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ADVOCACY IDANCE FOR HEALTH CENTERS AND
STATE PRIMARY CARE ASSQOCIATIONS ON IMPLEMENTATION CF
THE NEW STAT HIL.D HEALTH INSURANCE PR RANM HIP

On August 5, President Clinton signed into law the Balanced Budger Act of 1997 (P.L. 105-
33). The new law includes the State Child Health Insurance Program (SCHIP), a massive new block
grant program that will provide $20.25 billion in new funding to states over the next 5 years, and
$39.65 billion over 10 years. The funds are to be used to provide “child health assistance” to low
income children who currently lack health insurance coverage and who do not qualify for existing
forms of coverage such as Medicaid (an additional $3.25 billion over 3 years, and $7.35 biilicn over
10 years, is allocated to Medicaid for the costs of immediately expanding coverage tc children under
age 19 in families that meet current Medicaid income requirements). [t is estimated that the new
SCHIP program will ultimately cover between 3 and 5 mullion, depending on state coverage decisicons,
making it the single largest new federal health program since the creation of Medicaid itself. Given
the strictures eisewhere in the BBA on overall federal spending levels over the next § years, SCHIP
may well be the last big new federai health funding {except for the possible tobacco litigation
settlement legislation) for years to come,

The new SCHIP program wiil take effect on October 1, 1997. Beginning on that date, states
may submit their state implementation plan to HCFA (which has been designated as the administenng
agency for SCHIP within HHS). Once its plan is approved, a state may begin to implement the new
program. Because of the short time frame, and since many states will need approval from their state
legisiature, few states are expected to have their SCHIP programs up and going before the end of
1997. Nevertheless, virtually all states have begun the development of their SCHIFP plans, and thus
time will be of the essence to Health Centers and State Primary Care Associations in gearing up their
advocacy efforts on this matter. The simple fact is that, under the new SCHIP law, the decisions that
will have the greatest impact on Health Centers are aimost wholly left up to each state, making an
effective state-based advocacy effort imperative if Health Centers want 1o be piayers in the new

program.

This guidance intended to assist NACHC member Health Centers and PCAs in such efforts,
by targeting the mast critical issues, identifying objectives for advocacy, and providing suggestions
for the strategies and tactics that will be needed for success. Issues are presented in order of

importance, with a brief hackground for each. A comprehensive checklist is attached.
L hare of TP Funding

Under SCHIP, the federal government will contribute to the cost of an approved state child
health plan in much the same manner as it does for Medicaid, but at an “enhanced ccntribution” level.
The federal share of total costs will equal the federal share of the state’s Medicaid costs plus 30
1
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percent of the state’s share of such costs. Thus, for a staze with a 50 percent federal Medicaid share,
the federal SCHIP contributicn wiil be 65 percent (.30 + [.30 x .50]); for a state with a 60 percent
federal Medicaid share, the federal SCHIP contribution will be 72 percent (.60 + [.30 x .40]).

The federal payment system for SCHIP will work in much the same fashion as it does for
Medicaid. Under this system, the state must first incur costs (spend money) and then, on a quarterly
basts, submit its total spending to HCFA. After reviewing the spending for acceptability, HCFA will
send the state a check equal to the federal share of total appraved expenditures (subject to an upper
lirmit - see below). The point here is that states will have o spend their own money first, before they
bill HCF4 for the federal share of their cosis; and even after receiving the federal payment, states
will be left with their own share of those costs (that is, the balance of total state spending that
exceeds the federal share).

What separates the SCHIP program from Medicaid is that the federal SCHIP contribution is
subject to an aggregate cap on the federal share, much the same as is true of the new federal welfare
block grant (TANF). The overall federal SCHIP funds will be allocated to the states using a formula
that estimates each state’s share of the nationaf estimated total of uninsured low income children. The
Congressional Budget Office (CBO) has projected the distribution of the federal SCHIP funding to
each state over the next 5 years (copy attached). 1f, for any reason, a state’s SCHIP spending
exceeds the combined total of the maximum federal share plus its state share, it wiil have to bear /00
percent of all excess spending.

Clearly, states wishing to participate in the SCHIP block grant will feel intense pressure to
come up with their share of total SCHIP costs, and can be expected to scour their current state
budgets to find and “sweep up” any and all available funding for this purpose. However, states
face a number of restrictions on their ability to tap existing state heaith expenditures, including: (1)
they may not reduce their Medicaid income eligibility levels below those in effect on June 1, 1997;
(2) in the states of FL, NY, and PA, they must maintain state spending levels for health benefits under
the recognized state-based child heaith program at 1996 levels; (3) they may not use any other federal
funds; and (4) they may not use any funds that support “services assisted or subsidized to any
significant extent by the Federal government” (the term ‘significant’ is not defined, but the phrase
is believed to refer to key federal-state programs like WIC and the MCH block grant). Among the
most vulnerable state funding sources will be programs that support grants or contracts for services
to currently uninsured people, which in many cases are a key source of state funding for Health

Centers.

Thus, the first key objective is to make sure that states do not take current state funding
away from Health Centers in order to meet their state share under SCHIP. Undoubtedly, these
funds also support care for a significant number of uninsured adults, who represent 3/4ths of all
uninsured Americans and who will not be assisted by SCHIP in any way. The funds may also suppcrt
the cost of certain services (such as patient transportation, translation, health education, and even
prescription drugs) that may not be included in the state’s SCHIP benefit package (see I, below).

Alternatively, Health Centers may be able to leverage a key role for themselves in the
state’s SCHIP program in return for not cpposing (or even supporting) the use of some
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current state funding that flows to health centers in order to meet the state’s SCHIP share,
Achieving adequate insurance coverage for currently uninsured children who are patients of Health
Centers would be a significant achievement, so /ong as Health Centers are included as providers in
the SCHIP delivery system (see IV, below) and the newly-insured children are allowed and even
encouraged to enroll with the Centers or with insurers that include them in their SCHIP provider

networks.

Strategies:

. Health Centers and PCAs need to immediately begin gathering inteiligence on what funding
sources their state is looking at as potential sources for their SCHIP funding share, and to
identify all sources of state funding that flow to the Centers and document the key uses of

such funds.

. Where those funds support costs that will not be covered under SCHIP, key legislators and
staff of the Governor’s office and the state agency that will administer the SCHIP program
(in most, but not all, cases the Medicaid agency) should be apprised and educated, including
the effects that the removal/loss of such funding could have on the Centers’ ability to continue
caring for those who are and will remain uninsured, and/cr to provide services that will remain

unreimbursed.

. Seek out others at significant risk of losing current state funding (especially state and local
health agencies) to form coalitions to oppose such action. [n addition, other provider groups
(such as hospitals) that could experience negative effects from such funding loss, and
advocacy groups representing affected populations (seniors, minorities, homeless adults,
populations with special health needs such as mental health, etc.), may be very supportive of
maintaining current state funding levels and purposes.

. The development of the state’s SCHIP plan must necessarily invelve a public process, thus
providing opportunities for Health Centers’ to present their views and concerns on this and
other related matters, which they should do actively (see V| below).

1L ver ions (Eligibility and Benefi

The most important and fundamental structural decision each state will have to make s which
of the two major pathways it intends to take: whether to expand its current Medicaid program or to
establish (or expand) a completely separate program to provide insurance for eligible children. Since
most states are nat likely to have enough finding to extend coverage to all potentially eligible children
{(defined as all children in families with incomes up to the higher of 200 percent of poverty or 50
percentage points above the state’s current Medicaid eligibility levels), and since the new law restricts
state flexibility in setting cost-sharing levels, this key decision necessarily must involve making trade-
offs in the two areas where states do have greater flexibility - eligibility and benefits. Quite literally,
each state will face the age-old dilemma of whether ta do a little bit for many people or to do a lot
for a few. There are no easy or perfect options here; the best decision may well be different for each
state (NOTE: a state can choose to follow both pathways, if it wants to — Medicaid for certain
groups of children, and private insurance for others).
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If a state chooses the Medicaid pathway, it will be building on an existing program with many
*knowns,” and implementing the expanded coverage should be relatively easy and quick to accomplish
-- not to mention less costly to administer. For Health Centers, the Medicaid path will mean that
FOHC services are guaranteed for each newly enrolled child and that cost-based payment is also
assured (including the new ‘wrap-around' requirements). At the same time, however, choosing
Medicaid will mean that the state must guarantee full coverage to each enroiled child (an entitlement),
and that all other Medicaid rules will apply (including rules governing eligibility). Moreover,
providing coverage for the comprehensive Medicaid benefit package may well be more costly and
could lead to fewer children being covered.

If a state chooses to set up (or expand) a separate program to purchase private insurance for
eligible children, it wiil have considerable discretion in determining both eligibility rules and the benefit
package, which in turn could ailow it to cover more chiidren. Under this pathway, states can limit
eligibility by geographic area, by age, by duration of residency in the state, and even by disability
status (as long as state standards de not restrict coverage based on disabilities). In addition, each
state has several options for setting its ‘benchmark’ benefit package (the attached summary of the new
SCHIP law details these options); in the end, however, it must cover at least inpatient and outpatient
hospital services, physicians’ medical and surgical services, lab and x-ray, and well child care including
age-appropriate immunizations (and possibly some level of mental health, vision, and hearing services,
and prescribed drugs, if these are covered in the ‘benchmark chosen by the state). The state may also
cover any other services up to essentially the full Medicaid benefit package (including Health Center

services).

States do have a couple of other gptiong (70t mandates) under the private insurance pathway,
one of which is to seek a waiver from HCFA to provide “alternative coverage” through a
“community-based heaith delivery system” that could include Health Centers as major players {more
on this in IV, below). s :

You should be aware that, while national organizations that represent various parts of state
governments have not made any public statements in support of one pathway or the other, documents
from the National Governors ' Association (NGA) have emphasized the “down-sides” of taking the
Medicaid pathway, and they worked hardest to support the private insurance option in the new law.
Other groups (such as the Medicaid Directors’ association and the National Conference of State
Legislators (NCSL) have been more neutral on this isswe. Thus, many Governors can be expected
to favor the private insurance route (and their Medicaid Directors, who work for them, will likely not
oppose this choice), whereas state legislators may well be more open to looking objectively at this

question.

Thus, the second key objective is to make sure that the state covers the benefits most
needed by low income children, either by taking the Medicaid pathway or by choosing an
adequate private insurance benchmark. Only a few states are said to be considering the Medicatd
pathway, even though it would offer the best deal for eligible children and for providers such as
Health Centers. At the same time, since these children are now uninsured, any level of coverage is
better than what they now have. However, if a state takes the private insurance path, it could mean
that children in families with incomes just above the current Medicaid eligibility levels - and whose
incomes fluctuate from month to month - could end up being on Medicaid one month, on the new
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program the next month, and back on Medicaid the following month. Needless to say, this could
create an administrative and fiscal nightmare both for the state and for participating insurers and

providers.

If the state chooses as its benchmark an exceedingly skimpy private insurance package, many
insurers and provider networks may refuse to participate in the program and those that do will face
extremely low premium rates, which wiil in turn affect their payment levels to subcontracting
providers. Moreover, inadequate benefit coverage will mean that enrolled children may not get all
the services they need, and that participating providers may face the prospect of furnishing uncovered
services and difficulties in making needed referrals. Most importantly, this issue should allow Heaith
Centers and PCAs 1o link what is best for Health Centers with what is best for their state and for jts
eligible children — and to take the “high road” in supporting and advocating what is best for the
children (together with other advocacy groups).

Alternatively, Health Centers may be able to convince states to provide direct funding
for key services that are not in the benefit package through direct grants or contracts with the
Centers. These services could include family and community outreach (see III., below), patient
transportatiorn, translation/multilingual services, health/nutrition education, and the like. This would
serve to better target both the funding and the services on the chiidren who need them most, and on
the providers best able to offer those services. However, states are limited in how much they can
spend for such activities: they may not use more than 10 percent of all SCHIP spending for all costs
related to outreach (see III, below), administering SCHIP, and any direct services contracting.

Strategies:

. Health Centers and PCAs need to gather information on which pathway their state appears
to be leaning toward, the reasons for the state’s likely choice, and the process that the state
intends to use in making this decision. A :

. Other groups, both providers and child advocates, wiil undoubtedly be equally interested in
this issue, and may well prove to be allies in the effort to influence the state’s decision.

. Clearly the choice of covered benefits will also affect decisions on which provider networks
or systems of care will be chosen to deliver the covered services.

. As for the direct contracting option, Centers may find that others (such as local health or
social service agencies, and even children’s advocacy groups) are also interested in this opticn
and would support a coalition effort to accompiish it.

. State Qutreach and Enrollment Activities

A critical element of each state’s SCHIP program will be the efforts it undertakes or supports
to provide outreach and enrollment for eligible children. Each state is required to establish both
“intake” and “follow-up screening” activities to identify eligible children and to assist them in
enrolling. In these efforts, the state must make sure that children who are currently eligible for
Medicaid (an estimated 3 muilion such children across the country today) are enrolied in Medicaid and
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not in SCHIP, and is subject to financial penalties should it faii to do so. However, as noted eariier,
states are subject to a 10 percenr overail limit on spending for the combined costs of outreach,
administration, and other direct services contracting, thus limiting the amounts they will be willing
to spend for this activity.

Health centers are major providers of care to uninsured children today, serving an estimated
1.3 million such children last year -- | out of every 5 low income uninsured children in America.
They also have the confidence of their patients and communities, and are in regular communication
with them. And Health Cemters (FQHCs) are already designated as outstationed enrollment sites
in the Medicaid law, something that states should sericusty want to assure close coardination with
under their SCHIP outreach/enrollment activities. Therefore, Health Centers are clearly the very
best sites for states to use for outreach and enrollment, both for Medicaid and for SCHIP. 1f Health
Centers are able to identify and enroll eligible chiidren for SCHIP, they may also be in an excellent
position to serve as their recognized providers under SCHIP.

Thus, the third key objective is making sure that Health Centers play a central role in
all SCHIP outreach and enroilment activities. Heaith Centers have much to offer their states here,
and at a critical time for most of them (since many Governors are feeling political pressure to show
early success with their SCHIP efforts). Centers may be able to undertake these activities on a more
cost-effective basis than the state could do directly. This may also present an opportunity for Centers
to encourage states to fully implement the Medicaid outstationed eligibility activity if they have not
yet done so (the costs of doing so are not subject to any limitations).

Strategies:

. Health centers should immediately gather data on the number of uninsured chiidren served
(artached are NACHC estimates of the numbers served by all FQHCs, including look-alikes
in each state, based on Health Center UDS reports and available data from the Census
Bureau and EBRI on coverage rates in each state by income, age, race/ethnicity, and
employment). T '

. This data should be presented to key state legislators and Medicaid/SCHIP officials, as well
as to advocates and other key players, in support of funding or contracting with Health
Centers for outreach/enrollment activities.

Iv. ntification an ion of Insurance ‘Qfferors’

The state’s decision on who may offer coverage and who will provide covered services to
enrolled children is probably the single most important issue affecting Health Centers, because
it will determine whether and to what extent they will be able ta continue caring for their currently
uninsured children, as well as others in their communities, who may gain coverage through SCHIP.
At the same time, it should be clear by now that it is all but impossible to get to this issue until the
three previous issues have been dealt with.

If the state chooses the Medicaid pathway, all current rules and requirements pertaining to
Medicaid will apply (including all new requirements contained in the recently-enacted Balanced
Budget Act of 1997). Under this pathway, eligible providers would include those managed care
arganizations (and PCCM providers) that currently are recognized as Medicaid providers by the state,
as well as those for which the state (under provisions cantained in the BBA) has either guaranteed

6
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solvency or (in the case of MCOs that are owned or controlled by FQHCs) set different solvency
standards. Presumably, states with current section 1115 or 1915 waivers for their Medicaid
populations who wish to expand their demonstration to include the new SCHIP children will have to
request a modification of their current waiver o do so, perhaps presenting some new opportunities
for Health Centers to re-negotiate certain points with the siate.

If the state choases the private insurance pathway, it will have wide discretion in deciding
which (and which types of) insurers may participate in the program, subject only to its own state laws,
definitions and rules regarding what constitutes “insurance” in the state. If a state requires its
Medicaid managed care organizations to be licensed as insurers, then they should be able to
participate in the new SCHIP program (along with other state-licensed insurers).

States do have a third option: the SCHIP law allows them to seek a waiver from HCFA to
provide coverage for eligible children through “the use of a community-based health delivery system,
such as through contracts with heaith centers funded under section 330..." In such cases, however,
the state must satisfy HCFA that the use of such a system wiil (1) provide coverage for all services
included in the state’s ‘benchmark’ package, and (2) will be no more costly than the purchase of
private insurance coverage. States choosing this option could presumably bypass their own insurance
laws and rules, to secure federal certification of these community-based delivery systems, in much the
same way as the new Provider Sponscred Organizations (PSQOs) may do under the new Medicare
provisions enacted in the BBA of 1997 (here, however, only the states can request such a waiver).

Thus, the fourth objective is to make sure that Health Centers are included as key
participating providers in the state’s SCHIP program. If the state requires licensure for its
Medicaid managed care organizations, then these organizations should be abie to participate in
SCHIP, regardless of the pathway chosen by the state -- including those that were formed by or
include Heaith Centers. If nct, then the Health Center-owned MCOs or those that include Centers
may need to buy or lease anather insurer’s license, where this is allowable. Beyond this, the state may
establish additional rules or conditions of participation for insurers wishing to participate, including
standards related to access and quality of care. In such cases, Health Centers would want to make
sure that these rules provide plenty of incentives (or requirements) for MCOs to include them in their
delivery network (see V., below for more detail).

Alternatively, Health Centers may be able to canvince the state to seek a federal waiver
in order to use the ‘community-based health delivery system’ approach, at least for some
eligible groups of children. This option may be particularly relevant and important for certain
critical areas (such as rural communities) and population groups (such as farmworker or homeless
children, or those from immigrant families) who are not likely to be well-served, or even reached,
under etther major pathway; and it may be used by the state even if it chooses to use the Medicaid
and/or private insurance pathways for most of its eligible children.

Strategies:

. Once Health Centers and PCAs learn which pathway the state intends to follow, they will
need to determine whether the Heaith Center-owned MCO (if there is one) or those that
include Health Centers will be eligible to participate. States in which the approval of the
legislature is needed to implement SCHIP may present opportunities to ensure that such

MCOs are eligibie to participate in SCHIP.

-1
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. Also important is to track the state’s development of any conditicns of participation to ensure
that they do not pose barriers to Heaith Center participation and, to the extent possible, that
they include conditions which provide significant incentives for participating insurers to
subcontract with Health Centers (see V , below for more details).

. Advocacy groups - especiaily those focused on key population groups (rural, farmworkers,
homeless persons, immigrants, etc.) - may be especially supportive of efforts to include such
conditions or to use the ‘community-based delivery system’ option.

IV, ndards for Ac and Quality Assuran

As with most other decision points, states will have wide discretion in establishing standards
for insurer participation and for the operation of the provider networks furnishing care to enroiled
children under SCHIP. Among the issues the state will confront here are those related to the size and
scope of such networks, provider mix and credentialling, enrollment and disenrollment, use of default
assigniment systems, the accessibility of care and the quality of care provided. The Medicaid program
aiready lays out many such conditions, but if the state chooses another pathway it will have to
develop a whole new set of conditions governing its SCHIP program operations. In such cases, the
state’s decisions can pose either dangers or opportunities for Health Centers and PCAs (and for
other providers and advocates), depending on whether Centers are positioned to bargain well.

Thus, the fifth objective is to make-sure that the state’s standards and conditions of
participation for SCHIP provide the best possible climate for including Health Centers as
participating providers, and do not pose any barriers to their involvement. In particular, the
use of key standards for geographic, financial, linguistic/cultural, or even physical accessibility of
services {or hours of operation) could encourage insurers to contract with Health Centers, even as
they offer assurance to eligible children that their new coverage will truly guarantee access to gare.
In the same fashion, standards for the state’s use of a default (or auto-) enrollment/assignment system
could (like the new Medicaid provisions) require assurances that enrolled chiidren can maintain their
current provider-individual relationships or at least include traditional providers of care to previously
uninsured children.

Strategies: -

. As with all previous objectives, Health Centers-and PCAs wiil need to keep abreast of the
state’s decision-making process and the criteria it plans to use, and to gather and use all
available data on care currently provided by Heaith Centers for uninsured low income children
in support of efforts to ensure their proper role as SCHIP providers.

. Here, as earlier, other advocacy groups are likely to be very supportive of such measures,
since they offer key safeguards for the children who are eventually to be enrolled in the state’s

SCHIP program.
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STRATEGY AND TACTICS CHECKLIST
FOR HEALTH CENTERS AND PRIMARY CARE ASSOCIATIONS

1. Gather intelligence

Potential sources of state share of SCHIP funding

a.
b. Whether state funding for Health Centers is affected
c. What state agency will admunister SCHIP
d. Which pathway(s} the state is leaning toward taking
1. If Medicaid (for some or all), under a waiver or a state plan amendment
if. If private insurance (for some or all), what ‘benchmark’ insurance pian is the
state looking at using and whart benefits are covered
i1 Which groups (types) of children the state intends to cover under SCHIP
(what income eligibility level, what types, if any (e.g., age, disability,
residence, etc.)
e. What process will the state use in developing its SCHIP plan
i Public (administrative) hearings or meetings
it Public notice and comment process
1. Legislative hearings or even state enabling legislation (or amendments to
existing state legisiation)
f What system the state intends to use to identify and enroll eligibie chlldren
1, Direct state activity or use of grants, contracts, etc.
iL. If grants/contracts, what criteria will be used to select recipients
£. Is the state favoring certain insurers (e.g., Blue Cross-Blue Shield, certain HMOs) to

offer coverage to enrolled children

L What criteria will state use to secure bids, select insurers

i What criteria (if any) will state use regarding adequacy of insurer delivery
system (size/scope of network, access/quality standards use of traditional/
community providers, etc.)

h. Would the state consider seeking a waiver for alternatlve coverage’ through a
communnity-based system (if nat generally, then perhaps for centain areas/populations,
e.g., rural, homeless, farmworker, disabled kids)

1 What other key players will be invoived in shaping the state’s decisions (legislators,

key Commuttees, advocacy groups, etc.), and their positions on key issues
2. (zather essential data and information =

a. Number of Health Centers and sites in state, location

b. Scources of current state funding to Health Centers, and what those funds are used for
(and impact of reducing or removing such funds)

c. Number of eligible uninsured children in state, their demographics (age residence,
race/ethnicity/language, special needs, etc.)

d. Number of uninsured (eligibie) children currently served by Health Centers, by
location

e. Capacity of Health Centers to enroll and serve additional children

f. State insurance licensure laws and regulations, and who now holds such licenses

(including MCOs that are led by or include Health Centers)
Whether licensed insurers are permitted to sell or lease their license (if necessary)
Current state laws and/or regulations that pertain to health insurers (including HMOs)

P

National Association of Community Health Centers, Inc. - September, 1997 5



3. Igg velop a positign gaper presenting the Health Centers’ views on key issues

Why the state should (must) participate (number of uninsured kids who stand to
benefit; tinks between insurance status, use of services, and health status; availability
of federal support targeted to state, etc.)

Why the state should not take away funds currently supporting Health Centers to use
for its share of SCHIP costs (services, number of other uninsured persons [adults]
who would lose care, etc.)

The preferred approach {pathway) for the state to take and why (benefits to children
and to the state)

Key benefits that should (must) be covered and why (especially important if Medicaid
path is not chosen)

Why the state’s outreach and enrollment activity for SCHIP should include Health
Centers and should be linked with the Centers’ Medicaid outstationed eligibility
activities (or why the state should be doing/supporting cutstationed eligibility at
Health Centers, if they are not now doing so)

Special population groups that will need special approaches and why (e.g., children
in rural communities, homeless or farmworker children, immigrants, childen with
special needs, etc.)

Why Health Centers should be central players in the state’s SCHIP program (history,
experience/expertise, number of uninsured [and Medicaid] children now served,
number of adults in uninsured families now served {keeping families together], etc.)

1. Through their state-licensed HMO (if one exists or can be quickly formed)

ii. Through an ‘aiternative coverage’ waiver community-based system (if such
a network exists or can be quickly formed)

1. As subcontractors to participating insurers

What criteria and standards should be required of all participating insurers (especiaily
viz access, provider paticipation, quality ofcare, etc.)

4, Idgg: fy and link with ajlies on key issues or overall

b.
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Others who could lose state funding to meet SCHIP share

Advocacy groups representing popuiations that could lose services/care if funding 1s
cut or terminated

Children’s advocacy groups and groups mterested in key populations (e.g., minorities,
homeless, rural, immigrants, etc.)

Insurer and provider organizations

Providers or others interested in advocating for an “alternative coverage’ waiver (i.e.,
networking with Health Centers to provide care) or in direct services contracting
Civic or business groups (or individuals) interested in and capable of influencing state
decisions
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3. fish dir mmunication with key decisign-makers to advance positions and influence
decisions (either directly or through sources having best relationships with them)

a. Governor’s office
b. Agency that will administer SCHIP
C. Key state legislators and/or Committees (including staffers)
L Get on hearing schedule as witness(es)
i Provide ideas, suggestions, or even draft legislation or amendments as
necessary and appropriate
L. Seek and secure support from key legisiators for Health Center pasitions
v, Get key legislators to call Governor’s office or SCHIP-administering agency

on Healith Centers’ behalf (message: “This issue is very important to me;
please see that it is taken care of™")

6. Llsg_pu_b_cﬂ_ojhir_pm_q_e_s_s_ei to advance Health Center positions

Administrative hearings, mestings, or conferences

b. Media events or opportunities (including media stories or reports on the vital role
Health Centers now play in serving uninsured children and aduits, or press
conferences with other allies)

c. State public notice and comment procedures and requirements (usually found in a
state’s Admintstrative Procedures acts)
d. Legislative hearings or Committee sessions

7. Stay in touch with NACHC for more details, guidance, and information, and to let us know

how things are going in your siate

)
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A Summary of the State Child Heaith [nsurance Plan (SCHIP)

[sgue

| State Children’s Heaith [nsurance Program (SCHIEY (P.L. 105-33)

1. Geserai Approach

2. Genersl LHgibility
Reguirements

3. Trestmens of childrea
who are not citizess

4, Extidemsent piacus of

childrea’s coverage

£, Beneflts and cos
sharing

&. Provider partcipation
and payment

Federal prant-in-aid pregram (Tude XX of the Sozal Secarty Act),
which ermties parnc:pating states with approved plans (o anmuzl.
aggregale amoums of federal financual asustance o idenmiy and cnroil

targeted low income chi avaiabie puplic and private health
ingurance arrangements ide'cimid health assistancs 10 targeted

children who are ineligtbie for any cther coverage.
Slate chiid health assistance plans established under Title X0 may
utilize cne or mare of the foilowing approaches: expanded Medicaid
coverage; sstavlishmem of new. subsidized state instrance programs: or
subsidized enrollment into empicver heaith plans cr comprenensive
commumty based programs (with federal waivers). States may qse up 1@
10 percent of thewr aumumi ailouments for admmustraton costs and to pay
for neaith servicss directly from wndividiral providers.
Targeted low income children are children upder 19 with family incomes
beiow 200% of the FPL or 40 percertage poimts higher than 3 sate’s
Medicaid eliginlity levels.
States which slect 1o expand Medicaid must adhere 1o all appiicable
federal eligibility rules reiared to tremment of income and resources,
statewidensss. residency duranon of coverage, and other conditrans off
etigitnliry. 7
Staies that clect to use fimds 1o exablish new Tiale X0 insurance-
programs have broad flexability to establish conditions of digibility
(inciuding residency, satewideness. age, disability, rues for vaimation of
\Come and resources, duration of coverage, and other condittens of
siigitilityy but may act exciude children with pre-existing conditions or
discriminare in enroilment aganst children with cemain diagnoses.
SCHIP is not excepred from the crtizenship requirernentrs for recipients
of federal public asmstince under the Personal Responsibility and Werk
ity Reconciliation Act of 1996 (weifare reform). Assistance is
available to iegaily residem chstidren whe ars not citizens only (o the
extent thar a stue's SCHIP pian cmails Medicaid expaisions and children
fall imo gue of the excopions caregories for Medicad coverage.
States that use SCHIP funding to expand Medicxid must adhers m ail
faderal Medicaid aligibitity requirements (subject 1o waiver of uch
requirements by the Seczmary under Section 1115 of the Soctal Security
Agt), Children wito apply and are found sligible are ennried o
assistincs.
Stazes that use SCHIP fund 1o cstabtish Title XX insuraes plany may
linmit coverage 1o a defined number of children, thereby potentizily
demrying coverage 1o sligible children  Stares may establish cattiement
under stare Lave by guaramesing COverage under their new pragrams w all
children who apply and are found eligihle.
Staoes thar use SCHIP funds to expand Medicaid are bound by ail foderal
tenesit and cost-sharing rules (subject 1o warver of such requirements by
the Secrewary under Section 1113 of the Social Secarity Acw.
States thae use SCHIP funds io cstabiish new insurance programs may
MMmemam(mqum}ﬁm
and have additionsl cost-sharing fexdbility in the case of children with
farmily incomes al o greater tan 150% of the FPL.
States that use SCHIP fands 10 expand Medicxid must compiy with ail
federal Medicaxd conditions of sarucipenion for providers nchuding |
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7. Qutresch and
enrolbment

8. Federal funding levels
and effecive det=

3, Federai contribetions |

D SATE rograms

10. State and federai
pdminigtrason

11. Application of
federai waiver amthority

managed care coriges. Condinens inciude beneficiary grotections and
cansumer safeguards for earoiless of managed care plans

States that use fands to ostablish aew Wnsumnce programs may establish
their own condrions of partcipation for insurers, including managed care
organizayons.

States must idenmfy and screen for eligrbility under any 1osurance
program trgeted low income children who may be digible for SCHIP.
States may offer presumperve (i.c.. lemporary) Medicaid digibility o
children winle themr elipbility for insurance benefits is being determined
Funding for SCHIP allotmens 10 sates aquals $20.3 billion betwe=n ©Y
1998 and FY' 2002,

Awthorized and appropristed fiinding (eveis over the [0-vear authrorizad
life of the program exceed 5S4 Million.

Fadeval funds availahis to states with approved pians as of October 1,
1997.

States (inciuding the Distnct of Columbia) are emitled (o federal
financal conmrrbunons for the cost of chiid heailh assisance fumished 10
cligihle chuldren up to an annnal aggregare cap. State aggregate caps
based on a formnia that wkes into accowt the percentage of uninsured
low income and low income children who eside in 3 Sae. adjusted by
medical care costs.  No siame recerves [sss than 523 meilion

The faderal financial copriboton rate equals 2 sate’s federal medicai
assisuance perceniage pius 3076 of the difference berween (00 mims the
FMAP. No smie may recerve an FPMAP under SCHIP greater than 35%
Moedicaid prolubidons against provider txes and domirians apply 'o state
Tltle XCXT programs as weil States may not derfve their stare share ffom
federal funds or from sare service programs that recsrve subsandal
federal financial assistance Stares mms manntain Medicaid eligimliry
leveds at therr June 1, 1996, levels.

States must submit state plans {or approval and receive approval in order
10 quaiify for federat payments. The Heaith Care Financing
Adminismarion (HCFA) Offics of Stz Operations ahmimsiers SCHIP
State plars must be developedn acsardance with a public process and
sligiiny levels may not be raciyced without notics and hearing

States may apply for aod reosive federal warvers of the requirement that
90 percemt of SCHIP funds be spem ither on Medicaid or on bealth
inFarapce i order (o use finding to pay famly contibutions to enplayer
plans or offer children enrollment in community based heaith defivery
Systams.

States may apply for waivers of Tite XX provisions under Section 1115
of the Social Semuxity Act to conduct demonstrations tha are consisient
with the purposes of SCHIP.
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