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EXECUTIVE SUMMARY

Improving Health Outcomes for very young childrenain important issue for Mississippi to
tackle. Documented on many levels are the needgifcbd in Mississippi communities relative
to poor health outcomes. The scope of this pra@gamined closely the subject of current state
practices coupled with national research to idgn#ttionable solutions for Mississippi’s
consideration.

Based on the review of the policies and procedsuwesessfully implemented in other states, the
following recommendations are made for Mississgppdnsideration:

>

Change the Medicaid and CHIP eligibility determioatprocess to include the removal
of the face-to-face interview requirement.

Change the Medicaid and CHIP eligibility determioat process to include the
implementation of “express lane eligibility”.

Change the Medicaid and CHIP eligibility determioat process to include the
implementation of presumptive eligibility.

PCG recommends full implementation of Family-CestierMedical Homes, and

leveraging enhanced Federal Financial ParticipaftoriMedicaid Health Homes under
Section 2703 of the Affordable Care Act.

PCG recommends a Medicaid contract with a dentahaged care organization or
administrative service organization to improve asd® covered dental services.
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INTRODUCTION

As the landscape of health care access continueshifo in the country, it has become
increasingly important to understand the ability ¢bildren and families to access health care.
Research shows that infants and young childrereagapy of low income families, are most at
risk of developing health risks if basic screeniagesl routine check-ups are not administered
starting at a young age. Increased awareness amih@tance of understanding and improving
health care access to young children has led ttiamal movement to assess health care access
to children 0-4 years of age.

The Mississippi State Early Childhood Advisory Collircontracted with Public Consulting
Group, Inc. to review the state’s health resourses practices for children 0-4 years of age and
to quantify the need for health services and dgvetaommendations to make agency practices
more efficient.

The project team took a multi-step approach tossssg the state’s early childhood health care
programs including an identification of indicatmfaccess to health services through research
on health insurances status, usual source of aatemapping the types of health care providers
and services in the state. An analysis of statewidgrams and services offered through the
Department of Health was examined for informatiegarding program administration, funding,
service delivery structure, eligibility criterianmliment data, as well as the application process.
The project team engaged program administratorgesehrched publicly available information
to assess the accessibility of these programs dang children and families across the state.
Barriers to access were identified to better shitygerecommendations on options for more
efficient and effective service delivery. The cokthe current service delivery system was also
evaluated with a breakdown of state and federalighsources for early childhood health care.

Additionally, the project team conducted best pcast research of other state models across the
country. Comprehensive state delivery models folyezhildhood health services including all
spectrums of health care services from primary,cdeatal, to behavioral health were analyzed
for best practices.
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METHODOLOGY
Data requests and Program Interviews

The project team requested information for reviewth® State’s administrative policies and
procedures for key programs that serve young amnldrAdministrative data were collected to
ensure that a comprehensive understanding of thréetsaand/or administrative challenges to
improved access to health care services for review.

As data provided by the Department and the SECAdhgawith reports from relevant agencies,
were reviewed, PCG was able to develop data calecand interview tools to record
information from stakeholder interviews, independesearch, and data collection procedures.
PCG created the following standard data colleciomts:

» Agency/Program Data Reques$tandard data requests were submitted to
the agencies to ensure important documents andrialaterere gathered
for each interview session.

» Standard Interview Question$CG developed a standard set of interview
guestions for each stakeholder interview to enslrequalitative data
collected from key programs were consistent. Téwamt also explored
additional topics that may have related to speaggues or barriers to
services.

Best practice research

The project team conducted best practices reseéarghin an understanding of early childhood
and health service delivery systems and to idebifst practices in improving health and health
care for young children. PCG studied publicly &aae information to identify best practice
models from sources such as the BUILD initiativeated by the Early Childhood Funders
Collaborative, the National Center for Children Roverty’s Project THRIVE, the Ounce of
Prevention Fund, the Commonwealth Fund, and thehatAcademy for State Health Policy.
The project team requested and collected data fd@antified states and programs to better
understand the logic models associated with thesgrams.
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HEALTH CARE PROGRAM S AND SERVICES

The following section contains progre
profiles for core components of the he
care gstem in Mississippi. The prograr
profiled below are not meant to be

exhaustive list but rather key progra
relative to health care coverage access
for young children.

Mississippi Medicaid Program

Medicaid is the nation's major pub
health coverage program for I-income
Americans, financing health and I¢-term
care services for over 55 million peog
including families, people witlisabilities,
and the elderly. The Medicaid program
the third largest source of health insurance inUhéed State:- after employe-based coverage
and Medicare. As the largest program in the fed&aflety net" of public assistance progra
Medicad provides essential medical and medically reladedsices to the most vulneral
populations in society. The significance of Meditsirole in providing health insurance can
be overstated.

The Medicaid program was enacted in the same &msl thd created the Medicare progre-
the Social Security Amendments of 1965 (P.L-97). Each state designates a state agen
the single state agency for the administration efiMaid. State law has designated the Divi:
of Medicaid, Office of the Govnor, as the single state agency to administer tleelidAid
program in Mississippi.

Medicaid is jointly funded byhe Federal government and the <. The Federal governme
pays $ates for a specified percentage of program experedi, called the Fedd Medical
Assistance Percentage (FMAP). Mississippi's FMARamiag rate for FY2012 is 74.18" In
other words, Mississippi’s Medicaid federally matele is roughly 3 to 1; every dollar the st
contributes to the program is matched with threladcontributed by the federal governme
However, the state must first provide the matclstatefunds to pull down those federal doll:

Federal contributions to each state are basedstat@'s willingness to finance covered med
services and the FMAP matching formuStates must ensure they can fund their shai

1 FY2012: Federal Register, November 10, 2010 (75, No. 217), pp 69082-69084, see
[http://frwebgate.access.gpo.gov/dai/getdoc.cgi?dbname=2010_register&docid=fr101-65.pd]
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Medicaid expenditures for the care and serviceslabla under their state plan. Recognized
sources of funding for the state share of Medigaigments include:

> Legislative appropriations to the single state agen

Inter-governmental transfers (IGTs)

Certified public expenditures (CPES)

Permissible taxes and provider donations

YV V V

Before Centers for Medicare and Medicaid Servi€e¥l$) approves a state plan amendment,
they must verify that state funding sources meatiugtry and regulatory requirements so they
can authorize federal financial participation (FF#t)the covered services.

Medicaid and CHIP provide health coverage to ne@@ymillion nationally, including children,
pregnant women, parents, seniors and individuath wisabilities. In order to participate in
Medicaid, Federal law requires states to coverageqpopulation groups (mandatory eligibility
groups) and gives them the flexibility to cover eatlpopulation groups (optional eligibility
groups).

Medicaid is a means-tested entitlement programchvidetermines eligibility based on the
financial means of applicants. To qualify, applisarincome and resources must be within
certain limits. The specific income and resouroaithtions that apply to each eligibility group
are set through a combination of Federal paramatetsstate definitions. Medicaid is a program
that is targeted at individuals with low-income  Imot all of the poor are eligible, and not all
those covered are poor.

The Federal Medicaid statute defines over 50 distpopulation groups as being potentially
eligible for States’ programs. Some groups are ratmg, meaning that all states that participate
in the Medicaid program must cover them; others agponal. Prior to the 1980s, Medicaid
eligibility was limited to very low-income familiewith dependent children, poor elderly and
disabled individuals, and the “medically needy."gBming in the 1980s, additional eligibility
pathways were added to the Medicaid statute tovdtbo the coverage of higher income children
and pregnant women as well as other elderly andbbid individuals. The two primary
pathways to Medicaid for low-income children arsotigh (1) Section 1931 of Medicaid statute,
for those families who would have been eligible dash welfare payments under former Aid to
Families with Dependent Children (AFDC) programesjland (2) a series of targeted Medicaid
expansions for poor pregnant women and childremi@gthe 1980s.

Between 1986 and 1991, Congress gradually exteMsdicaid to new groups of pregnant
women and children. Under these provisions, statesequired to cover pregnant women and
children under age 6 with family incomes below J&3cent of the Federal poverty income
guidelines’ States are required to cover all children overatpe of five and under 19 who are in
families with income below 100 percent of the Fetlgroverty level (FPL). States have the

2100 percent of FPL is equal to a monthly incom&h591 and 133 percent of FPL is equal to $2, b1 & family
of three in 2012.
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option to go beyond the above mandatory groupsadimde pregnant women and infants below
one year of age whose family income is over 133umtb 185 percent of the FPL.

Mississippi Medicaid offers the following progranfi@ children, pregnant women, and low-
income parents with children:
» Medical Assistance (COE-085) covers both the pé&gndr needy caretakers and
children.
» Expanded Medicaid Program (COE-087) covers childi@nage 6 under 133% of
poverty.
» Infant Survival Program Medical Assistance Progré@0OE-088) covers pregnant
women and children to age one (1) under 185% oépgy
> Poverty Level Medicaid Program (COE-091) coverddechin to age 19 under 100% of
poverty.
There is no resource test for any of these programs

States establish and administer their own Medigaafjrams, and determine the type, amount,
duration, and scope of services within broad fddguadelines. States are required to cover
certain “mandatory benefits,” and can choose tovide other “optional benefits” including
prescription drugs. States receive federal matchings to provide these benefits.

Table 1. Federally Mandated Medicaid Services

Federally Mandated Services
Nurse Midwife Services
Nurse Practitioner Services (pediatric and
family)

Family Planning Services

Federally Qualified Health Center Services
Nursing Facility Services

Home Health Services

Inpatient Hospital Service

Outpatient Hospital Services

Physician Services

Laboratory and X-ray Services

Rural Health Clinic Services
Non-emergency Transportation

EPSDT Services

Optional Services Covered

Ambulatory Surgical Center Services
Inpatient Psychiatric Services
Chiropractic Services

Christian Science Sanatoria Services
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Mental Health Services

Pediatric Skilled Nursing Services
Dental Services

Disease Management Services
Durable Medical Equipment
Perinatal Risk Management Services
Podiatrist Services

Prescription Drugs

The Early and Periodic Screening, Diagnosis andtiment (EPSDT) Program is a mandatory
service under Medicaid that provides preventive amanprehensive health services for
Medicaid-eligible children and youth up to age tityeone (21). The EPSDT Program was
defined by law as part of the Omnibus Budget Reitiation Act of 1989 (OBRA 89) legislation
and includes periodic screening, vision, dental &edring services. These services were
expanded in section 1905 (r) (5) of the Social 8gclAct (the Act) to require that any
medically necessary health care service listeceatien 1905 (a) of the Act be provided to an
EPSDT beneficiary even if the service is not alddainder the State Plan.

In 2007, the Mississippi Division of Medicaid begamarketing its EPSDT program as the
“Mississippi Cool Kids” program. The Mississippi QloKids program combines screening
services and diagnostic and treatment servicesawde preventive and comprehensive health
services to Medicaid eligible beneficiaries fromtloito age twenty-one (21). Diagnostic and
treatment services which are medically necessaryraat a condition identified during a
screening must be covered by the Medicaid progmarthé extent that federal Medicaid law
allows such coverage. Expanded EPSDT servicesdadmy necessary Medicaid reimbursable
health care to correct or ameliorate illnesses eodditions found on screening. EPSDT
(Expanded) services are any medical services fitfren from birth to age 21 (eligible through
the last day of their birthday month only) thatl falitside of the regular services covered by
Medicaid and are deemed medically necessseyvices not covered, or exceeding the limits set
forth in the Mississippi State Plan, must be paathorized by Division of Medicaid (DOM) to
ensure medical necessity.

In order to administer the EPSDT program, the DOM potential EPSDT providers, including

but not limited to, the State Department of Heatither public and private agencies, private
physicians, rural health clinics, comprehensivdthedinics, and similar agencies which provide
various components of EPSDT services, must sigrERBDT specific provider agreement.

Diagnostic and treatment services are primarilyvigled by referral to other providers. A

primary care referral list of EPSDT providers ire tbounty must include pediatricians, family
and general practice physicians, internal medipimgsicians, vision and hearing providers and
dentists.

States can establish their own Medicaid provideryngnt rates within federal
requirements. States generally pay for servicesutiir fee-for-service or managed care
arrangements. Most Mississippi Medicaid servicee grovided under fee-for-service
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arrangements where the state pays providers dirntiservices rendered. States may develop
their payment rates based on:

» The costs of providing the service;

> A review of what commercial payers pay in the pievanarket; and/or

> A percentage of what Medicare pays for equivalentises.

Under managed care arrangements, states contrdficorgianizations, which are generally paid
on a monthly capitation payment rate, to deliverrecahrough networks and pay
providers. Effective January 1, 2011, DOM estalgiisithe Mississippi Coordinated Access
Network (Mississippi CAN), a coordinated care paogrfor Mississippi Medicaid beneficiaries.
DOM has contracted with two Coordinated Care Omgations (CCOs), Magnolia Health Plan
and United Healthcare, who are responsible for idiog services to individuals enrolled in
Mississippi CAN. Individuals eligible for Medicaid the following coverage groups may elect
to participate:

SS|,

Disabled Child Living at Home;

Working Disabled;

Department of Human Services Foster Care Children;

Breast/Cervical Cancer Group.

VVVVY

With the passage of HB 421 by 2012 regular sessfatiie Mississippi Legislature, DOM is
anticipating phasing in an expansion of MississigpAN beginning in January 2013.
Participation in Mississippi CAN will be mandatompder the planned expansion. In addition to
the eligibility groups listed above, Pregnant Wonwdigible for Medicaid benefits will be
included.

A person interested in applying for Medicaid call tee Medicaid Regional Office that serves
the county where the person lives. Applicationsilalsee at the Medicaid Regional Office
serving specific communities or at other locatiaisch serve children’s needs, can be obtained
on http://www.medicaid.ms.gov/ApplyForMedicaid.aspand are also mailed upon request.
When an application is received by the regional ed office, a Medicaid Specialist is
assigned to process the application, which inclublesrequirement for an in-person interview.
Depending on the eligibility group, Medicaid isalled between 45 and 90 days to process the
application.

Mississippi Children’s Health Insurance Program

Section 4901 of the Balanced Budget Act of 1997 ABE®97, P.L. 105-33) established Title
XXI of the Social Security Act and created the @reih’s Health Insurance Program (CHIP)
additional coverage group for low-income childreigection 4911 of BBA 97 establishes a
Medicaid coverage group that is parallel to theugrof children eligible for health coverage
under another provision of BBA 97, the State Cleitds Health Insurance Program (Section
4901). The two provisions allowed states to choader the passage of BBA 97, to either
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extend Medicaid for targeted low-income childrem,cteate a new SCHIP program for those
children, or coordinate both programs to covertéinget population.

Targeted low-income children are those who areatiérwise eligible for Medicaid, are not
covered under a group health plan or other ins@aamed are living with families with income
that is either: (1) above the State’s Medicaidticial eligibility standard in effect in June 1997
but less than 200 percent of the FPL; or (2) itestavith Medicaid income levels for children
already at or above 200 percent of the povertyl las®f June 1997, within 50 percentage points
over this income standard. States either can esftablspecific coverage group for targeted low-
income children or they can build upon other ergstledicaid coverage groups for children.

MISS. CODE ANN. Section 41-86-1 et seq. (1972)asgtminimum requirements for the state’s
CHIP and authorized a CHIP Commission to structrprogram consistent with minimum
standards set forth in federal and state lawsofatig the guidelines promulgated by state law,
the CHIP Commission recommended that Mississip@isldren’s Health Insurance Program
operate as a separate, fully insured program utiterdirection of the State and School
Employees’ Health Insurance Management Board. Thasibn of Medicaid also has CHIP
responsibilities and the division’s officials arémately held responsible by the Federal Centers
for Medicare and Medicaid Services for program audstiation and oversight.

The CHIP is a joint federal/state program fundesprily through a block grant from the
federal government that is based on the numbehitdfren in low-income families, the number
of those children who are uninsured, and the stas¢ factor. The federal government provides
the majority of the funding for the program. In GHllexpenditures are generally reimbursed at
the enhanced FMAP (E-FMAP), which was 81.93% %Hederal Fiscal Year 2012.

CHIP provides insurance coverage for uninsureddodml up to age 19 whose family income
does not exceed 200% of FPL. A child must be detedhineligible for Medicaid before
eligibility for CHIP can be considered. Childrentlwvicurrent health insurance coverage at the
time of application are not eligible for CHIP.

Like Medicaid, CHIP in Mississippi covers a widenga of services. Services include: health
screenings (including vision and hearing examsygngve health care such as immunizations;
inpatient and outpatient hospital care; doctor'slmic visits for well-child checkups and sick-
child care; lab services; prescription medicatiorngeglasses and hearing aids; dental care; and
mental health services. Mississippi operates psusge CHIP to provide “benchmark equivalent
plus” coverage. This means that Mississippi’'s CHiBvides all of the benefits provided by the
benchmark plan (i. e., the State and School Empkiyeife and Health Plan), as well as
additional benefits (e. g., dental and vision cage)).

The current CHIP insurer, Blue Cross Blue ShieldMigsissippi (BCBSMS), was selected
through a competitive bidding process. The curi@teement allows the insurer to operate
similar to a third-party administrator. There aepremiums or deductibles, although there may
be a small co-payment for some services for higihayme families on CHIP.
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Applications for Mississippi CHIP are available byail and at many locations that serve
children's needs including Medicaid Regional Of#ficelocal health departments,
community health centers, rural health clinics, dtH&tart centers, public schools, and some
hospitals and private clinics. Applications for GHlisimilar to Medicaid, require an in-person
interview by the parent or caretaker. It's possitlat one child in a family may qualify for
Medicaid while another may qualify for CHIP. Eligity is based on household income, the age
of each child and the insured status of each chithie. DOM Regional Office will determine the
appropriate program for each child. Eligibilityasntinuous for one year for children under age
19.

Early Intervention Program (First Steps)

First Steps is a Mississippi statewide early intation program which provides services to
children age birth to three that have developmeptajsical, or social/adaptive problems. Early
Intervention Services are designed to meet theldewental needs of each child eligible under
Part C and also the needs of his/her family relatethe child’'s development. For CY 2010,
there were 4,141 children referred to the Earlgivegntion Program. Families of these infants
and children receive a comprehensive evaluation laamde access to all necessary early
intervention services if eligible.
The eligibility requirement for infants and toddlewith developmental delays or disabilities
must be one of the following:
» Experiencing a 25% developmental delay in:
o Cognitive development;
o Physical development;
o Communication development;
o0 Social/emotional development;
o Adaptive Skills.
» A diagnosed physical or mental condition that hakigh probability of resulting in
developmental delay.
» A diagnosed medical condition that has a high podiba of causing substantial
developmental delays if early intervention serviaesnot provided.

Once a child is found eligible a team led by a isencoordinator works with the family to
develop an Individualized Family Service Plan (IF$® provide appropriate services to the
child and family using professional resources witlihe community. These services might
include: assistive technology, family educationyelepmental therapy, occupational therapy,
physical therapy, speech therapy, or psychologealices. In CY 2010, the number of children
served according to an IFSP was 4,122. These ssndace provided to families at no cost.
Medicaid pays for the majority of early intervemtiservices, with private insurance paying for
others, and federal grant funds are used to path&remainder of the services for which there is
no other funding source. First Steps is also resipte for administering the Early Hearing
Detection and Intervention Program, which coordisahe early identification and appropriate
referral to services for infants and toddlers vidkbntified hearing impairments.
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The primary goal of First Steps is to assure thatehgible infants and toddlers with
developmental disabilities receive the necessany appropriate early intervention services
throughout the state.

Vaccines for Children Program

Mississippi Law requires immunizations againstaindod diseases in order for children to enter
school, Head Start, or day care. There are alscifgp@accinations required for students
entering high school and college. The Division wimunization within the Mississippi State
Department of Health provides these necessary inpations at a low cost to ultimately
eliminate the incidence of vaccine preventable atiss in children and adolescents. These
childhood vaccinations include:

Measles, Mumps and Rubella;

Chicken Pox;

Diphtheria, Tetanus and Pertussis (Whopping Cough);

Hepatitis A and B;

Hib (Haemophilus influenza Type b);

Polio;

Influenza; and

Childhood Pneumonia.

VVVVYVYYYYVY

These services can be administered through theingscéor Children (VFC) Program which is
provided by the Division of Immunization.

The VFC was established by President Clinton’s @ttbd Immunization Initiative and passage
of the Omnibus Budget Reconciliation Act in 19%isla federally- funded and state-operated
program. VFC is jointly administered by the Divisiof Immunization at the Mississippi State
Department of Health and the Mississippi Divisidrivedicaid.

VFC allows children, zero through 18 years of agerdceive free vaccines. The eligibility
requirement for children in this program must be ohthe following:

» Must receive Medicaid,

> be Native American or Alaskan Natives; or

» has health insurance but immunizations are notreave

The creation of a medical home for children is poted by VFC by enticing provider
participation. The program also raises awarenessittthood immunizations and can reduce the
number of referrals to public health clinics. Ifafte care providers are willing to enroll in the
program and agree to follow the Advisory Commiti@e Immunization Practice¢ACIP)
Recommended Immunization Schedule they may redéwe/FC vaccine and administer the
vaccine at no charge. The provider must agree uraster the vaccine at no cost, although the
provider is allowed to charge a $10 administrafiem per vaccine if the parent is able to pay.
Clients can also be billed for a separate officeitMby providers, which are reimbursed by
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Medicaid in addition to the administration fee. Tdheare 250 private health care providers
currently enrolled in the Mississippi VFC Program.

Title V-Children’s Medical Program

Enacted in 1935 as a part of the Social Security the Title V Maternal and Child Health
Program is the Nation’s oldest Federal-State pestmg. For over 75 years, the Federal Title V
Maternal and Child Health program has provided anétation for ensuring the health of the
Nation’s mothers, women, children and youth, inglgdchildren and youth with special health
care needs, and their families. Title V converted Block Grant Program in 1981.

Specifically, the Title V Maternal and Child Heafthogram seeks to:

1. Assure access to quality care, especially for thes#h low-incomes or limited
availability of care;

2. Reduce infant mortality;

3. Provide and ensure access to comprehensive premadalpostnatal care to women
(especially low-income and at risk pregnant women);

4. Increase the number of children receiving healdessments and follow-up diagnostic
and treatment services;

5. Provide and ensure access to preventive and chitel services as well as rehabilitative
services for certain children;

6. Implement family-centered, community-based, systemsoordinated care for children
with special healthcare needs; and

7. Provide toll-free hotlines and assistance in apyjyior services to pregnant women with
infants and children who are eligible for Title X(Kledicaid).

The Maternal and Child Health Services Block Gremtludes State Formula Block Grants,

Special Projects of Regional and National Signifma (SPRANS), and Community Integrated
Service Systems (CISS) projects. Section 502 ofSbeial Security Act states that of the

amounts appropriated, up to $600,000,000, 85%rislfocation to the states, and 15 % is for
SPRANS activities. Any amount appropriated in esce$ $600,000,000 is distributed as

follows: 12.75% is for CISS activities; of the remag amount, 85% is for allocation to the

states, and 15% is to support SPRANS activitiedividual state allocations are determined by a
formula which takes into consideration the promortof the number of low-income children in a

state compared to the total number of low-incomil@m in the United States.

MSDH is the state agency responsible for adminrggethe Title V MCH Block Grant. These
funds are allocated in the central office to thdid®@s of Women's Health and Child and
Adolescent Health. CMP is located in the OfficeCtiild and Adolescent Health. All are located
organizationally within Health Services (HS). WonseHealth and Child and Adolescent Health
provide services for the three major populatiomgeted by the MCH Block Grant: women and
infants, children and adolescents, and childreh gjitecial health care needs.
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The Mississippi State Department of Health appieesand receives a formula grant each year.
In addition to the submission of a yearly applicatand annual report, State Title V programs
are also required to conduct a state-wide, compahe Needs Assessment every five years.
States and jurisdictions use their Title V fundslésign and implement a wide range of Maternal
and Child Health and Children with Special Healtare€Need activities that address National
and state needs. Unique in its design and scopeyittiernal and Child Health Block Grant to
States program:

1.
2.

3.
4.

Focuses exclusively on the entire maternal andl dtehlth population;

Encompasses infrastructure, population-based, &edtdervices for the maternal and
child health population;

Requires a unique partnership arrangement betweeeré, state and local entities;
Requires each state to work collaboratively witheotorganizations to conduct a state-
wide, comprehensive Needs Assessment every 5 years;

Based on the findings of the Needs Assessmentjresqeach state to identify state
priorities to comprehensively address the needeedoMCH population and guide the use
of the Maternal and Child Health Block Grant fundsd

May serve as the payer of last resort for direntises for the maternal and child health
population that are not covered by any other progra

Mississippi’s most recent Needs Assessment resultéee following new state priorities:

NooakwnNpE

Low birth weight and preterm birth, preconceptoame
Teen pregnancy and teen birth rate

Nutrition and physical activity

Adolescent alcohol and drug use

Violence (e.g., sexual assault, bullying)

Sexually transmitted disease

Adult immunizations

In addition to the new state priorities, MississipdNeeds Assessment also resulted in the
following new state Performance Measures:

1.

oo

© N

Percent of infants born with birth weight less tl1a500 grams

2. Rate of pregnancy among adolescents aged 15-19 year
3.
4. Percent of students who reported current cigatestée current smokeless tobacco use, or

Percent of students who met recommended levelbysigal activity

current cigar use

Percent of students who reported current alcohatjjoana or cocaine use

Percent of students who did not go to school oleadt 1 day during the prior 30 days
before because they felt they would be unsafelaidor on their way to or from school
Rate of Chlamydia, gonorrhea, and syphilis cased @@ 000 women aged 13-44 years
Percent of women aged 13-44 years who receivedflueinza vaccination within the last
year

Percent of women having a live birth who had a jmey preterm or small-for-gestational
age infant
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The Mississippi Children's Medical Program providesdical and surgical care to children with
chronic or disabling conditions. The service isikde to state residents up to 20 years of age,
born with a disabling condition, or developed aabikty or chronic illness. The Children's
Medical program can organize care for a child'sdd@mn, provide equipment and drugs, and
arrange for physical, occupational and other thesap

Table 2. Title V-Children’s Medical Program Eligibility, Services, & Application
Requirements

Eligibility

Mississippi residents from birth to age 20 areikleg Patients must qualify, based on family
income, family size, and estimated cost of treatmBEme Children’s Medical program covers the
following conditions and more:

» Spina bifida » Hydrocephalus
» Cerebral palsy » Orthopedic problems (other than frgm
» Cleft palate accidents)
» Seizure disorders » Congenital heart problems requiring
» Cystic fibrosis, sickle cell anemia, and surgery
hemophilia (through special programs) > Intestinal or urinary defects requiring
surgery

Services

Pediatric specialty care (outpatient g Services ar@ot covered for:
inpatient) include:

> Braces and other durable medical > llinesses such as colds and flu

equipment » Child care for children who are not sick
» Some drugs, such as seizure > Injuries

medications, through the State Public > Non-surgical care related to premature

Health Pharmacy birth
» Dental corrections and speech therapy » Allergies

for some conditions » Malignancies (except when
» Genetic screening referral and follow- reconstructive surgery is needed)

up » Mental, behavioral and emotional
> Pediatric social workers for evaluation disorders

and referral to other communin

resources

> Nutrition services

Except for emergencies, services must be [pre-
approved through the Children's Medigal
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Program

Application Requirements

Families apply at local health departments. A@plts must provide the documents below.

if

> A statement with specific diagnosis, requestedisesy and referral from a physician,
available.

Copies of pertinent medical reports about theildshproblem

Complete and accurate financial information

Names, relations and ages of all household members

Private insurance or Medicaid card, if applicable

Signature of parent or legal guardian

YVVYVYYV

The program currently operates a limited numbesatellite clinics throughout the state to
provide specialized care in the local communityddition to a central multi-discipline clinic in
Jackson at Blake Clinic for Children. Services un@ hospitalization, physicians’ services,
appliances, and medications. Funding for this @ogcomes from federal Maternal and Child
Health funds andther state and federal sources.

Critical Note

The Children's Medical Program (CMP), Mississip@kildren with Special Health Care

Needs Program, is in the process of reviewing aestructuring their internal policy and
procedures starting with the revision of their mutiice policy and procedural manual. It is
CMP's intent to maximize direct services and carardination efforts to meet the greatest need.
Through this process, CMP has restructured sonthefervices they currently cover for their
specialty group of patients over the age of twamtg; which includes sickle cell, cystic fibrosis,
and hemophilia patients. The discontinued covenadgeimpact office visits, emergency room
visits and hospitalization beginning January 1, 20The impact of this change has not been
determined. Anticipating the impact of this chamgeservices, CMP provided approximately
one year advance notice to all patients who mawgflected. In the interim, patients have been
urged to seek other sources of health care covetagmigh Mississippi Medicaid or private
insurance. CMP has urged patients who may benedih femployer group health or their
parents' health care plans to remain cognizant péro enrollment periods at which time they
may be added. CMP's social service staff offers&see by referring this patient population to
other resources as needed. CMP has implementdikekcand balance process in handling
authorization requests for payment from CMP prorsde€urrently, the authorization process
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entails a systematic approach to ensure that theaigst use of CMP funds is utilized and
payment is rendered on a payer-of-last-resort basis

Children/Youth Mental Health Services

The Mississippi Department of Mental Health (DMBjyision of Children and Youth Services,
has the responsibility of determining the mentadltheneeds of children/youth across the state
and administering the programs to address thosdsn&MH offers a wide array of services
through contracting with fifteen (15) comprehensigemmunity’s mental health centers
(CMHCs) and twenty-two (22) other non-profit agesciDMH administers state and federal
funds for direct community mental health servicassyouths, including CMHCs, public mental
health providers, and private non-profit serviceragies. Additionally, state match dollars for
Medicaid reimbursement for mental health services allocated annually by the State
Legislature to DMH (primarily covers assessmentsgv@ntion, outpatient services, day
treatment, and peer specialist).

DMH generally serves all children and youth in neddmental health services. DMH has
collaborated and coordinated with other agenciadeatify seriously emotionally handicapped
children in Mississippi. Mississippi uses the Diagiic and Statistical Manual of Mental
Disorders (DSM) to define children who meet theecia of a mental disorder that results in
functional impairment in basic living skills, inemental living skills, and/or social skills. On an
annual basis, nearly 35,000 children and youth irssMsippi have been identified with
severe/persistent mental health needs that impaitlives.

The range of mental health services provided tédadm and youth with serious emotional
disorders is community-based, with advocacy anghedmetworks. Most services are included
within the following major components:

1. Prevention and Early Identification Services
Prevention Programs
These programs provide services to vulnerablesitgioups prior to the development of
mental health problems. Children especially vulbkranclude children in one-parent
families, children of mentally ill parents, childref alcoholic parents, children of teen
parents, children in poor families, children of omm@oyed parents, children with an
incarcerated parent, children who have been abosedeglected and children with
physical and/or intellectual handicaps.
Early Intervention Programs
These programs are designed most often to inclukboration among service
programs and agencies. The key factor to earlyniatgion is identification of the
person, program, agency, or service that servdsea#rst contact relative to problems or
suspected problems with the child or youth. Eanlienvention is not defined as only
those services or programs designated for youndrehi It includes programs for all
ages of children and adolescents and implies iaetgion is implemented as early or as
soon as problems are suspected and/or identifiady Ehtervention programs also are
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aimed particularly at the vulnerable at-risk growdschildren and adolescents. Many
programs would have both prevention and early vet&ion components targeted at the
same at-risk populations.

2. Community-Based Nonresidential Treatment Services
Diagnostic and Evaluation Services
Diagnostic and Evaluation Services encompass apptegdormal early diagnostic and
evaluation services, i.e., psychiatric and psyofiokl evaluations, and social histories
that must be performed to develop the most apptgservice plan for each child. In the
process of diagnosing severely emotionally distdrbleildren, a variety of methods are
used ranging from observation to behavior checklgstd projective tests to structured
interview with families and clients.

The role of assessment in the system for emotiprdiiturbed children and youth is
particularly important due to the complexity of ithproblems and the failure of their
problems to fit into established diagnostic catexgor The usefulness of assessment
procedures with emotionally disturbed children ependent upon the general clinical
knowledge and skills of the professionals involhesl well as the knowledge of the
potential value of various services within the sysiof care.

Outpatient Services

Outpatient Services include individual, group, dacdily therapy and parent education
classes, as well as home-based services which m@agay not be crisis oriented. This is
the least intensive and most typically used intetio& in the mental health field. It is

provided in such diverse settings as community alemealth centers, child guidance
clinics, schools, outpatient psychiatry departmertsospitals, local health departments,
and other non-profit child service agencies.

Home-Based Services are intensive and include $&ont therapy which is provided in
the home on a 24-hour basis to families with anmreriamily orientation rather than a
therapeutic orientation of a primary client. Thesevices are aimed at maintaining the
child/children in the home and school environmedising a crisis situation for the
family.

Therapeutic Support Services

Therapeutic Support Services include staff traintransportation, and volunteer services
provided by or through the mental health providEhese differ from system wide
support services in that they are identified by thental health provider as critical to
accessing or implementation of mental health sesvic

Day Treatment

Day treatment is the most intensive of the nondadiial services that usually continues
over a longer period of time. Children typicallymain in day treatment for at least one
school year although there are programs designdarifefer lengths of participation. The
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most common day treatment model is a service thaviges an integrated set of
intensive therapeutic services with family interiren and support services involving a
child/youth for at least two hours a day, twice @eW up to five hours a day, five times
each week.

These programs frequently involve collaboratiorwleetn mental health and education
agencies. The treatment may be provided in a yaoksettings, such as regular school
settings, special school settings, or in communigntal health centers, hospitals, or
elsewhere in the community. Other models are availatilizing different formats such
as after-school or evening programs.

The specific features of day treatment programy ¥f&m one program to another, but
typically include the following:
a) Structured, prescriptive individualized and smatiugpp approaches;
b) Counseling which may include individual and growoiseling approaches;
c) Family services including family counseling, pardrdining, brief individual
counseling with parents and case management;
d) Vocational training, particularly for adolescents;
e) Crisis intervention not only to assist studentdifficult situations but to help
them improve their problem-solving skills;
f) Skills-building with an emphasis on interpersonad groblem-solving skills and
practical skills of everyday life;
g) Behavior modification with a focus on promoting sess through the use of
positive reinforcement procedures; and,
h) Recreational therapy, art therapy and music thet@ayrther aid in the social and
emotional development of these children/youth.

FASD Screening, Diagnosis and Intervention

The MDMH Division of Children and Youth Servicesptaments the Mississippi Fetal
Alcohol Spectrum Disorders (FASD) initiative in erdo improve the functioning and
quality of life of children and youth and their féies by diagnosing those with an FASD
and providing interventions based on the diagnoEiee initiative targets children who
are referred to the Community Mental Health Cen{@IHC) for services or who are
referred to one of the local Making a Plan (MAPaiTes for services.

Children’s service staff at each of the 15 commumiental health centers in the state has
received intensive FASD-specific training to enatblem to screen children for the risk
of FASD and then make referrals for diagnostic eatans through the University of
Mississippi Medical Center (UMC) Child Developmegiinic to determine if the child
does indeed have an FASD. Following the diagnastaiuation, the CMHC staff must
modify the child’s service plans to include the atrment recommendations and
behavioral interventions provided by the UMC cliaits. The community mental health
centers collect FASD-specific data and submit thasa to the FASD project staff at
MDMH in the form of monthly reports or other spdaiports.
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3. Community-Based Residential Treatment Services
Respite Services
Respite service is planned temporary care for eg@f time ranging from a few hours
within a 24-hour period to an overnight or weekestdy up to as much as 90 days
depending on program guidelines. Respite may tag&ddrm of in-home or out-of-home
services with trained respite parents or counselacsis designed to provide a planned
break for the parents from the caretaking role i child. Respite programs may be
designed as a community-based residential or neidewetial service. Respite may also
be provided on an inpatient basis in a local adedtaspital.

Emergency Short-Term Placement

This type of crisis emergency service is the typmi@nsive and immediate intervention
that would be provided at a time of crisis to theldc and family. The emergency
placement would occur outside the home and cowuidie crisis counseling as well as
the capacity for emergency evaluations if they raeeded. Services would be closely
coordinated with emergency residential servicesaises where it is determined that the
child or youth is at such risk that 24-hour care aopervision are needed beyond the
emergency short-term placement of up to 72 hours.

Therapeutic Foster Homes

These homes provide residential mental health sesvio emotionally disturbed children
or adolescents in a family setting, utilizing sjdgi trained foster parents. Therapeutic
foster care essentially involves the following teat:

a) Placement of a child with foster parents who hagenbrecruited specifically to
work with an emotionally disturbed child;

b) Provision of special training to the foster parewt@assist them in working with
an emotionally disturbed child;

c) Placement of only one child in each special fosteme (with occasional
exceptions);

d) A low staff-to-client ratio, thereby allowing clicel staff to work very closely
with each child, with the foster parents, and wbtblogical parents if they are
available;

e) Creation of a support system among the foster psrand,

f) Payment of a special stipend to the foster pardotsworking with the
emotionally disturbed child, and for participatimgthe training activities of the
program.

Therapeutic Group Homes

This type of treatment provides residential mertiablth services to children and
adolescents who are capable of functioning satsfiy in a group home setting. The
purpose of the therapeutic group care is to prowdierapeutic environment using
specially trained "house parent” staff as key thista. Service is provided in homes
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which typically serve from five to ten youth witm @rray of therapeutic interventions
utilizing program staff, as well as other mentadltie professionals.

For therapeutic group care programs, the primasioin is treatment, and the primary
target population is children/adolescents with@esiemotional disorders. A therapeutic
group home, generally, is a single home locatethencommunity. In Mississippi, the
models for treatment include the TF Model or TeaghFamily Model and the TR
(Therapeutic Recreation) Model or the TransitiamnfrHospital to Community Model.

The model for therapeutic group home services neizeg the importance of developing
specific services to help adolescents make thesitran to independent living. Services
of other child-serving agencies are sometimeszatilito reach this goal.

Residential Treatment for the Substance Abusinglésibent

This type of treatment provides residential sewit® adolescents who are capable of
functioning satisfactorily in this environment. Tharpose of the treatment is to provide
a therapeutic environment in a program to treatrobally dependent adolescents. It is
provided in facilities which typically serve fronvé to ten adolescents and provides an
array of therapeutic interventions and treatment.

For therapeutic residential programs for substaaloesing adolescents, the primary
mission is treatment and the primary target popardatis chemically dependent
adolescents. These programs, like the theraperdigpghome for emotionally disturbed
adolescents, usually are single homes located engmeral community. The model
includes psychological, educational, social andcifigesubstance abuse interventions
appropriate to adolescents.

Residential Treatment Center

This type of program provides residential treatmémt the severely emotionally
disturbed child or adolescent. A Residential TreathCenter provides 24-hour per day
treatment in a setting with multiple living unitbla to serve a wider variety of clients.
Each living unit, typically, will house 8 to 16 d¢thien or adolescents offering specialized
services, if necessary, by age or severity of ds@. A Residential Treatment Center
may have a strong medical component or a stronghgspcial approach. Other
treatment components include individual, group, afahily therapy; behavior
modification; special education and recreationatdpy.

Inpatient Psychiatric Hospital Caf8pecialized Psychiatric Hospital)

This service may be designed to provide eithereacsiiort-term (90 days or less) or
longer-term intensive psychiatric services to maeverely disturbed children or

adolescents in a hospital-based residential setAngingle hospital unit may provide

either or both types of services. This type of mervtypically, is the most expensive; the
most closely supervised with the most intensiveatinent, and has the highest
percentage of medical staff. Inpatient psychiatispital care is reserved for extreme
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situations which include youngsters who are denmatisg serious acute disorders or
particularly perplexing and difficult ongoing prephs or are an immediate danger to
themselves or others.

Inpatient Alcohol and Drug Treatmef8pecialized Substance Abuse Hospital Programs)
There are numerous similarities between inpatia@dt @mmunity residential treatment
for substance abusing adolescents. These incled®liowing: (a) both offer treatment
for drug and alcohol abuse; (b) both are 24-hoeves day a week programs; and (c)
both provide a structured daily schedule that @gibycincludes individual counseling,
group therapy, recreational activities, educati@wivities, and opportunities for family
counseling. One of the primary differences betwegatient treatment and community
residential treatment for substance abusing ademéscis that inpatient treatment
provides medical staff as active, permanent memifetise treatment team. The second
major difference between the two program typesnighie length of stay which is
typically shorter for inpatient. The average lengtlstay for inpatient treatment ranges
from 30 to 45 days.

Transitional Services

These services are designed to help adolescents thakransition to independent living
and preparation for paid employment. Such servizesbe provided in a foster home,
group living, residential treatment center, supssdi apartment, or day treatment setting.
The emphasis is to provide individuals with theomfation and skills to manage
financial, medical, housing, transportation, spié@ereational, and other daily living
needs. Close involvement is required with vocatiaducation components of school
systems, vocational rehabilitation agencies, abdr@ining programs.

4. Crisis Intervention and Emergency Response
Crisis Intervention/Emergency Response
This type of emergency response can range from dratee brief response by
appropriate mobile mental health response personpeto several hours. Triage is
typical in this type of immediate response to erigs). Emergencies can occur at a
variety of locations in the community (e.g., honmsghool, playground, etc.) and
emergency response must have the capability taonespppropriately in a timely and
professionally adequate manner. There are Crigerviantion Centers throughout the
state that provides these services, as well aé-fade help line (1-877-210-8513).

5. Family Support and Education
Family Education and Support Services
Children with mental health needs often have edoral, economic, health, vocational
and other support needs. For example, a child satlere emotional disorders may need
special education, financial assistance, and stredtliving situations. Thus, a wide
variety of services must support the delivery ohtaghealth services. Family education
programs, such as the Developing Families as Afiregram, are an important part of
this array. They are often available through comityumental health centers.
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6. Advocacy and Protection
Advocacy and Protection and Support Services
The presence of a serious emotional disorder cansaverely limit access for a child or
adolescent to available support services, e.g.atimtal rehabilitation, medical care,
dental care, health services, nutritional assistarand transportation. Therefore,
advocacy and support are provided through agescies as the Mississippi Families as
Allies Parent network, the Mississippi Chapter bé tNational Alliance on Mental
lliness, and the Mississippi Protection and Advgo@enter.

7. Other Support Services
Case Management
This is a wrap-around component of the system # tfzat provides service to children
and adolescents in any of the treatment settingsprevention/early intervention
programs. It involves brokering services for indiv@l youngsters, advocacy on their
behalf, ensuring that an adequate treatment pldevsloped and is being implemented,
reviewing client progress, and coordinating sewic€ase Management involves
aggressive outreach to the child and family in wagkwith them and with numerous
community agencies.

DMH is taking on the tremendous task of serving d¢aely childhood population in need of
mental health services. Based on discussions withHDstakeholders, the issues that are
hindering the Department from fully maximizing thrent resources are included below:

» Lack of collaboration within other state agenciesrking with early childhood
populations (such as the Department of Educatiar), e
Gaps of service coordination between CMHCs anddChrke Centers;
Prior authorization requirements hindering childf@milies from obtaining the
healthcare coverage;
Lack of sufficient training for the mental healtloskforce; and
Underutilization of EPSDT screenings for young d@freh.

VV VY

Oral Health

Department of Health, Division of Dental Services

The Mississippi’s Division of Dental Services ressdn the state’s Department of Health. The
division oversees statewide programs aimed at ptereand control of oral diseases through
assessment, policy and program development, andtaas®. The division’s programs address
children, adults, and families in communities thgbupublic health clinics, schools, and
approved dental health providers.

The programs and services provided by the DivisibDental Services include:

» Fluoride Programs- the fluoride water treatment program is a cofative way to
prevent tooth decay. When added to community waystems that may require it,
fluoride treatment can provide early, long-lastprgvention for children against oral and
dental disease. The MS fluoride program is a keamgde of collaboration in the state’s
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oral health community; funding for the program cenfimm federal and state funds, as
well as local foundations.

» Dental Sealant Program Mississippi Sealgrovides preventive dental services in
schools throughout the state. Dental screeningstablsealants, and fluoride varnish
applications are provided on-site in schools bytalgmrofessionals in the community.

» Regional Oral Health Consultants (ROHCs) -The MSDH Regional Oral Health
Consultants (ROHCs) strive to improve the oral tieaf all Mississippians by assisting
county health departments to deliver age-appraprigial health anticipatory guidance
and preventive oral health services in each pui&lth district. ROHCs are Registered
Dental Hygienists that promote information sharimgfween health professionals and
community stakeholders to educate the public aboiimportance of good oral health
and to reduce the burden of oral disease. Curretitly state has eight ROHCs, one
manages school-based dental sealant programs, thkileemaining provides education
and outreach services in public health districtessthe state.

Make a Child Smile-Head StarThis preventive dental program provides for destaeenings
and protective fluoride varnish for children enedllin Head Start. The services include a visual
oral health screening and an application of fluengrnish. With parent’'s permission, a dental
hygienist evaluates children for noticeable deptalblems and also applies a thin coating of
fluoride varnish on the child’s teeth to prevennid¢ decay. Fluoride varnish is a protective
coating of fluoride applied to teeth to preventtdédecay. It is safe and recommended for use at
least two times per year. Parents of participagteive results of their dental assessment.
The Mississippi Head Start program periodically caets a dental survey to assess the oral
health status of pre-school aged children. Theesuimforms efforts to create and implement
oral health education programs to reduce the ptmpoof children with dental caries (tooth
decay or cavities). The most recent state Head BStmtal Survey completed in 2007-2008,
assessed 2,128 children enrolled in 22 randomlgctsd centers (at the time there were 220
Head Start centers with an enrollment of 23,743%otm). The study indicated that despite the
state’'s Head Start program efforts, young childres not receiving proper oral health services.
The study found that dental decay is a major prolftar MS Head Start children, ages 3-5 with:

» 56 percent of children having cavities and/oriljs (caries experience)

> 41 percent having untreated cavities (dental decay)

» 7 percent of children needing urgent treatmenttdugain or discomfort, swollen tissue

or inability to eat
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IDENTIFIED BARRIERS TO ACCESS

Throughout our project scope, the PCG team idextifhe barriers which hinder young children
from accessing health services. Based on our ietg@svwith various stakeholders, research on
the provision of health services in other statad, @analysis of current service offerings, we were
able to identify local-level issues affecting tmepiact of community services, as well as larger
issues that have a statewide impact. For a detathtd to state comparison of Mississippi and
states with similar demographics and health catieators, please see Appendix A.

In this section, we present the identified barrigyat impact children’s ability to fully access
health services in Mississippi. Listed below are ligh-level barriers, which include supporting
feedback to clarify the barriers’ impact:

1) Health Insurance Coverage

2) Access to Primary Care

3) Access to Mental Health Care

4) Access to Dental Care

5) Other Barriers to Access

Health Insurance Coverage
Many of the stakeholders in this study noted thate are structural issues that hinder children

and families in Mississippi from obtaining the apmriate health care coverage. Certain program
requirements however, create struggles for aldchn/families to enroll into programs for health
services, particularly Medicaid and CHIP servicdsese requirements include:

a) Face-to-Face Requirement for Medicaid Certificagiand Re-Certifications: There was a
consensus amongst service providers that the mgamt of parent(s) having to
participate in a face-to-face meeting for Medicaettifications (and recertification)
deterred children/families from enrolling. Many eat(s) are not able to attend scheduled
meetings, for reasons such as transportation, ywapler organization, job/work
commitments, and child-care issues. Mississipthésonly state that has this requirement
for both Medicaid and CHIP at the initial applicatistage and the renewal phase.

b) Service Limitations and Prior Authorizations: Maaf the Medicaid benefits that are
available to children restrict the annual limits services. This caps the quantity of
provider services that are eligible for reimbursemwithin a year. Children with
medical/health issues may be unable to receive atmofi patient visits and doctor
appointments needed to address their need (sonedfitseprovide extra services, per
prior authorization approvals).

% New York requires a face-to-face meeting at theetof Medicaid enrollment, not renewal, but cowrtimunity-
based application assistance as meeting this srgaint. Tennessee requires a face-to-face meetirgnfollment
in and renewal of Medicaid, not CHIP. See Donnad&foRoss and Caryn Marks, “Challenges of ProvitHaglth
Coverage for Children and Parents in a Recesskaiser Commission on Medicaid and the Uninsuredydey
20009.
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Historically, the requirements for prior authoripats were not significantly burdensome for
providers. It was emphasized by stakeholders that requirements related to gathering
background information and validating clients’ nedaas created an additional burden for
service providers to address. Particularly ComnyuMental Health Centers (CMHCs) noted
that prior authorizations tend to delay servicesl @aneate unnecessary workloads. This is
especially troubling for young children with “mildisevere® cases, who may not be able to
access services due to the inability to satisfgrpauthorization requirements.

Due to the issues noted above, and other factuesstate’s participation rate in key programs is
not comparable to other states, even though tlseee donsiderable population of low-income
children/families that are presumably eligible &®rvices. In comparison to other states, MS
participation rate for children in Medicaid and GHis relatively close to the national average
((Nationwide: 84.8% Range Across States: 62.9%6%)86

Table 3. Medicaid/SCHIP Participation Rates

1 Massachusetts 96.0%
2 Arkansas 92.8%
3 Vermont 92.4%
4 Michigan 92.1%
5 Hawaii 91.8%
6 Delaware 91.7%
7 Maine 91.5%
8 Rhode Island 90.9%
9 lllinois 90.8%
10 | Connecticut 90.7%
11 | West Virginia 90.5%
12 | New York 90.4%
13 | Kentucky 90.0%
14 | Nebraska 90.0%
15 | Tennessee 90.09
16 | Alabama 89.6%
17 | Louisiana 89.5%
18 | Maryland 89.4%
19 | Wisconsin 88.5%
20 | Pennsylvania 88.4%
26 | Mississippi 85.4%

* Mildly severe cases refers to the children who alestrate intermediate symptoms, but may not fulsetthe
authorization requirements for services.
® Reports and Data: Medicaid/CHIP Participation RdtesureKidsNow.gov, 2011.
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However, based on the current population of-income families in Mississippi, there sha be
a larger pool of eligible enrollees. Additionallthe current program barriers also cre
inconsistencies amongst children maintaining ther@mriate health insurance coverage. It
reported that nearly 60 percent of individuals apannual renew fail to appear for the fa-to-
face interviews and nearly 90 percent of “new” &milons that Mississippi approve f
children/families are those whose coverage hadigusly lapsec® Many of the children/familie
that are able to obtain health insurance coveraggge to satisfy annual requirements
ultimately fail to maintain the adequate coveragehealth service

The Data Resource Center for Child and Adolesceatltd asessed each state’s ch
population to measure various health factors. Is wiatermined that Mississippi’s childr
lacked consistent insurance coveragnificantly in comparison to other states, illusticin the
state ranking map beldw

Map 1. Insurance Coverage Consisten¢ Percent of children lacking consistent insurani
coverage in the past year.
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I 2ignificantly lowerthan .S
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®“Losing Ground: Declines in Health Coverage forl8tén and Families in Mississippi,” the Mississiggignter
for Justice and the Mississippi Health Advocacydpam, Fall 200°
72007 National Survey of Children's Health. Datad®ese Center for Childnd Adolescent Heal
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Access to Primary Care
To adequately address the health needs of the @afltihood population, young children need to
be able to access primary health care servicesné&tveork of available health professionals in
Mississippi creates a challenge to sufficientlyyie health services to young children. It is well
documented that there are areas across the sttéath the needed medical professionals to
cover the areas’ demand. This presents problemgHiddren and families seeking services,
especially when there is a need for specializediss. Specific barriers for Mississippi’s
provider network are:
a) Ratio of 1:579 of pediatricians to persons undgedrs
b) Only 51 percent of licensed pediatricians in ttetestire Mississippi Cool Kids (EPSDT)
providers.
c) Out of 82 counties within the state, there are 88nties that currently do not have a
pediatrician, which is 46 percent of the counties.

According to the 2011 U.S. Census estimates, ther@10,913 persons under 5 years of age in
Mississippi® There are currently 364 licensed Pediatricianthénstate. This is a ratio of 1:579
for persons under the age of five. Out of the 3édnsed Pediatricians in the state, 280 currently
are providers with an open Mississippi Medicaidvmter number. This does not mean that the
provider is available to accept Medicaid benefiesrProviders with an open Medicaid provider
number may not be accepting new patients, may ae¢ Imotified the Division of Medicaid to
close their provider numbers, and for a varietytifer reasons may not be accepting patients.
Out of the 280 providers with an open Mississipgditaid provider number, there are only 188
of them that are Mississippi Cool Kids (EPSDT) pdevs.°

The following map illustrates by Mississippi co@asi

Number of persons under 5

Pediatricians

Pediatricians with an open Mississippi Medicaidvder number
Pediatricians that are Mississippi Cool Kids (EP$Poviders

VVVYY

8 United States Census Bure&etrieved May 29, 2012, from United States Ceiaireau State and County Quick
Facts: [http://quickfacts.census.gov/gfd/state SERSMI]

° Mississippi Board of Medical Licensure. July 3120

19 Mississippi EnvisionRetrieved June 12, 2012, from Mississippi Divisad Medicaid:[ https://msmedicaid.acs-
inc.com/msenvision/ProviderLocatorInquirySubmit.do]
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Map 2. Pediatricians in Mississippi Countie$'
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" Mississippi State Board of Licensure, Roster afeinised Physicians, June 2012;
[https://www.ms.gov/medical_licensure/renewal/mai}, Mississippi Envision, Medicaid Provider Search;
[https://msmedicaid.acs-inc.com/msenvision/provsarch.dp United States Census Bureau, State and County,
Mississippi, People QuickFacts; [http://quickfacensus.gov/gfd/states/28000.hHtml
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Access to Mental Health Care

The health needs of the early childhood populaitimorporate more than their physical health,
but also the mental health needs as well. It isiBogntly important for children to receive

services for diagnosed emotional disorders andrattentified mental issues. Mississippi has
been proactive in addressing the mental health she&fd children, which stakeholders

acknowledged throughout our review. There are s#8les with connecting children to the
needed mental health services. Based on the 20@y by the Data Resource Center for Child
and Adolescent Health, the percentage of childrerMississippi with problems requiring

counseling who receive MH services is significanlbyver than other states. This point is
illustrated in the state ranking map beféw

Map 3. Mental Health Care; Percent of children with problems requiring coungsey who
received mental health care (age 2-17)

s
State Ranking
Highar=EBeatter Parformanca
I Significantly highar than U.3. L
fEE] Higher than U. 3. but not significant
{7 Lowearthan U.3. but not significant

[ Significantly lower than LS.
Stalistieal significance: p< 05

122007 National Survey of Children’s Health. Datas®ece Center for Child and Adolescent Health.
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Access to Dental Care

Mississippi currently does not have a strong netwairdental service providers to fully serve

the early childhood population. Subsequently, therall oral health of children in the state is

suffering. Mississippi ranked as one of the lowstates in regards to the percent of children in
excellent or very good oral health. As identified the following illustration the state ranks

significantly lower than the rest of the couritry

Map 4. Dental Care;Percent of children in excellent or very good ofta¢alth (age 2-17)

O S  L

State Ranking
Highar=EBeatter Parformanca
I Significantly highar than U.3.
fEE] Higher than U. 3. but not significant

Lowerthan U.3. but not significant

[ Significantly lower than LS.
Stalistieal significance: p< 05

The most significant barrier to access of dentalises is the number of dentists in the state. The
chart below provides a snapshot of émtire landscape of Mississippi’s dental workfortk.

132007 National Survey of Children’s Health. Datas®ece Center for Child and Adolescent Health.
1 The National Center for Chronic Disease Preveraioth Health Promotion, Oral Health Resources, Ssempy

State._http://apps.nccd.cdc.gov/synopses/State Dedp¥StatelD=MS&Year=2009
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Table 4. Oral Health Workforce

Total Number of Oral Health Providers

Number of dentists in the state 1,193
Number of dental hygienists in the state 1,071
Number of counties without a dentist. 4 of 82 counties

Medicaid Enrolled Oral Health Providers

Number of counties in state without an enrolled Maidl dentist 5 of 82 counties
Number of dentists with at least one paid claimedi¢aid only. 484
Number of treating dentists with at least 1 claiMedicaid 484

Number of billing providers who saw 50 or more Hemnaries < 21 years 331
Medicaid
Number of billing providers who saw 100 or more d&iaries < 21 years| 276
Medicaid

Many of the stakeholders we have interviewed orrmomcated with emphasized that one of the
major factors that has led to poor oral healthonng children is the state’s extreme need for
pediatric dentists across the state. Pediatric istentespecially those that serve the early
childhood population are unique in that their spkgiallows them to better serve the oral health
needs of young children. Many general dentistsesentire families or patients of all ages and
often do not feel comfortable meeting the specaaineeds of children birth to age five.

Currently, there are only fifty five licensed petti@ dentists in the state and an estimated
210,913 persons under 5 years old; this mean tiee sayoung persons under 5 years old to
pediatric dentists is 1: 3,835.

The most recent MS Oral Health Survey of third gradconducted in 2010 found that young
children’s most common oral health problem is todéray®. The study also found that
outcomes for minority children were much lower thhat of their counter-parts; Non-Hispanic
black children have poorer oral health status imgarison to Non-Hispanic white children.
Please note that children in third grade were siasteas a proxy for the oral health of young
children due to the fact that during this age aleidhave typically developed their sixth year
molars. The assessment of sixth year molars candaan indication of the presence of periodic
check-ups or dental services prior to that age.

In addition to the shortage of pediatric dentisfisssissippi’s low-income young children also
face the barrier of having access to few providleas accept Medicaid or CHIP. The reasons for
this gap in providers varies; some stakeholdernewed that many dentists/dental specialists did
not desire to deal with Medicaid or CHIP programe ¢b paperwork and additional costs while

!> Data on persons under 5 data from U.S. Censusib(inétp://quickfacts.census.gov/qfd/states/280@(l.h
% “The Oral Health of Mississippi’s Third Grade Ghién 2009-2010 School Year,” Every Smile Counts,
Mississippi State Department of Health, Health e, Office of Oral Health
[http://www.dentalboard.ms.gov/msbde/msbde]nsf/
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others have experienced lack of payments for sesvand opt not to serve low-income families.
Of the forty licensed pediatric dentists in thetsstanly 37.5% participate in Medicaid It was
also noted that the rate structure was not encongdgr recruiting private dentists. Regardless
of the issues affecting the network of providetsré is clearly a lack of available dental
providers for children/families to access for seeg.

The following map displays the forty licensed péadtadentists, those that are Medicaid
approved and their geographic dispersion. As seeiné map, licensed pediatric dentists are
spread across the state with many regions havigfelose proximity.

Map 5. Pediatric Dentists in Mississippi Countie¥
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' Mississippi Envision, Medicaid Provider Search; $etps://msmedicaid.acs-
inc.com/msenvision/providerSearch.do]

% Mississippi Board of Dental Examiners 9/01/201Lelrised Pediatric Dentist Search;
[http://www.dentalboard.ms.gov/msbde/msbde,hdississippi Envision, Medicaid Provider Search;
[https://msmedicaid.acs-inc.com/msenvision/provsrch.df United States Census Bureau, State and County,

Mississippi, People QuickFacts;[http://quickfacemsus.gov/gfd/states/28000.hfml
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Minority Disparities

Barriers to access for early childhood health c&even more prominent in minority populations
both nationally and in Mississippi; “Among uninsdrehildren, Black children are almost 60
percent more likely than White children to have uamimet medical need. Latino children are
more than 3 1/2 times more likely than White cteluito lack a regular place to receive health
care.* African American children in the state have a hygldisproportionate percent of
inadequate health insurance coverage; they are likehg to use hospital emergency rooms and
clinics as their primary source of health care @mgared to White Mississippians. The lack of
health insurance is largely due to higher unempkymespecially in areas such as the Delta
region of northwest Mississippi, the poorest ecoicosection of the state. Therefore, African
Americans are more likely to be Medicaid recipiefitd barrier to quality care comes from not
only the lack of pediatric physicians in the stdat physician engagement with minority family
and children during medical visits. In a recentdgtupublished in “Patient Education and
Counseling,” researchers conducted surveys in A3wamity pediatric practices with a sample
of 405 children and parents. The study found tiegiatity in patient engagement experienced by
minority families were due to socioeconomic differes; low-income minority parents
experience lower levels of physician engagementpeoed to higher-income familiéS.The
study echoes the findings of previous studies whisb found that physicians are less likely to
engage minority patients. This finding suggests tt@re is a more complex relationship
between race and ethnicity and the quality of care.

Mississippi’'s Department of Health, Office of Mimyr Affairs, and Disparities Steering
Committee released a statewide plan to eliminat@alrand ethnic health care disparities in
2002%% Although, focused attention has led to greatlefiin partnerships between community-
based contractors and the State Department of iHemibhorities in the state still face barriers to
health care access and the quality of care.

In addition to efforts by the Department of Healteésearch institutes such as the Mississippi
Institute for the Improvement of Geographic Mingriealth and Health Disparities (MIGMH),
established through a competitive grant awardethbyHealth and Human Services' Office of
Minority Health Research in September 2006 focusesome of the key indicators of health
status in Mississippi and targets mechanisms toease the knowledge surrounding these
conditions along with strategies to improve thénPrograms like MIGMH provide valuable
medical resource guides, marketing and educatito@k to provide targeted assistance to
minority populations with little to no health insunce coverage.

19 “/mproving Children’s Health- Understanding Chiti's Health Disparities and Promising Approaches to
Address Them.” Children’s Defense Fund. 2006

2 Thompson, Ed; Denson, Louisa Young et al. Misgjsistate Department of Health, Office of Minorigfairs
“Mississippi’s Plan to Eliminate Racial and Ethiklealth Care Disparities” April 2002

*! Cox ED, Nackers KA, Young HN, et al. Influence ate and socioeconomic status on engagement intpedia
primary carePatient Education and Counselin012 Jun; DOI: 10.1016/j.pec.2011.09.012

?2 “Mississippi’s Plan to Eliminate Racial & Ethnic Hié¢h Care Disparities.” Mississippi State Departtreh
Health, Office of Minority Affairs, Disparities Séeing Committee. Spring 2002

% Mississippi Institute for the Improvement of Geagjnic Minority Health and Health Disparities
[http://www.migmh.com/]
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Other Barriers to Access

In addition to the program barriers we identifi@dany stakeholders noted that there is also a
general inability to obtain services due to ecorbarriers. Many of the families with young
children in Mississippi do not have the financiesources to access the needed health services.
A universal issue that was identified is the ladk tansportation, which is particularly
burdensome of the Delta region. Due to the declemmhomy, there are families unable to find
transportation to scheduled appointments, senaceecs and health facilities. In Mississippi, at
least two in five young children (birth to age B a part of low-income families.
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STATE BEST PRACTICES
Health Insurance Coverage

The Children’s Health Insurance Program ReauthbomaAct of 2009 (CHIPRA) included
many provisions designed to give states the tdwlg heed to effectively enroll eligible children
in Medicaid and the Children’s Health InsurancegPam (CHIP). A primary goal of the many
outreach and simplification initiatives authorizég the CHIPRA is to reach the 7 in 10
uninsured children who are already eligible for Mdadl and CHIP.

Even prior to CHIPRA, many states understood theni@l benefit of improving access to
public health insurance programs by reaching andllery eligible but uninsured children in
Medicaid and CHIP. In fact, following the authotiba of CHIP in 1997 and the incentive it
offered through enhanced federal matching fundsjraber of states began pursuing efforts to
link children into Medicaid and CHIP through targgtoutreached and streamlined application
and renewal processes, including cross-programieraat efforts. Examples include:

» Since 2003, Californidas allowed children to use the school lunch appba as a
Medicaid application at participating schools. Hoewe the program utilizes a two-step
process. First, a family must submit the schoothuapplication. Children eligible for
free lunch are evaluated for temporary Medicai@rasubmitting this form, where their
family provides consent. However, to receive fullverage, the family must then
complete a short supplemental form with additianfdrmation and documentation. An
evaluation of three years of this effort found tbaty 40 percent of the children who
received temporary coverage based on their schachlapplication ended up receiving
ongoing coverage, predominantly due to their failiar return the follow-up form.

» Louisianahas been utilizing a state-initiated Medicaid reakeprocess that relies @x
parteprocesses to obtain relevant information since 2W{en an enrollee comes up for
renewal in Medicaid, Louisiana takes the initiatite retrieve relevant, current
information from Food Stamp and cash assistanes fil order to complete the renewal,
rather than waiting for the family to start the eaml process. Today, about three-
quarters of enrollees are renewed without compedifMedicaid renewal form. To date,
this process has been completed manually by ditgilsitaff, but the state is currently
automating the process so that it will no longequiee staff time. Since implementing
this initiative, Louisiana’s Medicaid renewal ddniate for procedural reasons has
dramatically fallen from over 25% to just 1%.

» Florida conducted an enroliment initiative between 2000 2663 in which childcare
resource and referral agencies helped families t&tm health care application. When
the childcare eligibility worker checked a box dretelectronic childcare application
indicating that a family wanted to apply for heattbverage, they were automatically
prompted to ask an additional eight “yes or no”dioms that were then used to complete
a health coverage application. Childcare staff spdout five minutes to complete the
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additional screen to submit a Medicaid applicati@espite that added labor, the
enrollment initiative received support from Florgl@ubsidized child care agency, and,
therefore, the child care resource and referraheige were committed to it as well and
found the limited time investment to be worthwhile.

CHIPRA established “Performance Bonuses” for stadesupport the enrollment and retention
of eligible children in Medicaid and CHIP. Perfornca Bonuses provide additional federal
funding for qualifying states that have taken speateps to simplify Medicaid and CHIP
enrollment and renewal procedures and have alseased enroliment of children above a
baseline level. The Performance Bonus is designélp states with the added costs that result
when states are very successful in enrolling digdhildren in Medicaid above targets specified
in the law. To be eligible for a Performance Bomgtstes must first adopt at least five of the
following eight measures for children, which getlgrare aimed at simplifying Medicaid
enrollment and renewal for children:

12-month continuous coverage
Continuous coverage (also known as continuousbdity) guarantees a full 12 months
of coverage for children enrolled in Medicaid anHIE, regardless of changes in their
financial circumstances. This is how job-based nasce that covers most Americans
works. Continuous coverage promotes continuityasédy assuring that children do not
lose coverage due to fluctuations in income, whiehd to be small in any case.
Similarly, it encourages managed care plans toigi@ate in Medicaid and CHIP by
ensuring more stable enrollment. Continuous cower@go reduces the costs to states
that stem from "churning” the cycling of individgain and out of the program. As of
January 2012, 23 states had adopted continuousagwv/éor children in both Medicaid
and CHIP?*

No asset test (or simplified asset verification)

To satisfy this requirement, state Medicaid and Epilograms must either have no asset
test for children or simplify their rules for veyihg assets. States have long had the
discretion under federal law to not impose an assetesource test for Medicaid
eligibility, and all but four states have adoptéds tapproach for children. Because few
low- and moderate income families have substaatsslets, not requiring an asset test
does not necessarily expand eligibility, but it sloelieve both families and states of the
paperwork burden involved in documenting assets.

Joint application and the same information vertfma process for separate Medicaid and

CHIP programs
Most states with separate Medicaid and CHIP prograse a joint application form, but
this measure goes beyond the application formdaire states to use the same renewal
and supplemental forms (if any) and the same psofmsverifying information in both
programs. There are many advantages to using tme samplified process in both

2 “Medicaid and CHIP Programs”. Georgetown Univarsiealth Policy Institute, Center for Children and
Families.
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programs. Uniformity makes it easier for familienqd groups working with families) to
understand the procedures and helps prevent chifdsen slipping through the cracks in
a system with two coverage programs for childreot Bl states that have adopted
simplified enrollment and renewal processes in ChHRe carried over those procedures
to Medicaid, so it remains harder for lower-incoMedicaid-eligible children to enroll
or renew their coverage. Research demonstratesithplifying the process for Medicaid
can not only promote enrollment and retention, bytsupporting stable coverage, also
reduce costly hospitalizatioRss.

Administrative orex parterenewals
There is abundant evidence that many children toserage at renewal time, and that
administrative renewals can boost participatiorelajible children while reducing state
administrative cost® The term “administrative renewals” generally refép a process
by which states attempt to renew eligibility basedinformation available to them, for
example, through other program records or datasb&tates can satisfy this measure in
different ways. The new CHIP law describes a preocelsereby the state would send a
pre-printed form with the most current informatiavailable to the state and require the
parent or caretaker to report any changes. If thegeno changes, eligibility is renewed
and coverage continues. The law also providesalssate using aex parteprocess will
be deemed to have met this requirem&nx.partereviews occur when the state uses
information available to it through other databasesh as wage and labor records, to
verify ongoing eligibility. Federal law requiresitieer a renewal form nor a signature to
confirm ongoing eligibility under either Medicaid GHIP.

No face-to-face interview requirement

Federal law does not require face-to-face intergieithe time of application or renewal
in either Medicaid or CHIP. As of January 2009 yamlo states required an interview for
new child applicants and just one state (Mississimgmuired an interview at renewal.

Requiring parents who often lack flexibility to leawork to appear in person to apply
for or renew coverage for their children makes drendifficult for parents to seek or

retain that coverage. Families that find it helgtubpply for or renew coverage in person
still have an opportunity to do so through theestagency (or CHIP contractor) and, in
some states, at other community-based locations.

Presumptive eligibility
Presumptive eligibility allows states to authorimslth care providers, community-based
organizations, schools, and other entities (asrohéted by the state) to screen for
Medicaid and CHIP eligibility and make temporarygidility determinations. It gives
community-based outreach and enrollment assistgeewaerful tool to reach eligible
children and to provide the direct help that soramilies need to understand and

% L. Ku, “New Research Shows Simplifying Medicaidideduce Children’s Hospitalizations,” Center ortlget
and Policy Priorities (September 2007).

% B. Morrow and D. Horner, “Harnessing Technologyrtprove Medicaid and SCHIP Enrollment and Retemtio
Practices,” The Children’s Partnership and The &aZommission on Medicaid and the Uninsured (May720
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complete the application process. Most importantlyensures that children can get
medical care right away while the final eligibiligecision is pending. In addition to
making the application process easier for familieh)e presumptive eligibility enrollers

also help families gather necessary documentapi@sumptive eligibility can reduce the
administrative burden on the state to obtain mgssiformation.

Express Lane eligibility

Express Lane eligibility is a new federal optioeated by CHIPRA that allows states to
use eligibility for other public programs (such™@NF, Food Stamps, Head Start, WIC,
school lunch, and more) to determine that a chaliisBes one or more components of
eligibility for Medicaid or CHIP. For the first tig states may rely on the findings of the
other public programs, without regard to relativedynall differences in program
methodologies for determining, for example, hous&lsize or income. Express Lane
eligibility is a promising strategy to help stafexl and quickly enroll children and avoid
unnecessary and repetitive requests for informahancan add to the paperwork burden
for both families and states. Some states haveessfidly used express-lane-like
processes to identify potentially eligible childrdsntil federal guidance is issued, it is
not clear exactly what criteria will be used toatatine whether a state has implemented
this new option in a way that qualifies for the feenance Bonus.

Offer a premium assistance option

The final measure that can be used to qualify ier performance bonus is to offer a
premium assistance option. Premium assistancesdastates a way to subsidize qualified
group health and employer-sponsored coverage Wadicaid or CHIP funds. While it
is generally not considered a strategy to enradl getain children, premium assistance
can be a useful strategy for combining employer puialic funding for coverage. It was
included as one of the eight measures becausesshter premium assistance among
some policymakers remains high. Overall, enrollmergremium assistance programs is
limited, largely because only a relatively smallnher of families with uninsured
children have access to cost-effective private my® A separate provision in the CHIP
law offers states a new option that will make gieato implement premium assistance in
CHIP. The new law also includes some provisions Wi#l help states obtain needed
information from employers about the coverage tbéfer and coordinate well with
employers’ open enrollment periods.

CMS awarded nearly $300 million in FY 2011 CHIPRArf@rmance Bonuses to 23 states in

every region across the country. The amount oathard correlates with the percentage increase
in Medicaid enrollment above the baseline-the nobiielren states enroll, the higher the bonus

and states that increase enrollment more than i€epeabove the baseline receive an even
larger (“Tier 2") bonus. States that qualify fornuses have used various strategies to enroll
more children. They include cutting red tape amdashlining procedures so families can more

easily enroll their children in health coverage &a@p them covered for as long as they are
eligible.
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States also are continuing their efforts to str@aemnd improve the efficiency of their Medicaid
and CHIP programs. All states that received a Pmdace Bonus in 2010 qualified again for
2011. Five states (lllinois, lowa, New Jersey, Ndexico, and Oregon) now have six (6) of the
eight (8) possible program features in place. Sefdghe states receiving bonuses this year are
newly qualifying states. These seven states thalifepad for performance bonuses for the first
time this year implemented a variety of new progfaatures including presumptive eligibility,
Express Lane Eligibility and premium assistancesglibs. Please see Appendix B for a full
listing of states’ CHIPRA Bonuses from FY2009 thghu=Y2011.

Outreach and administrative simplification measuted help states qualify for the CHIPRA
Performance Bonuses are best practices to be evaditb promote a positive long-term impact
on access to health insurance coverage and cdgtofucare into the future. Recent results from
the National Center for Health Statistics show thatnumber of children with health insurance
has continued to climb over the past 3 years, dineageauthorization of the CHIP in February
2009% while the number of children in public health irsnce coverage through Medicaid and
CHIP grew by 5.4 percent since 20839Two of the specific practices driving increasedess
presented for consideration are detailed below.

Express Lane Eligibility

One of the key tools that CHIPRA created is therEgp Lane Eligibility (ELE) option. ELE
provides states with important new avenues to enthiat children eligible for Medicaid or CHIP
have a fast and simplified process for eligibilitgtermination or renewal. States may rely on
eligibility information from “Express Lane” agencgrograms to streamline and simplify
enrollment and renewal in Medicaid and CHIP. Asc#ped by section 203(a) of CHIPRA,
Express Lane Agencies (ELAS) are entities idemtifie the state plan by the state Medicaid or
CHIP agency as being capable of making a findingamging one or more programmatic
eligibility requirements, using information the EkAalready collect. A state’s Medicaid and
CHIP program may use different ELAs and may setfemte than one agency. ELAs may include
Supplemental Nutrition Assistance Program (SNARJHd®I Lunch, Temporary Assistance for
Needy Families, Head Start, and Women, Infant, @hiddren's program (WIC) among others.
States can also use state income tax data to deeeelgibility for children.

A state may use a finding from an Express Lane @gerade within a reasonable period of time
(as defined by the state), for any Medicaid or CHiRjibility factor without regard to
differences in budget unit, income disregards, degmor other differences in methodology
between the Express Lane agency and Medicaid oPCHbr example, a state may use an
income finding from an Express Lane agency that wsther gross or adjusted gross income
obtained from state income tax records or retugs.noted above, a state may also obtain this
information directly from state income tax recooigeturns.)

2T HHS Office of the Assistant Secretary for Planrémgl Evaluation Issue Brief, “1.2 Million Childr&ain
Insurance Since Reauthorization of Children’s Hehisurance,” December 2011.

%G, Kenney, V. Lynch, J. Haley, M. Huntress, D. Rek, and C. Coyer, “Gains for Children: Increased
Participation in Medicaid and CHIP in 2009,” Thebdn Institute, August 2011.
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Since the Express Lane agency’'s methods of caleglaicome may result in a determination
that the family’s income is higher than it might bsing regular Medicaid or CHIP methods,
states using the ELE option are required to conduttl eligibility determination if a child is
found ineligible for Medicaid and CHIP using an EI[fiRding to ensure that the child is not
eligible under regular program rules. Familieshage situations must be informed if additional
information is required and be given the opportund provide it. States can use eligibility
information from ELE agency programs to simplifyethenrollment process, such as
Supplemental Nutrition Assistance Program (SNARnporary Assistance to Needy Families
(TANF), and the School Lunch program. Listed in thart below are seven states using Express

Lane Eligibility to facilitate enrollmerft
Eligibility
Determination

Table 5. States with Express Lane Eligibility Pradtes

Express Lane

State Plan
Agency

Amendment

Program

Effective Date Initial Renewal
Alabama | Medicaid 10/1/2009 SNAP X X
4/1/2010 TANF (4//1/10), (10/1/09
lowa Medicaid 6/1/2010 SNAP X
Hawaii | State Plan Pending for Medicaid
Louisiana | Medicaid 10/10/2009 SNAP X X
NSLP
New 5/1/2009 Division of Taxation X X
Jersey | Medicaid
Maryland | Medicaid 4/1/2010 Office of the X
Comptroller
(income tax)
Oregon | Medicaid 8/1/2010 SNAP X
CHIP NSLP
Total Medicaid-5 6 3
CHIP-3

Presumptive Eligibility

Many uninsured children have unmet health care sieddwever, when they apply for health
coverage through Medicaid and CHIP, they often havevait for over a month before their
application is processed and their parents can nuilaors’ appointments. “Presumptive
eligibility” can help children get needed care tiggway. Presumptive eligibility provides

2 “Express Lane Eligibility for Medicaid and CHIP @&rage”. InsureKidsNow.gov, Connecting Kids to Q.
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children immediate access to health services bygithem temporary health insurance through
Medicaid or CHIP if they appear to be eligible.

Children can be determined presumptively eligibfeobganizations that provide other services
to low-income families. States may authorize “dfuadi entities” to screen for Medicaid and
CHIP eligibility and immediately enroll eligible dtiren. In selecting organizations or
individuals to make presumptive eligibility determations, states may choose from health care
providers participating in Medicaid, schools, ongations that determine eligibility for Head
Start, WIC, and the Child Care and Development Bl@rant program, and child support
enforcement agencies, among others. The entitegifg children they are already serving who
are uninsured and who are likely to be eligible Nedicaid or CHIP and compare the family
income of those children to eligibility levels fohildren’s health coverage under Medicaid or
CHIP. If it looks like the child is eligible, thamily is given a card or a letter providing acdess
temporary health care coverage until an officiggibllity determination is made. A complete
application for Medicaid and/or CHIP must be fillegl the end of the next month following the
date the presumptive eligibility period begins.

Presumptive eligibility lets children receive Mediid or CHIP services without waiting for their
application to be fully processed. Qualified erfitican also help families gather documents to
complete the full application process, reducingatiministrative burden on states to get missing
information. Children can get health services immady, instead of waiting several weeks for
paperwork to be processed. Families are much mkedy[to seek care when they have
insurance. Delays in obtaining care can lead t@eéiaus and expensive emergency situations.

There are sixteen (16) states that use presumgigibility to enroll children in Medicaid and/or
CHIP programs. As of January 2009, eleven (11psthtd adopted presumptive eligibility for
children in both their Medicaid and CHIP prograri$e following chart displays the states
using presumptive eligibility for either Medicaid GHIP*°

Table 6. States with Presumptive Eligibility Practces

STATE CHIP | Medicaid
California v v
Colorado v

Connecticut v
lllinois v v
lowa 4 v
Kansas v v
Massachusetts v v
Michigan v v

30 “presumptive Eligibility for Medicaid and CHIP Cerage”. InsureKidsNow.gov, Connecting Kids to Cegs.
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STATE CHIP | Medicaid
Missouri v
Montana v v
New Hampshire v
New Jersey v v
New Mexico v v
New York v v
Ohio v v
Wisconsin v

States have many reasons to adopt these stratbgysnd qualifying for the CHIPRA
Performance Bonus. Most of the measures have priavbe effective in increasing enrollment
and retention of eligible children. Better enrolimend retention, in turn, promote children’s
access to preventive care and improvements in tiaditg of care and health outcomes. In
addition, streamlining enroliment and retention gesses may reduce state administrative
burdens and costs.

Access to Primary Care

Having a medical home has been shown to impacsaaed use of medical and dental care. A
significantly greater percentage of children withaumedical home have an unmet health care
need, do not receive routine preventive care, andithout access to a routine source of care.
The same association exists between absence ofliaahbome and dental care. There are also
significant disparities in receipt of care in medihomes by race and ethnicity and povéttyn
every state, assuring access to health care armtli@ahhome was a core component of the Early
Childhood Comprehensive System (ECCS) initiativeisTapproach is particularly relevant as
Medicaid finances health, mental health, and deramtal services for approximately one-third
of U.S. children under age®s.

The primary care medical home, sometimes refercedst a patient-centered medical home
(PCMH), advanced primary care, or health homegiadtouted as a promising model in public

health insurance programs and among commercialrpay€his interest in the medical home

model has much to do with promising data that timédical homes to improvements in access to
care, as well as quality outcomes, patient andljaexiperience, and provider satisfaction.

A medical home is a source of comprehensive princarg that provides services ranging from
preventive care to management of chronic illnedskeslical homes promote a trusting, ongoing
relationship between patients and their primare gaoviders, helping patients to manage their
health care better. Ideally, medical homes us@iated data systems and performance reporting

! American Academy of Pediatrics. 2012. See [httminaap.org]
*2 National Center for Children in Poverty. “Maximizjthe Use of EPSDT to Improve the Health and Deprelent
of Young Children.” Short Take No.2, 2006.
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to continuously improve access to and quality aecas well as communication with patients
and other providers. In 2007, the national physiGgacieties most involved in primary care
agreed on characteristics that define a medicaletfdm

Each patient has an ongoing relationship with en@ry care physician.

The physician leads a team that collectively taksponsibility for patients.

The physician takes a whole-person orientationyignog preventive services as well as
care for both chronic and acute illnesses.

Care is coordinated and facilitated by informatiechnology.

Care is of high quality; for example, it followsidgnce-based care guidelines.

Patients have enhanced access to care throughmsysiech as open scheduling and
expanded hours.

» Payment recognizes the added value that medicats@novide to patients.

YVVV VYYVV

Medical homes show early promise for improving cdebvery and bending the cost curve.

A family-centered medical homes not a building, house, hospital, or home healthcareics

but rather an approach to providing comprehensiiragry careln a family-centered medical
homethe pediatric care team works in partnership witthiédd and a child's family to assure that
all of the medical and non-medical needs of theepatare met. Through this partnerstiye
pediatric care team can help the family/patientasccoordinate, and understand specialty care,
educational services, out-of-home care, family sup@mnd other public and private community
services that are important for the overall heaftthe child and family.

In 2009, the National Academy for State Health &oliNASHP) created the Consortium to
Advance Medical Homes for Medicaid and Children'sakth Insurance Program (CHIP)
Participants, which is comprised of eight statem®aAlabama, lowa, Kansas, Maryland,
Montana, Nebraska, Texas, and Virginia). Theseestatorked together during this one-year
program, with the support of NASHP through a gfemin The Commonwealth Fund, to develop
and implement policies that increase Medicaid aRtiRCprogram participants' access to high
performing medical homes.

In March 2011, fifteen states joined NASHP's 3rdt&Consortium to Advance Medical Homes
in Medicaid and CHIP, supported by The Commonweilthd. Alabama, Colorado, Maryland,
Massachusetts, Michigan, Minnesota, New Mexico, Néark, North Carolina, Oklahoma,
Oregon, Pennsylvania, Rhode Island, Vermont andhiligion will continue the progress made
in the first two Medical Home consortia by engagiegch other in learning communities
designed to strengthen, sustain and expand cuniéatives.

33 American College of Physicians. “Joint Principtéshe Patient-Centered Medical Home,” 2007.

Available at [http://www.medicalhomeinfo.org/Joid@Statement. pdf]. The American Academy of Family
Physicians, American Academy of Pediatrics, AmeriCallege of Physicians, and the American Osteapath
Association jointly released these principles inréfe2007; together, these organizations repreggrbaimately
333,000 physicians.
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Many states are hoping their medical home projeats improve access to and increase
appropriate use of primary care. For example, Qkiadn saw complaints to the agency about
access to same-day or next-day care decrease i ith 2007 (the year prior to medical home
implementation) to 13 in 2009 (the year followimgplementation). A 2009 study found that 72
percent of children in Colorado’s medical home pcas had well-child visits, compared with
27 percent of children in control practices. States also seeing decreases in acute care
utilization, especially avoidable hospitalizatioasd emergency department visits. Some state
medical home initiatives are now reporting costirsgs, largely because of averted acute care
utilization.

Since 1998, North Carolina has paid primary cam@ctizes $2.50 per Medicaid patient per
month above normal fees to coordinate patient daraddition, it has paid $3 per patient per
month to network offices to provide case manageraenss multiple practices. One analysis
indicated this program saved the state as mucii24 Sillion in 2004. According to an analysis
prepared by Treo Solutions, Community Care of NdZtrolina saved nearly $1.5 billion in

costs between 2007 and 2009.

Vermont's Blueprint for Health has seen cost sawimgthe longest-running pilot community, St.
Johnsbury. Their overall per-person per-month cdsts commercially insured individuals
decreased by approximately 12 percent from 20080@0. The second Blueprint for Health
community, Burlington, has shown an increase ina$ less than 1 percent over the same
period.

An evaluation of the Colorado Medical Home Initvatifound a 21.5 percent reduction in median
annual costs for children with a medical home ($7&&mpared with $1,000 for non-PCMH
children) in 2009. Oklahoma reported a declinegngapita expenses of $29 per patient per year
from 2008 to 2010.

Access to Mental Health Care

Due to its broad federal mandate for coverage odlitéed reimbursable services for individuals
under age twenty-one, EPSDT is often suggestetheasdlution for coverage of any and all
Medicaid services for young children. EPSDT hasaimed a central component of Medicaid
because of the operational and financial capatifyvies states to create appropriate access to
pediatric health care.

EPSDT law requires coverage of medically necessagtment services. If a service has been
approved as a Medicaid service under federal ladvogralifies for federal matching funds, it is a

covered service under EPSDT. In other words, fandividual child, a service is covered if it is

determined (by a provider, managed care organizatio the state) to be medically necessary.
How the service is defined and who determines na¢diecessity varies from state to state. One
of the strengths of EPSDT is its use of a develogaiestandard of medical necessity. Generally,
however, medically necessary care must be consistiéh standard accepted practice to: (1)
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help restore or maintain health; (2) prevent detation or ameliorate a condition; or (3) prevent
the likely onset of a health problem.

In theory, EPSDT guarantees children coveragehferfall range of screening, diagnostic, and
medically necessary treatment services. In prachogvever, screening and referral rates fell
short of the 80 percent screening performance lmeadhset in 1989 under the last major federal
law changes to the program.

While most states’ periodicity schedules call feotor three visits for toddlers in this age group,
only a small number of states had reached the 8&peperformance goal for even one visit.
Seven states (lllinois, Massachusetts, Missourinfdsota, Nevada, lowa, and Michigan)
reported an EPSDT participation (screening) rati®Gopercent or more for children ages 1-3.

The continuing evolution of EPSDT has spanned gedour decades, with important
modifications in 1972, and again in 1981, to adccHr outreach and family support
requirements to promote health care access. Amemdnie 1989 further broadened medical
assistance coverage to ensure full coverage forpljisical, mental, and developmental
conditions. Today EPSDT ensures coverage for atlicaly necessary diagnostic and treatment
services that fall within the federal definition ‘whedical assistance” for virtually all Medicaid
enrolled children. With very limited exceptions famedically needy children,” EPSDT is a
service requirement for children who qualify for ddeaid on either a mandatory or optional
basis. EPSDT can allow access to EPSDT to gainsadtecommunity-based and evidence-
based services and therapies. Some of the aspkdtgtovalue well-child care for young
children considered best practice include age-ap@ate mental health screening.

Some examples of best practices in other statemealed in the following paragraphs. North
Carolina pediatricians focused on improvementseivetbpmental screening in clinical practice.
In turn, these efforts resulted in a policy changgh the state EPSDT (Health Check)
requirements in 2004. One of the many componentsa ofomplete EPSDT visit is a
developmental screening including mental, emotioaatl behavioral. The new policy requires
practices to use a formal, standardized developahenteening tool and encourages the use of
the Current Procedural Terminology (CPT) code 96&P0on the claim form.

Kansas’ Medicaid program developed a web-basedinigifor health care providers. Topics

include requirements for developmental screenimgommendations for specific tools, and

detailed information about billing and coding prdaees related to developmental screening in
primary care. These requirements were includedvised EPSDT guidelines.

Finally, more than half the states in the AssuBagter Child Health and Development (ABCD)
collaborative found suggesting and recommendingiBpescreening tools to be used during
well child exams and testing them in pilot sitedma difference. For example, both Minnesota
and Oregon developed comprehensive websites deditat promoting healthy development
which included recommendations for specific toQther states have produced several iterations
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of recommended tool lists, recognizing that différgroviders want varying levels of
advice/instruction as they adopt improved standafdsire.

Access to Dental Care

Overall, our nation’s oral health is good, but dreh in families with low incomes suffer
disproportionately from dental caries, the infegtiodisease that causes cavities. While state
Medicaid programs are required by federal law tovigte dental services to eligible children,
enrollees’ access to dental care is poor. Dentaésaan be prevented by a combination of
community, professional, and individual measureduising water fluoridation, professionally
applied topical fluorides and dental sealants, @s®lof fluoride toothpastes.

Yet, tooth decay is the most common chronic disedsehildhood. Dental care is the most
prevalent unmet health need in US children withewndtisparities existing in oral health and
access to care. Only 1 in 5 children covered byibéed received preventive oral care for which
they are eligible. Children from low income and onity families have poorer oral health
outcomes, fewer dental visits, and fewer protecsizalants’

Since the great majority of dental care availabl¢his country is delivered by private dentists,

their participation is significant to improving &ss in Medicaid. Dentists cite three primary

reasons for their low participation in state Medicgrograms: low reimbursement rates,

burdensome administrative requirements, and pratienpatient behaviors. In the late 1990s

and early 2000s, a number of states took dram#dgssto improve access to dental care in
Medicaid. Alabama, Michigan, South Carolina, Tersees Virginia, and Washington employed

a variety of approaches to address access condhaysraised reimbursement rates, revamped
administrative structures and processes, and coedlwcitreach and education to both providers
and patients.

Alabama establishe8mile Alabamain October 2000, after a change in Medicaid leddprs
The state raised reimbursement rates to 100 pedfetie Blue Cross/Blue Shield dental fee
schedule and improved the provider services rexddeydts fiscal contractor. The state invested
$1 million of private funding in outreach activiepartnered with a dental advisory group, and
collaborated with the dental association to imprageess.

Michigan moved in 2000 to build upon a contracthwét commercial dental insurer that had
worked well in the state’s SCHIP program to imprélve Medicaid benefit for children in many
of its non-urban counties. Under the Healthy Kidenfal program, most providers were
reimbursed 100 percent of their usual charges. IEEegained access to the large pool of the
insurer’'s participating dentists in their countiesd providers benefited from a program that
used familiar administrative processes.

South Carolina began in 1998 with administrativ@riovements, and a provisional rate increase
conditioned on an improvement in provider partitipa Because the Medicaid agency, working

* The Journal of the American Medical Associationl20See [http://jama.jamanetwork.com/journal.aspx]
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closely with the state dental association, exceédegrovider enrollment target, reimbursement
rates were raised to the 75th percentile of a comiall-available fee survey (meaning that
Medicaid reimbursement rates were 75 percent onenighan the usual charges of dentists
responding to the survey). The state also recgwiedte funding for outreach, especially to rural
areas.

Washington created a model program calkextess to Baby and Child Dentistf&BCD) in
1995 to ensure that children ages 0-5 receivedcasvThe program provided case management
for program enrollees and training for general @désnin caring for young children. In exchange
for participating in ABCD, rates for certain procees were raised to the 75th percentile of usual
charges.

Tennessee “carved out” dental services from itsnGame medical managed care contracts in
2002, and contracted with Doral Dental, a spe@dlidental benefits manager. Reimbursement
rates were increased to the 75th percentile ofl889 ADA Survey of Fees for the East South

Central region of states, and program administnatias streamlined.

Virginia instituted itsSmiles for Childrerprogram in 2005, which involved a statewide “carve
out” contract very similar to Tennessee’s. Leadersih the state Medicaid agency and the state
dental association worked closely to secure a 28epéincrease in reimbursement for all dental
procedures, and target an additional 2 percentinatease in 2006 to oral surgery procedures,
which were identified as an area of acute need.

A study, sponsored by the California HealthCarerelation, focuses on the efforts of these six
states and compares their experiences to Califerriide National Academy for State Health
Policy (NASHP) conducted a literature review animiews with 26 key informants and found
that rate increases are necessary — but not suffion their own — to improve access to dental
care. Easing administrative processes and involsiatge dental societies and individual dentists
as active partners in program improvement are atgwal. Administrative streamlining and
working closely with dentists can help maximize thenefit of smaller rate increases, and
mitigate potential damage when state budgets atintra

In the six states examined, provider participatimreased by at least one-third, and sometimes
more than doubled, following rate increases. Ndy did the number of enrolled providers rise,
but so did the number of patients treated. Patiactess to care, as measured by the number of
enrollees using dental services, also increasezt adttes rose. Despite meaningful gains in
provider participation and access achieved by thieset-runner” states, the portion of children
receiving services is still far below the experend privately-insured children. Data from 2004
show that 58 percent of privately insured childreneived dental services, while in these six
states — after substantial effort and investme®2-to 43 percent of children covered under
Medicaid received dental care. The study conclutthed the findings highlighted the need to
explore other solutions as well.
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COST OF CURRENT SYSTEM

According to Kaiser Health FactMississippi ranks Z1 amongstates in the proportion of i
budget spent on healtbare, largely due to the significant contributioh federal funding
However, in terms foState General Funds Mississippi spends sicantly less when compar:
to the average for all statddississippi ranks as the fourth lowest in the natio terms of the
percentage of the state’'s public health agencydgeu supported by State General Fu
(Association of State and Territorial Hth Officials). Thefollowing table displas the total
Medicaid paid in Mississippi from 20-2010.

Graph 1. Total Medicaid Paid from 2006-2018°
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The table below provides detailed information oa émrollment and spending per enrollee ¢
the past five years.

Table 7.Medicaid Enrollments and Payments, MS, FY 20(-2010

Population Enroliment Total Medicaid Spending Per
Count Paid Enrollee

2006 2,897,150 787,955 $3,239,823,118 | $4,112
2007 2,921,723 750,629 $3,256,111,556 | $4,338
2008 2,940,212 736,867 $3,793,448,781 | $5,148
2009 2,951,996 754,366 $3,926,907,637 | $5,206
2010 2,960,467 772,166 $4,106,064,588 | $5,318

% Medicaid.gov. “Mississippi Medicaid Statistics” 201See [http://www.medicaid.gov/Medic-CHIP-Program-
Information/By-State/mississippi.htrr
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In addition to the Medicaid and CHIP program budgtississippi’s Department of Health also
administers a combination of federal and state $uiod health care services. The matrix below
shows the breakdown amongst federal grants, engti¢ funding, and general state funding for
programs/services funded by the Health Departm&hége budget figures are specific to the
Health Department’'s Child and Adolescent HealthgPams). Please note, the information
collected in this section is gathered from publielyailable sources and does not provide a
comprehensive breakdown of all programs that suippe health and well-being of children in
the early childhood population in the state.

Table 8. Mississippi Department of Health Program Ending FY 11-13

FY11 FY12 FY13

Early Intervention Federal Gran $4,389,623 $4,372,987 $4,409,878
Early Intervention State Gen

Funds $1,454,656 $1,353,008 $1,363,717
NB Hearing/HRSA Grant $220,000 $225,000 _—
NB Hearing/CDC Grant $150,000 $138,246 $138,246
Health Care Exp. Funds $221,954 $221,954 $221,954

NB Screening/Fees $4,000,000 $4,083,065 $4,088,387
*Title V MCH Block Grant $9,735,578 $9,514,091 _
Lead/CDC Grant $324,706 $396,000

* Total award also includes Women's Health and @ieih/Youth with Special Health Care Needs
** Funding includes Salaries, infrastructure/ope@ts, and some direct services
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RECOMMENDED ACTIONS

1. PCG recommends changes in Medicaid and CHIP eligiliy determination process
to include the removal of the face-to-face intervig requirement.

Too many young children in Mississippi have no trealsurance coverage at all. Their lack of
coverage restricts their access to health caracesrvuninsured children have fewer physician
visits per year than children with insurance arellass likely to have a usual source of routine
health caré® In recognition of the importance of health inswefor children’s access to health

care, a number of public programs, the largest lmthvis the federal-state Medicaid program,
have been developed to provide health insurancefiteto poor children and others who would

not otherwise have access to health care coveMigsissippi should consider making these
changes to its eligibility determination processNMedicaid and the Children’s Health Insurance
Program (CHIP).

First and foremost, Mississippi should eliminate tequirement for face-to-face interviews as
part of the eligibility determination processes.isSTmechanism is clearly a barrier to health
insurance coverage for young children (and otheasy this fact is widely recognized by
stakeholders throughout the state. Many pareatéshot able to attend scheduled meetings, for
reasons such as transportation, paperwork orgammzgbb/work commitments, and child-care
issues. It is recommended that the face-to-facgimement be removed from the initial
eligibility determination process, but at the vdgast should be eliminated for eligibility
renewals for continuing coverage for enrolled afeitd Mississippi stands alone in this
anachronistic practice. All other states halieninated face-to-face interviews for children's
Medicaid and CHIP renewals®’

2. PCG recommends changes in Medicaid and CHIP eligility determination process
to include the implementation of “express lane eligility”.

As an alternative to the face-to-face interviewuiegment, Mississippi can implement “express
lane eligibility” (ELE) to utilize data from existg government databases and other means-tested
programs to expedite and simplify eligibility detenations for Medicaid and CHIP. Express
Lane Eligibility permits States to rely on findingsuch as income, household size, or other
factors of eligibility from another program desitgh as an ELA to facilitate enroliment in
health coverage. In implementing ELE, Mississippi weed to determine whether to use this
vehicle for just Medicaid or both Medicaid and CHIPis recommended that the state utilize the
process for both programs to reach a larger shiatmiasured children. Mississippi will also

% Newacheck, P.W., Hughes, D.C., and Cisternas, hild2n and health insurance: An overview of redesds.
Health Affairs(Spring 1995) 14,1:244-54; Monheit, A.C., and Cagham, P.J. Children without health insurance.
The Future of ChildrefWinter 1992) 2,2:154—70.

3" Kaiser Family Foundation statehealthfacts.ordnthiana, county offices may require telephoneririéavs, but

not face-to-face interviews. The state began tmnafbr mail-in renewals without an interview in &llit one county

in 2011, with the last county scheduled to adoistpblicy in the first quarter of 2012. TennesseedMaid requires

a phone interview at renewal. See http://www.staéthfacts.org/comparetable.jsp?cat=4&ind=232.
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need to decide whether to use ELE for enrollmasmewal, or both activities. Again, utilizing
the process for both will have the greatest impattincreasing access to health insurance
coverage for young children. Of critical importanddississippi will need to determine ELAS
from which to obtain eligibility findings and datad design a process to gather all necessary
data and authorizations to determine eligibilittheTstate should consider a number of key
factors in selecting ELASs, including: charactedstof the children served by the ELA, eligibility
data available through the ELA, and whether the ©if&rs favorable administrative conditions
to support a cross-program effort. Some need-bas®Egtams provide access to most if not all of
the eligibility findings and data that are needed make a Medicaid or CHIP eligibility
determination, while others may not. Ideally, theEEprocess will minimize the need for
additional steps to fill gaps in necessary infoioratin order to complete the enrollment or
renewal process in order to create, to the greatdsnt possible, a single process that does not
require families to submit a separate Medicaid/CafpBlication.

3. PCG recommends changes in Medicaid and CHIP eligilily determination process
to include the implementation of presumptive eligility.

If any additional information is needed beyond tivhich can be provided by ELAs, Mississippi
should also consider establishing presumptivelglity as part of its ELE process. Presumptive
eligibility is the process through which temporéwgalth coverage is granted to a child while a
final Medicaid or CHIP eligibility determination i®eing made. This involves extending
coverage during a period of follow-up to obtain i#ddal information and complete the
eligibility determination. Presumptive eligibilifyrovides young children with immediate access
to coverage at the time they are seeking coveragenay be most likely to need it or use it.
While presumptive eligibility benefits young chiér who appear to be eligible for Medicaid and
CHIP by getting them coverage early, it is critigainportant to ensure these actually stay
enrolled beyond their temporary eligibility perioBor this reason, it is recommended that
presumptive eligibility be implemented as part loé toverall eligibility determination reforms
discussed above.

4. PCG recommends implementation of Family-Centered Mdical Homes and
leveraging enhanced Federal Financial Participatiorfor Medicaid Health Homes
under Section 2703 of the Affordable Care Act.

Having a routine source of health care is one mtdicof health access, continuity of services,
and quality of care. While the ability to accessltieservices has a significant impact on every
aspect of the health, not enough young childremMississippi have a regular primary care
provider. The concept of a medical home has igiroin pediatric care. A medical home is, in
essence a primary care provider who provides daggangoing source of care. Among children
with a routine source of care and continuity ofecaith one specific clinician is associated with
better preventive care than not having a speclffdcan, with having another source of sick
care, or having no regular sick care source. Wioarirtuity of care is considered, having a good
source of primary care is as important to prevent&re as is insurance coverage. Mississippi
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should implement medical-homes as a strategy t@@se access to preventative care and other
health services under the Medicaid EPSDT benefit.

Family-centered medical homes can provide the gaweng children need to stay healthy,
identify any conditions that require further assemst or treatment, and provide families with
information about what to expect as the child grewd how to support that growth. As a child’s
first and regular point of contact with the heatthire system, medical homes can improve
linkages and feedback loops among the family, athgroproviders or programs that help
children access the needed care for which theglagible.

In addition to increasing access to services, tigeestrong evidence that a primary care-oriented
health system may have benefits for populationthealquity in health and cost containment,
and reduce ethnic and racial health disparffie¥hus, medical homes can serve as an important
strategy in promoting more equitable and cost-#éffeadelivery of health services. Having and
using a regular source of care has a powerful emite in reducing hospitalizations, especially
for conditions for which continuity of care is esf@ly effective in reducing the need to be
hospitalized. Improved collaborations between princare providers and local hospitals can
significantly increase Medicaid beneficiaries’ wde@egular sources of care and therefore reduce
inappropriate ER use substantially.

Mississippi may be able to leverage additional Faldéinancial Participation (FFP) to assist in
implementing a family-centered medical home iniiat Section 2703 of the Affordable Care
Act (ACA) created a Medicaid State Plan Option foealth home services” for Medicaid
beneficiaries with chronic conditions. To be eligifor a Health Home, an individual must have
at least two chronic conditions, one chronic caonditand be at risk for another or one serious
and persistent mental health condition. Chronicdd@ns identified in statute include mental
health, substance use disorder, asthma, diabetsst Hisease, and being overweight (as
evidenced by a BMI of >25). States may also reqtegtCMS identify other chronic conditions
for purposes of eligibility. Given the prevalenckasthma and obesity in Mississippi’s child
population, these two conditions should receivecigheconsideration. Mississippi's childhood
obesity rates are the highest in the naffo@hild lifetime asthma prevalence and child current
asthma prevalence are higher than 38 other stattes and the prevalence of current asthma is
twice as high in black children compared to whiddren®*

3 A. C. Beal, M. M. Doty, S. E. Hernandez, K. K. 8hand K. Davis, Closing the Divide: How MedicalHes
Promote Equity in Health Care: Results From The @omwealth Fund 2006 Health Care Quality SurveywNe
York, NY: The Commonwealth Fund, June 2007). Re&itJanuary 8, 2010.
http://www.commonwealthfund.org/Content/Publicatiffund-Reports/2007/Jun/Closing-the-Divide--How-
Medical-Homes-Promote-Equity-in-Health-Care--Res#Htom-The-Commonwealth-F.aspx.

% R. Rosenblatt, “The Canary in the Mine: EmergeRopm Overcrowding and the U.S. Health Care System,”
presentation to the Joint Commission on Accreditatif Healthcare Organizations (JCAHO), Decemb&320

“0 Centers for Disease Control and Prevention. “Astiéet and School Health- Obese Youth Over Time'22Gke
[http://www.cdc.gov/healthyyouth/obesity/obesityeyb-txt.htm]

*1 Source: Center for Disease Control and Missisdgtiavioral Risk Factor Surveillance System, 2G@@.
http://www.cdc.gov/asthma/stateprofiles/Asthma_irs.ptf.
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If Mississippi creates health homes under the aitthof section 2703 of the ACA, it will
receive two years of enhanced federal financialigipation (FFP) for health home services.
Rather than the state’s typical Medicaid match,rsessissippi with approved health home
plans will receive 90% FFP for health home servifes the first two years (i.e. eight
guarters) the Medicaid State Plan option is in @ff@his enhanced FFP can help to offset
implementation costs. Going forward, Mississipposld establish mechanisms, and embed
such requirements in Medicaid provider agreememdisheealth plan contracts, to hold providers
accountable for important outcomes that increasesacto preventative care and lessen the need
for more costly acute care services (e.g. inpatané and emergency room use). Establishing a
clear return on investment (ROI) for this new sesvdelivery model will demonstrate the
sustainability of a family-centered medical homgiative where long-term costs are offset by
corresponding health care savings.

5. PCG recommends Medicaid contract with dental manage care organization or
administrative service organization to improve accss to covered dental services.

The scarcity of pediatric dental specialists amdited participation of these dentists in the
Medicaid program — who account for less than 37qmr of all participating dentists — are
widely recognized barriers in access for childrerMississippi. Several states have looked to
specialized dental managed care entities to addsesk barriers. Through the contracting
approach, Mississippi should be able to increaseszcto dental care by paying enhanced rates
for services to enrolled children, recruiting mqmévate dentists to care for them, and training
those dentists in techniques for managing younddmdmn. Medicaid dental managed care
contractors could also be used to pay for innoeapvograms, such coverage for items (e.g.
toothbrushes, toothpaste, and floss) not ordingodyd for by Medicaid. To finance this,
Mississippi could leverage the experience of thmiattering entity to rebalance funding for
covered dental services — for example, employindesced-based guidelines to tighten criteria
for coverage of orthodontic services.
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APPENDIX A.

State-to-state Comparison of Demographics and Hed#ltCare Indicators*?

STATE MS AR IL NC OK OR LA WA
POPULATION/DEMOGRAPHICS

Population Number (millions), 2009 3 2.9 12.9 94| .73 | 3.8 4.5 6.7
Population, 2009, Rank 31 32 5 10 28 27 25 13
Population Ages 0-4 Years , 2010 Estimate, Percent 0.071 | 0.068| 0.072 0.069 0.071 0.066 0.073 0.065
Population, White, July 2008, Percent 0.6p6 0.§0879D | 0.739| 0.781] 0.901 0.648 0.843
Population, Black or African American, July 200&rR 1 13 14 7 24 41 2

Population, Black or African American, July 200&r&ent 0.372| 0.158 0.149 0.216 0.08 0.02 0.32 0.037
Population, Hispanic, July 2008, Percent 0.022 ®.0®.152 | 0.074| 0.07q 0.11 0.034 0.098
POVERTY

Persons Below Poverty Level, 2008, Rank 1 2 27 15 7|17 2 33
Persons Below Poverty Level, 2008, Percent 0.21873 0.122| 0.146] 0.159 0.13p 0.173 0.113
Low Income Children Under Age 6 057 059 028 051053 | 047 | 048 | 04
Rural Population, 2000, Percent 0.512 0475 0.122398)| 0.347| 0.213| 0.274 0.18
Population Density/Inhabitants per Square Mile, 201 63.2 | 56 231.1] 196.1 54.7] 39.9 1049 101.2
BIRTH AND OUTCOME DATA

Birth Rate, 2009 14.5 13.8 13.3 | 135 14.8 12.3 14% 134
Birth Rates for Teenagers 15-19 years, 2009 64.2 .2 5936.1 | 449 | 60.1| 33.1| 527/ 31.9
Preterm Births, 2009, Percent 0.1% 0.1831 0.124 0.16.138 | 0.098| 0.147 0.103
Low Birth weight Births, 2009, Percent 0.122 0.089.084 | 0.09 | 0.084] 0.063 0.106 0.0%9

* Information found on individual state early childitbstate plans, advisory council updates and/onameports, and Race to the Top- Early Learning
Challenge Grant application sections on the cumany childhood delivery system in the state
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STATE MS AR IL NC OK OR LA WA

BIRTH AND OUTCOME DATA

Infant Mortality Rate, 2006 10.6| 85 7.3 8.1 8 5.5/ 9.9 4.7

Medicaid Births, 2009, Percent of Total Births NA| .64 | NA 0.51 0.64 0.43 NA

HEALTH CARE ACCESS INDICATORS

Doctors per 1,000 Residents, 2007 177.9 203.4 28@24.2 | 173.5| 2745 262.7 270

Children Uninsured, 2009, Percent 0.109 0.115 0.091118 | 0.126| 0.119 0.084 0.048

Young Children Who Lack Insurance Coverage, 20@9céht | 0.17 | 0.15| 0.09| 0.14] 0.17 0.1 0.15 0.12

Medicaid Enrolled Low Income Children, 2009, % ofl A

Insured 0.682 | 0.651| 0.645 0.6 0.63p 0.535 0.716 0.676

Medicaid Participation Rate, 2009, Percent 0.45492®.| 90.8 | 0.878| 0.845 0.82 0.895 0.8p9

Low Income Children w/ Medical Home (Public Ins0(Z,

Percent 0.74 1069 | 067 | 0.68| 0.74) 048 081 0.75

Medicaid Spending Per Child, 2009 19611 1946  22P5 2825 2214 | 2143 | 1672 1982

Eligible Children (<1) w/ At Least One EPSDT VisR008,

Percent 0.77 | 057 | 085 | 0.93| 0.89] 0.84 0.9 0.78

Eligible Children (1-2) w/ At Least One EPSDT VjsR008,

Percent 0.6 0.5 075 | 0.88| 0.6 0.7 0.777 0.83

Eligible Children (3-5) w/ At Least One EPSDT Vjsg008,

Percent 049 | 067 | 064 | 059| 0.45| 056 0.62 0.58

Head Start Spending Per Child, 2009 6304 6341 709927 | 6219 | 5546 7073 9201
0.015 | 0.023 | 0.028 | 0.023 | 0.017 | 0.017 | 0.020 | 0.018

Birth thru 2 Receiving EIS Under Part C, 2008, %opulation| 6 3 6 3 9 4 3 6

EARLY CHILDHOOD PRIORITY/FOCUS AREAS

Prenatal and Child Health v v v v

Increased Access to Programs v v v v v v v

Coordination Across Programs v v v v v v v v

Mental Health/Social-Emotional Development v v v
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STATE MS AR IL NC OK OR LA WA
Children with Special Needs v v
Data System Development v v v v v v v v
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APPENDIX B.

State’s CHIPRA Bonus from FY2009-FY201%

State State State

Received Received Received

FY2011 FY2010 FY2009

CHIPRA CHIPRA CHIPRA  FY2009

Bonus FY2011 Bonus Bonus FY2010 Bonus Bonus Bonus
United
States Yes $296,450,906| Yes $206,157,744| Yes $75,372,375
Alabama Yes $19,758,656 Yes $54,965,407 Yes $39,752,546
Alaska Yes $5,660,544 Yes $4,408,789 Yes $707,253
Arizona No NA No NA No NA
Arkansas No NA No NA No NA
California No NA No NA No NA
Colorado Yes $26,141,052 Yes $13,671,043 No NA
Connecticut | Yes $5,209,262 No NA No NA
Delaware No NA No NA No NA
District of
Columbia No NA No NA No NA
Florida No NA No NA No NA
Georgia Yes $4,965,887 No NA No NA
Hawali No NA No NA No NA
Idaho Yes $1,302,552 No NA No NA
lllinois Yes $15,069,869 | Yes $14,962,171  Yes $9,460,312
Indiana No NA No NA No NA
lowa Yes $9,575,525 Yes $6,760,901 No NA
Kansas Yes $5,862,957 Yes $2,578,099 Yes $1,220,4779
Kentucky No NA No NA No NA
Louisiana Yes $1,929,692 Yes $3,555,853 Yes $1,548,387
Maine No NA No NA No NA
Maryland Yes $28,301,384 Yes $10,549,086 No NA
Massachuse
ts No NA No NA No NA
Michigan Yes $5,902,731 Yes $9,268,552 Yes $4,721,855
Minnesota | No NA No NA No NA
Mississippi | No NA No NA No NA

“3 State Health Facts, The Henry J. Kaiser Familyngation. “Medicaid and CHIP” State Facts. See
[http://www.statehealthfacts.org/index.Jsj0 July 2012.
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State State State

Received Received Received

FY2011 FY2010 FY2009

CHIPRA CHIPRA CHIPRA | FY2009

Bonus FY2011 Bonus Bonus FY2010 Bonus Bonus Bonus
Missouri No NA No NA No NA
Montana Yes $6,473,416 No NA No NA
Nebraska No NA No NA No NA
Nevada No NA No NA No NA
New
Hampshire No NA No NA No NA
New Jersey | Yes $16,822,537  Yes $8,788,959 Yes 13%$3,95
New Mexico| Yes $4,971,028 Yes $8,533,431 Yes Gha01
New York No NA No NA No NA
North
Carolina Yes $21,135,087 No NA No NA
North
Dakota Yes $3,195,768 No NA No NA
Ohio Yes $21,036,616 Yes $12,376,346 No NA
Oklahoma No NA No NA No NA
Oregon Yes $22,493,771| Yes $15,055,255  Yes $13863
Pennsylvani
a No NA No NA No NA
Rhode
Island No NA No NA No NA
South
Carolina Yes $2,383,837 No NA No NA
South
Dakota No NA No NA No NA
Tennessee No NA No NA No NA
Texas No NA No NA No NA
Utah No NA No NA No NA
Vermont No NA No NA No NA
Virginia Yes $26,729,489 No NA No NA
Washington | Yes $16,987,468] Yes $17,607,725  Yes ,8647411
West
Virginia No NA No NA No NA
Wisconsin Yes $24,541,778| Yes $23,076,127 No NA
Wyoming No NA No NA No NA
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