























STATE OF ARKANSAS

MikE BEEBE
GOVERNOR

October 21, 2014
Fred Upton, Chairman Washington, DC 20515
House Committee on Energy and Ron Wyden, Chairman
Commerce Senate Finance Committee
2183 Rayburn House Office Building 221 Dirksen Senate Office Building
Washington, DC 20515 Washington, DC 20510
Henry A. Waxman, Ranking Member Orrin G. Hatch, Ranking Member
House Committee on Energy and Senate Finance Committce
Commerce 104 Hart Office Building
2204 Rayburn House Office Building Washington, DC 20510

Dear Chairmen Upton and Wyden, Ranking Members Waxman and Hatch;

In response to your letter of July 20, 2014, 1 have enclosed the requested
information about the Arkansas Children’s Health Insurance Program, compiled by my
Medicaid Director Dawn Stehle. We have been able to significantly reduce the number
of uninsured children in Arkansas and have been very pleased with the success of our
program. Thank you for this opportunity to share our positive results with the House and
Senate Committees.
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A RKANSAS

DEPARTMENT OF Division of Medical Services
‘ P.O. Box 1437, Slot S401 - Little Rock, AR 72203-1437
o SERVICES 501-682-8292 - Fax: 501-682-1197

October 20 2014

Fred Upton, Chairman
House Committee on Energy and Commerce

Henry A. Waxman, Ranking Member
House Committee on Energy and Commerce

Ron Wyden, Chairman
Senate Finance Committee

Orrin G. Hatch, Ranking Member
Senate Finance Committee

Congress of the United States
Washington, DC 20515

Dear Chairmen Upton and Wyden; Members Waxman and Hatch:

In response to your July 29, 2014 request for information from governors regarding the
Children’s Health Insurance Program (CHIP), | welcome this opportunity to provide information
on Arkansas’s successful CHIP program (ARKids-B and Unborn Child programs) and my
thoughts regarding the future of the CHIP program.

The ARKids First program began in Arkansas in 1997. At that time, 22% of children in Arkansas
lacked health coverage. ARKids First is made up of two programs. ARKids-A is traditional
Medicaid for children and offers low-income families a comprehensive package of benefits.
ARKids-B is funded by Title XXI (CHIP) and offers a similar benefit for families with higher
incomes. The ARKids First program has played an important role in significantly dropping the
percentage of children without access to coverage. Currently, 80,400 children in Arkansas are
provided health coverage through the ARKids-B and Unborn Child programs of which the
majority of children covered are in the ARKids-B program. .

The passage of the Patient Protection and Affordable Care Act (PPACA) has led to changes in
the administration of the ARKids-B program. Specifically, Arkansas converted the state’s
existing income eligibility standards as required by the PPACA to a Modified Adjusted Gross
Income (MAGI) equivalent standard. Additionally, as required by PPACA, Arkansas has
transferred children ages six through eighteen with incomes above 100% of the federal poverty
level (FPL) up to and including 133% FPL from the ARKids-B program into the ARKids-A
program.
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ARKids-B provides coverage for vision and dental services. These benefits have historically not
been covered through the majority of employer sponsored health plans. In the Arkansas Health
Insurance Marketplace, pediatric dental services are not required to be offered as a part of the
package of benefits along with the other essential health benefits, if a stand-alone pediatric
dental plan is offered on the Marketplace.

As previously mentioned, the CHIP program has worked well in Arkansas. The annual
allotments have been adequate and the funding formula is working appropriately. Thus, we do
not believe there is a need for Congress to address the issue of unspent allotments.

Continuing to provide coverage for children in Arkansas is imperative. Thus far, our experience
with the CHIP program in Arkansas has been overwhelmingly positive and successful and has
led to a dramatic reduction in the percentage of uninsured children. Whether coverage remains
to be provided through continued funding of CHIP or via an alternate mechanism (e.g. providing
coverage through the Marketplace), ensuring that our state’s children do not lose access to
coverage is critical.

Thank you for the opportunity to comment on Arkansas’s experience with the CHIP program
and to provide input on this important policy debate.

Sincerely,

Dawn Stehle
Medicaid Director






























OFFICE OF THE GOVERNOR

136 State Capitol
Denver, Colorado 80203
Phone (303) 866-2471
Fax 303) 866-2003

October 31, 2014

The Honorable Fred Upton
Chairman
House Energy & Commerce Committee

The Honorable Henry Waxman
Ranking Member
House Energy & Commerce Committee

STATE OF COLORADO

John W. Hickenlooper
Governor

The Honorable Ron Wyden
Chairman
Senate Finance Committee

The Honorable Orrin Hatch
Ranking Member
Senate Finance Committee

Dear Congressmen:

We are grateful for the opportunity to respond to your letter regarding continued federal funding for the
Children’s Health Insurance Program (CHIP), dated July 29, 2014.

As detailed in the enclosed pages, Colorado’s CHIP program known locally as the Child Health Plan
Plus (CHP+) is a critical component of Colorado’s commitment to ensure access to affordable and
comprehensive health insurance coverage. We are proud to have made substantial progress in reducing
the number of uninsured children in Colorado in recent years, and CHP continues to be a key driver of
that success.

In light of ongoing changes to the coverage landscape due to both state and federal health reforms, we
strongly encourage Congress to continue funding CHIP through 2019. We believe that this continued
funding period best aligns with existing CHIP policy and will provide states the opportunity to analyze
data and evaluate long-term coverage strategies that ensure individuals and families continue to have
access to coverage and access to care.

We would be happy to provide you with any additional information about Colorado’s CHIP program.
Should you have any further questions, please reach out to our Washington, D.C. Liaison, Jena Griswold,
at 202.624.5278 or jena.griswold@state.co.us.

JO  W. Hickenlooper
Governor



1. How many individuals are served by your state’s CHIP program? What are the characteristics of

CHIP envrollees in your state (e.g. income, health status, demographics).

Colorado’s CHIP program, the Colorado Child Health Plan Plus (CHP+), serves over 112,000 children
and nearly 3,000 pregnant women living between 133% and 250% FPL — roughly $31,000 to $58,000 for
a family of four, as detailed below. CHP+ is an HMO-model program administered by the Colorado
Department of Health Care Policy and Financing, which also administers Colorado Medicaid and is the
state’s single state Medicaid agency. Core demographics for our CHP+ population are as follows:'

Distinct Clients FY 2013-14
July 2013 — June 2014

Distinct
Population Clients
Children 112,395
Prenatal 2,853
Total 115,248
FY 2013-14 Distinct Client Ethnicity Distribution
Race Children Prenatal Total
American Indian 1.82% 1.37% 1.81%
Asian 2.71% 2.75% 2.71%
Black 5.64% 5.46% 5.63%
Native Hawaiian/Pacific 0.44% 0.33% 0.43%
Islander
Other 7.68% 9.85% 7.73%
Other - White 32.40% 49.83% 32.84%
Spanish American 31.80% 21.30% 31.54%
Unknown 17.52% 9.11% 17.31%
FY 2013-14 Distinct Client Distribution by Income
FPL Children Prenatal Total

0%-100% FPL? 7.97% 17.06% 8.17%
101%-150% FPL' 22.67% 12.68% 22.45%
151%-200% FPL 34.47% 19.63% 34.14%
201%-205% FPL 4.47% 8.31% 4.55%
206%-250% FPL 22.60% 37.29% 22.92%
Blank 7.83% 5.02% 7.77%

Total 100.00% 100.00% 100.00%

! Colorado Department of Health Care Policy and Financing, 2014.

? Colorado expanded Medicaid to all individuals with incomes 0-133% FPL in January 2014, and began to use the Modified Adjusted
Gross Income (MAGTI) eligibility determination criteria in October 2013. Some individuals in the 0-133% FPL income range are
listed here because the time period shown partially predates our MAGI implementation. Additional detail can be found in the

response to Question 2.
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Although our actuaries have access to beneficiaries’ encounter data for rate setting purposes, Colorado
does not directly collect information on CHP+ enrollees’ health status. A sample of CHP+ beneficiaries’
data provided by Colorado Access (the largest of our CHP+ carriers, with 37,000 members) indicates that
83 percent of the CHP+ insured population visited a primary care provider in the last year. Additionally,
CHP+ children report better general health than uninsured and Medicaid populations, but worse health
than commercially insured populations, as illustrated in the following table:

Self-Reported Health Status by Insurance Type, Children Ages 0-18, Colorado, 2013’

Yz Commercial !
CHP+ Medicaid { Shaatoes Uninsured
) C!

General Health Statl_lvs_“

E’(‘}":gg/‘gx) ‘:{y 97.0% 90.6% 98.1% 95.2%
Fair/Poor 3.0% 9.4% 1.9% 4.8%

Excellent/V o )
Good/Good 87.2% 93.6% 95.7% 84.2%

Fair/Poor .

Less than 8 poor mental
health days

8 or more poor mental
health days

2. What changes has your state made to its CHIP program as a result of the Patient Protection and
Affordable Care Act? How has the implementation of PPACA impacted the way your state
administers CHIP?

Colorado has taken a measured, bipartisan approach to implementing the Patient Protection and
Affordable Care Act (ACA). In doing so, we have built upon foundations that predate the ACA and
passed bipartisan legislation that enabled us to expand Medicaid to 133% FPL and establish a state-based
health insurance marketplace, Connect for Health Colorado (C4HC)." Pursuant to the ACA, HCPF began
using Modified Adjusted Gross Income (MAGI) methodology to calculate eligibility for both Medicaid
and CHP+. As part of that rule implementation, both programs use a 5 percent “income disregard” to
assist families whose income is close to the eligibility cutoff under MAGI methodology. As such, we
determine CHP+ eligibility for children and pregnant women if their income is less than 260% FPL.

? Colorado Health Institute analysis of the 2013 Colorado Health Access Survey, 2014.
* Senate Bill 13-200 and Senate Bill 11-200, respectively. Senate Bill 13-200 codified in pertinent part at 25.5-4-402.3; Senate Bill
11-200 codified at 10-22-101, et seq.
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The following table provides an overview of coverage options for Coloradans at or below 400% FPL, as
of January 2014:°

Eligibility Levels for Public Insurance Programs, by Population, Colorado, 2014

2014 Income
Family of 4

= — Y $143,100

$119,250

$95,400

$59,625
)
(=
[,
s
E
3
§ $44,123
g
==
= . < e $31,721
I.E
$23,850
Children Children Pregnant Parents Adults Seniors and
0-5 6-18 Women Without People with
Dependent Disabilities**
Children
Bl Medicaid Child Health Plan Plus (CHP+) [l Medicaid Newly Eligible for I Eligible for Exchange

or Exchange Subsidies Long-Term Care Medicaid Under ACA Subsidies

We have also taken steps to limit the impact of “churn” across various coverage programs to help
improve continuity of care for Colorado individuals and families. For example, in March 2014, Colorado
began providing twelve months of continuous eligibility for children in Medicaid and CHP+, even if the
family experiences a change in circumstances that effect eligibility. This policy helps prevent lapses in
continuity of care and is in place for 28 CHIP programs nationwide.® Although this was authorized by
state law that predates the enactment or implementation of the Patient Protection and Affordable Care Act
(ACA), implementation of the ACA resulted in changes to our financial models that enabled us to
implement 12-month continuous eligibility for children.’

5 Source: Colorado Health Institute, 2014.

6 Kaiser Family Foundation, State Health Facts. Accessed October 20, 2014. Available at: http://kff.org/medicaid/state-indicator/12-
mo-continuous-eligibilitymedichip/

7 Colorado Health Care Affordability Act, House Bill 09-1293, codified in pertinent part at Colo. Rev. Stat. § 25.5-4-402.3.
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3. To the extent the following is readily available and you believe it is relevant, please describe the
services and or benefits and or cost sharing currently provided in your state under CHIP that are not
comparably available through your state’s exchange or through the majority of employer sponsored
health plans in your state.

Colorado strives to improve continuity of care, to align benefits across Medicaid, CHP+, and qualified
health plans (QHPs) purchased through C4HC, and to ensure our system works seamlessly for families
and children. While CHP+ and private market individual insurance coverage have very similar benefits,
cost sharing differs significantly. Specifically, average annual cost sharing in a QHP can be roughly four
times cost sharing for CHP+, even after cost sharing reduction subsidies are accounted for.® Additionally,
although both CHP+ and QHPs establish an out-of-pocket maximum, Colorado’s CHP+ program
establishes this maximum at 5 percent of the enrollee’s income. In contrast, the out-of-pocket maximum
for QHPs is a fixed dollar amount adjusted for low-income populations, which could be as high as $5,200
for some CHP+ families. For additional information on differences in benefits and cost sharing based on
analysis conducted by Wakely Consulting Group, please see Appendix A.

Colorado’s CHP+ program has been a successful safety net coverage program since its inception. As a
testament to its success, in 2012, advocates successfully lobbied to gain access to CHP+ for dependent
children of state employees.

4. Do you recommend that CHIP funding be extended? If so, for how long and for budgeting and
planning purposes, under what timeframe should congress act upon an extension? If you do not
believe CHIP funding should be extended, what coverage (if any) do you believe CHIP enrollees in
your state would be able to obtain? How many covered children by CHIP do you estimate would
become uninsured in the absence of CHIP?

We appreciate Congress’ desire to assess whether federal CHIP funding should be renewed in light of
new coverage options provided by the ACA. At the same time, we are still implementing key provisions
of the ACA that may have significant market impacts over time and alter the value proposition for
maintaining the CHP+ program. Ultimately, our goal is to continue reducing the number of uninsured
Colorado children while ensuring that coverage options remain affordable for low-income populations.

At this time, Colorado recommends CHIP funding be reauthorized for another four years to align with
CHIP’s existing maintenance of effort requirements. Given the current coverage opportunities available
to our CHP+ population and our commitment to maintain market stability as we implement the ACA, we
firmly believe that discontinuing federal CHIP funding in any less than four years would eliminate CHP+
as a coverage option for Colorado families and create a significant financial hardship for low-income
Coloradans.

In addition to providing alignment with existing CHIP policy, a four-year funding reauthorization will
enable states to monitor coverage trends and engage stakeholders around coverage alternatives to CHIP in
the event Congress determines the CHIP program should not be reauthorized in the future. Any long-
term changes to CHIP at the federal level are likely to necessitate program, policy, and legislative changes
at the state level for which states must be given the opportunity to prepare.

¥ Wakely Consulting Group, “Comparison of Benefits and Cost Sharing in Children’s Health Insurance Programs to Qualified Health
Plans,” July 2014.

Colorado CHIP Response Page 4 of 9 October 2014



5. In spite of the restructuring and retargeting of allotments that occurred in 2009, some CHIP funding
remains unspent. Do you believe the annual allotments your state has received starting in 2009 have

been sufficient and the formula is working appropriately? Do you believe there is a need for Congress
to further address the issue of unspent allotments?

Since restructuring of the allotments occurred, Colorado has not utilized the full annual allotment of CHIP
funding. Current funding levels have enabled us to achieve our CHP+ goal of providing coverage to
pregnant women and children, and the funding that remains in Colorado’s allotment provides a critical

safety net for the CHP+ program, as it would provide a short-term funding source should Congress fail to
reauthorize CHIP funding in 2015.

6. Over the past number of years, States have worked to reduce the number of uninsured children, and
Medicaid and CHIP have been a critical component of that effort. Do you believe there are federal
policies that could help states do an even better job enrolling eligible children? What other policy
changes, if any, would help improve enrollment of eligible children, reduce the number of the
uninsured, and improve health outcomes for children in your state?

Implementation of the ACA has enabled Colorado to provide coverage options for nearly all children in
our state. We are also proud to have received over $157 million in CHIPRA performance bonuses since
2010 for our efforts to insure Colorado kids. However, to continue reducing the uninsured rate and
maintaining continuity of coverage and care among children in our state, we need to align eligibility and
enroliment policies across a broader range of social services.

Last year, Colorado launched Colorado PEAK — the Program Eligibility and Application Kit — an online
portal allowing consumers streamlined access to and application for a variety of state benefits and
services. By the end of 2014, up to 20 programs will participate in PEAK, including child care, nutrition,
and energy assistance programs. To better serve families in need, Congress should work with federal
agencies and willing states to align eligibility, enrollment, and renewal policies across social support
programs, including Medicaid, SNAP, TANF, National School Nutrition Programs, the Child Care
Subsidy Program, and others. This would reduce the administrative burden on each program and, more
importantly, provide a simpler and more holistic approach for families.
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APPENDIX A: COLORADO CHP+/QHP BENEFIT & COST SHARING COMPARISON

Qualified Health Plans,” Wakely Consulting Group, July 2014’

Wakely Consulting Group

COLORADO

The following provides a comparison of the benefits and cost sharing provisions of plans available to low
income children in the state’s Children’s Health Insurance Program (CHIP) compared to what would be
available to them through the Health Insurance Exchange {assuming enroliment as an individual in the
lowest cost silver plan). This appendix consolidates key results specific to the state. Please refer to the
body of the report for methodology, assumptions, and limitations for each comparison.

Actuarial Value and Average Cost Sharing

The following table compares the average out of pocket costs (copayments, deductibles and
coinsurance) for children enrolled in CHIP compared to the coverage that would be available through
the Exchange (with cost sharing reduction subsidies).

Income Level 160% FPL 210% FPL

Coverage CHIP QHP CHiP QHP
Actuarial Value 97.4% 86%-88% 95.3% 72%-74%
Enrollee Average Percent of 2.6% 12%-14% 4.7% 26%-28%
Allowed Claims

Average Annual Cost $90 $411-5480 $161 $891 - $960
Sharing

Out of Pocket Maximums

Member out of pocket costs are capped for coverage under both CHIP and plans offered on the
Exchange, limiting the financial exposure to families with children who have high cost medical needs.
The following compares the maximum out of pocket costs for the CHIP plans to that of Exchange
coverage, assuming enrollment as an individual in a silver plan. The maximum out of pocket costs for
CHIP differ by state and may be either 50 (e.g., the plan has no cost sharing), a fixed dollar amount, or a
percent of income (with premiums also included in the maximum out of pocket amount). Where CHIP
out of pocket costs are based on a percent of income, we have assumed a family of three and
subtracted out the annual premium for one individual to get to an estimated out of pocket maximum for
use of medical services.

Plan Type of 160% FPL 210% FPL
Maximum

CHIP % of income $925 $1,970

QHP fixed dollar $1,450 $4,750

Comparison of Benefits and Cost Sharing in CHIP to Quaffied Health Plans
luly 2014 | 63

Excerpt from “Comparison of Benefits and Cost Sharing in Children’s Health Insurance Programs to

? Full report available at: http://www.wakely.com/wp-content/uploads/2014/07/FINAL-CHIP-vs-QHP-Cost-Sharing-and-Benefits-

Comparison-First-Focus-July-2014-.pdf
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Wakely Consulting Group

Pediatri ntal and Vision Cost Sharin

The following highlights the cost sharing and limit differences for pediatric dental and vision benefits.
These are not explicitly accounted for in the AV calculation, and can be material henefits for children.

Service 160% FPL 210% FPL
CHIP QHP CHIP o], 134

Routine Vision $5 copay 50% after $10 copay 50% after
Exams deductible deductible
Eyeglasses Cost  No copay: $50- 50% after No copay: $50- 50% after

. Sharing $150 deductible $150 deductible
Dental Checkup  No copay 50% after No copay 50% after
Cost Sharing deductible deductible

Benefit Coverage and Limits

The following table summarizes the coverage of core and child-specific benefits (as outlined below) for

this state.
Type of Total CHIP QHPs (Based on EHB)
Benefit Benefits  covered  Limited Not Covered Limited Not
Covered Covered
Core 11 91% 9% 0% 91% 9% 0%
Child-Specific 14 36% 29% 36% 36% 29% 36%

The following table shows the coverage and limits for the core benefits.

CHIP EHB

Service Coverage Limits Coverage Limits

Physician Services C c
Clinic Services & Other C c
Ambulatory Health Care
Services
Laboratory & Radiological C C
Services
Durable Medical Equipment& LS Certain c
Other Medically-Related or items
Remedial Devices subject to
$2,000
annual limit

Comparisan of Benefits and Cost Sharing in CHIP to Qualified Health Plans
July 2014 Pape |64
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Wakely Consulting Group

CHIP EHB
Service Coverage Limits Coverage Limits
Inpatient Services c c
Inpatient Mental Health Cc c
Services
Surgical Services C c
Outpatient Services C c
Outpatient Mental Health Cc C
Services
Prescription Drugs c Cc
Medical Transportation - C C
Emergency Transport

The following table shows the coverage and benefit limits for child-specific benefits.

CHIP EHB
Service Coverage Limits Coverage Limits
Dental - Preventive & LS $600 c
Restorative Services
Dental - Orthodontics U u
Vision - Exams Cc C
Vision - Corrective Lenses LS $50/year C
Audiology - Exams C C
Audiology - Hearing Aids C C
ABA Therapy u La 550 sessions (age
0-8)
185 sessions (age
9-19)
(25-minute
session
increments)
Autism - General C L 550 sessions (age
0-8)
185 sessions (age
9-19)
{25-minute
session
increments)
Physical Therapy, Occupational LQ No limit (age 0-3) LQ 20 visits/year {per
Therapy, and Speech Therapy 30 visits/year {per type of therapy)
diagnosls, age 3+)
Podiatry LC Routine foot care U
not covered
except for patients
Comparison of Benefits and Cost Sharing in CHIP to Qualified Health Plans
July 2014 Page |65
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Wakely Consulting Group

CHIP EHB
Service Coverage Limits Coverage Limits
with diabetes
Habilitation C La 20 visits/year (per
type of therapy)
Enabling Services U u
Medical Transportation - Non- U u
Emergency Transport
Over-the-Counter Medications U u
Comparison of Benefits and Cost Sharing in CHIP to Qualkified Health Plans
luly 2014 Page |66
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i have provided below our responses to the six questions that you raised in your letter.

1. How many individuals are served by your state’s CHIP Program? What are the characteristics
of CHIP enrollees in your state (e.g. income, health status, demographics)?

Connecticut is currently covering 14,119 children in CHIP/HUSKY B. The PPACA Modified Adjusted Gross
Income (MAGI) conversion increased the maximum income eligibility limit for HUSKY B from 300% to
323% of the Federal Poverty Level (FPL). Additionally, Connecticut permits families with income in
excess of 323% of FPL to purchase coverage via monthly premiums. The distribution of participants
across Connecticut’s three “bands” of coverage is depicted below:

HUSKY B Annual Annual income Annual out-
. . . . Number of
premium income level level in dollars Premiums of pocket articioants
band as % of FPL (family of four)* maximum P P
Band 1 201% to $47,938-560,578 None 5% of gross 8,941
254% income
Band 2 254% to $60,579-577,035 Maximum $30 5% of gross 4,805
323% for one child, income

S50 for two or
more children
per month

Band 3 Above 323% Above $77,035 $314 per child No cap 373
per month

* As of July 1, 2014, Connecticut’s annual poverty level for a family of four is $23,850. See:
http://www.ct.gov/dss/lib/dss/PDFs/PovSMI.pdf.

This is the HUSKY B enrollment by band as reported by Xerox as of October 1, 2014:

Grand

Band1l | Band2 | Band 3
Total

Total Enroliment

) 8,941 4,805 373 14,119
by Premium Band

HUSKY B coverage is contributing to significant improvements in health outcomes for enrolled children.
Under Connecticut’s unique, self-insured managed fee-for-service system, the following results were
achieved for calendar year 2013:

° increased well-child visits in the first 15 months of fife (six or more visits) by 13.5%;
. increased well-child visits in the third, fourth, fifth and sixth year of life by 4%;




. increased access to primary care practitioners for children age 12-24 months by 4% to 99.5%;

. increased access to primary care practitioners for children age 25 months to 6 years by 3% to
97%;

] increased immunization rate for adolescents (Tdap/Td Total) by 7%;

. increased lead screening in children by 21.5%; and

. increased number and percentage of children age 3 to 19 who received preventive dental care

to 69% (HUSKY A) and 73% (HUSKY B).

The demographics of children served by CHIP/HUSKY B are as follows:

e 48.2% are female and 51.8% are male;
e 10.1% identify as African-American;

e 22.5% identify as Hispanic; and

e 70.6% identify as Non-Hispanic White.

2. What changes has your state made to its CHIP program as a result of the Patient Protection
and Affordable Care Act? How has the implementation of PPACA impacted the way your state
administers CHIP?

The PPACA Modified Adjusted Gross Income (MAGI) conversion increased the maximum income
eligibility limit for HUSKY B from 300 to 323% of the Federal Poverty Level (FPL). Additionally,
Connecticut availed itself of the option to eliminate the crowd-out for coverage.

3. To the extent the following information is readily available and you believe that it is relevant,
please describe the services and or benefit and or cost sharing currently provided in your state
under CHIP that are not comparably available through your state’s exchange or through the
majority of employer sponsored health plans in your state.

CHIP/HUSKY B provides a much broader range of behavioral health benefits than do exchange and
employer-sponsored health plans. Additionally, CHIP/HUSKY B covers dental services with among the
best geo-access of Medicaid programs in the country. Dental services are only covered through the
exchange through purchase of stand-alone plans, and are typically covered by employer-sponsored
health plans on a much more limited basis. There are no monthly premiums and a limitation on annual
out-of-pocket costs of 5% of gross income in Connecticut’s Band 1 for CHIP coverage; and a modest
monthly premium of $30 for one child and $50 for two or more children, and a limitation on annual out-
of-pocket costs of 5% of gross income in Connecticut’s Band 2. These modest cost-sharing obligations
(low if any premium, no deductible, limitations on out-of-pocket costs) are substantially less than would
be paid for a Connecticut Qualified Health Plan (QHP).



4. Do you recommend that CHIP funding be extended? If so, for how long, and for budgeting and
planning purposes, under what timeframe should Congress act upon an extension? If you do
not believe that CHIP funding should be extended, what coverage (if any) do you believe that
CHIP enrollees in your state would be able to obtain? How many children covered by CHIP
would become uninsured in the absence of CHIP?

CHIP funding should be made permanent. Over the course of its existence, CHIP has proved to be a
critical source of support for hundreds of thousands of children nationwide. The current cost-sharing
arrangement between the federal government and the states represents an appropriate balancing of
interests in the health, safety, and well-being of our children.

5. In spite of the restructuring and retargeting of allotments that occurred in 2009, some CHIP
funding remains unspent. Do you believe the annual allotments has received starting in 2009
have been sufficient and the formula is working appropriately? Do you believe there is a need
for Congress to further address the issue of unspent allotments?

Connecticut's current CHIP expenditures are at levels that will fully utilize an amount equal to our annual
allotment of funding. This has been the case for the past several fiscal years. That said, there is also an
ongoing balance of funds that have been carried forward from years prior that affects the manner in
which Connecticut accesses its federal funds, resulting in a carry-forward from year to year.

To the extent that there are states that are unable to expend their allotments, Congress could adopt a
distribution methodology that examines expenditures year over year and makes appropriate
adjustments based on demonstrated need.

6. Over the past number of years, states have worked to reduce the number of uninsured
children, and Medicaid and CHIP have been a critical component of that effort. Do you believe
there are federal policies that can help states do an even better job of enrolling eligible
children? What other policy changes, if any, would help improve enroliment of eligible
children, reduce the number of uninsured, and improve health outcomes for children in your
state?

Connecticut has been demonstrably successful though both its CHIP/HUSKY B program and Access
Health CT enrollment activities in reducing the incidence of uninsured children in Connecticut. With
respect to CHIP, the single most effective support for enrollment and continuity of care for children
served by CHIP will be extension of federal CHIP funding. Additionally, performance bonuses have
effectively incented and rewarded states that have 1) met their target for enrollment; and 2)
implemented at least five of eight identified policies that support timely access to and maintenance of
CHIP coverage {12-month continuous coverage; either no asset test or simplified asset verification; no
face-to-face interview requirement; joint application and consistent information verification processes






Delaware Health
and Social Services

Office of the Secretary

1901 N. DUPONT HIGHWAY, NEW CASTLE, DE 19720 * TELEPHONE: 302-255-9040 FAX: 302-255-4429

November 3, 2014

The Honorable Fred Upton

Chairman

House Committee on Energy and Commerce
Congress of the United States

Washington, DC 20515

The Honorable Henry A. Waxman

Ranking Member

House Committee on Energy and Commerce
Congress of the United States

Washington, DC 20515

The Honorable Ron Wyden
Chairman

Senate Finance Committee
Congress of the United States
Washington, DC 20515

The Honorable Orrin G. Hatch
Ranking Member

Senate Finance Committee
Congress of the United States
Washington, DC 20515

Thank you for the opportunity to comment on the Children’s Health Insurance Program (CHIP)
as you consider an extension of funding beyond FY 2015. CHIP has been an integral component
of the health safety net for children in low-income families since its enactment in 1997.

1. How many individuals are served by your state’s CHIP program? What are the
characteristics of CHIP enrollees in your state?

14,612 children were enrolled in Delaware’s CHIP program during State Fiscal Year
2014 (July 2013 — June 2014). This represents an unduplicated count of children who

were enrolled at any point during the year.

Demographic characteristics of the children can be found in the tables below.

Number

Gender:

Male 7,387

Female 7,225
Age

Under 5 2,677

5-8 3,650

9-12 3,530

13-15 2,516

16-18 2,239

Percent

50.5%
49.5%

18.3%
25.0%
24.2%
17.2%
15.3%



Income:
100% - 150%

FPL 7,958 54.5%
150% - 200%
FPL 6,654 45.5%

2. What changes has your state made to its CHIP program as a result of the Patient
Protection and Affordable Care Act? How has the implementation of PPACA
impacted the way your state administers CHIP?

Very few substantive changes were made to the Delaware CHIP program as a result of
PPACA. CHIP and Medicaid are administered by the same agency, the Division of
Medicaid and Medical Assistance, and CHIP offers the full range of services covered
under EPSDT. Eligibility and enrollment are integrated and children are served by the
same Managed Care Organizations (MCOs).

Changes made as a result of PPACA include adoption of MAGI eligibility rules and
transition of children between 100%-133% of FPL from CHIP to Medicaid. Children
who transitioned to Medicaid will no longer be subject to a monthly premium and will
now have access to the non-emergency transportation benefit.

3. To the extent the following information is readily available and you believe it is
relevant, please describe the services and or benefits and or cost sharing currently
provided in your state under CHIP that are not comparably available through your
state’s exchange or through the majority of employer sponsored health plans in
your state.

Cost sharing for families of children enrolled in CHIP is very minimal. The maximum
family premium is $25 per month. There are no additional co-pays with the exception of
a $10 charge for non-emergency visits to the emergency department. Since the full range
of EPSDT covered services is available to the CHIP population, these children also have
access to dental and specialized services that might not be available in exchange or
employer-sponsored health plans.

4. Do you recommend that CHIP funding be extended? If so, for how long, and for
budgeting and planning purposes, under what timeframe should Congress act upon
an extension? If you do not believe CHIP funding should be extended, what
coverage (if any) do you believe CHIP enrollees in your state would be able to
attain? How many children covered by CHIP do you estimate would become
uninsured in the absence of CHIP?

Yes, CHIP continues to provide a critical health care safety net for children. Funding
should be extended to align with the current authorization ending in 2019.
Discontinuation of funding could result in various scenarios depending on the structure of
a state’s CHIP program. Delaware administers a combination CHIP program with both a
Medicaid expansion component and a stand-alone component.



Children enrolled in the CHIP Medicaid Expansion would continue to receive services
but the state would receive the lower Medicaid FMAP rather than the CHIP enhanced
EFMAP. The state would be required to meet MOE requirements for the stand-alone
component. Beyond that, without an infusion of state funds, families would need to
purchase insurance through the marketplace. This would likely present a financial
burden for some families. There is also the concern that some children would not be
eligible for marketplace coverage due to the “family glitch” in the affordability test.

5. In spite of the restructuring and retargeting of allotments that occurred in 2009,
some CHIP funding remains unspent. Do you believe the annual allotments your
state has received starting in 2009 have been sufficient and the formula is working
appropriately? Do you believe there is a need for Congress to further address the
issue of unspent allotments?

Annual allotments have been sufficient to cover the federal portion of CHIP
expenditures. It remains to be seen whether states will benefit from the PPACA FMAP
increase without an extension of funding and review of the funding methodology.

6. Over the past number of years, States have worked to reduce the number of
uninsured children, and Medicaid and CHIP have been a critical component of that
effort. Do you believe there are federal policies that could help states do an even
better job in enrolling eligible children? What other policy changes, if any, would
help improve enrollment of eligible children, reduce the number of uninsured, and
improved health outcomes for children in your state?

Delaware is actively engaged in promoting health innovation and transformation. As
these efforts roll out, it will be necessary to critically assess the roles and value of each
program with the goal of greater integration and alignment. CHIP currently provides a
critical bridge between Medicaid and the marketplace but that need may diminish over
time. It is also essential to more seriously consider all factors which impact health
outcomes for children, including social determinants of health. Increased coordination
and alignment of eligibility policies between federal agencies would strengthen the
financial, nutritional, housing, and social supports necessary for children in low-income
families.

Thank vou.

ivi. Lalugial

Secretary
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October 10, 2014

The Honorable Fred Upton

The Honorable Henry A. Waxman
The Honorable Ron Wyden

The Honorable Orrin G. Hatch

2183 Rayburn House Office Building
Washington, D.C. 20515

Dear Congressman Upton
Congressman Waxman
Senator Wyden
Senator Hatch:

This letter is in response to the questions posed regarding the Children’s Health Insurance
Program (CHIP) in your July 29, 2014 letter. CHIP is an immensely valuable program for
reducing the rate of uninsured children. According to the U.S. Census Bureau Current
Population Survey 2013 Annual Social and Economic Supplement, Hawaii had an uninsured
children rate of 3.6%, one of the lowest in the nation. CHIP, which provides health care
coverage to 28,230 children in Hawaii, plays an important role assuring access to health care
for Hawaii's children.

1. How many individuals are served by your state’s CHIP program? What are the
characteristics of CHIP enrollees in your state (e.g. income, health status,
demographics)?

As of June 2014, 28,320 children, of which 88 were blind or disabled, benefited from
Hawaii's CHIP program. The distribution of eligible children by island of residence is 57%
Oahu, 18% Hawaii, 14% Maui, 9% Kauai, and 1% Molokai/Lanai. Of the eligible children
statewide, 1% were age <1 year, 19% age 1-5 years, and 80% age 6-19 years. Distribution
by household income is provided in the table.

% FPL # %

<150 575 2.0%
150 to <200 53 0.2%
200 to <250 21 0.1%

250 to <300 27671 97.7%
Total 28320 100.0%
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2. What changes has your state made to its CHIP program as a result of the Patient
Protection and Affordable Care Act? How has the implementation of PPACA
impacted the way your state administers CHIP?

Hawaii has implemented CHIP as a Medicaid expansion program. As such, the two
programs are fully integrated from an operational perspective. Hawaii has implemented
changes specifically required under the ACA (e.g., provider enroliment and screening), and
has successfully implemented a new eligibility system with online application capability and
interface to the federal services data hub. The implementation of PPACA has otherwise not
impacted Hawaii’'s administration of its CHIP program.

3. To the extent the following information is readily available and you believe it is
relevant, please describe the services and or benefits and or cost sharing currently
provided in your state under CHIP that are not comparably available through your
state’s exchange or through the majority of employer sponsored health plans in your
state.

Children in Hawaii covered under CHIP receive full Medicaid state plan benefits, including
EPSDT, which meet minimal essential coverage and are comparably or more available
compared to commercial health plans available in the State. Hawaii's CHIP has no cost-

sharing.

I strongly support extending the enhanced reimbursement in Medicaid, expanding provider
eligibility to other key specialties and provider types, and extending these initiatives to all of
CHIP or at least to Medicaid expansion CHIP. Commercial health plans reimburse providers
at a higher rate. The reimbursement enhancement to primary care providers in Medicaid
has been valuable, but this provision did not extend to CHIP. This has been challenging in
states, like Hawaii, that have implemented CHIP as a Medicaid expansion as it has been
difficult to implement the enhancement for primary care providers but not for CHIP providers
as Hawaii does not have a separate CHIP program.

4. Do you recommend that CHIP funding be extended? If so, for how long, and for
budgeting and planning purposes, under what timeframe should Congress act upon
an extension? If you do not believe CHIP funding should be extended, what coverage
(if any) do you believe CHIP enrollees in your state would be able to obtain? How
many children covered by CHIP do you estimate would become uninsured in the
absence of CHIP?

No child should be without health insurance, and | strongly recommend that CHIP funding
be extended. To avoid any gap in program continuity and provide stability to states, funding
should be established prior to expiration of the current funding and for a period of no less
than two years, preferably ten years.

5. In spite of the restructuring and retargeting of allotments that occurred in 2009, some
CHIP funding remains unspent. Do you believe the annual allotments your state has
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received starting in 2009 have been sufficient and the formula is working
appropriately? Do you believe there is a need for Congress to further address the
issue of unspent allotments?

The CHIP funding for Hawaii has been sufficient.

6. Over the past number of years, States have worked to reduce the number of
uninsured children, and Medicaid and CHIP have been a critical component of that
effort. Do you believe there are federal policies that could help states do an even
better job in enrolling eligible children? What other policy changes, if any, would
help improve enrollment of eligible children, reduce the number of uninsured, and
improve health outcomes for children in your state?

Looking at the federal funding given to health insurance exchanges for outreach as
precedent, providing 100% federal funding to states for outreach to identify and enroll
uninsured children would be beneficial. For younger children, increased federal funding
could be made available to public health agencies to incorporate health insurance tracking
and application assistance with immunization efforts. For school age children, schools in
receipt of federal funding could be required to verify that students have health insurance,
and schools could be required and/or given the authority to submit an application for
affordable health insurance on behalf of an uninsured student.

Thank you for the opportunity to communicate my complete support for continued funding for
the CHIP program and for other efforts to reduce the rate of uninsured children. If you have any
questions regarding these responses, please contact our State Medicaid Director, Dr. Kenneth

Fink, by phone at |GGG

NEIL ABERCROMBIE
Governor, State of Hawaii

Patricia McManaman, (DHS, Director)
Kenneth S. Fink, MD, MGA, MPH, (DHS, MQDA)





