights. Because the Individuals who staff these events are the same people 
who provide enrollment, assistance, parents have the opportunity to schedule an 
appointment for a comprehensive screening or to get quick advice on their eligibility. 

• Parent-to-parent referral, or word-of mouth, provides one of HCAP's most effective 
outreach mechanisms. Parents, whose children attend the same elementary and 
intermediate schools live In the same community - they are neighbors, they talk with 
each other at the laundromat, at school functions, at dismissal time. Word of 
HCAP's work has spread among parents and many are eager to access the 
program's services. 

• Throughout the year, HCAP staff hold weekly office hours at the schools during 
times that are convenient for working parents. Families may drop in for a screening 
bnng Insurance questions, or complete the application process. In addition staff 
conduct more formal infprmation sessions for groups at the Invitation of parent 
organizations., health educators, and Head Start administrators. 

RESULTS 

V®? ! n d i * * 1 9 9 9 ' H C A p , s school-based staff screened 691 children 
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Eligible families receive intensive application assistance which typically entails three 
v,s,te wrth HCAP staff, Including the initial screening. At these vlsUs parentJ m E L H 
to complete the application, to collect needed documentation and to setect a Znan H 

managed care functions. HCAP staff then finalize and submit the client's aoolation 



These methods have yielded the following results: 

> SCHOOL-BASED ENROLLMENT AS OF JULY 31, 1999 

Eligible Individuals Enrolled Individuals 
Adult 151 125 

Children 691 625 

Of the 625 children enrolled, 372 are now insured through Medicaid and 253 through 
Child Health Plus. Ninety-twd individuals were found to be eligible but are not yet 
insured, 21 of whom have applications currently in process and 63 of whom have failed 
to complete the application process. As these figures show. Intensive application 
assistance provided in the schools works. 

LESSONS LEARNUD 

In the course of connecting hundreds of individuals to public health insurance, we have 
learned many lessons, some of which follow. 

> Institutions ichat are central to young people's lives offer the best setting for 
enrollment initiatives. However, leveraging the advantages that are inherent in 
such settings requires, more than simple co-location. Facilitated enrollment should 
be integrated into a program's fabric, and staff regarded as full members of its client-
service team. 

> Facilitated enrollment Is a complicated and time-consuming business that 
demands specialized staff whom parents can trust. Determining whether a 
family is eligible and which documents are required can be an extremely 
complicated task. The application process can be very Intrusive, often touching on 
sensitive information about a family's finances, household composition, and 
Immigration status. 

> School-based health Insurance enrollment works. Ninety-four percent of eligible 
children and 89 percent of eligible adults screened by HCAP have completed the 
application process. The majority of parents who have applied for insurance through 
HCAP are employed. Many receive hourly wages. Providing application assistance 
in the schools removes some of the barriers parents encounter when trying to 
access health insurance for their children. Working parents greatly appreciate 
the convenience of applying for child health insurance In a place that is 
already part of their dally routine. 

> The entire family should be enrolled whenever possible. In over half of the 
cases that resulted in a Medicaid application, at least one parent was eligible and 
applied. While the application form used when applying only for children is one 
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page and requires less documentation, HCAP is committed to enrolling every family 
member who is eligible. By providing parents with the means to access the health 
care system, we hope that they will be more likely to seek health care for their 
children. 

> The enrollment process is not complete until the family Is accessing services. 
The application can become derailed at a number of points after It has been 
submitted to Medicaid or a health plan. Forms may be lost or errors may occur in 
determining whether a family Is eligible. Supervisors must be prepared to 
troubleshoot and advocate on behalf of applicants. Once families have their 
Insurance, they often need guidance on such matters as their rights under managed 
care or how to navigate the health care system. 

For more information please contact Rebecca Lieberman, Director of Policy and 
Program, Office of Public Policy and Client Advocaoy, (212) 358-8930. 

The Children's Aid Society was founded In 1853 and serves over 120,000 New York City children and 
their families each year, without regard to race, religion, nationality or socio-economic status. Our mission 
is to ensure the physical and emotional wall-being of children and families and to provide each phitd with 
the support and opportunities needed to become a happy, healthy, and successful adult. Our services 
adtiress every aspect ot a child's life from infancy through adolescence and parenthood, including 
adoption and foster cere, medical and dental care, counseling, preventive sendees, winter and summer 
camps, recreation, the arts, education and Job training. 
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MEDICAID'S PROBLEM WITH CHILDREN 
BY MARILYN WERBER SERAFIM 

A U N A SALOAMCOFF: "We ne«d to focus 
energy on how Medicaid is doing, how we 
get people into Medicaid.' 

P
rCdident Clinton generated 
headlines—and a l i t ik bit of 
head-scratching—a few weeki 
ago when he went to the 
annual meeting of the Nation­
al Governors' Association in 

St. Louis and chided governor* for not 
being aggressive enough in implementing 
a new health insurance program for chil* 
dren. Clinton's complaint centered on 
the Children's Health Insurance Pro­
gram, which Congress enacted, as part of 
the 1997 Balanced Budget Act, to make 
insurance more available to children in 
low^ncomc households. 

Clinton's criticism was puzzling on two 
counts: First, CHIP seems to be working. 
In less than two years, states have signed 
up LS million children, half of all of the 
uninsured children eligible for the pro­
gram, according to some estimates, Even 
some Clinton Administration officials 
acknowledge privately that they're 
pleaaed with the states' progress. 

Second, the government program that 
appears to be lagging in providing health 
insurance for children isn't CHIP—it's 
Medicaid- Health care analysts have 
detected a decline in the number of chil­
dren covered by Medicaid, the federal-
state program that provides health insur­
ance for poor families. In 1997, Medicaid 
covered some 21 million children, but 
another 5 million who were eligible were 
not enrolled. From 1995-97, the enroll­
ment of children in Medicaid dropped 
1.4 percent, according to estimates by the 
Urban Insutute, a Washington think tank. 

"We need to focus energy on how 
Medicaid is doing, how we get people 
into Medicaid," said Alina SalganicofT, 
associate director of the Kaiser Commis­
sion on Medicaid and the Uninsured. 
"Medicaid it a much larger program than 
CHIP will ever be. It's an important point 
that often gets lost," 

Anecdotal evidence suggests that the 

Medicaid problem is worsening. Al­
though CHIP is turning up some chil­
dren who are being placed in Medicaid, 
it ironically also may be causing states to 
place less emphasis on Medicaid. States 
arc eligible for higher matching rates 
from the federal government when they 
enroll children in CHIP dian when they 
sign up kids for Medicaid. Some analysts 
say this may be causing states to treat 
CHIP as a higher priority. 

There are other factors as well, As fam­
ilies move ofF the welfare rolls, they're 
also leaving Medicaid—even though the 
children in those families often remain 
eligible for the program. And illegal 
immigraniii are hesitant to sign up chil­
dren bom in the United States, and thus 
eligible for Medicaid, for fear of drawing 
attention to themselves. 

Since ihe mid-1960s. Medicaid has 
provided health insurance to die nation's 
poorest children. After 1994, when Con­
gress rejected President Clinton's Health 
Security Act, which would have guaran­
teed health insurance for every Ameri­
can, Congress began exploring less costly 
solutions to expanding coverage. 

The first target was low-income chil­
dren whose families earned too much 
money to qualify for Medicaid, but not 
enough to buy insurance on their own. 
The result was CHIP. The idea was for 
stales to develop new health insurance 
programs, or expand Medicaid, to serve 
2.6 million children who were falling 
between the cracks. 

States moved quickly to take advantage 
of generous federal matching funds total­
ing $24 bil l ion over five years. Some 
called special legislative sessions to con­
struct new insurance programs for chiU 
dren, and many have instituted aggres­
sive outreach programs to Find and 
enroll eligible children. Alabama, for 
example, sent information packets home 
with every school-age child in the state. 
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"All the data we've collected to this 
poini show states are doing an incredible 

job reaching out to kids and enrolling 
them is the CHIP program," said Terrell 
Halaska, che manager of media relations 
at the governors' association. 

But the challenge is far greater for Med­
icaid. Indeed, a recent Kaiser Commission 
study that concluded CHIP had passed the 
halfway mark also turned up anecdotal evi­
dence that many states are losing ground 
in the Medicaid program. In talking with 
CHIP officials in each state, the study's 
author. Vernon K. Smith, a principal at 
Health Management Associates in Lans­
ing, Mich., also heard a lot about Medic­
aid. (Many CHIP programs are run 
through Medicaid, and CHIP administra­
tors typically work together with Medicaid 
administrators. Sometimes they're the 
same people.) Medicaid's shortcomings 
prompted Smith to begin a new study on 
the insurance program. 

There's little ofiicial national data docu­
menting what's happening with Medicaid 
in the states. The Administration hopes 
this fall to unravel some of the mystery. 
Starting next week, officials from the 
Department of Health and Human Ser­
vices' Health Care Financing Administra­
tion will visit each state's Medicaid oflice 
to collect enrollment data, work with states 
that are experiencing trouble, encourage 
greater enrollment, and pass along success 
stories. 

Cindy Mann, senior fellow at the Cen­
ter on Budget and Policy Priorities, a 
Washington think tank, has identified 
three states—New York, Texas, and Flori­
da—that have experienced declines in 
recent years in the coverage of children. 
Both she and Smith agree the problem is 
widespread. New York, for instance, 
increased its enrollment of kids in CHIP 
from 270,683 in December 1998 to 
352,273 in June —a 30 percent jump in 
six months. However, the number of New 
York's young Medicaid beneficiaries has 
declined by more than 200,000 since 
1995, according to data from the New 
York State Department of Family Assis­
tance. 

Smith doesn't fault the states. He says 
many state officials are as determined to 
sign up children for Medicaid as they are 
for CHIP. Smith found evidence that out­
reach activities for CHIP were identifying 
many people eligible for Medicaid. For 
example, Alabama reported chat for every 
100 applications for CHIP, the state 
enrolled 50 children in Medicaid and 30 
in CHIP, 

But Mann, pointing to CHIP's bigger 
matching funds, questions whether states 
are as enthusiastic about Medicaid as they 
are about CHIP States with the highest 

per capita incomes, for example, general­
ly get a federal match of 50 percent for 
Medicaid, but a 65 percent federal match 
for CHIP, according to the National Gov­
ernors' Association. At the other end, 
states such as Mississippi with the lowest 
per capita incomes get a 77 percent 
match for Medicaid, and a 84 percent 
match for CHIP. "Regular Medicaid kids 
don't get the enhanced match, so states 
are focusing on CHIP," says Mann. 

Perhaps an even bigger factor in the 
decline in Medicaid enrollment is welfare 
reform. Although considered successful at 
moving people from welfare to work, the 
Welfare Reform Act of 1996 has played a 
large role in removing people from Med­
icaid—even some who still qualify. 

A report released in May by Families 
USA, an advocacy group in Washington, 
found that welfare reform directly left 
675,000 people uninsured in 1997, and 
that 62 percent of that number were chil­
dren. The reward many are receiving for 
coming off welfare, even when they get 
jobs, is the loss of health care coverage," 
said Ron Pollack, the group's executive 
director. "And while politicians from both 
sides of the aisle are celebrating the reduc­
tion in the welfare rolls, they are ignoring 
this nasty side effect of welfare reform." 

As people leave die welfare rolls, some 
arc getting employer-sponsored health 
insurance for their families. Others, 
though, don't have jobs, and still more are 
gctdng jobs diat cither don't offer health 
insurance or make it available at a price 
that low-income workers can't afford. 

The good news is that people who leave 
welfare are allowed under federal law to 
temporarily continue their Medicaid cov­
erage. Some states allow people to stay on 
Medicaid for as long as two years after 
they become employed. The bad news is 
that many people don't know that. 

Welfare cash assistance used to be tied 
closely to Medicaid; when welfare cash 
assistance ended, so did Medicaid. Now, 
when families leave welfare, some assume 
they no longer qualify for Medicaid. And 
some states arc a bit confused, too. There 
has been a recent surge of lawsuits against 
states that wrongfully terminated Medic­
aid coverage when the families stopped 
receiving cash assistance. 

Medicaid enrollment for children 
peaked in 1995, when 21.6 million chil­
dren received coverage. At that time, 11.2 
million were automatically enrolled be­
cause their families received cash assis­
tance. Another 10.4 million were not nn 
welfare. By 1997, 21 million children had 
Medicaid coverage, with only 8.9 million 
getiing the help in conjunction with cash 
assistance. 

States aren't happy about this change. 

ClNOY M A N X : 'Regular Medicaid kids don't get the 
enhanced match, so states are focusing on CHIP," 

and they're looking for answers, said 
Smith. ""They're trying to f ind ways to 
make sure when people work their way off 
of welfare, where Medicaid eligibility 
exists, they will continue to be enrolled in 
Medicaid." 

Then there are those people who know 
about Medicaid, but who choose not to 
sign up their kids. Since the Welfare 
Reform Act was enacted in 1996, immi­
grants have feared that enrolling their 
children in Medicaid will cause the gov­
ernment to investigate their immigraiion 
status, even though the federal govern­
ment has clarified that this won't be the 
case, according to Mann. 

Administering the program is another 
barrier to Medicaid enrollment. In many 
states, applicants have to show up in per­
son and sit ihrough an interview, and 
sometimes even produce months of pay 
stubs. Moreover, some states aren't apply­
ing their simple CHIP enrollment proce­
dures to their Medicaid programs. For 
example, four of the 25 states with sepa­
rate CHIP programs have mail-in applica­
tions for CHIP, but not for Medicaid, says 
Mann. Seven of those states hive adopted 
12-month continuous eligibility periods 
for CHIP, but not for Medicaid. Some 
states also require more verification and 
paperwork for Medicaid. 

"It's more the rule than the exception 
that Medicaid enrollment has been de­
clining," said Smith. "In some ways this is 
good because people arc off of welfare 
and in jobs, and some people arc gstting 
health insurance that way. But the system 
is still not perfect. Half of the kids that 
could sdll be on Medicaid are not staying 
on when they could." • 
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NATIONAL 
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ASSCEIATION 
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fiovcrnnr ol ndaw.ui-
Chairman 

Michael O. Lcavitr 
Governor of Utah 
Vice Chairman 

Decembers, 1998 

Raymonct C. Schcpp-Kh 
Kxecmive [director 

Hall of the States 
444 North Capitol Street 
Waihingron, D.C. 20001-1512 
Telephone (202) 624.S 100 
htfp:'' /\\ ,u"vv.ni::l i>rp 

Chris Jennings 
Deputy Assistant to the President for 
Health Policy 
2I6ROEOB 
Washington. D.C. 2(150? 

Dear Chris. 

Now that we have launched the first pilot phase of the Insure Kids Now hotline I want to clarify the 
role of the National Governors' Association (NGA) as a partner in this effort. The ctirrenl relalionship 
be I ww n ihe NGA Muff workinj: on the hotlino. the White Motive ,'iticl adininisiralinn stul'f is wry 
pnvitiw and the NGA ̂  pleased to be a part of this important effort. 

When NGA agreed to oversee the initial implementation of the hotline and contracted with AT&T to 
pay the long distance telephone charges on behalf of the states, we did so with the understanding that 
the administration planned to include funding for ongoing operations of the hotline in the federal fiscal 
year 2000 hudjiei rec|iies!. We assume ihis is still ihc case. Il is still our plan thai when thai fiiiulini: 
becomes available in the federal biukel in the fall of I ' * ' ' ' ' , wc will transfer ihe manaucmenl and 
operations of the hotline to the U.S. Deparimeiu of Health and "luiium Services, .loan Henneberry. the 
Director of Maternal and Child Health, will coordinate the t ' " ^ ; , i ™ for NGA. 

Currently, the expenses for long distance calls are being paid for by a contribution we received from 
Hell Atlantic, which was made possible through the work of ihe administration. As you know this is a 
fired amount of money fS.V-i.OOn), wiih no commitmeni from Hell Ailanlic to provide additional fund'-
should this amount be inadequate to support the hotline until federal funding is available. We want to 
reiterate that should the volume of telephone calls exceed the estimates and exceed the budget for long 
distance charges, NGA will not be able to assume those costs without additional, new funding. We 
will monitor the progress of the hotline and call volume closely, and will continue to keep all 
inleresied parlies informed. 

Again, we are pleased to be pari of this project and on behalf of the slates remain commilied lo us 
success. Please call me if you have any questions or would like to discuss this further. 

Sincerely, 

i 
Rayn^^C^ Scheppach 
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Home 

Insure Kids Now 

State Plans 

1-877-KIDS NOW 
FREE CALL 

Feedback Other Resources 

State of Massachusetts 

LOW-COST OR FREE HEALTH INSURANCE IS NOW HERE FOR KIDS WHO NEED IT 

The State of Massachusetts has expanded MassHealth in order to provide health 
insurance to children who are presently uninsured. 

MASSHEALTH 

Your children can receive the medical services they need through MassHealth. Covered 
services include regular check-ups and immunizations, school and sports physicals, 
prescription drugs, dental care, vision and hearing testing, hospital visits, and more. 

COULD MY CHILDREN QUALIFY FOR MASSHEALTH? 

It's very likely that your children could qualify for MassHealth or other public health 
insurance programs sponsored by the State of Massachusetts. Take your income and 
compare that number, along with your family size (including parents), with the income 
figures shown in the chart below. If your income falls at or below the amount on the chart, 
your children may be eligible for MassHealth or other State sponsored health insurance 
coverage. 

Number of Family Members Annual Income Under 
2 21,700 
3 27,300 
4 32,900 

NOTE: These income amounts may be revised because of changes in 
the State program or the economy. Always call your State at the number 
listed below for the most accurate numbers. 

It is important to remember that these numbers are approximate. If your family income is 
more than the amounts on the chart, your children may still qualify. The best way to find out 
if your children are eligible for MassHealth is to apply for the program. 

HOW TO GET MORE INFORMATION ABOUT MASSHEALTH 

For more information about MassHealth, 

• call 1-800- 841-2900. The operator can answer any questions that you may have 
about the program and can even send you an application in the mail. 
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• Visit the MassHealth website 
• Watch the video presentation 
• Listen to the audio presentation 

HEALTH INSURANCE GIVES YOUR CHILDREN A HEALTHY FUTURE 

Return to State Plan Information 

Insure Kids Now 1 - 8 ™ f , , N 0 W 

Home State Plans Feedback Other Resources Help 



CHILD HEALTH INSURANCE PROGRAM 
STATE PLANS 

Vomwrt 

Ccmneciicui 
New Jereey 

^ ^Detawrare 

! WasMnglon, DC 

Guam 

Amer ican Samoa 

Puerto Eico 

\Juqm Is land i 

APPROVED 
Hort l i . Mariana Islands 

PENDING 
Separate State Child 
Health Plan 

Medicaid Expansion 

mm m milpSl Combination 

Separate State Child 
Health Plan 

Medicaid Expansion 

Combination 

W-^.l NO SUBMISSIOH 

• 
* State Plan Amendment 

t State has indicated submission i s an i n i t i a l phase: 
plan amendment i s anticipated. 
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Hill of the States 
444 North Cipitol Street 
Washington. D.C. 20001-151 J 
Telephone (202)624-5100 
hif [V' ' /"-^*' .niM.org 

Chris Jennings 
Deputy Assistant to the President for 
Health Policy 
216ROEOB 
Washington. D.C, 20503 

Dear Chris: 

Now that we have launched the first pilot phase of the Insure Kids Now hotline I want to clarify the 
role of the National Governors' Association (NGA) as a partner in this effort. The current relationship 
between the NGA staff working on the hotline, the White House and administration staff is very 
powiive and ihe NGA is pleased lo be a part of this important cffnrl. 

When NGA agreed to oversee the initial implementation of the hotline and contracted wilh AT&T to 
pay the long distance telephone charges on behalf of the states, we did so with the understanding thai 
the administration planned to include funding for ongoing operations of (he hotline in the federal fiscal 
year 2000 budget request. We assume ihis is siill ihe case, ll is still our plan lhal when thai funding 
becomes available in the federal budgel in the fall of I'l'iO. we will transfer ihe management and 
operations of the hotline to the ILS. Deparlmem of Health and l uiman Services, .loan Henneberry. ihe 
Director of Maternal and Child Health, will coordinate the f -"^ '^- ' V NGA. 

Currently, the expenses for long distance calls are being paid for by a contribution we received from 
Hell Ailanlic. which was made possible through the work of the administration. As you know this is a 
ft\ed amotml of money (S.Vi.OOOi, with no commitmeni from Hell Ailanlic to provide addilional I'UIHK 

should this amount be inadequate to support the hotline until federal funding is available, We want io 
reiterate that should the volume of telephone calls exceed the estimates and exceed the budget for long 
distance charges, NGA will not be able to assume those costs without additional, new funding. We 
will monitor the progress of the hotline and call volume closely, and will continue to keep all 
inleresied parlies informed. 

Again, we are pleased to be part of this project and on behalf of ihe stales remain commilied 
success. Please call me if you have any questions or would like to discuss this further. 

lo lis 

Sincerely, 

Rayn^^C Scheppach 
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National Ciovernors' Association 
Center for Best Practices 
444 Nortti Capitol Street 
SuiLe 267 
YVashingtnn, D.C. 20001 - 1512 

Telephone (202) 624-5300 
http://www.t->ga.orq/Center 

Date: 10/23/98 

To: Devorah Adler 

Time: 1:35:19 PM 

Fax Number: 4565557 

Pages: 

From: Joy Horner 

Subject: Draft Survey to states about hotlines 

Note: Jeanne and Devorah-
I thought you might want to have a chance to add suggestions or edits to this draft 
survey before we send it out to states. 

You can mark it up and fax it back to me at 202-624-5313. 
Joy 
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Tdcph-jiic t l u i l 024-5MK.' 
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DRAFT 10/23/1998 

To: 
From : 
Rc: 

Joy Horneri'Joan Henneberry 
Infonnation Request and Verification about State Toil-Free Numbers 
for Children's Health Insurance Outreach and Enrollment Efforts 

Thank yon lor your p/irticipation in the. National Children's Health Insurance Hotline. The pilot phase, of the. 

ellort is currently underway in ten states and we are working toward the national launch in early 1999. As we 

approach the national launch wc wanted to take an opportunity to verity information that has been provided to 

the NGA about your state's hotline and to collect some information that will be published in an upcoming 

NGA Issue Brief on hotlines. The Issue Brief will provide information about trends and innovations in state 

hotlines and will feature several states that have been found to have especially helpful and efficient hotlines. 

The NGA is parlicularlv inleresied in ihe qualilv of slale holliues because of ihe polenlial impacl Ihev have on 

the success of the Goveruors' efforts lo expand health iusnrauce. to eligible, uuiusured children. In support of 

this goal Ihe NGA is involved in the collaborative effort wilh the Administration lo establishing the nalional 

hotline, which will link directly to state hotlines, and is seeking private sector involvement to promote the 

national hotline. 

The accuracy and timeliness of your response will enhance the success of this effort. Again, thank you for 

participating and we look forward to receiving the response to the survey. If you have any questions please 

feel free lo call Joy Horner al (202) 624-7854 or beller yet. e-mail her al .Jhorner((i'nga.org. Please fax Ihe 

response lo Ihis survey lo Joy Horner al (202) 624-5313. 

SURVEY INFORMATION ON STATE-WIDE HOTLINES 
The following questions refer to information about the hotline that your state has chosen to link lo the 
National Children's Health Insurance Hotline. Detailed information about the line is listed in the next 
section for your verification. Please consider only the capacity of the identified hotline in answering 
ihe questions. 

1) Whal is Ihe "group size" of Ihe holline? Thai is. how many people can call ihe line al one lime wilhoul 

gelling a busy .signal or.being transferred lo voice mail.' 
Group Size: 

2) Are hotline operators able to address questions and assist the caller with issues related to eligibility for 

SCHEP and Medicaid? Yes G N o d Medicaid only O SCHIP only • 

3) Does the caller receive the requested information or application through the mail within 5 working days? 

YesG NoG 
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4) II" ihe slale requires a birlh cerlificale or citizenship verification in order lo enroll, do holline operalors or 

eurollmeut aud eligibility staff have access to slate vital statistics, data systems such that the poteutial client is 

not required lo supply the information? 

Yes G N o G N/A because state docs not require G 

5) In the preliminary moments of the call, is the caller provided with a prompt Ihat would transfer them to a 

hotline operator that speaks a language other than English? 

YesG NoQ 

6) Do holline operators offer assistance in filling out the application over the phone? 

YesG NoCj 

7) Can Ihe holline operator submit Ihe applicalion on behalf of Ihe clienl? 

Y e s G N o G Medicaid only G SCI IIP only G 

8) Does the. hotliue have, the iulerual capacity to delermiue. how the caller fouud out about the. hotliue? 

Y c s O N o d 

9) Does the hotliue have the internal capacity to collect basic demographic data? 

Y e s O N o G 

10) Does the hotline have the internal capacity to determine the rate at which applications are submitted and 

the outcome of the applications (approved or denied- if denied, for what reason)? 

Y e s G N o G 

11) Whal has been Ihe besl decision or strategy lhal has allowed ihe holline lo achieve ihe goal of enrolling 

eligible children? 

12) What have beeu some of the state's biggest challenges iu implemeutiug aud operatiug the statewide toll 

free hotline'' 
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13) Has Ihe slale developed privale-public parluerships lhal have helped lo proniole Ihe proyram or ihe 
hotliue? 

Yes • NoG 
It "ves". please desciibe: 

14) What types of vehicles has your stale, utilized to promote, the hotliue? 

G TV ads G Targeted multi-ethnic media 

G Radio ads G Private-partnership promoiioD 

G Newspaper ads or inserts G Inlormed'involved community based organizations 

G blyers in schools G 

Please describe any of these activities that you feel were particularly innovative? 

15) Iu your opiuiou or based ou data collected from the hotliue,. what type, of publicity has resulted iu the 

highest number of calls or potentiallv eligible clients? 

(Emily has already collected informal ion about which slates have short applications, dropped assets tests, and 
conibi)icd applicalidiis etc.. so Iprubublx won't ^el into lhal in ihis siirvtr\:.) 

VERIFICATION OF INFORMATION FOR NATIONAL HOTLINE: 
(/ iv/7/ IK nsiii^ a mail merge, to fill in the. following infonnation...) 

Your state has indicated that they wish to participate in the National Children's Health Insurance Hotline and 

has provided Ihe following informal ion lo ihe NGA. Please verify lhal il is accurate and fi l l in any missing 

iuforniatiou. 
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The statewide toll-tree number that will be linked to the national hotline is: 

The POTS (Plain Old Telephone) line or terminating line that is associated with the toll tree number listed 
above is: 

The line is a "dedicated access line*' or a ""ready line"): 

(If you have a PUIS number then your line is a "ready line.") 

11 the line is a "dedicated access" line, what company is the long distance carrier'.' 

The hours ai' opera I ion of the line are: 

There is voice mail during off hours: ("Yes or No) 

The billing address is: 

The actual physical location where calls will be answered is: 

The name and number ol the contact person is: 

Please provide the fax aud the e-mail address lor the contact person: 


