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Senator Bettye Davis

SB 5 - “An Act relating to eligibility requirements for medical assistance for certain
children and pregnant women; and providing for an effective date.”

Sponsor Statement

Senate Bill 5 increases and restores to original levels established 14 years ago the qualifying
income eligibility standard to 200% of the Federal Poverty Level (FPL) for the State Children’s
Flealth Insurance Program (SCHIP) called Denali KidCare (DKC) in Alaska. Alaska as one of
the nation’s wealthiest states is only one of four states which funds its SCHIP program below
200% FPL. This bill makes health insurance accessible to an estimated 1277 more uninsured
children and 225 pregnant women in Alaska. Denali KidCare is an enhanced Medicaid
reimbursement program receiving up to 70% federal matching funds.

Denali KidCare serves an estimated 7900 Alaska children and remains one of the least costly
medical assistance programs in the state at about $1,700 per child with full coverage, including
dental care, which is about 20% of the cost of adult senior coverage. Early intervention and
preventative care will greatly increase Alaska children’s health and yield substantial savings to
the state and public and private sector hospital emergency rooms which must admit indigent and
uninsured patients for non-emergency treatment. It is estimated per the Kaiser Foundation that
the 24,000 uninsured children in Alaska with a medical need are five times as likely not to have a
regular doctor as insured children and four times more likely to use emergency rooms at a much
higher cost.

A similar bill was overwhelmingly passed with bipartisan support by the Legislature in 2010.
Governor Parnell subsequently vetoed the bill over concern that increased eligibility to Denali
KidCare would require an increase in state-funded induced terminations of pregnancies.
Medicaid funds 51% of all births in Alaska. In order to continue to receive federal funding for
the state Medicaid program of which Denali KidCare is part, and in order to comply with state
law, constitutional provisions, and Alaska Supreme Court rulings, the state must provide medical
services for pregnant women including medically necessary terminations, as well as prenatal and
postpartum care.
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The Alaska Department of Health and Social Services (DHSS) estimated that no more than 10%
or 22 more induced terminations would result with minimal expense from the increase in
eligibility for Denali KidCare to 200% FPL. Induced terminations under Denali KidCare cost
about $384,000 annually or less than 0.18% or 1/5 of 1% of the $217 million of the DKC budget.

While the Governor understandably is concerned about the mushrooming cost of the state
Medicaid program, Denali KidCare which is about 18% of the $1.2 billion total state Medicaid
budget should not be among his first cuts at the expense of Alaska’s most vulnerable children
and pregnant women. Increasing eligibility for DKC to 200% FPL under Senate Bill 5 is
uncomplicated, manageable, and could take effect immediately with prompt implementation by
DHSS.
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MEMORANDUM January 24, 2011

SUBJECT: Sectional Summary (SB 5; Work Order No. 27-LS0057YB)

TO: Senator Bettye Davis

Attn: Tom Obermeyer

FROM: Jean M. Mischel
Legislative Counser

You have requested a sectional summary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be considered
an authoritative interpretation of the bill and the bill itself is the best statement of its
contents. If you would like an interpretation of the bill as it may apply to a particular set
of circumstances, please advise.

Section 1. Amends the medical assistance eligibility provisions for persons under 19
years of age and for pregnant women by increasing the household income limit from 175
to 200 percent of the federal poverty line.

Section 2. Increases the household income limit from 175 to 200 percent of the federal
poverty line for requiring premiums and cost-sharing contributions from medical
assistance recipients who are under 19 years of age.
Section 3. Provides for an immediate effective date.

JMM:ljw
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FISCAL NOTE

STATE OF ALASKA
2011 LEGISLATIVE SESSION

Identifier (file name): SB0O05-DHSS-PAFS-02-17-11

Fiscal Note Number:
Bill Version:
() Publish Date:

SB00S

Dept. Affected: Health and Social Services

Title Medical Assistance Eligibility Appropriation: Public Assistance
Allocation: Public Assistance Field Services
Sponsor Sen. Bettye Davis, Sen. Dennis Egan
Requester Senate HSS Committee OMB Component Number 236
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
Appropriation
Required Information

OPERATING EXPENDITURES FY 2012 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 FY 2017
Personal Services 187.0 187.0 187.0 187.0 187.0 187.0
Travel
Services 19.4 19.4 194 194 19.4 194
Commaodities 10 1.0 1.0 10 10 1.0
Capital Outlay 144
Grants
Miscellaneous

TOTALOPERATING 221.8 0.0 207.4 207 .4 207 .4 207.4 207 .4
|CAPITAL EXPENDITURE'S
CHANGE IN
REVENUES
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 144.2 134.8 134.8 134.8 134.8 134.8
1003 GF Match 77.6 72.6 72.6 72.6 72.6 72.6
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other Interagency Receipts

TOTAL 221.8 0.0 207 .4 207.4 207 .4 207 .4 207 .4

Estimate of any currentyear (FY2011) cost: 0.0
POSITIONS
Full-time 2.0 2.0 2.0 2.0 2.0 2.0
Part-time
Temporary

W hy this fiscal note differs from previous version:

Not applicable, initial version.

Ron Kreher, Acting Director
Public Assistance

Prepared by:
Division

Approved by:  Alison Elgee, Assistant Commissioner

Phone (907) 465-2680
Date/Time 2/17/11 12:00 AM

Date 2/17/2011

DHSS Finance & Management Sen/ices

(Revissd 12Z2/XI0QOMB
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FISCAL NOTE

STATE OF ALASKA BILL NO. SB005
2011 LEGISLATIVE SESSION SB005

Analysis:

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200%
of the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the Denali
KidCare(DKC) program was originally created.

This fiscal note represents the additional administrative costs needed to support the increased eligibility
determination workload resulting from more pregnant women and children applying for medical assistance, using
the assumptions from the companion fiscal notes for the Division of Health Care Services and the Division of
Behavioral Health.

The eligibility decision includes verifying information and determining whether a pregnant woman or child qualifies
for DKC when they apply, acting on changes, and periodically re-examining a household's eligibility.

We assume that 218 pregnant women and 1,277 children will enroll in Medicaid if the qualifying income limit is
revised to 200% FPG, and that implementation will begin July 1, 2011. We estimate two additional Eligibility
Technician Il (Range 14) positions will be needed to manage this additional work in FY2012.

Total Administrative Costs for Two ET II Positions:

Personal Services: Two Eligibility Technician Il Range 14 at a cost of $187.0, including benefits, for 12 months.
Contractual: Annual cost for office space, phones, etc. will be $19.4.

Commodities: Annual cost for the office supplies will be $1.0.

Additional Cost of FY2012:

Equipment/Supply: A one-time cost of $14.4 for desktop computer, software, printer, and work stations will be
needed for the new positions.

(Revisd 229/X100MB Page of



FISCAL NOTE

STATE OF ALASKA
2011 LEGISLATIVE SESSION

Identifier (file name): SB005-DHSS-BHMS-02-17-11

Title Medical Assistance Eligibility
Sponsor Sen. Bettye Davis, Sen. Dennis Egan
Requester Senate HSS Committee

Expenditures/Revenues
Note: Amounts do not include inflation unless otherwise noted below.

Appropriation
Required

OPERATING EXPENDITURES FY 2012 FY 2012
Personal Services
Travel
Services
Commaodities
Capital Outlay
Grants
Miscellaneous

TOTAL OPERATING

567.0

567.0 0.0

CAPITAL EXPENDITURES | | |

CHANGE IN
REVENUES

FUND SOURCE

1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other Interagency Receipts
TOTAL

383.6
183.4

567.0 0.0

Estimate of any currentyear (FY2011) cost:

POSITIONS
Full-time
Part-time
Temporary

W hy this fiscal note differs from previous version:

N ot applicable, initial version

Prepared by:
Division

Kimberly Poppe-Smart, Director
Health Care Services

Alison Elgee, Assistant Commissioner
DHSS Finance & Management Services

(Ravisad 27 I0COMB

Approved by:

Fiscal Note Number:
Bill Version:
() Publish Date:

SBO005

Dept. Affected: Health and Social Services

Appropriation: Medicaid Services
Allocation: Behavioral Health Medicaid Services
OMB Component Number 2660
(Thousands of Dollars)
Information
FY 2013 FY 2014 FY 2015 FY 2016 FY 2017
615.7 668.7 726.2 788.6 856.4
615.7 668.7 726.2 788.6 856.4
I I I I
(Thousands of Dollars)
416.5 452.3 491.2 533.4 579.3
199.2 216.4 235.0 255.2 277.1
615.7 668.7 726.2 788.6 856.4

Phone 907-334-2520
Date/Time 2/17/11 12:00 AM

Date 2/17/2011
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FISCAL NOTE

STATE OF ALASKA BILL NO. SB005
2011 LEGISLATIVE SESSION SB005

Analysis:

Denali KidCare is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of the
federal poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted
annually. In 2003, DKC eligibility limits were reduced from 200% of poverty to 175% and frozen at 2003 levels. In
2007, the income limits were unfrozen, but remained at 175% of poverty. This bill would restore Denali KidCare to its
original level.

Children age 18 and under at this income level are part of Alaska's Medicaid CHIP expansion and are eligible for
enhanced federal matching funds. For FY2012, the federal CHIP match is projected at 65%, compared to an
estimated 50% for regular Medicaid. Pregnant women under this income level are eligible only for regular Medicaid
(50% match).

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 200% FPG
dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% and 200% dropped by
436. This fiscal analysis assumes that the additional enroliment due to this bill will be equal to about half that number
of people (estimated at 218 pregnant women and 1,277 children). The assumption is that most people affected by
this bill will enroll by the end of SFY 2012 and that enrollment will resume normal growth (about 2% per year)
thereafter.

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the year, will
not change with implementation of this bill and will remain the same throughout the projection period. First year
costs are based on an estimate for the number of new enrollees times the average cost per enrollee for the affected
eligibility subtypes in 2010. Medicaid children in the income range addressed by this bill tend to have lower Medicaid
costs than those from families with lower incomes, and those lower costs are reflected in our estimates.

Costs projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enrollment and Spending in
Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population, enroliment,
utilization, and medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS, Title XIX, or Title XXl rates during 2010 and our best estimates for federal medical assistance percentages
(FMAPs) between 2012 and 2017. Children affected by this legislation are included in the State Children's Health
Insurance Program (SCHIP) so most of their Medicaid costs would normally be matched at the enhanced rate for Title
XXI services. Fund projections assume sufficient SCHIP allocation to fully fund the additional children between 2012
and 2017.

Expenditures for the Behavioral Health Medicaid Services component were determined based on the component's
share of expenses for the affected eligibility subtypes in 2010. Behavioral Health paid about 15% of the costs for
affected DKC children in 2010. No charges for services for DKC pregnant women were paid by this component in

2010.

(Revised ZDI0OMB Page 2 of 2



FISCAL NOTE

STATE OF ALASKA
2011 LEGISLATIVE SESSION

Identifier (file name): SB005-DHSS-HCMS-02-17-11

Fiscal Note Number:
Bill Version:
() Publish Date:

SB005S

Dept. Affected: Health and Social Services

Title Medical Assistance Eligibility Appropriation: Medicaid Services
Allocation: Health Care Medicaid Services
Sponsor Sen. Bettye Davis, Sen. Dennis Egan
Requester Senate HSS Committee OMB Component Number 2077
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
Appropriation
Required Information

OPERATING EXPENDITURES FY 2012 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 FY 2017
Personal Services
Travel
Services
Commaodities
Capital Outlay
Grants 2,718.2 2,952.0 3,205.8 3,481.5 3,781.0 4,106.1
Miscellaneous

TOTAL OPERATING 2,718.2 0.0 2,952.0 3,205.8 3,481.5 3,781.0 4,106.1
[CAPITAL EXPENDITURES"
CHANGE IN
REVENUES
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 1,897.8 2,061.1 2,238.3 2,430.8 2,639.9 2,866.9
1003 GF Match 820.4 890.9 967.5 1,050.7 1,141.1 1,239.2
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other (please identify)

TOTAL 2,718.2 0.0 2,952.0 3,205.8 3,481.5 3,781.0 4,106.1

Estimate of any currentyear (FY2011) cost:

POSITIONS
Full-time
Part-time
Temporary

W hy this fiscal note differs from previous version (if initial version, please note as such)

Not applicable, initial version

Prepared by:  Kimberly Poppe-Smart, Director

Phone 907-269-7827

Division Health Care Services

Date/Time 2/17/11 12:00 PM

Approved by:  Alison Elgee, Assistant Commissioner

Date 2/17/2011

DHSS Finance & Management Services

(Ravisad 127201 OMB
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FISCAL NOTE

STATE OF ALASKA BILL NO. SB005
2011 LEGISLATIVE SESSION

Analysis:

Denali KidCare is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of the
federal poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted
annually. In 2003, DKC eligibility limits were reduced from 200% of poverty to 175% and frozen at 2003 levels. In
2007, the income limits were unfrozen, but remained at 175% of poverty. This bill would restore Denali KidCare to its
original level.

Children age 18 and under at this income level are part of Alaska's Medicaid CHIP expansion and are eligible for
enhanced federal matching funds. For FY2012, the federal CHIP match is projected at 65%, compared to an
estimated 50% for regular Medicaid. Pregnant women under this income level are eligible only for regular Medicaid
(50% match).

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 200% FPG
dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% and 200% dropped by
436. This fiscal analysis assumes that the additional enrollment due to this bill will be equal to about half that number
of people (estimated as 218 pregnant women and 1,277 children). The assumption isthat most people affected by
this bill will enroll by the end of SFY2012 and that enrollment will resume normal growth (about 2% per year)
thereafter.

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the year, will
not change with implementation of this bill and will remain the same throughout the projection period. First year
costs are based on an estimate for the number of new enrollees times the average cost per enrollee for the affected
eligibility subtypes in 2010. Medicaid children in the income range addressed by this bill tend to have lower Medicaid
costs than those from families with lower incomes, and those lower costs are reflected in our estimates.

Cost projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enrollment and Spending in
Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population, enroliment,
utilization, and medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS, Title XXl rates, Title XIX, or State General Fund only (for abortions) during 2010 and our best estimates for
federal medical assistance percentages (FMAPs) between 2012 and 2017. Children affected by this legislation are
included in the State Children's Health Insurance Program (SCHIP) so most of their Medicaid costs would normally be
matched at the enhanced rate for Title XXI services. Fund projections assume sufficient SCHIP allocation to fully fund
the additional children between 2012 and 2017.

Expenditures for the Health Care Services Medicaid component were determined based on that component's share

of expenses for the affected eligibility subtypes in 2010. Health Care Services Medicaid paid 100% of the costs for
DKC pregnant women and about 85% of the costs for affected DKC children in 2010.

(Revisd V27211 OMB Page 2 of 2



SEAN PARNELL, GOVERNOR

P.O. BOX 110601
DEPT. OF HEALTH AND SOCIAL SERVICES PHONE: 907 4659000 -
OFFICE OF THE COMMISSIONER FAX: (907) 465-3068

Fact Sheet on Denali KidCare as mtRelates to Abortion Funding

Thank you for your questions regarding the Denali KidCare program and how it relates to
abortion funding in Alaska. Because the department has received numerous questions that are
similar, but worded slightly differently, we have paraphrased the questions and compiled the
responses in a Fact Sheet for consistency.

We hope this addresses the intent of the questions you posed. If not, please contact Wilda
Laughlin at 465-1613.

> How many more abortions do you project would be covered if income eligibility for
Denali KidCare were increased from 175% to 200%?

o Pasthistory in Medicaid services shows that approximately 10% of pregnant enrollees
have sought abortion related services. Applying that number to the anticipated growth in
enrollment of pregnant enrollees as a result of the expansion (218), we expect
approximately 22 will seek these services.

> How much federal money will the state lose over the next 10 years as a result of the
Governor’s intended veto of SB 13, assuming that funding levels remain stable?

o The fiscal note for SB 13 estimates that the state would have spent $1,592,700 in federal
funds in FY 2011. The fiscal note also assumes 8.6% growth in total costs per year. If we
assume the federal percentage of spending remains the same (69.7%) and grows at 8.6%
per year, then over 10 years (through 2020) this totals $23,740,650 in federal funds.

> |sthe program affected by an Alaska Supreme Court decision that says certain
abortions must be paid for?

o Yes. The Alaska Supreme Court mled in DHSS v. Planned Parenthood, 28 P.3d 904
(Alaska 2001) that the State must fund medically necessary abortions for pregnant
women if it funds other medically necessary services for other financially needy persons.



Fact Sheet on Denali KidCare as it Relates to Abortion Funding

> How is “medically necessary” defined?

o “Medically necessary” as it applies to abortions paid for under Denali KidCare is not
defined in statute or regulation, or by Court decision.

> Is there anything unique to abortions that are paid for under DKC as opposed to
regular Medicaid?

o No.
> How much is Denali KidCare's annual budget?

o Spending in Calendar Year 2009:
o Title XXI kids: $30,246,349
o DKC Pregnant Women: $60,578,841
o DKC Title XIX kids: $125,761,129
o Total DKC: $216,586,319

> How much money is spent on abortions?
o In Calendar Year 2009:
0 Oftotal DKC spending: $384,000 was spent on abortion-related services
o Oftotal Medicaid Spending: $616,000 was spent on abortion-related
services

> How many additional women and children would havebeen eligible for Denali
KidCare if the eligibility had been expanded from 175 percent t0200 percent of the
federal poverty level?

0 The fiscal note for SB 13 estimates 218 pregnant women and 1,277 children would have
been covered by the expansion of Denali KidCare.

> What other services do children have access to under DKC?

o See Department website:
http://www.hss.state.ak.us/dhcs/DenaliKidCare/gen_info_dkc.htm


http://www.hss.state.ak.us/dhcs/DenaliKidCare/gen_info_dkc.htm

Georgetown University Health Policy Institute
Center for Children and Families

To: Interested Parties

From: Tricia Brooks, Georgetown Center for Children and Families
Re: Alaskan Options for Expanding Coverage for Pregnant Women
Date: November 4, 2010

During a recent trip to Alaska to participate in the Kids First Alaska meeting on
October 19, 2010 at the invitation ofthe All Alaska Pediatric Partnership and the Mat Su
Health Care Foundation, I was asked to provide clarifying information on opportunities to
expand federally supported medical coverage to pregnantwomen in Alaska. This memo
outlines current coverage in Alaska and provides an overview of federal options and
requirements for expanding coverage.

Current Coveragefor Pregnant Women and Children in Alaska

Currently, Alaska provides traditional Medicaid coverage to pregnantwomen with
income up to 175% ofthe Federal Poverty Level (FPL) who are citizens or immigrants
lawfully residing in the U.S. for at least five years. Additionally, the state provides, as
federally required, emergency medical coverage for labor and delivery services to any
uninsured pregnantwoman who meets the Medicaid guidelines, regardless of citizenship
or immigration status.

While the purpose ofthis memo is to identify options for expanding coverage to
pregnant women, certain options are related to coverage for children. Alaska uses its
Medicaid program for covering both children and pregnant women. Currently, the State
provides Medicaid coverage for children up to 150% FPL and coverage between 150% and
175% FPL for children through a Medicaid expansion funded through the Children’s Health
Insurance Program (CHIP) called Denali Kid Care. The CHIP-funded Medicaid expansion for
children qualifies for a higher financial participation rate. In Alaska the federal
participation rate for Medicaid is 50%xand for CHIP is 65%.

Optionsfor Expanding Coveragefor Pregnant Women with Federal Financial
Participation

e Expand Medicaid Coverage

Federal Requirements and Options - States with Medicaid programs are required to
cover pregnantwomen who are citizens with income up to 133% ofthe federal
poverty level (FPL). States may expand income eligibility through Medicaid to
pregnant women who are citizens and, at the state option, lawfully-residing
immigrants up to an income level approved by the federal government. States are



also required to cover labor and delivery cost of all uninsured women under
emergency Medicaid services ifthey otherwise meet Medicaid income and asset
requirements.

Alaska Options - Alaska may expand Medicaid coverage for pregnant women with
incomes higher than the current limit of 175% FPL. Under this option, the state may
also elect to provide coverage for lawfully residing immigrant pregnant women. An
expansion of eligibility requires a Medicaid State Plan Amendment (SPA). Federal
financial participation under this option is 50%.

Expand CHIP Coverage to Pregnant Women

Federal Requirements and Options - The 2009 federal reauthorization of the CHIP
program (CHIPRA) expanded options for states to cover pregnant women. Under
CHIPRA, states may provide coverage to pregnant women who are citizens and, at
the state option, lawfully residing immigrant pregnant women, through CHIP up to
300% FPL, if certain conditions are met. Among those conditions, the state must
cover children under Medicaid/CHIP up to at least 200% FPL and cover pregnant
women through Medicaid up to 185% FPL. Pregnantwomen cannot be covered at a
higher income level than children.

Alaska Options - To expand coverage to pregnantwomen under CHIPRA, the state
would first have to expand Denali Kid Care coverage to children from the current
income level of 175% FPL up to at least 200% FPL or higher, depending on the
proposed income limit for pregnant women. Additionally, the state would have to
expand Medicaid coverage to pregnantwomen between 175% and 185% FPL. With
those coverage levels, the state may expand coverage for pregnant women above
185% FPL drawing down the higher 65% CHIP federal match.

This option would require a Medicaid SPA to raise the income eligibility level for
pregnantwomen to 185% FPL. Additionally, Alaska must submit a CHIP SPA to
expand income eligibility for children up to 200% FPL (or higher depending on the
proposed income limit for pregnant women) and to provide CHIP coverage to
pregnantwomen above 185% FPL.

The SPA establishes what is technically a separate CHIP program for low-income
pregnantwomen rather than a CHIP-funded Medicaid expansion program as is
Denali Kid Care. However, it can be operated as a "Medicaid look-alike" program
using the existing Medicaid administrative structure and health care delivery
system. The expansion to pregnant women between 175% and 185% FPL would
qualify for the 50% federal Medicaid match, while expanded coverage for children
above 175% FPL and for pregnant women above 185% would qualify for the higher
federal CHIP match of 65%.



* Expand Coverage Under the CHIP Unborn Child Option

Federal Requirements and Options - States may provide prenatal care, labor, and
delivery services to pregnant women through the unborn child option in CHIP. Sixty
days of postpartum care can also be funded if services are provided under a global
capitation arrangement, which bundles payment for all prenatal, labor, delivery, and
postpartum care. Through this option, coverage is provided without regard to the
pregnantwoman’s immigration status. While it is the unborn child who is eligible,

services are directed to the pregnant woman to ensure the delivery of a healthy

newborn, including medical and dental services for the mother deemed necessary to

promote the health ofthe unborn child.

Alaska Options - The state may expand coverage under the CHIP unborn child

option for the unborn child of pregnantwomen who do not otherwise qualify for
Medicaid, as well as pregnantwomen above the current income limit of 175% FPL.
Like the previous option, this would require a CHIP State Plan Amendment to create

a separate CHIP program to establish coverage for the unborn child.

Currently eligible children, ages 0 -18 would continue to be covered under Denali
Kid Care while the pregnantwomen receiving services based on the eligibility of
their unborn child would be covered under the separate CHIP program. In this case,
Alaska may also wish to design its CHIP unborn child coverage as a “Medicaid look-
alike” program as described above. Services provided to pregnantwomen under the

unborn child option qualify for a 65% federal financial participation in Alaska.
Summary

Several options exist for Alaska to expand coverage to pregnant women directly

through Medicaid and/or CHIP. Financial participation depends on the option(s) chosen.

This overview of provisions in CHIPRAto cover pregnantwomen may be helpful.

Stakeholders may wish to review additional information provided to states by the Centers

for Medicaid and Medicare (CMS) in these relevant State Health Official (SHO) letters of
guidance and Q & A memos:

State Health Official Letter on the Unborn Child Option
State Health Official Letter on Lawfully Residing Children and Pregnant Women
State Health Official Letter on Covering Pregnant Women through CHIP

State Health Official Letter on Frequently Asked Questions about Covering Pregnant
Women



1The 50% federal participation is the traditional matching rate for Alaska. During the
period July 2008 through June 2011, the American Recovery and Reinvestment Act (ARRA)
provides a higher match to help states deal with the increased need for services during the

economic downturn.



LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182

Mail Stop 3101 Deliveries to: 129 6th St., Rm. 329

MEMORANDUM November 18, 2010

SUBIJECT: Medicaid funding of "medically necessary" abortions
(Work Order No. 27-LS0175)

TO: Senator Bettye Davis
Attn: Tom Obermeyer

FROM: Jean M. Mischel
Legislative Counsel

You have asked about the meaning of "medical necessity” as it relates to medical
assistance (Medicaid) funding of abortions. State and federal statutes fail to define the
phrase, although the concept forms the basis for coverage of all services under the jointly
funded Medicaid program and is defined for purposes other than abortion services in

regulation.

Despite a federal exclusion for most abortion services known as the "Hyde Amendment,"
upheld by the United States Supreme Court, the Alaska Supreme Court in 2001
specifically held that the equal protection guarantee under our state constitution requires
the state to cover medically necessary abortion services, as it does for all other medical
services covered under state Medicaid funding. The standard for "medical necessity" in
Alaska appears to be similar for all Medicaid services and includes services that are
broader than life saving services but less than elective services, as discussed below.

FEDERAL LAW DRAWS A DISTINCTION BETWEEN ABORTION SERVICES
FUNDING AND OTHER TYPES OF COVERED SERVICES

The federal purpose of the Medicaid program established the medical necessity standard
under 42 U.S.C.S. § 1396-1 as follows:

For the purpose of enabling each State, as far as practicable under the
conditions in such State, to furnish (1) medical assistance on behalf of
families with dependent children and of aged, blind, or disabled
individuals, whose income and resources are insufficient to meet the costs
of necessary medical services, and (2) rehabilitation and other services to
help such families and individuals attain or retain capability for
independence or self-care, there is hereby authorized to be appropriated
for each fiscal year a sum sufficient to carry out the purposes of this title.
The sums made available under this section shall be used for making
payments to States which have submitted, and had approved by the
Secretary, State plans for medical assistance.



Senator Bettye Davis
November 18, 2010

Page 2

(Emphasis added.) Since 1976, Congress has prohibited, either by an amendment to the
annual appropriations bill for the United States Department of Health and Human
Services, or by joint resolution, the use of any federal funds to reimburse the cost of
abortions under the Medicaid program except under certain specified circumstances. The
"Hyde Amendment” provides that:

[Njone of the funds provided by this joint resolution shall be used to
perform abortions except where the life of the mother would be
endangered if the fetus were carried to term; or except for such medical
procedures necessary for the victims of rape or incest when such rape or
incest has been reported promptly to a law enforcement agency or public
health service.

Pub. L. 96-123.

After the passage of the Hyde Amendment, federal courts wrestled with questions about
whether state and federal governments are required to pay for an indigent woman's
exercise of a fundamental constitutional right when a "medically necessary"” abortion is
involved. In several close decisions, the U.S. Supreme Court determined that the federal
constitution does not require public financial support of the right to choose an abortion in
cases that do not involve rape or incest or a threat to the mother's life. Beal v. Doe. 432
U.S. 438 (1977); Maher v. Roe. 432 U.S. 464 (1977); Harris v. McRae. 448 U.S. 297
(1980); Webster v. Reproductive Health Services. 492 U.S. 490 (1989). It is instructive
to note the trial court definition in the McRae case of the phrase "medically necessary”
for purposes of abortion funding was "a professional judgment for the physician that may
be exercised in the light of all factors—physical, emotional, psychological, familial and
the woman's age—elevant to the well-being of the patient.”

The federal courts ruled in these cases that governments are not required to provide
money to assist in the exercise of constitutional rights; governments are only prohibited
from placing obstacles in the way of exercising those rights. Withholding funding, said
the federal courts, is not an obstacle to the indigent woman who seeks an abortion. Her
poverty may be an obstacle, but the government did not create the poverty. She is still
free to have an abortion, but not with public money. The federal courts suggested other
private money might be available. In light of these federal decisions, it is clear that
public funding for abortions, even when "medically necessary," is not required under the
federal constitution.

ALASKA LAW REQUIRES A MORE UNIFORM BUT INEXACT STANDARD FOR
STATE MEDICAID FUNDING OF ALL TYPES OF SERVICES COVERED.

INCLUDING ABORTION SERVICES

In the early 1990's, the state attempted to adopt the federal distinction for funding of
abortion services and disregarded the general medical necessity definition adopted in
regulation for other types of services. In a direct challenge to the state regulation that
provided only for public funding of abortion services to preserve the life of the mother or
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in cases of rape or incest, the Alaska Supreme Court held that the state must pay for
medically necessary abortions for participants in the Medicaid program as it does for
other types of services. State v. Planned Parenthood of Alaska. Inc., 28 P.3d 904 (Alaska
2001). The Alaska Supreme Court determined then that the "rape, incest, and to prevent
the death of the mother” restrictions of the Hyde Amendment are too narrow to satisfy the
requirements of the Alaska state constitution.

The Alaska constitution has been consistently interpreted to provide broader protections
than the federal constitution. For instance, in Valley Hospital Ass'n v. Mat-Su Coalition
for Choice. 948 P.2d 963, 969 (Alaska 1997), the Alaska Supreme Court held that
"reproductive rights are fundamental . .. [and] include the right to an abortion." Later, in
State v. Planned Parenthood of Alaska. Inc.. 28 P.3d 904 (Alaska 2001), the Alaska
Supreme Court, although basing its decision on due process considerations rather than the
privacy clause used by the lower court, came to the same conclusion the lower court had.
The conclusion was that if the state Department of Health and Social Services (DPISS)
restricted abortion coverage for Medicaid-eligible women to only those covered by the
exceptions in the Hyde Amendment, it would result in unconstitutional implementation of
Medicaid in Alaska.

There is language in the Planned Parenthood of Alaska. Inc. case (cited above; see
28 P.3d at 913) strongly suggesting that the Alaska Supreme Court considers women who
carry their pregnancy to term to be similarly situated with women who have an abortion
(in that they are both exercising their constitutional freedom of reproductive choice). If
the court continues to hold that position when faced with a renewed public abortion
funding challenge, there is a possibility that the court will find that the state may not be
able to burden the right to abortion services under the state Medicaid program unless a
similar burden is placed on medical services to continue a pregnancy, and in the absence
of comparable burdens on continuation of a pregnancy the state cannot burden the right to

abortion services.

The consequence of having a more broadly interpreted right to public funding of
abortions for Medicaid recipients in Alaska than what is allowed under federal law is that
DHSS must cover some Medicaid abortions with 100% state money (no federal match).1
The federal government does not prohibit states from using their own funds.

Over the years, language has appeared in Alaska budget acts that purport to prohibit
DHSS from using any of its appropriated money for abortions outside the scope of the

1 Alaska is reportedly not alone in using purely state funds for some Medicaid abortions
that the federal government will not fund. | do not have an up-to-date list and | have not
double-checked the cases cited, but the ACLU says that 17 states fund abortions outside
the Hyde Amendment restrictions, 4 voluntarily and 13 under court order. | have
attached the relevant information, as reported by the ACLU, excerpted from
http://www.aclu.org. | cannot vouch for the accuracy of the ACLU website, but if you
require further information about public funding of abortions in other states, please let the

office know.
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Hyde Amendment. However, DHSS has been under court order to continue to pay for
medically necessary abortions and has complied with the state attorney general's advice
to do so0.2

2 For instance, with regard to the 2007 fiscal year operating budget, the attorney general
wrote the following:

This year's budget, as did the prior four years' budgets, contains the
following language regarding abortion funding:

No money appropriated in this appropriation may be
expended for an abortion that is not a mandatory service
required under AS 47.07.030(a). The money appropriated
for Health and Social Services may be expended only for
mandatory services required under Title XIX of the Social
Security Act and for optional services offered by the state
under the state plan for medical assistance that has been
approved by the United States Department of Health and
Human Services . ...

[citation omitted]. As we opined before, this language is intended to
prevent expenditures from these appropriations for therapeutic or
medically necessary abortions. DHSS, however, is under a superior court
order to operate its Medicaid program in a constitutional manner by
providing payment for them. That superior court order has been upheld by
the Alaska Supreme Court, which specifically rejected an argument that
the  separation-of-powers doctrine precluded the superiorcourtfrom
ordering the state to pay. State, Dept, of Health & SocialServices wv.
Planned Parenthood of Alaska, 28 P.3d 904 (Alaska 2001). Thus, the
DHSS is faced with a ruling from the state's highest court that the limit on
payment for abortion services results in the operation of the Medicaid
program in an unconstitutional manner, while DHSS is ostensibly without
the money available to pay for services to operate the program legally. . ..
Five years ago, the plaintiffs in the Planned Parenthood case asked the
superior court to clarify how similar budget restrictions impacted its
judgment. The superior court, three days after the supreme court affirmed
the judgment, issued an opinion ordering the DHSS not to comply with the
restrictions. To date, therefore, DHSS has obeyed the superior court's
order and we must advise DHSS to continue to obey it; i.e., to continue to
pay for these medically necessary abortions, until such time as a court
reverses the order that is now in effect.

2007 Alas. AG LEXIS 21, 7-8.
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According to DHSS, the money used for Medicaid abortions not covered by the Hyde
Amendment (i.e., abortions for which the federal government will not contribute federal
money), comes from the appropriation made by the legislature to DHSS for Medicaid.3

Other attempts to narrow the definition of "medical necessity” for purposes of abortion
services funding have similarly failed. In 2002, for example, the Alaska Legislature
passed and the governor vetoed a bill (SB 364, 22nd Legislature) that added a new
section to AS 47.07 to provide that the state Medicaid program may only pay for
medically necessary abortions and for abortions to terminate pregnancies resulting from
rape or incest. The bill prescribed what is a medically necessary abortion and established
requirements for submitting claims for payment for abortions. (See SB 364, attached).

That bill provided as follows:

(b) A claim for payment for a medically necessary abortion that is
submitted to the department must be accompanied by a written
certification by the treating physician that the abortion is medically
necessary to treat a serious
(1) adverse physical condition of a pregnant woman that
(A) either is caused by the pregnancy or would be

significantly aggravated by continuation of the pregnancy; and
(B) would seriously endanger the physical health of the
woman if the pregnancy were not terminated by an abortion; or
(2) psychological illness of a pregnant woman who requires
medication for treatment of the illness if
(A) the medication required to treat the illness would be

highly dangerous to the fetus; and
(B) the health of the woman would be endangered if the

mediation was not taken during pregnancy.

Since the bill was vetoed and the definition of "medical necessity” for purposes of
abortion services funding contained in former 7 AAC 43.140(a) was held to be
unconstitutional in 2001 and has recently been repealed but not reenacted, the state
currently lacks a clear definition of the phrase as it applies to abortion services. The

repealed regulatory definition provided that:

(a) Payment for an abortion will, in the department's discretion, be
covered under Medicaid if the physician services invoice is accompanied
by certification that the (1) life of the mother would be endangered if the
pregnancy were carried to term; or (2) pregnancy is the result of an act of
rape or incest.

3 If the physician submitting the Medicaid claim for costs associated with an abortion
does not provide the information that would allow DHSS to document to the federal
government that a particular abortion falls within the Hyde Amendment exceptions, then
DHSS does not seek a federal match for the costs associated with that abortion.
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What remains in the regulations for abortion services funding are the terms "elective" and
"therapeutic" (a term that appears to be used as a substitute in the regulations for
"medical necessity"), defined in 7 AAC 47.290, along with the general concept of
"medically necessary" for all covered services under 7 AAC 105.100.

For general relief funding,47 AAC 47.290 provides as follows:

(7) "elective abortion” means a procedure, other than a therapeutic
abortion, to terminate a pregnancy;
(8) "therapeutic abortion™ means the termination of a pregnancy;
(A) certified by a physician as medically necessary to
prevent the death or disability of the woman, or to ameliorate a condition
harmful to the woman's physical or psychological health; or
(B) that resulted from actions that would constitute a crime
of sexual assault under AS 11.41.410 - 11.41.425, a crime of sexual abuse
of a minor under AS 11.41.434 - 11.41.440, or the crime of incest under

AS 11.41.450.

For state funding under Medicaid, 7 AAC 105.100 describes "covered services" to
include the general concept of "medically necessary” with cross-references to specified

types of services as follows:

The department will pay for a service only if that service

(1) is identified as a covered service in accordance with AS 47.07,
7 AAC 43, and 7 AAC 105-7 AAC 160;

(2) is provided to an individual who is eligible for Medicaid under
7 AAC 100 on the date of service;

(3) is ordered or prescribed by a provider authorized to order or
prescribe that service under applicable law;

(4) is provided by a person who is enrolled as a Medicaid provider
or rendering provider under 7 AAC 105.210, or otherwise eligible to
receive payment for services under 7 AAC 43 and 7 AAC 105-7 AAC
160;

(5) is medically necessary as determined by criteria established
under 7 AAC 43 and 7 AAC 105 - 7 AAC 160 or by the standards of
practice applicable to the provider,;

(6) has received prior authorization from the department, if prior
authorization is required under 7 AAC 43 or 7 AAC 105-7 AAC 160;

and

4 Like the Medicaid program, the general relief program is designed to meet "medical
needs." While some abortions are termed "elective™ by some observers, they still meet a
medical need, as determined by the physician who performs the abortion procedure.
Distinguishing among types of abortions in the general relief program would infringe the
same privacy and equal protection interests as courts have determined are infringed when
abortion funding restrictions are imposed under the Medicaid program.
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(7) is not specifically excluded as a noncovered service under 7
AAC 43 or 7 AAC 105 - 7 AAC 160.

(Emphasis added.) The phrase "medically necessary" is defined for purposes of mental
health services and other purposes such as vision, hearing, and dental screening funding

under Medicaid as follows:

7 AAC 43.486. Medical necessity determinations for mental health
rehabilitation services

(@) The division will, in its discretion, periodically review the recipient's
clinical record to determine whether the services requested are medically
necessary. A medically necessary mental health rehabilitation service is a

service designed to
(1) screen recipients for the presence of a mental or emotional

disorder;

(2) assess the nature and extent of the mental or emotional disorder
and its impact upon the recipient's ability to meet the demands of daily
living, social, occupational, or educational functioning;

(3) diagnose the mental or emotional disorder;

(4) treat the mental or emotional disorder;

(5) provide rehabilitation for the mental or emotional disorder;

(6) prevent the relapse or deterioration of the recipient's condition
due to the mental or emotional disorder.

(b) In making its determination as to whether the proposed services are
medically necessary, the division will consider the following:

(1) the recommendations of the referring physician, mental health
professional clinician, or interdisciplinary team organized under 7 AAC
43.470 that prescribed, ordered, recommended, or approved the service;

(2) the recipient's diagnosis and level of functioning;

(3) the risk of danger from the recipient to self or other individuals;

(4) the appropriateness of the level of care and the need for
inpatient or residential care;

(5) whether the intervention targets specific symptoms and
behavioral and social dysfunction, and logically derives from the
assessments and diagnosis;

(6) whether the proposed services in the individualized treatment
plan are consistent with generally accepted community-based treatments
and practices for the treatment of the specific symptoms and behavioral
and social dysfunction;

(7) whether the recipient agrees with the referring physician,
mental health professional clinician, or interdisciplinary team under (1) of
this subsection that the focus of the treatment will be the symptoms and
behavioral and social dysfunction targeted for intervention;

(8) the extent to which past and current treatment has been
successful in treating the symptoms and behavioral and social dysfunction;

(9) if the recipient is under 21 years of age, whether the recipient
has, as indicated by the American Psychiatric Association's Diagnostic
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and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision,
dated 2000, an Axis V Global Assessment of Functioning (GAF) rating at
admission of 50 or less, or the recipient has an Axis V Global Assessment
of Functioning (GAF) rating at admission of more than 50, but exhibits
specific mental, behavioral, or emotional disorders that place the recipient
at imminent risk for out-of-home supervision or protective custody of state
or local authorities; the American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision,
dated 2000, is adopted by reference;

(10) the extent to which a less restrictive or intrusive alternative

treatment is not available;
(11) the extent to which a less expensive alternative is not

available;

(12) the extent to which the units of service requested are no more
than are necessary to meet the treatment or rehabilitation needs of the
recipient;

(13) the extent to which the duration of services requested are no
more than are necessary to reach the recipient-approved goals outlined in
the individualized treatment plan;

(14) if the requested services are intended to prevent the relapse or
deterioration of a mental disorder, the extent to which social functioning is
improved through interventions provided as active treatment, targeted in
specific therapeutic goals, and included in the individualized treatment
plan;-

(15) the likelihood that the recipient will benefit from any therapy
provided on the same day as the recipient has received crisis intervention
services.

(c) Payment for services determined not to be medically necessary under
this section is subject to recovery under 7 AAC 105.260.

The limitation on abortion services funding is, as for other Medicaid covered services
"medical necessity,” a phrase that is not clearly defined in Alaska. The regulations that
pertain to other types of covered services provide some guidance. Because the right to
state funding for medically necessary abortions under the current state Medicaid program
is protected by the Alaska constitution, the term "medically necessary abortion™ has
acquired a constitutional component of unknown scope. The relatively few Alaska cases
involving abortion rights do not provide guidance as to how broadly the term "medically
necessary abortion" is to be construed. There is a possibility that the Alaska courts may
find that there are additional situations other than those described in the vetoed bill that
fall within the scope of a medically necessary abortion and thus must be covered under

the state Medicaid program.

What follows is a brief overview of how other states have handled the issue after the
federal exception was rejected under those state's constitutional protections.
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CASE LAW FROM STATES OTHER THAN ALASKA

Other states have dealt with the issue of state funding of abortion services in various
ways. After the federal decisions of the 1970's that upheld restrictions on public abortion
funding, courts in a number of states were required to analyze the issue under their own
laws and constitutions to see if they supported the same conclusion. In contrast with the
federal decisions, several state decisions determined that funding for abortions could not
be singled out under public assistance programs. See Moe v. Sec'y of Admin, and Fin.,
417 N.E.2d 387 (Mass. 1981); Comm, to Defend Reproductive Rights v. Myers, 625 P.2d
779 (Cal. 1981); Right to Choose v. Byrne, 450 A.2d 925 (N.J. 1982); Planned
Parenthood Ass'n v. Dep't of Human Res., 663 P.2d 1247 (Or. App. 1983), affirmed at
687 P.2d 785 (Or. 1984); and Doe v. Maher, 515 A.2d 134 (Conn. Super. 1986); contra,
Fischer v. Dep't of Pub. Welfare, 502 A.2d 114 (Pa. 1985).

Except for the Pennsylvania case, these state courts weighed the private and state
interests involved with abortions and struck a different balance than the federal courts.
They considered the state's desire to save money, state policies to promote childbirth,
state claims that poor women can still choose to find private money to fund their
abortions, state interests in protecting unborn life, and state arguments that they are not
required to provide money for the exercise of constitutional rights. Most of these
arguments had been successful in federal courts. Not so in the state courts of
Massachusetts, California, New Jersey, Oregon, and Connecticut.

In Moe v. Secretary of Administration and Finance, supra, the highest state court in
Massachusetts determined that the Massachusetts constitution afforded a greater degree
of protection for the right to choose an abortion than the federal constitution.5 In
upholding the right of Medicaid recipients to have their abortions paid for, the court

observed:

[T]he Legislature need not subsidize any of the costs associated with child
bearing, or with health care generally. However, once it chooses to enter
the constitutionally protected area of choice, it must do so with genuine
indifference. It may not weigh the options open to the pregnant woman by
its allocation of public funds; in this area, government is not free to
"achieve with carrots what [it] is forbidden to achieve with sticks."
(citation omitted). We are therefore in agreement with the views
expressed by Justice Brennan, writing in dissent to Harris v. McRae,
[when he wrote] "In every pregnancy, [either medical procedures for its
termination, or medical procedures to bring the pregnancy to term are]
medically necessary, and the poverty-stricken woman depends on the
Medicaid Act to pay for the expenses associated with [those] procedure[s].
But under [this restriction], the Government will fund only those
procedures incidental to childbirth. By thus injecting coercive financial
incentives favoring childbirth into a decision that is constitutionally

5 Moe, 417 N.E.2d at 400.
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guaranteed to be free from governmental intrusion, [this restriction]
deprives the indigent woman of her freedom to choose abortion over
maternity, thereby impinging on the due process liberty right recognized

in Roe v. Wade."6

In Committee to Defend Reproductive Rights v. Myers, supra, the highest court in
California made a determination similar to Massachusetts’. The court noted that the state
had no constitutional obligation to provide medical care to the poor or to fund the

exercise of all constitutional rights, but held:

Once the state furnishes medical care to poor women in general, it cannot
withdraw part of that care solely because a woman exercises her
constitutional right to choose to have an abortion.7

In Right to Choose v. Byrne, supra, the highest court in New Jersey also came to a similar
conclusion, using an equal protection analysis. The court struck down a restrictive

abortion funding statute, stating:

[T]he Legislature need not fund any of the costs of medically necessary
procedures pertaining to pregnancy. .. . Once it undertakes to fund
medically necessary care attendant upon pregnancy, however, government
must proceed in a neutral manner. Given the high priority accorded in this
State to the rights of privacy and health, it is not neutral to fund services
medically necessary for childbirth while refusing to fund medically
necessary abortions. .. . The statute affects the right of poor pregnant
women to choose between alternative necessary medical services. No
compelling state interest justifies that discrimination, and the statute
denies equal protection to those exercising their constitutional right to

choose a medically necessary abortion.8

In Planned Parenthood Ass'n v. Department of Human Resources, supra, the court struck
down an Oregon Medicaid regulation that would have restricted funding of abortions,

saying:

[t is difficult to understand the rational basis for denying one medically
necessary surgical procedure to a pregnant woman solely because it
involves an abortion while, at the same time, funding all other medically
necessary services relating to pregnancy.9

6 1d. at 402.
7 Myers, 625 P.2d at 798 and footnote 31 accompanying the text.

8 Byrne, 450 A.2d at 935 - 936.

9 Planned Parenthood, 663 P.2d at 1255.
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In Doe v. Maher, supra, a Connecticut court struck down a state Medicaid regulation that
prohibited funding for medically necessary abortions, saying:

This court is unable to reconcile the mandate and logic of the United
States Supreme Court in Roe v. Wade ... with the McRae ... decision.
Medicaid reimbursement funds are made available for all the health care
costs of women, including the medical costs necessary to carry the fetus to
term, but not for the medically necessary abortion. Surely, this constitutes
infringement on the right to an abortion. ... In adopting the regulation,

. the state has ceased to preserve its neutrality at least under our state
constitution. .. . And since that one exception also is a subject of a
woman's constitutional rights, the regulation impinges upon those
constitutional rights to the same practical extent as if the state were to
affirmatively rule that poor women were prohibited from obtaining an
abortion.D

In each of the state cases quoted in this section, the state court struck down an abortion
funding restriction that would have been upheld by a federal court. These cases clearly
demonstrate that state courts can find independent state grounds to strike down an
abortion restriction that might be upheld in federal court. Unfortunately, the cases do not
provide a standard definition of "medical necessity" for purposes of all covered services.

CONCLUSION

The concept of "medical necessity” provides the baseline for Medicaid and other types of
public funding of covered health care services. Under the federal law, the United States
Supreme Court upheld an exemption for coverage of abortions services that was narrower
than the standard for all other types of covered services. Many states, including Alaska,
found an equal protection and liberty interest violation in drav/ing a distinction among

various types of service coverage.

Current Alaska legislation and regulations defer to the treating physician to determine
whether a service is medically necessary for the physician's patient under the applicable
standard of practice for most covered services, including abortion services.

If 1 may be of further assistance, please advise.

JMMdjw
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Attachements

0~ 515 A.2dat 151 and 152.



A laska State Legislature

Interim: (May - Dec.) Session: (Jan. - May)
716 W. 4thAve State Capitol, Suite 30
Anchorage, AK 99501 Juneau, AK 99801-1182
Phone: (907) 269-0144 Phone-. (907)465-3822
Fax: (907)269-0148 Fax-. (907)465-3756

Tollfree: (800) 770-3822

Senator Bettye Davis@Ilcgis.state.ak.us
http:/AMww.akdemocrats.org

Senator Bettye Davis

SB 5 “An Act relating to eligibility requirements for medical assistance for certain children and
pregnant women; and providing for an effective date.”

Background of SCHIP/Denali Kid Care

» State Children’s Health Insurance Program (SCHIP), which is administered in Alaska through
the Denali KidCare Program was created in 1997 to reduce the number of uninsured children
by providing subsidized insurance to children of those parents who are too poor to afford
insurance but make too much to receive Medicaid coverage. About 1/3 of all children in
America get health services through Medicaid or the SCHIP program.

* The Denali KidCare Program is 70% funded by the federal government up to the state’s
allocated funding level. After that, the reimbursement rate declines to slightly over 50%.

» Denali KidCare provides health insurance for children up to age 18 and pregnant women who
meet income guidelines. There is no cost to eligible children, teens and pregnant women.
However, youth who are 18 may be required to contribute a limited amount for some services.

* Roughly 7,900 children were covered by Denali KidCare in 2009.

e The cost per child of Denali KidCare is about $1,700 annually, compared to over $12,000 for
an elderly person who qualifies for federal aid.

* By comparison, private health insurance for a family of three, e.g., a pregnant woman with two
children, is estimated at $8,000-$ 17,000 annually. Unlike Denali KidCare, this insurance may
require a substantial deductible, 20% co-pay, and no vision, dental or hearing benefits.

Why Coverage for Pregnant Women is Important In Alaska
« Alaska has one of the nation’s highest documented pregnancy-associated mortality ratios -

58 per 100,000 live births during 1990-1999 (DHSS). National data indicate that women
who receive no prenatal care are at increased risk of pregnancy-related death.

SB 5 Background of SCHIP/Denali KidCare Page 1
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e Only 58% of women in Alaska receive adequate prenatal care, compared with 75%
nationally.

* Mothers having late or no prenatal care are more likely to have low birth weight or pre-
term infants and are at increased risk fro pregnancy-related mortality and complications of
childbirth (DHSS).

e The average cost of hospital care for a premature baby was $75,000 in 2001, compared
with $1,300 for a healthy, full-term infant. The March of Dimes Prenatal Data Center
reports that premature babies cost about $13.1 billion annually.

SB 5 Background of SCHIP/Denali KidCare Page 2
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SB 5 “An Act relating to eligibility requirements for medical assistance for certain children and
pregnant women; and providing for an effective date.”

Repercussions of the Unmet Health Care Needs of Alaska’s Uninsured Children

* The number of uninsured children in Alaska is estimated to be about 24,100 or 19% of the
uninsured population (Kaiser Family Foundation, 2008-2009).

* Over the last 10 years Alaska has seen a 31% decline in the number of children covered by private
health insurance (Robert Wood Johnson Foundation).

* Nationally, more than 80% of uninsured children are from working families (Kaiser Commission
on Medicaid and the Uninsured).

* Uninsured children have much higher health risks than do covered children. They receive less
preventative care and are diagnosed at more advanced stages of illness (Kaiser, supra).

e Uninsured children are more likely to develop throat, eye, and ear infections, serious dental
problems, and chronic conditions such as asthma and diabetes. They are more than five times as
likely as insured children to have an unmet need for medical care and nine times more likely not to
be examined by a regular doctor. They are also four times more likely to use emergency rooms
which are much more costly than care in physicians’ offices (Pediatrics 105, 113; “Care for
Children,” New England Journal o fMedicine, 330).

* Almost 1/3 of uninsured children received no medical treatment during a 1-year period between
2002 and 2003 (Health Affairs 23, no. 5, September-October 2004).

* Uninsured children are 25% more likely to miss school than insured children (Children’s Defense
Fund, Minnesota). Continued illness affects school performance and, in the long run, workforce
participation (Southern Institute on Children and Families). A National Institute of Medicine
study indicates that lack of insurance results in lost national economic productivity of $65-$130
billion annually.
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Alaska & United States HH State Medicaid Fact Sheets

Total Residents, 2008-2009 Medicaid Enrollment and Spending by Group, FY2007
AK: 666,900 US: 303,343,300
Distribution by Insurance Status, 2008-2009 m m
Alaska United States IB Disabled
17% 0O Elderly
®51% Employer 49% ® i 13)/9
B . . j r', : 0 Adults
® 4% Individual 5% it '-APt—ﬁ O Children
* 12% Medicaid 16% ® » 3
a]2 * 80% Medicare 12% -« Spending Enrollment Spending
* 6% Other Public 1% - 120,800 $944M 58,106,000 $300,001M
* 19% Uninsured 17% ® Alaska United States
Number Percent Notes
AK us AK us
Demographic Profile, 2008-2009
Total Residents 666,900 303,343,300 - -
Income
Poor Residents (below 100% FPL) 117,700 60,939,000 18 20 % of total residents
Residents (100-138% FPL) 48,000 22,851,100 7 8 % of total residents
Median Annual Income $63,505 $49,945 -
Age
Children (0-18) 194,300 79,305,700 29 26 % of total residents
Poor Children 43,900 21,472,200 23 27 % of total children
Adults (19-64) 416,100 185,424,200 62 61 % of total residents
Poor Adults 66,100 34,149,200 16 18 % of total adults
Elderly (65+) 56,400 38,613,300 8 13 % of total residents
Poor Elderly 7,700 5,317,700 14 14 % of total elderly
Distribution by Race/Ethnicity
White 472,600 196,769,100 71 65 % of total residents
Slack 24,400 36,795,300 4 12 % of total residents
Hispanic 27,800 48,828,900 4 16 % of total residents
Other 142,200 20,949,900 21 7 % of total residents
Non-Citizen 24,800 21,578,800 4 7 % of total residents
Population Living in Non-Metropolitan Areas 205,300 48.866,200 31 16 % of total residents
Health Insurance Coverage of Nonelderly, 2008-2009
Medicaid 76,700 44,144,600 13 17 % of nonelderly
Children 46,500 26,325,400 61 60 % of Medicaid
Adults 30,100 17,819,200 39 40 % of Medicaid
Uninsured 125,800 49,997,900 21 19 % of nonelderly
Children 24,100 8,284,500 19 17 % of uninsured
Adults 101,700 41,713,400 81 S3 % of uninsured
Nonelderly (below 100% FPL) 47,200 19,831,900 37 40 % of uninsured
Nonelderly (100-138% FPL) 10,800 6,060,700 9 12 % of uninsured
Nonelderly (139-250% FPL) 35,500 12,877,100 28 26 % uninsured
Nonelderly (251-399% FPL) 19,400 6,476,400 15 13 % of uninsured
Nonelderly (400%+ FPL) 12,600 4,751,900 10 10 % of uninsured
Employer Sponsored Insurance 341,700 149,690,000 56 57 % of nonelderly

http ://ww w .statehealthfacts.ore/m fs.isp?r2n=3&rsn=1 1/99/901 1
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Individual Insurance 23,300 13,767,100 4 5 %
Other Public 43,000 7,130,200 7 3 %

S

of nonelderly

S

of nonelderly

Percentage Point Change Among Nonelderly 0-64 by Coverage Type, 2008-2009

Uninsured -2.4 1.5 % point change
Medicaid - - 1.0 1.7 % point change
Employer-Sponsored - - 2.4 -3.2 % point change
Individually Purchased - - -2.0 -0.1 % point change

Medicaid Enrollment

Total Enroliment, FY2007 120,800 58,106,000 - - % of total residents
Children 72,900 28,754,500 60.3 49.5 % of Medicaid enrollees
Adults 24,500 14,627,000 20.3 25.2 % of Medicaid enrollees
Elderly 8,500 5,934,900 7.0 10.2 % of Medicaid enrollees
Disabled 14,900 8,789,500 12.3 15.1 % of Medicaid enrollees

% Enrolled in Managed Care, 2009 - - 0.0 71.7 % of Medicaid enrollees

Medicaid Expenditures

Total Medicaid Spending, FY2008 $890,169,313 $338,791,482,443 - - Including DSH
Disproportionate Share Hospital Payments (DSH) $15,580,779 $17,738,530,492 1.8 5.2 % of total spending
Acute Care $532,601,181 $206,255,691,313 59.8 60.9 % of total spending
Rx Drugs $50,424,021 $15,274,195,878 9.5 7.4 % of acute care spending
Long Term Care (LTC) $341,987,353 $114,797,260,638 38.4 33.9 % of total spending
Nursing Home $74,009,055 $49,639,456,902 21.6 43.2 % of LTC spending
Home/Personal Care $212,808,098 $47,762,519,611 62.2 41.6 % of LTC spending
Per Enrollee Medicaid Spending, FY2007
Total $7,815 $5,163 -
Children $4,261 $2,135 324 18.6 % of total spending
Adults $5,108 $2,541 13.3 11.9 % of total spending
Elderly $19,143 $12,499 17.4 24.3 % of total spending
Disabled $23,194 $14,481 35.7 40.9 % of total spending
Other Medicaid Spending Measures
Federal Contribution per State Dollar, FY2010 1.66 1.28 62.46 56.20
General Fund Spending on Medicaid. SFY2008 $408 $111,711 7.9 16.3 % of general fund spending

Medicaid Eligibility Levels by Annual Income and FPL, 2011

Pregnant Women 175 * % of federal poverty level
infants - 150 - % of federal poverty level
Children 1-5 - 150 - % of federal poverty level
Children 6-19 - - 150 - % of federal poverty level
Working Parents 81 R

Medicaid and Medicare Dual Eligibles

Total Dual Eligible Enroliment. 2007 13,020 8,896,020 100 100

Total Dual Eligible Spending in Millions, 2007 $255 $120,520 100 100

Total Medicare Enrollment, 2010 64,797 46,589,141 9 15 % of total residents
Estimated Annual "Clawback” Payment 2006 $17,202,153 $6,605,675,559 - -

CHIP

Eligibility Income Level for Family of 3, 2011 -

X

of federal poverty level
Change in CHIP Enrollment, June 2008-09 - -0.3 2.7 % growth, 2008-2009
Total CHIP Spending, FY2007 521,611,463 $10,046,523,960 - -
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The following figures are the 2011 HHS poverty guidelines that are scheduled to be published in the

Federal Register on January 20, 2011. (Additional information will be posted after the guidelines are

published.)
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2011 HHS Poverty Guidelines

48 Contiguous

States and D.C. Alaska Hawaii

For each additional

person, add

$10,890 $13,600 $12,540
14,710 18,380 16,930
18,530 23,160 21,320
22,350 27,940 25,710
26,170 32,720 30,100
29,990 37,500 34,490
33,810 42,280 38,880
37,630 47,060 43,270
3,820 4,780 4,390

Go to Further Resources on Poverty Measurement. Poverty Lines, and Their History

Go to Frequently Asked Questions (FAQSs)

Return to the main Poverty Guidelines, Research, and Measurement page.
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DEPARTMENT OF HEALTH &HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop C2-21-15

Baltimore, Maryland 21244-1850 CENTERSfo rM ED ICARESMEDICAID SERVICES

Center for Medicaid and State Operations

SHO # 09-006
CHIPRA #2

May 11, 2009

Dear State Health Official;

The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA), Public Law
111-3, ensures that States are able to provide necessary health coverage for low-income
uninsured children eligible under the Children’s Health Insurance Program (CHIP). Section 111
of CHIPRA adds a new section 2112 to the Social Security Act (the Act) which gives States the
option to provide necessary prenatal, delivery, and postpartum care to low-income uninsured
pregnant women through an amendment to its State child health plan (CHIP plan) (as described
in section 2112). This letter provides general information concerning the new option and
guidance on amending your CHIP plan to reflect the coverage of pregnant women, should your
State wish to take advantage of this option.

Background

Prior to CHIPRA, States could provide services to pregnant women either through a Section
1115 demonstration program or under the CHIP State plan by covering unborn children.
CHIPRA allows States to continue providing coverage through these two options or through a
new option of covering pregnant women under the CHIP plan. This letter outlines the
differences between options to assist States in adopting coverage for pregnant women.

Continuation of Existing Section 1115 Pregnant Women Demonstrations

The CHIPRA allows States to continue existing section 1115 demonstrations that provide
coverage for pregnant women with title XXI funds. These States may continue demonstrations
or modify their CHIP plans to include pregnant women as described below.

Continuation of Coverage for Unborn Children Under the CHIP Plan

States will continue to have the option of considering an unborn child to be a targeted low-
income child and therefore eligible for coverage under CHIP, if other applicable eligibility
criteria are met. This permits States to provide health care services to promote healthy
pregnancies, regardless of the mother’s eligibility status. States may continue to pay for
pregnancy and delivery services through a bundled payment or global fee method, under which a
single payment is made for prenatal care, labor, delivery, and postpartum care.
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New Option to Cover Targeted Low-income Pregnant Women Under the CHTP Plan

The CHIPRA also allows States the option of providing health care coverage for uninsured, low-
income pregnant women under the CHIP plan. Under this option, the pregnant woman is eligible
for coverage, rather than the unborn child.

States that choose to cover pregnant women under the CHIP plan are eligible to receive
enhanced Federal Medical Assistance Payments (FMAP) for such expenditures and have the
option of providing presumptive eligibility to pregnant women.

As established in CHIPRA (Section 111), in order to cover pregnant women through the State

plan option under CHIP, States must meet the following criteria:

. States may only provide coverage under the CHIP plan for pregnant women who were not
eligible under the Medicaid State plan as of July 1, 2008;

. States must cover pregnant women under Medicaid up to the minimum income level of 185
percent of the Federal poverty level (FPL). Any State that currently does not provide
Medicaid coverage for pregnant women up to this income level, can only claim regular
FMAP for pregnant women covered under a Medicaid expansion whose family income is
at or below 185 percent ofthe FPL;

. States may not establish a higher income eligibility level for pregnant women than the
State’s eligibility level for targeted low-income children;

. States must cover children under 19 years of age under Medicaid or CHIP, up to a
minimum income level of 200 percent of the FPL;

. States must not apply an effective income level for pregnant women under CHIP that is
lower than the Medicaid effective income level and cannot cover higher income pregnant
women without covering lower income pregnant women;

. States must not apply any preexisting condition exclusion or waiting period for CHIP
coverage of pregnant women;

. States must not impose any cap or limitation on the enrollment of targeted low-income
children, and must not have any waiting list or any procedures designed to delay
applications for enrollment; and

. States may not require enrollee cost sharing for preventive or pregnancy-related services.
Benefits

States have the flexibility to offer coverage that meets the requirements of section 2103 of the
CHIP statute under the new CHIP option for pregnant women, including in most cases, benefits
during a 60-day postpartum period.

Coverage of Both the Unborn Child and Pregnant Women.

States may opt to cover both the unborn child and pregnant women under the CHIP plan. If
States elect both options, we want to emphasize that States will need to uniquely identify
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enrollees so that there is no duplication of payment for services. Eligibility under either category
is subject to screening for Medicaid eligibility, and payment is not available under CHIP for
services that would be covered under Medicaid.

Submitting a CHIP Plan Amendment

States wishing to adopt any of the options described above and be eligible for funds under title
XXI, must submit a CHIP plan amendment, which must be approved by the Secretary.

States adopting such an expansion will be able to amend their CHIP plan by submitting the
enclosed addendum to the CHIP plan and budget form. The addendum sections correspond to
the relevant sections in your current State Child Health Plan Template.

States that have implemented CHIP through a Medicaid expansion program, but wish to extend
coverage to unborn children and/or pregnant women under a separate child health program, may
do so by submitting the same CHIP plan amendment above. Such States would then continue to
cover children from birth through age 18 under Medicaid expansion programs, and would
operate separate CHIP programs only for pregnant women and/or unborn children.

To incorporate either of these provisions into the CHIP plan, the State, through the appropriate
State official, should submit these pages electronically to both the Centers for Medicare &
Medicaid Services (CMS) Central and Regional Offices. Once approved, these pages will be
added to the current State Child Health Plan as an addendum describing coverage for pregnant
women. Before submitting such an amendment, please review the current approved CHIP plan
to determine if it is necessary to amend additional sections simultaneously (e.g., if a new benefit
package is being adopted, if cost sharing is being modified just for this eligibility group, if
different service delivery type is being used, if different enrollee protections apply, or if the State
has not previously implemented a separate child health program). Note that if a State does not
choose to use the same benefit type and package of services for pregnant women or unborn
children, the State needs to submit a revised section 6 of the State plan with its amendment.
Questions or assistance may be provided by your Central Office or Regional Office project
officer.

In addition to offering the option of covering targeted low-income pregnant women under the
CHIP plan, CHIPRA requires that children bom to a woman receiving pregnancy-related
assistance shall be deemed on the date of the child’s birth to have applied for coverage under
CHIP or Medicaid, and shall be found eligible for the appropriate program, and until the child
reaches age one (as described in section 2112(e) of the Act). During this deemed eligibility
period, the new law stipulates that the child health or medical assistance eligibility identification
number of the mother shall also serve as the identification of the child. Additionally, during this
period, all claims shall be submitted and paid for the child under the mother’s identification
number (unless the State issues a separate identification number for the child before the child
reaches age one).

Draft State plan template pages to implement these options are enclosed. CMS is in the process
of obtaining the required Office of Management and Budget (OMB) clearance under the
Paperwork Reduction Act for the State plan amendment (SPA) templates. Given that States may
need considerable time to complete these templates, CMS is sharing in draft the SPA template at
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this time. Until such time when this SPA template is assigned an OMB clearance number, States
are not obligated to respond.

It is well established that access to prenatal services and care throughout a mother’s pregnancy
improves health outcomes for both the mother and child. Therefore, we encourage States to
consider these options to establish eligibility for this vulnerable population.

Sincerely,
/sl

Jackie Gamer
Acting Director
Center for Medicaid and State Operations

Enclosure
cc:
CMS Regional Administrators

CMS Associate Regional Administrators
Division of Medicaid and Children’s Health

Ann C. Kohler
NASMD Executive Director
American Public Human Services Association

Joy Wilson
Director, Health Committee
National Conference of State Legislatures

Matt Salo
Director of Health Legislation
National Governors Association

Debra Miller
Director for Health Policy
Council of State Governments

Barbara Levine
Director of Policy and Programs
Association of State and Territorial Health Officials

Alan R. Weil, J.D., M.P.P.
Executive Director
National Academy for State Health Policy



Addendum to State Child Health Plan Describing Coverage of Preghant

Women

Section 1. General Description and Purpose of the State Child Health Plans and State
Child Health Plan Requirements. (Section 2101)

11 The State will use funds provided under Title XXI primarily for (Check appropriate box)
(42 CFR 457.70):

111 D  Obtaining coverage that meets the requirements for a separate child health

program (Section 2103); or

11.2. O Providing expanded benefits under the State’s Medicaid plan (Title XIX);

or

1.1.3. D A combination of both of the above.

1.2 D
13 D
14 D
Section 2.

Please provide an assurance that expenditures for child health assistance will not
be claimed prior to the time that the State has legislative authority to operate the
State plan or plan amendment as approved by CMS. (42 CFR 457.40(d))

Please provide an assurance that the State complies with all applicable civil rights
requirements, including title VI of the Civil Rights Act of 1964, title 11 of the
Americans with Disabilities Act of 1990, section 504 of the Rehabilitation Act of
1973, the Age Discrimination Act of 1975, 45 CFR Part 80, Part 84, and Part 91,
and 28 CFR Part 35. (42 CFR 457.130)

Please provide the effective (date costs begin to be incurred) and implementation
(date services begin to be provided) dates for this plan or plan amendment
(42 CFR 457.65):

Effective date:
Implementation date:

General Background and Description of State Approach to Child Health
Coverage and Coordination. (Section 2102 (a)(l)-(3) and Section
2105)(c)(7)(A)-(B))

Please note: This form has not been approved by OMB pursuant to the PRA and States are not obligated to use it.

1



2.2.

Section 4.

4.1.

4.1-P

Describe the current State efforts to provide or obtain creditable health coverage
for uncovered children by addressing: (Section 2102(a)(2) and 42 CFR
457.80(b))

2.2.1. The steps the State is currently taking to identify and enroll all uncovered
children who are eligible to participate in public health insurance
programs (i.e., Medicaid and State-only child health insurance):

Eligibility Standards and Methodology. (Section 2102(b))

The following standards may be used to determine eligibility of targeted low-
income children for child health assistance under the plan. Please note whether
any of the following standards are used and check all that apply. If applicable,
describe the criteria that will be used to apply the standard.

(Section 2102(b)(1)(A), 42 CFR 457.305(a), and 457.320(a))

411. O Geographic area served by the Plan:

412. O Age:

413. O Income:

414. O Resources (including any standards relating to spend downs and
disposition of resources):

4.15. 0O Residency (as long as residency requirement is not based on length
oftime in State):

416. O Disability Status (so long as any standard relating to disability
status does not restrict eligibility):

4.17. O Access to or coverage under other health coverage:

4.18. O Duration of eligibility:
419. O Other standards (identify and describe):

D The State includes eligibility for one or more populations of targeted low-
income pregnant women under the plan. Please describe the population
ofpregnant women that the State proposes to cover in this section.
Please include any criteria, such as the above categories (e.g., income
and resources) that will be applied to this population. Please use the
same reference number systemfor those criteria (for example, 4.1.1-P
for ageographic restriction).

The State assures that it has made the following findings with respect to the
eligibility standards in its plan: (Section 2102(b)(1)(B) and 42 CFR 457.320(b))

421. D These standards do not discriminate on the basis of diagnosis.

Please note: This form has not been approved by OMB pursuant to the PRA and States are not obligated to use it.
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422, 0 Within a defined group of covered targeted low-income children,
these standards do not cover children of higher income families
without covering children with a lower family income. Please
confirm that this applies topregnant women as well as targeted
low-income children.

423. O These standards do not deny eligibility based on a child having a
pre-existing medical condition. Please confirm that this applies to
pregnant women as well as targeted low-income children.

4.3.  Describe the methods of establishing eligibility and continuing enrollment.
(Section 2102(b)(2) and 42 CFR 457.350)

43.1 Describe the State’s policies governing enrollment caps and waiting lists
(ifany). (Section 2106(b)(7) and 42 CFR 457.305(b))

D Check here if this section does not apply to your State.

Please note that this box should be checked as related to children because
States may not have an enrollment cap or waiting listfor children and cover
pregnant women.

4.4,  Describe the procedures that assure that:

4.4.1. Through the screening procedures used at intake and follow-up eligibility
determination, including any periodic redetermination, that only targeted
low-income children who are ineligible for Medicaid or not covered under
a group health plan or health insurance coverage (including access to a
State health benefits plan) are furnished child health assistance under the
State child health plan. (Sections 2102(b)(3)(A), 2110(b)(2)(B), 42 CFR
457.310(b), 42 CFR 457.350(a)(1), and 457.80(c)(3))

Please confirm that the State does not apply a waiting periodfor
pregnant women.

Section 8. Cost Sharing and Payment. (Section 2103(e))

8.1. Is cost-sharing imposed on any of the children covered under the plan? (42 CFR
457.505) Please indicate if this appliesfor pregnant women also.

8.1.1. O YES
8.1.2. D NO, skip to question 8.8.

Please note: This form has not been approved by OMB pursuant to the PRA and States are not obligated to use it.
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8.2.  Describe the amount of cost-sharing, any sliding scale based on income, the group
or groups of enrollees that may be subject to the charge, and the service for which
the charge is imposed or time period for the charge, as appropriate.

(Section 2103(e)(1)(A), 42 CFR 457.505(a), 457.510(b) and (c), and 457.515(a)
and (c))

8.2.1. Premiums:

8.2.2. Deductibles:

8.2.3. Coinsurance or copayments:
8.2.4. Other:

Please include a statement that no costsharing will be chargedfor pregnancy-
related services.

9.9.  Describe the process used by the State to accomplish involvement of the public in
the design and implementation of the plan and the method for ensuring ongoing
public involvement. (Section 2107(c) and 42 CFR 457.120(a) and (b))

9.9.1 Describe the process used by the State to ensure interaction with Indian
Tribes and organizations in the State on the development and
implementation of the procedures required at 42 CFR section 457.125.
(Section 2107(c) and 42 CFR 457.120(c))

States should provide notice and consultation with Tribes on proposedpregnant
women expansions.

9.10. Provide a 1-year projected budget. (Section 2107(d) and 42 CFR 457.140)

The budget must describe:
e Planned use of funds, including:
* Projected amount to be spent on health services;
» Projected amount to be spent on administrative costs, such as outreach,
child health initiatives, and evaluation; and
« Assumptions on which the budget is based, including cost per child and
expected enrollment.
* Projected sources of non-Federal plan expenditures, including any
requirements for cost-sharing by enrollees.

Please include a separate budgetline to indicate the cost ofproviding coverage
to pregnant women.

Please note: This form has not been approved by OMB pursuant to the PRA and States are not obligated to use it.
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Executive Summary
Introduction

Over the past year, as the nation's attention was focused on the country's continuing economic
problems and the debate over the passage of broader health care reform, Medicaid and the Children's
Health Insurance Program (CHIP) continued to play their central role of providing coverage to millions of
people who otherwise lack affordable coverage options. In 2010, this role was more pronounced than
ever as families losing their jobs and access to employer-based coverage turned to public programs in
growing numbers. Without Medicaid and CHIP, many more individuals would have become uninsured,
adding to the 50 million currently without coverage. Based on a survey of state officials in all 50 states
and the District of Columbia conducted by the Kaiser Commission on Medicaid and the Uninsured and
the Georgetown University Center for Children and Families, this tenth annual report provides an
overview of state actions on eligibility rules, enrollment and renewal procedures, and cost sharing
practices in Medicaid and CHIP during 2010, as well as the status of coverage as of January 1, 2011, for
children, parents, pregnant women, and other non-disabled adults.

As the survey findings illustrate, families

could turn to Medicaid and CHIP because Figure 1

nearly all states "held steady” or made Number of States Improving Access to Health
targeted improvements in their eligibility Care Coverage, January 2010 - January 2011
and enrollment rules in 2010, with a total = Eligibility - Enrollment/Renewal Procedures

of 13 states expanding eligibility and 14

states making improvements in

enrollment and renewal procedures

(Figure 1). This striking stability in public

programs can be directly attributed to the 6

federal government's decision both to

provide temporary Medicaid fiscal relief .

to states through June 2011, and to L I

require states to maintain their Medicaid Children PregnantWomen  Parents/Other Adults
and CHIP eligibility rules and enrollment

. SOURCE: Based onthe resuilts of a netional strvey conducted by the Kaiser Gomission on Meicaidandthe Unirsured and the
procedures until broader health reform Georgeoan Uriversity Center for Crildrenand Farilies, 2011

goes into effect.

During 2010, states also were starting to look ahead to implementation of the Affordable Care Act (ACA)
and, in some instances, to take advantage of early options to improve Medicaid coverage. Health
reform provides a broad expansion in coverage that will take effect in 2014, including extending
Medicaid to a new national eligibility floor of 133 percent of the federal poverty level ($24,352 for a
family of three and $14,404 for an individual in 2010). However, it is important for states to begin taking
steps now to address the technological changes necessary to develop the online, consumer-friendly
enrollment process envisioned under the ACA. Although there has been some progress in 2010, the
survey highlights that states still have a significant amount of work to be prepared in 2014. Looking
ahead, it will be important for state policymakers to continue moving forward on implementation while
sustaining the gains and progress made in coverage to date.

KAISER COMMISSION ON

M edicaid and the Uninsured



Key Findings on Eligibility and Enrollment Procedures

Nearly all states (49, including DC) held steady or made targeted improvements in their Medicaid and
CHIP eligibility rules and enrollment procedures in 2010. By doing so, they maintained the central role
of Medicaid and CHIP in providing affordable coverage to children and, to a lesser extent, their parents
and other adults, many of whom lost jobs and their access to employer-based coverage in the ongoing
economic downturn. This stability can be directly attributed to provisions in the American Recovery and
Reinvestment Act (ARRA) adopted in February 2009, that required states to maintain their Medicaid
eligibility rules and enrollment procedures as a condition of receiving a significant, temporary increase in
the federal Medicaid matching rate. The ACA also included a maintenance-of-effort (MOE) requirement
designed to keep Medicaid coverage steady for adults until broader reform goes into effect in 2014 and
for children until 2019, as well as to extend these protections to children covered by CHIP. Without the
MOE requirements and enhanced federal funding, many states almost certainly would have needed to
turn to cutbacks in coverage in 2010 as a result of continuing budget pressures. Two states (AZ and NJ)
did make coverage reductions that were not subject to the MOE. States also made other changes such
as cuts to provider reimbursement rates and benefits to reduce Medicaid spending growth in 2010.

Despite significant budget challenges, 13 states went beyond maintaining coverage to implement
targeted eligibility expansions for children, pregnant women, and adults in 2010. These expansions
varied in size and scope. Most of the expansions focused on providing increased coverage to uninsured
children, and in a many cases, also produced some state savings by allowing the state to draw down
federal matching funds for previously fully state-funded coverage.

Building on progress made over the past

Figure 2
decade, 3 states (CO, KS, and OR) Children’s Eligibility for Wledicaid/CHIP by Income,
increased income eligibility in
Medicaid/CHIP for children in 2010. As
such, as of January 1, 2011, 25 states,
including DC, cover children in families
with income at least up to 250 percent of
the federal poverty level ($45,775 for a
family of three in 2010), although
enrollment remains heavily concentrated
among the lowest-income children
(Figure 2): Oregon also added a bt{y_—in m 200 L 4(52131221%)
program in 2010 that enables families L. 250%or higher FPL (25 states, including DC)
with incomes above Medicaid and CHIP g@%ﬁjﬂl mﬁsa"?em%gmﬁ%ﬁ%ﬁ%ﬁﬁﬁ%}tﬁeﬁ%&?ﬁgﬁﬁﬁw
thresholds to buy into coverage. ey e by the Keiser Conmisionon Medicadand he Lnis.redand e

In 2010, states continued to take advantage of the option to cover lawfully-residing immigrant
children and pregnant women during their first five years residing in the country. The Children's
Health Insurance Program Reauthorization Act of 2009 (CHIPRA) allowed states to draw down federal
funding to cover these populations without imposing a 5-year waiting period. Six (6) states (DE, MN, MT,
NE, NC, and WI) adopted the option for lawfully-residing immigrant children in 2010, resulting in a total
of 21 states having eliminated this barrier for children as of January 1, 2011. In 15 of these states,
coverage had previously been provided to these children with state-only dollars. In addition, in 2010, 5
states (DE, MN, NE, NC, and WI) adopted this option for lawfully-residing pregnant women, bringing the
total number eliminating the "five-year bar" for pregnant women to 17. In 9 of these states, coverage
had previously been provided with state-only dollars.
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While states have made significant progress in expanding coverage for children, eligibility for their
parents continues to lag far behind. In 2010, only one state (CO) expanded Medicaid coverage for

parents. As of January 1, 2011, 33 states Figure 3

do not cover parents up to 100 percent of \jedicaid Eligibility for Working Parents by Income,
the federal poverty level ($18,310 for a

family of three in 2010). The median

eligibility threshold for parents remains at

64 percent of the federal poverty level

and 16 states limit eligibility to below 50

percent of the federal poverty level

($9,155 for a family of three in 2010). In

the absence of further expansions, these

restrictive eligibility levels will leave most

uninsured, low-income parents without

an affordable coverage option until the G 100% FPL or Greater (18 states, including DC)
health reform expansion goes into effect Nots e feckrl gy e (7L @mggﬂr%e@m%%mmy@.-Severalstales-alsodfa'uw.eragemmwa

in 2014 (Figure 3). e e o A el sy corc e by e eiser Comision n edcaidnd the Uit and e
Low-income adults without dependent children remain ineligible for Medicaid in the vast majority of
states. Under the ACA, Medicaid eligibility will be expanded to a minimum of 133 percent of the federal
poverty level, ending the historic exclusion of non-disabled, non-pregnant adults without dependent
children from the program. While this change is not required to be in effect until January 1, 2014, states
have the option of moving early to cover these adults. In 2010, Connecticut and the District of Columbia
took advantage of this option and moved low-income adults they had previously served through state-
funded programs to Medicaid. Further, California received approval in 2010 for a waiver to continue
and expand county coverage initiatives serving low-income adults. However, even with these
expansions, as of January 1, 2011, only seven states (AZ, CT, DE, DC, HI, NY, and VT) provide Medicaid or
Medicaid-equivalent benefits to adults without dependent children. Additional states offer more
limited coverage to these adults, but in most states, low-income adults without children do not have
access to public coverage regardless of their income.

States adopted improvements in their enrollment and renewal procedures in 2010 that helped to
reduce burdens on families, streamline administrative processes, and achieve program efficiencies. In
making these improvements, states often turned to options provided by CHIPRA. Specifically, 29 states
took advantage of the CHIPRA option to more efficiently and accurately verify citizenship status by
relying on an electronic data match with the Social Security Administration (SSA). A smaller, but still
notable number of states, moved ahead with other simplification measures including the CHIPRA
"Express Lane Eligibility" option, as well as long-standing strategies such as presumptive eligibility and
continuous eligibility for children. Many appear to have done so at least in part to qualify for the
Medicaid performance bonuses included in CHIPRA. These bonuses provide a financial reward and
recognition to states that have implemented at least 5 of 8 simplification policies and that have reached
specific enrollment targets for children in Medicaid. The Administration encouraged states in their
efforts by launching the Connecting Kids to Coverage Challenge, a partnership of national and state
organizations committed to enrolling all five million uninsured but eligible children in public programs.
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States continued work to modernize their programs and begin preparing for health reform
implementation by focusing on technological improvements. A number of states made program
improvements such as offering applications that can be submitted online. Despite this early work, the
survey findings highlight that states have a long way to go to develop the integrated, technology-driven,
web-based eligibility systems for Medicaid, CHIP, and subsidized Exchange coverage that are envisioned
and required under reform. For example, all states, including DC, post their Medicaid applications
online, but only 32 accept the electronic submission of those applications. Among the 32 that accept
electronic submission, 29 allow for the
use of an electronic signature, but only 8
do not routinely ask families to submit
paper documentation of information via
mail or fax before checking other data
sources to verify eligibility (Figure 4). In
light of a rule proposed by the
Administration at the end of 2010 to
provide states with a 90 percent matching
rate to prepare their Medicaid eligibility
systems for health reform and the
likelihood of additional guidance and

Figure 4
Status of Online Applications for
State Medicaid Programs, January 2011

Available Online Electronic Electronic Signature Income

funding opportunities in the months Submission Documentation Not
. ' Requested
ahead, it can be expected that next year's
i i Notes: Insome states the online application is only available for children applying for coverage.
survey will show more developments in SOURCE: Based onthe resuits of a netioral survey conducted by the Kaiser Gomission on Medicaidandthe Urinsuredandthe
. Georgetown University Center for Childrenand Families. 2011
this area.
Conclusion

As implementation of broader health reform moves forward, the findings of this survey describe the
foundation for coverage of low-income families and individuals through Medicaid and CHIP. These
programs will play an even more substantial role in the years to come, particularly with the expansion in
coverage for low-income adults. Valuable lessons can be learned from how states have streamlined and
simplified their enrollment and renewal procedures in these programs, and while additional
improvements will be necessary to further transform Medicaid and CHIP in order to fulfill the promise of
reform, they provide a sound platform on which to begin.

Looking ahead, states face the challenge of implementing reform while at the same time dealing with
significant budget pressures due to the nation's continuing economic problems and the corresponding
increased need for Medicaid and CHIP. To continue forward progress on reform and keep the
foundation solid, it will be important to focus on sustaining the coverage gains and progress made to
date even in the face of these challenges. Health reform has the potential to markedly reduce the
number of uninsured and provides states new opportunities to modernize, streamline, and continue to
improve their Medicaid programs. While some of the most significant changes in health reform do not
go into effect until 2014, it is important for states to lay the groundwork now. In 2010, there were initial
signs of state Medicaid agencies preparing for health reform implementation, but more activity can be
expected in 2011.
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Access to Abortion Coverage and Health Reform

The Patient Protection and Affordable Care Act (ACA) will make significant changes to health coverage for
women, expanding their access to coverage and broadening the health benefits that many will receive. Coverage
for abortion services, however, was addressed separately under health reform. As result, the extent of abortion
coverage that women will receive once ACA is fully implemented in 2014 will depend largely on policies enacted at
the state level as well as choices that plans and consumers will make in terms of coverage of abortion services.
This brief summarizes the major insurance coverage provisions of the ACA that are relevant for women of
reproductive age, reviews current federal and state policies on abortion coverage and how they may be modified
under health reform, and discusses the potential impact of the federal legislation on women’s access to abortion
coverage.

How does the Patient Protection and Affordable Care Act affect overall coverage for women
of reproductive age?

Signed into law on March 23, 2010, the ACA is a federal law aimed at ensuring that almost all U.S. citizens and
legal residents have health insurance by requiring that most individuals obtain a minimum level of insurance
coverage by 2014. This is to be achieved through a combination of public and private insurance expansions. By
2014, Medicaid will be available to cover many more of the nation's poorest uninsured, employers will be more
likely to offer affordabte coverage to their employees, and small businesses and other uninsured individuals will
have access to state-based exchanges that will offer a variety of plans from which they can purchase insurance.
The scope of benefits, including abortion, covered under these different avenues will vary.

The ACA will expand health care coverage to many of the nation's uninsured by extending Medicaid eligibility to
all qualifying individuals with incomes up to 138% of the federal poverty level (FPL)." Uninsured individuals with
incomes above 138% FPL will be able to purchase coverage in new state-based insurance exchanges that will act
as marketplaces, open to all qualifying, uninsured individuals and small businesses with up to 100 employees.
These state-based exchanges are to offer multiple insurance plans that uninsured individuals can choose from
to purchase coverage. To help with

the costs of insurance, the federal
government will provide subsidies (in
the form of premium credits) to eligible
individuals and families with incomes
from 139% to 399% FPL or if their share
of premiums exceeds 9.5% of their
income/

Figure 1

Health Insurance Coverage and Poverty Levels of Uninsured Women
Ages 15 to 44, 2009

Income as share of federal poverty level
for 13.7 million uninsured women:

Likely to gqualify
for premium
credits

It is estimated that 13.7 million women
ages 15 to 44 are uninsured currently,
93% of whom would qualify for federal
assistance under the health reform
law, based on their income. The act
would potentially extend Medicaid

to 58% or 8 million women, and an
estimated 4.8 million women (35%)
would qualify for federal premium
credits3to purchase coverage as shown
in Figure 1.

Likely to qualify
for Medicaid

Potential Assistance U

P s nder
61.5 million women ages 15-14 patien( Protectjon an(f Affordable Care Act

Other includes programs such as Medicare and military-related coverage.
The federal poverty level for a family of four in 2009 was 522,050.
SOURCE: KFF/Urban Institute analysis of 2010 ASEC Supplement to the Current Population Survey. U.S. Census Bureau.
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What are current federal and state laws regarding abortion coverage and financing?

Federal law bans the use of any federal funds for abortion, except when the pregnancy is a result of rape, incest,
or if it is determined to endanger the woman's life. In effect since 1977, this rule known as the Hyde Amendment
is not a permanent law; rather it has been attached annually to Congressional appropriations bills, and has been
approved every year by the Congress. The Hyde Amendment initially affected only funding for abortions under
Medicaid, but over the years, its reach broadened to limit federal funds for abortion for federal employees, women
in the Indian Health Service, and in the military.

State level policies also have a

large impact on abortion coverage, Figure 2

particularly since states are responsible Abortion Financing Under Medicaid, 2010

for operation of Medicaid programs.

The Medicaid program serves millions

of low-income women and is a major

payor of reproductive health services.

It is estimated that two-thirds of

adult women on Medicaid are in their

reproductive years/ As discussed

earlier, the federal Hyde Amendment

restricts state Medicaid programs from

using federal funds to cover abortions

beyond the cases of life endangerment,

rape, or incest. However, if a state

chooses to, it can use its own funds

to cover abortions in certain other in case of rape, incest, life endangerment (33 states)
circumstances, and states will continue Ql Hsgtshgtgé?rgmsst;gcpeasy(flgrsatgggtsioan[fd bo)

to have this option under health reform.

Currently, 17 states and the District

of Columbia use state-only funds to

cover abortions beyond the federal limitations for women on Medicaid.5In the other 33 states, Medicaid programs
do not pay for any abortions beyond the Hyde restrictions (Figure 2). Currently, in these 33 states, an estimated
4.6 million women ages 15 to 44 are uninsured and have incomes less than 138% FPL, and would meet the income
eligibility criteria to qualify for Medicaid under health reform (Table 2)/

Source: Guttmacher Institute, State Policies in Brief, "State Funding of Abortion Under Medicaid," November 2010.

States also have authority over the scope of benefits for public employees. Currently, 13 states restrict abortion
coverage in insurance plans for public employees. These restrictions range from states that provide coverage only
under the Hyde limits to states that prohibit coverage for all abortions, regardless of circumstances.7 States also
regulate benefits covered by private insurance plans. Currently, at least four states (Idaho, Kentucky, Missouri,
and North Dakota) prohibit private insurance coverage for abortions except in the case of rape, incest, or to save
the woman's life. These states allow insurers to sell riders for abortion coverage, but there is little evidence about
their availability and no documentation of their cost or impact on access.

How will abortion coverage be handled by Medicaid and plans in the exchanges under health
reform?

Medicaid: The ACA reinforces current federal restrictions, limiting federal funds to be spent on abortions only to
cases when the pregnancy endangers the life of the woman or results from rape or incest. This will not change for
Medicaid under health reform; state Medicaid programs will continue to have the option to cover other medically
necessary abortions using only state funds and no federal funds. President Obama issued an executive order as
part of health reform that restated the federal limits specifically for Medicaid and community health centers.8

ACCESS TO ABORTION COVERAGE AND HEALTH REFORM 2



Plans in the Exchange: Plans participating in state-based exchanges will be required to cover a minimum set of
services, defined as "essential health benefits, and the ACA explicitly prohibits states from including abortion in
any essential benefits package. Therefore, no state or insurer offering a plan in an exchange will be required to
offer abortion coverage, and each exchange must include at least one plan that does not cover abortions beyond
those permitted by current federal law. Furthermore, states can bar all plans participating in the state exchanges
from covering abortions, which at least five states (Arizona, Louisiana, Mississippi, Missouri, and Tennessee) have
already elected to do since the health reform law's passage.9

If the state does not bar coverage of abortions, private insurers can offer a plan that covers abortions beyond

the federal limitations within an exchange. The ACA outlines a methodology for states to follow to ensure that no
federal funds are used towards coverage for abortions beyond Hyde. Any plan that covers abortions beyond Hyde
limitations must estimate the actuarial value of such coverage by taking into account the cost of the abortion
benefit (valued at least $1 per enrollee per monthl. This estimate cannot take into account any savings that
might be achieved as a result of the abortions. Furthermore, plans that receive federal subsidies (it is believed
that all plans in the exchanges will receive at least some federal subsidies) would have to collect two premium
payments from all enrollees, including men and women of all ages. One payment would be for the value of the
abortion benefit and the other payment would be for all other services. The funds would be deposited in separate
allocation accounts, overseen

and managed by state health

insurance commissioners.

BOth the federal Off|Ce Of Benefit Design Prohibits abortion coverage from being required as part of the federally
Management and Budget and established essential benefits package;

the Departm ent Of Health and States can prohibit coverage for any abortions by all plans in their state-based
Human Services are expected to exchange;

publISh guidelines in 2010 that At least one plan within a state exchange must not cover abortions beyond

those permitted by federal law (to save the life of the woman and in cases of
rape and incest);

states must follow to ensure
that exchanges are adhering

Private Plans: Can provide a plan in the exchanges that covers abortions

to these reqUirements-]DThe beyond those permitted by federal law as long as they comply with

health reform |aW pI’OthItS requirement to segregate federal funds;

plans in the eXChangeS All states’ Pre-existing Condition Insuranc, "'~~~ 27772 7* ~mi~- ~bortions

from discriminating against beyond those permitted by federal lav ¢

any pI’OVider because Of Financing Prohibit federal subsidies (for premiums or cost sharing) from being used to

" - " . purchase a health plan in the exchanges that includes coverage for abortions
UnW|”|ngneSS tO prOVIde beyond those permitted by federal law;

abortions. It does not preempt )
In order to segregate funds, plans that choose to offer coverage for abortions

Other current state pOliCies beyond Hyde limitations must estimate the actuarial value of covering
. . abortions by taking into account the cost of the abortion benefit (valued at
regarding abortion, such as

parenta| notification and Waiting that might be reaped as a result of the abortions. Any exchange plan that
covers abortions and includes enrollees that receive federal subsidies must

least $1 per enrollee per month) and cannot take into account any savings

perIOd laWS‘ collect two separate premium payments from all enrollees — one payment for
value of abortion benefit and one payment for all other covered services.

Currently, most (55%) women

. State Role Law will have no effecton state laws regarding coverage, funding or
Of reprOdUC“Ve age are procedural requirements on abortions, such as parental notification/consent
covered through employer- faws;
Sponsored plans from their States can use state-only funds to pay for ‘medically necessary™ abortions

beyond federal requirements under Medicaid or to pay for abortion coverage

own job or their husbands.
Many of these plans do cover
abortion currently and will be

in plans offered in an exchange;

States can prohibit plans in new exchanges from covering any abortions;

a”OWed tO Continue once health State-level health insurance commissioners will monitor and oversee payment
. . segregation requirements for the purchase of plans within their respective

reform is fully implemented. exchanges. -

Table 1 summarizes the ACA's Discrimination/ Prohibit plans participating in the exchanges from discriminating against any

major provisions on abortion Protection provider because of an unwillingness to provide, pay for, provide coverage

of, or refer for abortions.

coverage.
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How much does an abortion cost?

The ACA's complex combination of restrictions means that under health reform, many currently uninsured women
will obtain coverage either through Medicaid or an exchange; however, many of these women will not be covered
for abortions and will have to pay out-of-pocket if they seek one. The cost of an abortion varies depending on
factors such as location, facility, timing, and type of procedure. A clinic-based abortion at 10 weeks' gestation is
estimated to cost between $400 and $550, whereas an abortion at 20-21 weeks' gestation is estimated to cost
$1,250-$ 1,800 or more." Though the vast majority (-90%) of abortions are performed early in pregnancy, the
costs could still be economically challenging for many low-income women.22

What is the impact of the federal abortion provisions on women in high-risk pools?

The new health insurance exchanges will become operational in 2014. Prior to that time, some uninsured
individuals will be able to buy coverage in new state-based, federally subsidized high-risk pools. Separate from
states' currently operating high-risk pools, these new federally funded, Pre-existing Condition Insurance Plans
(PCIP) will be open to individuals who have been uninsured for at least six months with existing health conditions,
and will provide temporary coverage until exchanges become fully operational in 2014. States can operate the
PCIPs or request the federal government to operate them, but all are financed with federal funds.

In July 2010, the Department of Health and Human Services issued a federal directive prohibiting all of these new
PCIPs from covering abortions, effectively extending the Hyde Amendment to these plans as well.3Women who
enroll in these temporary high-risk pools will not be able to use their own private dollars to purchase abortion
coverage. Since many women eligible for PCIPs have more health problems than average, they could be more
likely to encounter medical complications should they become pregnant. It is estimated that an additional 200,000
to 400,000 individuals are expected to enroll in the temporary PCIPs.1L This order does not preempt states’
policies on abortion coverage in their existing high-risk pools, nor does it prohibit women from paying a provider
directly should they seek an abortion.

As a result of health reform, many more women will gain health insurance coverage. The decisions that the
federal government, states, insurance companies, and policymakers will make over the next few years will
determine the extent of abortion coverage that will be available to women across the nation once health reform is
fully implemented in 2014.
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Table 2: State Level Estimates of Percent of Uninsured Women Ages 15-44 Likely to Qualify for Federal
Assistance under the Patient Protection and Affordable Care Act

L ¢ Ve p*. Percent of Currentty Uninsured Wormen
NVhVIE W \'0RIH Ages 15-44 Potentially Eligible
. Uninsured Women, 2008-2009 for Federal Assistance in 2014
Total Number of f Likely to Qualify for
Women Ages 1544 Percent of Total Likely to Qualify for Premium Credits in
in State Number Women in State Medicaid ** 1 the Exchanges ***
Alabama* 1,940 198956 21% 63% _ i 32%.. .
Alaska 138,624 34,647 25% A A43%77 7777
Arizona 1,290,755 L34 2% 58% 3%
Arkansas* 556,616 161,324 2% 57% 3%
Califomia 7712611 __lomes 25% 58% 36%
Colorado* 1,020306 213345 21% 57% 3™
Connecticut 633718 T 91238 13% 48% _ A% _
Delaware 174875 28325 16% 50% 40%
District of Columbia 14953 17640 12% 58% 7 3%
Florida* 34395% .. 1000501 2% 54% 3%
Georgia* 2080710 516501 25% 1 64% 31% -
Hawaii - 243668 25898 11% 60% 28%

; Idaho* 300011 67,734 2% _ 5% 36%
Illinois 2,662,361 469469 1% - 54% i 3% 77
Indiana* 1,263857 B215 20% 60% 36%
lowa* 572244 x5l 16% 52% 40%
Kansas* _ 5698 97,783 j _ 18 6% 26%
Kentucky* 89623 ' 2838 24% I 65% 32%
Louisiana* 923220 22129 ) ... 25% 63% 7 3w’
Maine* 244534 29483 12% 45% 7 44%
Maryland 1172744 196542 : 17% 53% 77... ... 41%
Massachusetts 1353253 0,192 2% . - |
Michigan* 1,956,533 36,014 T 18% 58% 54%7
Minnesota 2 1030700 125338 1% 7 7., 46% ~ A%
Mississippi* 593878 138,132 2% 64% 31%
Missouri* 11735% 21892 1% 53% i 40%
Montana 181434 38227 21% 51% i 3™
Nebraska* 35167 52110 ... 19% - T 7 3s%7 7
Nevada* _ 52000 133246 26% I 50%...ccceeres reenn 42%

New Hampshire* 256,82 37572 1% 40% 48% "

New Jersey 1,726606 329250 1% : 5% ... 130

New Mexico 396222 122328 31% 66% ' 28%

New York 4035,744 e 708,705 18% 1 50% 7 4A0%

North Carolina* 18386 _ 425658 2% 64% 31%

North Dakota* 124975 16977 . 5207 _46% '
Chio* 2248979 30501 ...r~ 16% 7 58% _ 3™
Oklahoma* 722,740 167,708 2% L 53 : 42%

. Oregon _ 751120 _ 160498 21% 58% 7 36%

Pennsylvania* _ = 23351 7877 14% 55 3%
Rhode Island* 214033 7 #4338 _ae% _: 59%... 3%
South Carolina* a02532... 19945 22% 7 60% : 3% 7

 South Dakota* 151,350 ... 2136 1% 5% ")
Tennessee* 1257375 246435 20% 56% 41%
Texas* 513319 1781564 3% : 58% 3%
Utah* 500,794 106561 18% 53% 3%

, Vermont 118214 14618 12% 3% 47%
Virginia* 1598337 ~ 213286 ... ive S _AT% 45%
Washington _ 133218 220183 16% 53% 42%

West Virginia _ 83517 24% 56% 37%...
Wisconsin* 109234 120614 _ 119% 56% 3%
Wyoming* 7 104779 20313 1% 45% 47%

Notes: The federal poverty level (FPL) for a family of four in 2009 was $22,050.
* State does not provide funds for abortions beyond restrictions in federal Hyde Amendment.
Percent of women ages 15-44 who are currently uninsured with incomes<138% of the federalpoverty level.
*** percent of women ages 15-44 who are currently uninsured with incomes139-399% of the federal poverty level.
-- Sample size insufficient to make reliable estimate.
Source- Kaiser Family Foundation/Urban Institute estimates of ASEC supplement to March 2009 and March 2010 Current Population Surveys, U.S. Census Bureau.
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Parnell cites abortion in KidCare funds veto
CUTS: Governor axes over $300 million in state spending.

By SEAN COCKERHAM
scockerham@adn.com

(06/04/10 14:34:15)

Gov. Sean Parnell vetoed more than $300 million in state spending Thursday, including money for
renewable energy and to expand Denali KidCare for low-income children and pregnant women.

Parnell vetoed nearly $3 million aimed at letting more Alaskans have health care costs covered
under Denali KidCare. It's an increase he supported when it overwhelmingly passed the Legislature.
But the governor said he reversed his position after recently finding out some Denali Kid Care
money goes to fund abortions.

"My intention here today is to make sure we don't expand state government funding of abortions
here in Alaska," Parnell said in announcing the veto.

His administration could not say how much Denali KidCare money is going to fund abortions, and
critics of the decision say he's denying help to more than 1,000 children.

The Denali KidCare veto was the only significant cut Parnell made to the $8 billion budget that
funds state agencies and services. But the governor axed $300 million from the separate $3.1
billion state budget for construction and maintenance projects, which is among the largest capital
budgets the state has seen. The Legislature approved the budgets before adjourning for the year in
April.

Parnell vetoed money for about 150 projects throughout the state, from roads to sewers to a new
house for polar bears Ahpun and Louie at the Alaska Zoo. In many cases the governor reduced
funding for projects instead of zeroing them out. He halved the $50 million intended for renewable
energy grants, saying most of the money appropriated in the past for such projects still hasn't
been spent. He cut $250,000 of the $1 million for deferred maintenance at the governor's mansion.

His veto of Denali KidCare money drew by far the strongest reaction, with Democrats saying it was
outrageous. Anchorage Democratic Sen. Bettye Davis, who sponsored the Denali Kid Care money,
said it would have allowed 1,300 children and 225 pregnant women to receive care.

Ethan Berkowitz, one of Parnell's Democratic opponents for governor, called the decision cold-
hearted. "If you want to be tough, you don't be tough by slapping kids around,” he said.

Hollis French, a Democratic state senator who is also running against Parnell, said the decision was
depriving hundreds of children of coverage "because you're afraid a few women might make a
choice you don't agree with." The courts made it clear the state has to pay for "medically
necessary" abortions for poor women and the program doesn’t fund elective abortions, he said.

Officials with AARP Alaska and the Central Council of Tlingit and Haida Head Start program said the
governor's veto will hurt people struggling to raise children.
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Parnell said he wanted to offer the health care to more women and children. But he said he
couldn't bring himself to do it after recently discovering Denali Kid Care also funded abortions.
Parnell said he couldn't believe it when he found out.

"I want to be able to provide those services. But if your governor doesn't stand for life and liberty,
as he understands it in his conscience, then you don't have a governor,"” Parnell said.

Parnell said there are "hundreds of abortions being paid for by these funds." But state Sen. Davis
said that's not true and only a "very small number" of abortions are funded. She said that's what
the Alaska Department of Health and Social Services, which administers the program, told her
when she inquired last year.

The Department of Health and Social Services was not answering any questions about it Thursday,
even after Parnell referred reporters to the agency when he was asked how much Denali KidCare
money is going for abortions. The agency said it could not answer that question, nor could it say
how many abortions were funded or how it made the decisions on which abortions it should pay
for.

Agency spokeswoman Cathy Stadem said the answers had to be run past the governor's office and
she hoped to give them the next day. "Everything is having to be vetted through (the Alaska
Department of Law) and through the governor's office," she said.

The $2.9 million Parnell vetoed would have expanded eligibility of the Denali KidCare program to
cover households with income up to 200 percent of the federal poverty level, a threshold that's
about $55,150 for a family of four. Proponents said most states fund at that level while Alaska is
currently at about 175 percent.

BUILDING PROJECTS AXED

Sitka Republican Sen. Bert Stedman said he didn't realize Denali Kid Care money went to abortions
and understands Parnell's reasoning on the veto. But Stedman said there was no financial reason
for Parnell to chop hundreds of millions of dollars from the state budget for construction and
maintenance projects.

"It's a political decision, not a financial one," said Stedman, who helped craft the budget.

The state has $12 billion in cash reserves on top of the Alaska Permanent Fund, Stedman said, and
if the projects aren't funded now, they might never happen.

Parnell said the state has a surplus from high oil prices but it's not going to last forever. He said
the amount of spending he approved will create jobs but not break the bank.

"These vetoes for the most part don't represent projects | do not like. They represent projects |
think should be deferred to another time because of the fiscal situation,"” the governor said.

Ralph Samuels, a Republican running for governor, criticized Parnell for not cutting more. He said
Parnell didn't do nearly enough at a time when oil production is declining.

There were about $70 million in road and drainage money vetoes in Anchorage. The mayor's office
said nearly $10 million more was axed from the budget in planned upgrades for the Loussac
Library, Sullivan Arena, the Ben Boeke and Dempsey Anderson ice arenas, and recreation centers
in Spenard and Fairview.

But Anchorage Mayor Dan Sullivan said "a healthy list of road, public safety and other priority
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projects remains, and will lead to a robust level of economic activity for Anchorage."

Parnell cut the biggest project in the budget for the Mat-Su Borough. He vetoed $22 million of the
$57 million that the Legislature appropriated for work toward an extension of the Alaska Railroad
from north of Willow to Port MacKenzie. Mat-Su Economic Development Director David Hanson said
the remaining money will go to design and engineer the route, buy right of way and begin
construction.

Mat-Su borough officials said they were mostly happy with the $137 million in projects they kept.

Find Sean Cockerham online at adn.com/contact/scockerham or call 257-4344. Daily News reporter
Rindi White contributed to this story.
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KidCare funded 664 'medically necessary' abortions in '09
DENALI KIDCARE: Physicians determine what is "medically necessary.”

By SEAN COCKERHAM
scockerham@adn.com

(06/18/10 11:47:08)

The Alaska Department of Health and Social Services says 664 abortions were funded last year
through Denali KidCare, the state health care program for low-income children and pregnant
women.

Gov. Sean Parnell this month vetoed money to expand Denali KidCare to serve more Alaskans,
saying he did it because some of the money pays for abortions.

Parnell said at the time that Denali KidCare funded "hundreds" of abortions. Anchorage Democratic
Sen. Bettye Davis had disputed that, saying she'd previously spoken to the state health
department and that a "very small number" of abortions are funded through Denali KidCare.

The health department couldn't answer for nearly two weeks exactly how many abortions were
actually funded through the program. But a department spokeswoman sent out the figures
Thursday showing Denali KidCare had paid for between 636 and 689 abortions every year for the
past five years.

Last year's 664 is a substantial portion of the total abortions received by Alaskans. The Bureau of
Vital Statistics reports 1,875 abortions in Alaska as a whole last year, although that doesn't count
Alaskans who had the procedure performed out of state.

Davis didn't return a phone call Thursday seeking comment. But others were not ready to accept
the state's numbers at face value.

"I am waiting for clarification about those numbers, but the bottom line is this — Denali KidCare
only pays for medically necessary abortions,"” said Hollis French, a Democratic state senator who is
running against Parnell for governor. "Standing between a woman and her doctor is irresponsible,
particularly when the stance also includes denying 1,200 children access to affordable medical
care."

Denali KidCare is required to fund "medically necessary" abortions because of a 2001 Alaska
Supreme Court ruling. The court ruled that "if the state undertakes to fund medically necessary
services for poor Alaskans, it may not exclude from that program women who medically require
abortions.”

The state does not define what is "medically necessary,” leaving that to the treating physician.
"I've been doing this for thirty-some years, not just abortions but health care. And early on |

learned that only a physician can determine medical necessity,” Bill Streur, deputy commissioner of
the state health department, said earlier this month.

Jim Minnery, president of the anti-abortion group Alaska Family Council, said on Thursday that the
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definition of "medically necessary" needs to be tightened.

He questioned how many abortions funded by Denali KidCare are related to the health of the
mother, saying doctors are free to determine it's "medically necessary" to have an abortion if the
birth would interfere with the mother's work or education.

Clover Simon, vice president of Planned Parenthood of Alaska, which provides abortions, said there
was a court order during the 2001 case over state-funded abortions that set out what "medically
necessary" is about. She said the term refers to "abortions certified by a physician to prevent the
death or disability of the woman, or to ameliorate a condition harmful to the woman's physical or
psychological health, as determined by the treating physician performing the abortion services, in
his or her professional judgment.”

The state health department said $384,000 out of Denali KidCare's $217 million budget went to
pay for "abortion related services.”" That's 0.18 percent of the total.

It adds up to about $580 for each abortion. The state and Planned Parenthood said that figure
sounds about right, noting that the reimbursement to physicians through Denali KidCare is less
than it would be with private insurance.

There were 55,754 Alaskans enrolled in Denali KidCare last year to receive help from the state with
their health care costs, including 7,947 preghant women.

The $3 million that Parnell vetoed would have allowed 1,300 more children and 218 more pregnant
women on Denali KidCare, according to state estimates.

The money would have expanded eligibility of the program to cover households with income up to
200 percent of the federal poverty level, a threshold that's about $55,150 for a family of four.
Proponents of the expansion said most states fund at that level while Alaska is currently at about
175 percent.

Ethan Berkowitz, another Democrat running against Parnell for governor, has said the issue is
about health care and not abortion. If the issue for Parnell was really abortion he would have
opposed all the Denali KidCare money, Berkowitz said, instead of just saying people can get health
services if they are up to 175 percent of the poverty line but not between 175 and 200 percent.

Parnell spokeswoman Sharon Leighow said the governor had nothing to add Thursday to what he
said when he vetoed the money. Parnell said he was acting to "make sure we don't expand state
government funding of abortions here in Alaska."”

Find Sean Cockerham online at adn.com/contact/scockerham or call him at 257-4344.
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Scenarios show emergency room vVvisit is no cure-all for many

children
COMPASS: Otherpoints of view

By SEN. BETTYE DAVIS
(07/23/10 21:23:29)

While stories of the governor's veto of Senate Bill 13 and the funding for the expansion of the state's

Denali KidCare program fade from the media, just under 1,300 children and over 200 pregnant women
will be faced with the daily reality of not having basic insurance coverage. That is why | sponsored this
legislation, and that is where my interest in this remains.

Some may argue that they still have the ability to seek treatment at an emergency room. While that is
true, let's look at some scenarios that Denali KidCare would cover with a less costly visit to a doctor's
office.

Try taking your 6-month-old to an emergency room for checkups that include hearing or vision tests,
immunizations and other various well-baby screenings instead of a pediatrician's office. They can't help
you with that at the emergency room.

-haps while talking to your 2-year-old child, you notice he can only imitate speech or actions but
asn't produce words or phrases spontaneously. Without speech language therapy, his speech could fall
further behind his peers' as he grows older. You can't get speech therapy in an emergency room.

We all know smart children who seem to lose interest or can't follow things in class, who we later learn
couldn't see the visuals the teacher used because they didn't know they needed glasses. You can't get
glasses in an emergency room.

How about not being able to eat or concentrate during school or at home because of a toothache? The
emergency room doesn't offer dental checkups, cleanings and fillings.

Your 14-year-old breaks her leg while engaged in sports and goes to the emergency room for
treatment. In this instance she will no doubt receive outstanding care, but what about follow-up physical
therapy? You can't get that in an emergency room.

There are many other great services offered through Denali KidCare, such as mental health therapy,
substance abuse treatment, chiropractic services, foot doctor's services and the fundamentally important
but many times forgotten medical transportation services. | haven't even touched upon the prenatal
services available to pregnant women that are critical to the wellbeing of the mother and birth of a
healthy child.

Let me make it clear that | believe that we have some of the most highly trained, caring and
compassionate professionals staffing our emergency rooms statewide and | am highly supportive of
them. But an emergency room is designed for just what it pronounces itself to be: a place to treat
people during emergencies. While either a doctor or an emergency room visit for your child can provide
Q with laboratory tests, prescription drugs or, in a worst-case scenario, hospitalization for a major
matic event, the costs for these services could easily be a financial nightmare for any family. If the
family cannot pay most or any of the bills, those costs are spread throughout the health care system to
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those with insurance, whose premiums go up accordingly. And if those services are done exclusively at
an emergency room, the costs are even higher.

while some individuals want to take this valuable program and use it as a touchstone for their
opinions on government spending or philosophical battles, | remain focused on helping to bring health
care to those who have no real interest in politics but just need assistance to see a doctor. For those
women and children, the fact that the veto of SB 13 is no longer headline news doesn't change their
needs.

Sen. Bettye Davis, an Anchorage Democrat, has represented District K in the state Senate since 2001.
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To: Interested Parties

From: Tricia Brooks, Georgetown Center for Children and Families
Re: Alaskan Options for Expanding Coverage for Pregnant Women
Date: November 4, 2010

During a recent trip to Alaska to participate in the Kids First Alaska meeting on
October 19, 2010 at the invitation ofthe All Alaska Pediatric Partnership and the Mat Su
Health Care Foundation, I was asked to provide clarifying information on opportunities to
expand federally supported medical coverage to pregnant women in Alaska. This memo
outlines current coverage in Alaska and provides an overview of federal options and
requirements for expanding coverage.

Current Coveragefor Pregnant Women and Children in Alaska

Currently, Alaska provides traditional Medicaid coverage to pregnant women with
income up to 175% ofthe Federal Poverty Level (FPL) who are citizens or immigrants
lawfully residing in the U.S. for at least five years. Additionally, the state provides, as
federally required, emergency medical coverage for labor and delivery services to any
uninsured pregnantwoman who meets the Medicaid guidelines, regardless of citizenship
or immigration status.

While the purpose of this memo is to identify options for expanding coverage to
pregnant women, certain options are related to coverage for children. Alaska uses its
Medicaid program for covering both children and pregnant women. Currently, the State
provides Medicaid coverage for children up to 150% FPL and coverage between 150% and
175% FPL for children through a Medicaid expansion funded through the Children's Health
Insurance Program (CHIP) called Denali Kid Care. The CHIP-funded Medicaid expansion for
children qualifies for a higher financial participation rate. In Alaska the federal
participation rate for Medicaid is 50%1and for CHIP is 65%.

Optionsfor Expanding Coveragefor Pregnant Women with Federal Financial
Participation

e Expand Medicaid Coverage

Federal Requirements and Options - States with Medicaid programs are required to
cover pregnantwomen who are citizens with income up to 133% ofthe federal
poverty level (FPL). States may expand income eligibility through Medicaid to
pregnant women who are citizens and, at the state option, lawfully-residing
immigrants up to an income level approved by the federal government. States are



also required to cover labor and delivery cost of all uninsured women under
emergency Medicaid services ifthey otherwise meet Medicaid income and asset
requirements.

Alaska Options - Alaska may expand Medicaid coverage for pregnant women with
incomes higher than the current limit of 175% FPL. Under this option, the state may
also elect to provide coverage for lawfully residing immigrant pregnant women. An
expansion of eligibility requires a Medicaid State Plan Amendment (SPA). Federal
financial participation under this option is 50%.

Expand CHIP Coverage to Pregnant Women

Federal Requirements and Options - The 2009 federal reauthorization of the CHIP
program (CHIPRA) expanded options for states to cover pregnant women. Under
CHIPRA, states may provide coverage to pregnant women who are citizens and, at
the state option, lawfully residing immigrant pregnant women, through CHIP up to
300% FPL, if certain conditions are met. Among those conditions, the state must
cover children under Medicaid/CHIP up to at least 200% FPL and cover pregnant
women through Medicaid up to 185% FPL. Pregnantwomen cannot be covered at a
higher income level than children.

Alaska Options - To expand coverage to pregnant women under CHIPRA, the state
would first have to expand Denali Kid Care coverage to children from the current
income level of 175% FPL up to at least 200% FPL or higher, depending on the
proposed income limit for pregnant women. Additionally, the state would have to
expand Medicaid coverage to pregnantwomen between 175% and 185% FPL. With
those coverage levels, the state may expand coverage for pregnant women above
185% FPL drawing down the higher 65% CHIP federal match.

This option would require a Medicaid SPA to raise the income eligibility level for
pregnantwomen to 185% FPL. Additionally, Alaska must submit a CHIP SPA to
expand income eligibility for children up to 200% FPL (or higher depending on the
proposed income limit for pregnant women) and to provide CHIP coverage to
pregnantwomen above 185% FPL.

The SPA establishes what is technically a separate CHIP program for low-income
pregnant women rather than a CHIP-funded Medicaid expansion program as is
Denali Kid Care. However, it can be operated as a "Medicaid look-alike” program
using the existing Medicaid administrative structure and health care delivery
system. The expansion to pregnant women between 175% and 185% FPL would
qualify for the 50% federal Medicaid match, while expanded coverage for children
above 175% FPL and for pregnant women above 185% would qualify for the higher
federal CHIP match of 65%.



* Expand Coverage Under the CHIP Unborn Child Option

Federal Requirements and Options - States may provide prenatal care, labor, and
delivery services to pregnant women through the unborn child option in CHIP. Sixty
days of postpartum care can also be funded if services are provided under a global
capitation arrangement, which bundles payment for all prenatal, labor, delivery, and
postpartum care. Through this option, coverage is provided without regard to the
pregnant woman's immigration status. While it is the unborn child who is eligible,

services are directed to the pregnantwoman to ensure the delivery of a healthy

newborn, including medical and dental services for the mother deemed necessary to

promote the health of the unborn child.

Alaska Options - The state may expand coverage under the CHIP unborn child

option for the unborn child of pregnantwomen who do not otherwise qualify for
Medicaid, as well as pregnantwomen above the current income limit of 175% FPL.
Like the previous option, this would require a CHIP State Plan Amendment to create

a separate CHIP program to establish coverage for the unborn child.

Currently eligible children, ages 0 -18 would continue to be covered under Denali
Kid Care while the pregnant women receiving services based on the eligibility of
their unborn child would be covered under the separate CHIP program. In this case,
Alaska may also wish to design its CHIP unborn child coverage as a "Medicaid look-
alike” program as described above. Services provided to pregnant women under the

unborn child option qualify for a 65% federal Financial participation in Alaska.
Summary

Several options exist for Alaska to expand coverage to pregnant women directly

through Medicaid and/or CHIP. Financial participation depends on the option(s) chosen.

This overview of provisions in CHIPRA to cover pregnant women may be helpful.

Stakeholders may wish to review additional information provided to states by the Centers
for Medicaid and Medicare (CMS) in these relevant State Health Official (SHO) letters of

guidance and Q & A memos:

State Health Official Letter on the Unborn Child Option

State Health Official Letter on Lawfully Residing Children and Pregnant Women
State Health Official Letter on Covering Pregnant Women through CHIP

State Health Official Letter on Frequently Asked Questions about Covering Pregnant
Women



1The 50% federal participation is the traditional matching rate for Alaska. During the
period July 2008 through June 2011, the American Recovery and Reinvestment Act (ARRAJ
provides a higher match to help states deal with the increased need for services during the
economic downturn.
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State of A laska

DEPARTMENTOF
HEALTH AND SOCIAL SERVICES

Fact Sheet COMMISSIONER'S OFFICE

Denali KidCare Fact Sheet (asrelates to the topic of abortion)

1. How big is Denali KidCare's annual budget?

* Spending in CY 2009:
o Title XXI kids: $30,246,349
o DKC Pregnant Women: $60,578,841
o DKC Title XIX kids: $125,761,129
o Total DKC: $216,586,319

. What fraction, estimated, is spent on abortions or on programs that include public money for
abortions?

In CY 2009 in comparison to the above:
» Oftotal DKC spending: $384,000 was spent on abortion-related services.

How many abortions are performed each year (on average) with funding from Denali Kid Care?
» The department has data on abortion-‘related’ services. This does not necessarily equal the
number of abortions. It indicates services provided that are related to abortion. From Jan 1, 2009
through Dec. 31, 2009, 664 individuals on Denali KidCare received abortion-related services. In
Alaska as a whole, the Bureau of Vital Statistics reports that in calendar year 2009 there were
1,875 total abortions

How many additional women and children would have been eligible for Denali KidCare if the
eligibility had been expanded from 175 percent to 200 percent of the federal poverty level?
» The fiscal note for SB 13 estimates 218 pregnant women and 1,277 children would have been
covered by the expansion of Denali KidCare.

Denali KidCare Fact Sheet, rev. 061610, Page 10f3
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How many abortions are conducted in Alaska each year and how many of those do you estimate
receive state subsidies?

» The Bureau of Vital Statistics reports that in calendar year 2009 there were 1,875 abortions in
Alaska as a whole. See #9 for additional information.

How much is the state giving up in Federal matching funds with this veto? Is it a 50/50 match?
» The fiscal note for SB 13 estimates that the state would have spent $1,592,700 in federal funds in
FY 2011. For 2011, the estimated funding was estimated to be 69.7% federal when the regular
Medicaid, CHIP, and tribal health federal match rates are factored together.

Under what conditions may a woman have an abortion paid for? What is medically necessary?
» “Medically necessary” as it applies to abortions paid for under Denali KidCare is not defined in
statute or regulation, or by Court decision.

Is the program affected by an Alaska Supreme Court decision that says certain abortions must be
paid for?
* Yes. The Alaska Supreme Court ruled in DHSS V. Planned Parenthood, 28 P.3d 904 (Alaska
2001) that the State must fund medically necessary abortions for pregnant women if it funds
other medically necessary services for other financially needy persons.

. What is the average number of abortions per year paid for by Denali KidCare?

* From CY 2005 - CY 2009, an average of 664 individuals per year on Denali KidCare received
abortion-related services. The number of abortion-related services provided each year remained
relatively steady during this period.

» The following is the number of abortions funded through the Denali Kid Care program in the last
five years.(We are aware that the number of abortions listed for 2009 (664) is the same number
we listed for individuals on Denali KidCare who received "abortion-related services" in the Fact
Sheet sent out June 7, 2010 (question #3).)

2005:680
2006:689
2007:636
2008:653
2009:664
Five year average: 664

O O O O o o
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10. Does the state have any choice in funding abortions through Denali Kid Care?

e No. The Alaska Supreme Court held in 2001 that if “the State undertakes to fund medically
necessary services for poor Alaskans, it may not selectively exclude from that program women
who medically require abortions.” The 2001 decision is State v. Planned Parenthood, 28 P.3d
904 (Alaska 2001). In other words, any benefits program for financially eligible Alaskans
enacted by the State must include funding for medically necessary abortions if it includes
funding for other medically necessary services.

11. Is that because the courts have ruled that the state cannot restrict funding for "medically
necessary" abortions?
e Yes

12. What is the definition being used for "medically necessary" abortions? Is it still to "prevent the
death or disability of the woman, or to ameliorate a condition harmful to the woman's physical or
psychological health."?

» “Medically necessary” as it applies to abortions paid for under Denali KidCare is not defined in
statute or regulation, or by Court decision.

13. Is there a specific amount of money allocated for abortion procedures and how is that amount
decided upon?
* No specific amount of funding is allocated for abortion-related services in the Department
budget.

14. Does Planned Parenthood accept Denali KidCare aid?
» Planned Parenthood is an enrolled Medicaid provider and therefore can bill the Department for
services provided to people on Denali KidCare.

15. Has the state awarded any grants to Planned Parenthood?
» No grant awards have been issued to Planned Parenthood of Alaska or Planned Parenthood of the
Great Northwest in FY2010.

16. How many women and children were enrolled in Denali KidCare in CY2009

+ Title XIX DKC kids (< 19 yrs) 39,138
« Title XXI CHIP kids (< 19 yrs) 14,914
» DKC Pregnant women any age 7,947

Total unduplicated enrollment: 55,754*
*NOTE: The 3 bulleted numbers do not add up to the total shown above because
some clients change categories throughout the year and are counted more than
once.

#it
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SEAN PARNELL, GOVERNOR

P.0. BOX 110601
JUNEAU, ALASKA 99811-0601

DEPT. OF HEALTH AND SOCIAL SERVICES PHONE: (907) 465-3030
OFFICE OF THE COMMISSIONER FAX:  (907) 465-3068
MEMORANDUM
DATE: March 28, 2011
TO: Senator Bettye Davis, Chair, Senate HSS Committee
FROM: Jon Sherwood, DHSS Medical Assistance Administrator

SUBJECT: Denali KidCare

Senator Davis, below is the Department's response to two issues that came up in the hearing on
SB 5on March 23,2011.

First, we believe there may have been some confusion regarding regulations defining medical
necessity as it related to abortion and the definition of therapeutic abortion. There are
regulations defining therapeutic abortion at 7 AAC 47.290; however, these regulations only
apply to the General Relief Medical program. This program was defunded by the Alaska
Legislature in 1998. Prior to that time, abortions for Medicaid eligible women were covered
under the General Relief Medical program. This defunding of the program that covered
abortions for Medicaid eligible women is what triggered the court cases that currently govern
state-funded abortions. Nothing in those court decisions applies the definition at 7 AAC 47.290
to the current requirement to pay for abortions nor provides a separate definition of medical
necessity.

There is no specific definition of medical necessity for abortions in 7 AAC 105.100 or elsewhere
in 7 AAC 105, the regulations that govern Medicaid sendees. Under 7 AAC 105.100(5), the
general criteria for medical necessity if there is no specific definition for a service is "by the
standards of practice applicable to the provider".

Given these facts, the Department believes its previous statement that there is no statute,
regulation, or court decision that defines medical necessity as it applies to abortions paid for
under Denali KidCare is accurate.

Second, questions arose about how the Department uses coding to determine that services are
abortion-related, and if services for miscarriages or stillbirths might be included.



March 28, 2011 DKC response

The Division of Health Care Services determines whether a claim is for an abortion related
service based on a combination of procedure codes and diagnosis codes as follows:

Ifa claim comes in with one of several ICD-9 diagnosis codes related to pregnancy, the claim is
pended for review. The reviewer then identifies the procedure code and determines if the
procedure code - diagnosis code combination is an abortion-related service. If so, the claim is
assigned a collocation code that will be charged against state funds only. In some cases, the
reviewer may request medical case notes to make the final determination of whether or not the
claim is for an abortion-related service.

While a multitude of procedure codes may be included in abortion-related services, use of
diagnosis codes directs the reviewer to correctly exclude services related to miscarriage,

stillbirths, or other circumstances not related to abortions when we identify abortion-related
services.

Cc: William Streur, DHSS Commissioner

March 28, 2011 2



RECEIVED

Sen. Bettye Davis MAR 27 A
From: Laughlin, Wilda J (HSS) [wilda.laughlin@ alaska.gov]

Sent: Sunday, March 27, 2011 10:54 AM

To: Thomas Obermeyer

Cc: Sen. Bettye Davis; Celeste Hodge; Streur, William J (HSS); Sherwood, Jon (HSS)

Subject: FW: SB 5 - Coding of Abortions - Separating the facts

Senator Davis, below is the Department's response to two issues that came up in the hearing on SB 5 on Wednesday.

First, we believe there may have been some confusion regarding regulations defining medical necessity as it related to abortion and
the definition of therapeutic abortion. There are regulations defining therapeutic abortion at 7 AAC 47.290; however, these
regulations only apply to the General Relief Medical program. This program was defunded by the Alaska Legislature in 1998. Prior
to that time, abortions for Medicaid eligible women were covered under the General Relief Medical program. This defunding of the
program that covered abortions for Medicaid eligible women is what triggered the court cases that currently govern state-funded
abortions. Nothing in those court decisions applies the definition at 7 AAC 47.290 to the current requirement to pay for abortions nor
provides a separate definition of medical necessity.

There is no specific definition of medical necessity for abortions in 7 AAC 105.100 or elsewhere in 7 AAC 105, the regulations that
govern Medicaid services. Under 7 AAC 105.100(5), the general criteria for medical necessity if there is no specific definition for a
service is "by the standards of practice applicable to the provider".

Given these facts, the Department believes its previous statement that there is no statute, regulation, or court decision that defines
medical necessity as it applies to abortions paid for under Denali KidCare is accurate.

Second, questions arose about how the Department uses coding to determine that services are abortion-related, and if services for
miscarriages or stillbirths might be included.

The Division of Health Care Services determines whether a claim is for an abortion related service based on a combination of
procedure codes and diagnosis codes as follows:

If a claim comes in with one of several ICD-9 diagnosis codes related to pregnancy, the claim is pended for review. The reviewer then
identifies the procedure code and determines if the procedure code -diagnosis code combination is an abortion-related service. If so,
the claim is assigned a collocation code that will be charged against state funds only. In some cases, the reviewer may request medical
case notes to make the final determination of whether or not the claim is for an abortion-related service.

While a multitude of procedure codes may be included in abortion-related services, use of diagnosis codes directs the reviewer to
correctly exclude services related to miscarriage, stillbirths, or other circumstances not related to abortions when we identify abortion-
related services.

Tom-1 will put this on department letterhead and send first thing Monday morning,
W.

From: Thomas Obermeyer Imailto:Thomas Obermever@legis.state.ak.usl

1
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Sent: Thursday, March 24, 2011 12:42 PM

To: Sherwood, Jon (HSS)

Cc: Laughlin, Wilda J (HSS); Hodge, Celeste (LAA); Davis, Bettye J (LAA)
Subject: SB 5 -Coding of Abortions - Separating the facts

March 24, 2011

Jon,

SB 5will be continued Monday, March 28, 2011 in Senate HSS at 1:30 p.m. Could you be there?

Senator Davis asks if you could provide the information requested yesterday before the hearing on SB 5 is continued Monday, March
28 in (S)HSS at 1:30. Her question, as | recall, concerned the coding of abortions.

This question is two-pronged as | see it:

1 It goes to funding "abortion-related services" including counseling, ultrasounds and other services that don't necessarily end in
an abortion. Does the coding have bearing on the finances as well as the medical procedure? And are they distinguishable by costs or
procedure alone?

2. It brings up the question whether the estimated increase of 22 abortions resulting from increasing DKC eligibility to 200% are
coded differently if they are induced surgically or chemically, or other methods; whether some coded abortions ultimately result only
in counseling and ultrasounds but not termination; whether abortions which are spontaneous or still bom or other are distinguished
from voluntary/elective but "medically necessary" abortions for the health of the mother under current law and regulations -the AAC
definition per Memo provided by email to Wilda yesterday. Whether coding might distinguish the type of abortion posited by

Senator Meyer: Could a woman get an abortion merely because she was depressed (recognizing "medically necessary" prerequisite)
and is it coded differently so that we have a better breakdown of the 22 anticipated terminations.

Jon, feel free to rephrase my questions, as you are the expert, but | think you know what | am driving at. Is the number 22 of
increased abortions a realistic figure, or is it unavoidably inflated due to a variety of procedures, costs and services which typically are
not considered abortions but abortion-related services?

Tom

Thomas S. Obermeyer, MO Atty, M.B.A.

Office of Senator Bettye Davis, Chair

Alaska State Senate Health & Social Services Committee
State Capitol Rm 30

Anchorage, Alaska 99501

907-465-3762Direct



907-465-3822 Office
907-465-3756 Fax
800-770-3822 Toll Free

Thomas_Obermeyer@legis.state.ak.us

CONFIDENTIALITY STATEMENT

This message including any attachments is for the sole use of the intended recipient(s) above and may contain confidential or
privileged information. Any unauthorized review, disclosure, copying, distribution, or use of the contents is strictly prohibited. If you
are not the intended recipient or have received this message in error, please notify the sender by email, destroy all copies, and delete
this email.
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Thomas Obermeyer

From: Thomas Obermeyer

Sent: Wednesday, March 23, 2011 5:03 PM

To: Celeste Hodge

Cc: ‘wilda.laughlin@ alaska.gov'; 'Kraiy, Stacie L (LAW)'; 'mike.barnhill@ alaska.gov';
'lohn.cramer@ alaska.gov'; Sen. Bettye Davis; LAA Legal

Subject: SB 5 Denali KidCare Legislative Legal Services Memorandum 11/18/2010 regarding Medicaid
Funding of "medically necessary" abortions

Attachments: Docs - Leg.Legl.Memo Med. Nec. 11-18-2010.pdf; SB5 Docs-DHSS Fact Sheet DKC

abortion funding-undated.pdf

March 23, 2011
Celeste Hodge, Committee Aide
Senate Health & Social Services Committee

Celeste,

Per request by members of the Senate Health & Social Services Committee today regarding SB 5, attached isthe 11l-page
Legislative Legal Services Memorandum and work-product of Legislative Counsel Jean Mischel dated November 18,
2010 to which Icited in quoting the definition of "medically necessary" abortions in federal US Supreme Court case law
and a similar definition in the Alaska Administrative Code regarding "medically necessary" abortions and other covered
services. Please distribute this memorandum to (S)HSS Committee members as soon as possible.

The Memorandum indicates that the issue in federal courts revolved around interpretation of the Hyde Amendment
of 1973, with subsequent instructional interpretation of the definition of "medically necessary" in U.S. Supreme Court
case Harris v. McRae, 448 U.S. 297 (1980) (see page 2 of the memorandum). Page 6 of the Memorandum provides
definitions of "medically necessary” from the Alaska Administrative Code 7 AAC 47.290 along with the general concept
of "medically necessary" for all covered services under 7 AAC 105.100. The memorandum provides other references to
Alaska Statutes and Alaska Administrative Code concerning the same subject. | assume this memorandum will help
Assistant Attorney General Stacie Kraly who promised, as | recall, a nationwide review of the same and a response within
three months in Senator Davis's August 3, 2010 Senate HSS meeting, i.€., almost 8 months ago. Jean Mischel produced
this lengthy and substantive legal Memorandum within a week after request on November 9, 2010.

I note for the record, that the attached document from DHSS, Office of the Commissioner, to which Senator Dyson
referred from the hearing package and titled "Fact Sheet on Denali KidCare as it Relates to Abortion Funding" was both
undated and unsigned. He indicated it contradicted the legal memorandum attached, i.e., that, in quoting, ""medically
necessary' as it applies to abortions paid for under Denali KidCare is not defined in statute or regulation, or by Court
Decision."” In asking for clarification of the date from Wilda Laughlin after the hearing on SB 5 today, | understood it was
subsequently dated upon request and republished although we never received a copy. | believe Senator Davis's office
received the attached sometime last fall between September and November.

Tom Obermeyer

Legislative Assistant

Office of Senator Bettye Davis
465-3762

Cc: LAA Legal Services: Attn: Jean Mischel

Thomas S. Obermeyer, MO Atty, M.B.A.
Office of Senator Bettye Davis, Chair
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LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182

Mail Stop 3101 Deliveries to: 129 6th St., Rm. 329
MEMORANDUM November 18, 2010

SUBJECT: Medicaid funding of "medically necessary" abortions
(Work Order No. 27-LS0175)

TO: Senator Bettye Davis
Attn: Tom Obermeyer

FROM: Jean M. Mischel
Legislative Counsel

You have asked about the meaning of "medical necessity” as it relates to medical
assistance (Medicaid) funding of abortions. State and federal statutes fail to define the
phrase, although the concept forms the basis for coverage of all services under the jointly
funded Medicaid program and is defined for purposes other than abortion services in

regulation.

Despite a federal exclusion for most abortion services known as the "Hyde Amendment,”
upheld by the United States Supreme Court, the Alaska Supreme Court in 2001
specifically held that the equal protection guarantee under our state constitution requires
the state to cover medically necessary abortion services, as it does for all other medical
services covered under state Medicaid funding. The standard for "medical necessity" in
Alaska appears to be similar for all Medicaid services and includes services that are
broader than life saving services but less than elective services, as discussed below.

FEDERAL LAW DRAWS A DISTINCTION BETWEEN ABORTION SERVICES
FUNDING AND OTHER TYPES OF COVERED SERVICES

The federal purpose of the Medicaid program established the medical necessity standard
under 42 U.S.C.S. § 1396-1 as follows:

For the purpose of enabling each State, as far as practicable under the
conditions in such State, to furnish (1) medical assistance on behalf of
families with dependent children and of aged, blind, or disabled
individuals, whose income and resources are insufficient to meet the costs
of necessary medical services, and (2) rehabilitation and other services to
help such families and individuals attain or retain capability for
independence or self-care, there is hereby authorized to be appropriated
for each fiscal year a sum sufficient to carry out the purposes of this title.
The sums made available under this section shall be used for making
payments to States which have submitted, and had approved by the
Secretary, State plans for medical assistance.
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(Emphasis added.) Since 1976, Congress has prohibited, either by an amendment to the
annual appropriations bill for the United States Department of Health and Human
Services, or by joint resolution, the use of any federal funds to reimburse the cost of
abortions under the Medicaid program except under certain specified circumstances. The
"Hyde Amendment" provides that:

[Njone of the funds provided by this joint resolution shall be used to
perform abortions except where the life of the mother would be
endangered if the fetus were carried to term; or except for such medical
procedures necessary for the victims of rape or incest when such rape or
incest has been reported promptly to a law enforcement agency or public
health service.

Pub. L. 96-123.

After the passage of the Hyde Amendment, federal courts wrestled with questions about
whether state and federal governments are required to pay for an indigent woman's
exercise of a fundamental constitutional right when a "medically necessary” abortion is
involved. In several close decisions, the U.S. Supreme Court determined that the federal
constitution does not require public financial support of the right to choose an abortion in
cases that do not involve rape or incest or a threat to the mother's life. Beal v. Doe. 432
U.S. 438 (1977); Maher v. Roe. 432 U.S. 464 (1977); Harris v. McRae. 448 U.S. 297
(1980); Webster v. Reproductive Health Services. 492 U.S. 490 (1989). It is instructive
to note the trial court definition in the McRae case of the phrase "medically necessary"
for purposes of abortion funding was "a professional judgment for the physician that may
be exercised in the light of all factors—physical, emotional, psychological, familial and
the woman's age—relevant to the well-being of the patient,”

The federal courts ruled in these cases that governments are not required to provide
money to assist in the exercise of constitutional rights; governments are only prohibited
from placing obstacles in the way of exercising those rights. Withholding funding, said
the federal courts, is not an obstacle to the indigent woman who seeks an abortion. Her
poverty may be an obstacle, but the government did not create the poverty. She is still
free to have an abortion, but not with public money. The federal courts suggested other
private money might be available. In light of these federal decisions, it is clear that
public funding for abortions, even when "medically necessary,” is not required under the
federal constitution.

ALASKA LAW REQUIRES A MORE UNIFORM BUT INEXACT STANDARD FOR
STATE MEDICAID FUNDING OF ALL TYPES OF SERVICES COVERED.

INCLUDING ABORTION SERVICES

In the early 1990's, the state attempted to adopt the federal distinction for funding of
abortion services and disregarded the general medical necessity definition adopted in
regulation for other types of services. In a direct challenge to the state regulation that
provided only for public funding of abortion services to preserve the life of the mother or
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in cases of rape or incest, the Alaska Supreme Court held that the state must pay for
medically necessary abortions for participants in the Medicaid program as it does for
other types of services. State v. Planned Parenthood of Alaska. Inc., 28 P.3d 904 (Alaska
2001). The Alaska Supreme Court determined then that the "rape, incest, and to prevent
the death ofthe mother" restrictions of the Hyde Amendment are too narrow to satisfy the
requirements of the Alaska state constitution.

The Alaska constitution has been consistently interpreted to provide broader protections
than the federal constitution. For instance, in Valiev Hospital Ass'n v. Mat-Su Coalition
for Choice. 948 P,2d 963, 969 (Alaska 1997), the Alaska Supreme Court held that
"reproductive rights are fundamental. . . [and] include the right to an abortion,” Later, in
State v. Planned Parenthood of Alaska. Inc.. 28 P.3d 904 (Alaska 2001), the Alaska
Supreme Court, although basing its decision on due process considerations rather than the
privacy clause used by the lower court, came to the same conclusion the lower court had.
The conclusion was that if the state Department of Health and Social Services (DHSS)
restricted abortion coverage for Medicaid-eligible women to only those covered by the
exceptions in the Hyde Amendment, it would result in unconstitutional implementation of

Medicaid in Alaska.

There is language in the Planned Parenthood of Alaska. Inc. case (cited above; see
28 P.3d at 913) strongly suggesting that the Alaska Supreme Court considers women who
carry their pregnancy to term to be similarly situated with women who have an abortion
(in that they are both exercising their constitutional freedom of reproductive choice). If
the court continues to hold that position when faced with a renewed public abortion
funding challenge, there is a possibility that the court will find that the state may not be
able to burden the right to abortion services under the state Medicaid program unless a
similar burden is placed on medical services to continue a pregnancy, and in the absence
of comparable burdens on continuation of a pregnancy the state cannot burden the right to

abortion services.

The consequence of having a more broadly interpreted right to public funding of
abortions for Medicaid recipients in Alaska than what is allowed under federal law is that
DHSS must cover some Medicaid abortions with 100% state money (no federal match).1
The federal government does not prohibit states from using their own funds.

Over the years, language has appeared in Alaska budget acts that purport to prohibit
DFISS from using any of its appropriated money for abortions outside the scope of the

1 Alaska is reportedly not alone in using purely state funds for some Medicaid abortions
that the federal government will not fund. | do not have an up-to-date list and | have not
double-checked the cases cited, but the ACLU says that 17 states fund abortions outside
the Hyde Amendment restrictions, 4 voluntarily and 13 under court order. | have
attached the relevant information, as reported by the ACLU, excerpted from
http://www.aclu.org. | cannot vouch for the accuracy of the ACLU website, but if you
require further information about public funding of abortions in other states, please let the

office know.
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Hyde Amendment. However, DHSS has been under court order to continue to pay for
medically necessary abortions and has complied with the state attorney general's advice

to do so0.2

2 For instance, with regard to the 2007 fiscal year operating budget, the attorney general
wrote the following:

This year's budget, as did the prior four years' budgets, contains the
following language regarding abortion funding:

No money appropriated in this appropriation may be

expended for an abortion that is not a mandatory service

required under AS 47.07.030(a). The money appropriated

for Health and Social Services may be expended only for

mandatory services required under Title XIX of the Social

Security Act and for optional services offered by the state

under the state plan for medical assistance that has been
approved by the United States Department of Health and
Human Services . . ..

[citation omitted]. As we opined before, this language is intended to
prevent expenditures from these appropriations for therapeutic or
medically necessary abortions. DHSS, however, is under a superior court
order to operate its Medicaid program in a constitutional manner by
providing payment for them. That superior court order has been upheld by
the Alaska Supreme Court, which specifically rejected an argument that
the  separation-of-powers doctrine precluded the superior courtfrom
ordering the state to pay. State. Dept, of Health & Social Services v.
Planned Parenthood of Alaska. 28 P.3d 904 (Alaska 2001). Thus, the
DHSS is faced with a ruling from the state's highest court that the limit on
payment for abortion services results in the operation of the Medicaid
program in an unconstitutional manner, while DHSS is ostensibly without
the money available to pay for services to operate the program legally.. ..
Five years ago, the plaintiffs in the Planned Parenthood case asked the
superior court to clarify how similar budget restrictions impacted its
judgment. The superior court, three days after the supreme court affirmed
the judgment, issued an opinion ordering the DHSS not to comply with the
restrictions. To date, therefore, DHSS has obeyed the superior court's
order and we must advise DHSS to continue to obey it; i.e., to continue to
pay for these medically necessary abortions, until such time as a court
reverses the order that is now in effect.

2007 Alas. AG LEXIS 21,7-8.
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According to DHSS, the money used for Medicaid abortions not covered by the Hyde
Amendment (i.e., abortions for which the federal government will not contribute federal
money), comes from the appropriation made by the legislature to DHSS for Medicaid.3

Other attempts to narrow the definition of "medical necessity" for purposes of abortion
services funding have similarly failed. In 2002, for example, the Alaska Legislature
passed and the governor vetoed a bill (SB 364, 22nd Legislature) that added a new
section to AS 47.07 to provide that the state Medicaid program may only pay for
medically necessary abortions and for abortions to terminate pregnancies resulting from
rape or incest. The bill prescribed what is a medically necessary abortion and established
requirements for submitting claims for payment for abortions. (See SB 364, attached).

That bill provided as follows:

() A claim for payment for a medically necessary abortion that is
submitted to the department must be accompanied by a written
certification by the treating physician that the abortion is medically
necessary to treat a serious
(1) adverse physical condition of a pregnant woman that
(A) either is caused by the pregnancy or would be
significantly aggravated by continuation of the pregnancy; and
(B) would seriously endanger the physical health of the
woman if the pregnancy were not terminated by an abortion; or
(2) psychological illness of a pregnant woman who requires
medication for treatment of the illness if
(A) the medication required to treat the illness would be

highly dangerous to the fetus; and
(B) the health of the woman would be endangered if the

mediation was not taken during pregnancy.

Since the bill was vetoed and the definition of "medical necessity” for purposes of
abortion services funding contained in former 7 AAC 43.140(a) was held to be
unconstitutional in 2001 and has recently been repealed but not reenacted, the state
currently lacks a clear definition of the phrase as it applies to abortion services. The

repealed regulatory definition provided that:

(@) Payment for an abortion will, in the department's discretion, be
covered under Medicaid if the physician services invoice is accompanied
by certification that the (1) life of the mother would be endangered if the
pregnancy were carried to term; or (2) pregnancy is the result of an act of
rape or incest.

3 If the physician submitting the Medicaid claim for costs associated with an abortion
does not provide the information that would allow DHSS to document to the federal
government that a particular abortion falls within the Hyde Amendment exceptions, then
DHSS does not seek a federal match for the costs associated with that abortion.
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What remains in the regulations for abortion services funding are the terms "elective” and
"therapeutic" (a term that appears to be used as a substitute in the regulations for
"medical necessity™), defined in 7 AAC 47.290, along with the general concept of
"medically necessary"” for all covered services under 7 AAC 105.100.

For general relief funding,'47 AAC 47.290 provides as follows:

(7) "elective abortion™ means a procedure, other than a therapeutic
abortion, to terminate a pregnancy;
(8) "therapeutic abortion” means the termination of a pregnancy;
(A) certified by a physician as medically necessary to
prevent the death or disability of the woman, or to ameliorate a condition
harmful to the woman's physical or psychological health; or
(B) that resulted from actions that would constitute a crime
of sexual assault under AS 11.41.410 - 11.41.425, a crime of sexual abuse
of a minor under AS 11.41.434 - 11.41.440, or the crime of incest under

AS 11.41.450.

For state funding under Medicaid, 7 AAC 105.100 describes "covered services" to
include the general concept of "medically necessary” with cross-references to specified

types of services as follows:

The department will pay for a service only if that service

(1) is identified as a covered service in accordance with AS 47.07,
7 AAC 43, and 7 AAC 105 - 7 AAC 160;

(2) is provided to an individual who is. eligible for Medicaid under
7 AAC 100 on the date of service;

(3) is ordered or prescribed by a provider authorized to order or
prescribe that service under applicable law;

(4) is provided by a person who is enrolled as a Medicaid provider
or rendering provider under 7 AAC 105.210, or otherwise eligible to
receive payment for services under 7 AAC 43 and 7 AAC 105-7 AAC
160;

(5) is medically necessary as determined by criteria established
under 7 AAC 43 and 7 AAC 105 - 7 AAC 160 or by the standards of
practice applicable to the provider;

(6) has received prior authorization from the department, if prior
authorization is required under 7 AAC 43 or 7 AAC 105-7 AAC 160;

and

4 Like the Medicaid program, the general relief program is designed to meet "medical
needs." While some abortions are termed "elective™ by some observers, they still meet a
medical need, as determined by the physician who performs the abortion procedure.
Distinguishing among types of abortions in the general relief program would infringe the
same privacy and equal protection interests as courts have determined are infringed when
abortion funding restrictions are imposed under the Medicaid program.
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(7) is not specifically excluded as a noncovered service under 7
AAC 43 or 7 AAC 105-7 AAC 160.

(Emphasis added.) The phrase "medically necessary” is defined for purposes of mental
health services and other purposes such as vision, hearing, and dental screening funding

under Medicaid as follows:

7 AAC.. 43.486. Medical necessity determinations for mental health
rehabilitation services

(@) The division will, in its discretion, periodically review the recipient's
clinical record to determine whether the services requested are medically
necessary. A medically necessary mental health rehabilitation service is a
service designed to

(1) screen recipients for the presence of a mental or emotional
disorder;

(2) assess the nature and extent of the mental or emotional disorder
and its impact upon the recipient's ability to meet the demands of daily
living, social, occupational, or educational functioning;

(3) diagnose the mental or emotional disorder;

(4) treat the mental or emotional disorder;

(5) provide rehabilitation for the mental or emotional disorder;

(6) prevent the relapse or deterioration of the recipient's condition
due to the mental or emotional disorder.

(b) In making its determination as to whether the proposed services are
medically necessary, the division will consider the following:

(1) the recommendations of the referring physician, mental health
professional Clinician, or interdisciplinary team organized under 7 AAC
43.470 that prescribed, ordered, recommended, or approved the service;

(2) the recipient's diagnosis and level of functioning;

(3) the risk of danger from the recipient to self or other individuals;

(4) the appropriateness of the level of care and the need for
inpatient or residential care;

(5) whether the intervention targets specific symptoms and
behavioral and social dysfunction, and logically derives from the
assessments and diagnosis;

(6) whether the proposed services in the individualized treatment
plan are consistent with generally accepted community-based treatments
and practices for the treatment of the specific symptoms and behavioral
and social dysfunction;

(7) whether the recipient agrees with the referring physician,
mental health professional clinician, or interdisciplinary team under (1) of
this subsection that the focus of the treatment will be the symptoms and
behavioral and social dysfunction targeted for intervention;

(8) the extent to which past and current treatment has been
successful in treating the symptoms and behavioral and social dysfunction;

(9) if the recipient is under 21 years of age, whether the recipient
has, as indicated by the American Psychiatric Association's Diagnostic
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and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision,
dated 2000, an Axis V Global Assessment of Functioning (GAF) rating at
admission of 50 or less, or the recipient has an Axis V Global Assessment
of Functioning (GAF) rating at admission of more than 50, but exhibits
specific mental, behavioral, or emotional disorders that place the recipient
at imminent risk for out-of-home supervision or protective custody of state
or local authorities; the American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision,
dated 2000, is adopted by reference;

(10) the extent to which a less restrictive or intrusive alternative

treatment is not available;

(11) the extent to which a less expensive alternative is not
available;

(12) the extent to which the units of service requested are no more
than are necessary to meet the treatment or rehabilitation needs of the
recipient;

(13) the extent to which the duration of services requested are no
more than are necessary to reach the recipient-approved goals outlined in
the individualized treatment plan;

(14) if the requested services are intended to prevent the relapse or
deterioration of a mental disorder, the extent to which social functioning is
improved through interventions provided as active treatment, targeted in
specific therapeutic goals, and included in the individualized treatment
plan;

(15) the likelihood that the recipient will benefit from any therapy
provided on the same day as the recipient has received crisis intervention
services.

(c) Payment for services determined not to be medically necessary under
this section is subject to recovery under 7 AAC 105.260.

The limitation on abortion services funding is, as for other Medicaid covered services
"medical necessity,” a phrase that is not clearly defined in Alaska. The regulations that
pertain to other types of covered services provide some guidance, Because the right to
state funding for medically necessary abortions under the current state Medicaid program
is protected by the Alaska constitution, the term "medically necessary abortion" has
acquired a constitutional component of unknown scope. The relatively few Alaska cases
involving abortion rights do not provide guidance as to how broadly the term "medically
necessary abortion™ is to be construed. There is a possibility that the Alaska courts may
find that there are additional situations other than those described in the vetoed bill that
fall within the scope of a medically necessary abortion and thus must be covered under

the state Medicaid program.

What follows is a brief overview of how other states have handled the issue after the
federal exception was rejected under those state's constitutional protections.
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CASE LAW PROM STATES OTHER THAN ALASKA

Other states have dealt with the issue of state funding of abortion services in various
ways. After the federal decisions of the 1970's that upheld restrictions on public abortion
funding, courts in a number of states were required to analyze the issue under their own
laws and constitutions to see if they supported the same conclusion. In contrast with the
federal decisions, several state decisions determined that funding for abortions could not
be singled out under public assistance programs. See Moe v. Sec'v of Admin, and Fin.,
417 N.E.2d 387 (Mass. 1981); Comm, to Defend Reproductive Rights v. Myers, 625 P.2d
779 (Cal. 1981); Right to Choose v. Byrne. 450 A.2d 925 (N.J. 1982); Planned
Parenthood Ass'n v. Dep't of Human Res.. 663 P.2d 1247 (Or. App. 1983), affirmed at
687 P.2d 785 (Or. 1984); and Doe v. Maher. 515 A.2d 134 (Conn. Super. 1986); contra.
Fischer v. Dep't of Pub. Welfare. 502 A.2d 114 (Pa. 1985).

Except for the Pennsylvania case, these state courts weighed the private and state
interests involved with abortions and struck a different balance than the federal courts.
They considered the state's desire to save money, state policies to promote childbirth,
state claims that poor women can still choose to find private money to fund their
abortions, state interests in protecting unborn life, and state arguments that they are not
required to provide money for the exercise of constitutional rights. Most of these
arguments had been successful in federal courts. Not so in the state courts of
Massachusetts, California, New Jersey, Oregon, and Connecticut.

In Moe v. Secretary of Administration and Finance, supra, the highest state court in
Massachusetts determined that the Massachusetts constitution afforded a greater degree
of protection for the right to choose an abortion than the federal constitution.5 In
upholding the right of Medicaid recipients to have their abortions paid for, the court

observed:

[T]he Legislature need not subsidize any of the costs associated with child
bearing, or with health care generally. However, once it chooses to enter
the constitutionally protected area of choice, it must do so with genuine
indifference. It may not weigh the options open to the pregnant woman by
its allocation of public funds; in this area, government is not free to
"achieve with carrots what [it] is forbidden to achieve with sticks."
(citation omitted). We are therefore in agreement with the views
expressed by Justice Brennan, writing in dissent to Harris v. McRae,
[when he wrote] "In every pregnancy, [either medical procedures for its
termination, or medical procedures to bring the pregnancy to term are]
medically necessary, and the poverty-stricken woman depends on the
Medicaid Act to pay for the expenses associated with [those] procedure[s].
But under [this restriction], the Government will fund only those
procedures incidental to childbirth. By thus injecting coercive financial
incentives favoring childbirth into a decision that is constitutionally

5 Moe, 417 N.E.2d at 400.
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guaranteed to be free from governmental intrusion, [this restriction]
deprives the indigent woman of her freedom to choose abortion over
maternity, thereby impinging on the due process liberty right recognized
in Roe v. Wade."6

In Committee to Defend Reproductive Rights v. Myers, supra, the highest court in
California made a determination similar to Massachusetts'. The court noted that the state
had no constitutional obligation to provide medical care to the poor or to fund the

exercise of all constitutional rights, but held:

Once the state furnishes medical care to poor women in general, it cannot
withdraw paid of that care solely because a woman exercises her
constitutional right to choose to have an abortion.7

In Right to Choose v. Bvme. supra, the highest court in New Jersey also came to a similar
conclusion, using an equal protection analysis. The court struck down a restrictive

abortion funding statute, stating:

[T]he Legislature need not fund any of the costs of medically necessary
procedures pertaining to pregnancy... . Once it undertakes to fund
medically necessary care attendant upon pregnancy, however, government
must proceed in a neutral manner. Given the high priority accorded in this
State to the rights of privacy and health, it is not neutral to fund services
medically necessary for childbirth while refusing to fund medically
necessary abortions. .. . The statute affects the right of poor pregnant
women to choose between alternative necessary medical services. No
compelling state interest justifies that discrimination, and the statute
denies equal protection to those exercising their constitutional right to

choose a medically necessary abortion.8

In Planned Parenthood Ass'n v. Department of Human Resources, supra, the court struck
down an Oregon Medicaid regulation that would have restricted funding of abortions,

saying:
[I]t is difficult to understand the rational basis for denying one medically

necessary surgical procedure to a pregnant woman solely because it
involves an abortion while, at the same time, funding all other medically

necessary services relating to pregnancy.9
6 1d. at 402.
7 Myers, 625 P.2d at 798 and footnote 31 accompanying the text.
8 Bvme. 450 A.2d at 935 - 936.

9 Planned Parenthood. 663 P.2d at 1255.
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In Doe v. Maher, supra, a Connecticut court struck down a state Medicaid regulation that
prohibited funding for medically necessary abortions, saying:

This court is unable to reconcile the mandate and logic of the United
States Supreme Court in Roe v. Wade .. . with the McRae ... decision.
Medicaid reimbursement funds are made available for all the health care
costs of women, including the medical costs necessary to carry the fetus to
term, but not for the medically necessary abortion. Surely, this constitutes
infringement on the right to an abortion.... In adopting the regulation,

. the state has ceased to preserve its neutrality at least under our state
constitution... . And since that one exception also is a subject of a
woman's constitutional rights, the regulation impinges upon those
constitutional rights to the same practical extent as if the state were to
affirmatively rule that poor women were prohibited from obtaining an
abortion.D

In each of the state cases quoted in this section, the state court struck down an abortion
funding restriction that would have been upheld by a federal court. These cases clearly
demonstrate that state courts can find independent state grounds to strike down an
abortion restriction that might be upheld in federal court. Unfortunately, the cases do not
provide a standard definition of "medical necessity" for purposes of all covered services.

CONCLUSION

The concept of "medical necessity" provides the baseline for Medicaid and other types of
public funding of covered health care services. Under the federal law, the United States
Supreme Court upheld an exemption for coverage of abortions services that was narrower
than the standard for all other types of covered services, Many states, including Alaska,
found an equal protection and liberty interest violation in drawing a distinction among

various types of service coverage.

Current Alaska legislation and regulations defer to the treating physician to determine
whether a service is medically necessary for the physician's patient under the applicable
standard of practice for most covered services, including abortion services.

If | may be of further assistance, please advise.

JMMdjw

10-418.1jw

Attachements

D Doe, 515 A.2datl51 and 152.



SEAN PARNELL, GOVERNOR

P.O. BOX 110601
JUNEAU, ALASKA 99811-0601

DEPT. OF HEALTH AND SOCIAL SERVICES PHONE: (907) 465.3030

OFFICE OF THE COMMISSIONER FAX:  (907) 465-3068

Fact Sheet on Denali KidCare as tRelates to Abortion Funding

Thank you for your questions regarding the Denali KidCare program and how it relates to
abortion funding in Alaska. Because the department has received numerous questions that are
similar, but worded slightly differently, we have paraphrased the questions and compiled the
responses in a Fact Sheet for consistency.

We hope this addresses the intent of the questions you posed. If not, please contact Wilda
Laughlin at 465-1613.

>

How many more abortions do you project would be covered if income eligibility for
Denali KidCare were increased from 175% to 200%?

Past history in Medicaid services shows that approximately 10% of pregnant enrollees
have sought abortion related services. Applying that number to the anticipated growth in
enrollment of pregnant enrollees as aresult of the expansion (218), we expect
approximately 22 will seek these services.

How much federal money will the state lose over the next 10 years as a result of the
Governor’sintended veto of SB 13, assuming that funding levels remain stable?

The fiscal note for SB 13 estimates that the state would have spent $1,592,700 in federal
funds in FY 2011. The fiscal note also assumes 8.6% growth in total costs per year. If we
assume the federal percentage of spending remains the same (69.7%) and grows at 8.6%
per year, then over 10 years (through 2020) this totals $23,740,650 in federal funds.

Is the program affected by an Alaska Supreme Court decision that says certain
abortions must be paid for?

Yes. The Alaska Supreme Court ruled in DHSS v. Planned Parenthood, 28 P.3d 904
(Alaska 2001) that the State must fund medically necessary abortions for pregnant
women if it funds other medically necessary services for other financially needy persons.



Fact Sheet on Denali KidCare as it Relates to Abortion Funding

> How is “medically necessary” defined?

0 “Medically necessary” as it applies to abortions paid for under Denali KidCare is not
defined in statute or regulation, or by Court decision.

> Is there anything unique to abortions that are paid for under DKC as opposed to
regular Medicaid?

o No.
> How much is Denali KidCare's annual budget?

0 Spending in Calendar Year 2009:
o Title XXI kids: $30,246,349
0 DKC Pregnant Women: $60,578,841
o DKC Title XIX kids: $125,761,129
0 Total DKC: $216,586,319

> How much money is spent on abortions?
0 In Calendar Year 2009:
o Oftotal DKC spending: $384,000 was spent on abortion-related services
o Oftotal Medicaid Spending: $616,000 was spent on abortion-related
services

> How many additional women and children would have been eligible for Denali
KidCare if the eligibility had been expanded from 175 percent to 200 percent of the
federal poverty level?

0 The fiscal note for SB 13 estimates 218 pregnant women and 1,277 children would have
been covered by the expansion of Denali KidCare.

> What other services do children have access to under DKC?

0 See Department website:
http://www.hss.state.ak.us/dhcs/DenaliKidCare/gen_info_dkc.htm


http://www.hss.state.ak.us/dhcs/DenaliKidCare/gen_info_dkc.htm

ALASKA STATE LEGISLATURE

SESSION ADDRESS INTERIM ADDRESS
Alaska State Capitol, 716 W. 4thAvenue,
Room 30 Suite 400

Juneau, AK 99801 Anchorage, AK 99501
(907) 465-3822 (907) 269-0144

Fax: (907) 465-3756 Fax: (907) 269-0148

Senator Bettye D avis
Press Release

For Immediate Release: March 22nd, 2011

Denali KidCare Bill Would Provide Health Care to Nearly 1300 Alaskan Kids
Senate Bill 5 sets income eligibility requirements at 200% ofthe Federal Poverty Level

JUNEAU-The Senate Health and Social Services committee is meeting this week to consider Senate Bill 5.
which would increase and restore income eligibility levels for the Denali KidCare program to 200-percent

ofthe Federal Poverty Level which was the level originally set 14-years ago.

Denali KidCare serves almost 8,000 Alaska children and remains one of the least costly medical
assistance programs in the state. Senate Bill 5 would help place an additional 1300 kids and 225

pregnant women in the program.

The Kaiser Foundation estimates the 24,000 uninsured children with medical needs in Alaska are five
times less likely to have a regular doctor as insured children and four times more likely to use

emergency rooms at a much higher cost.

SUGGESTED QUOTE: "The numbers are heartbreaking,” said Sen. Bettye Davis, the primary sponsor of
Senate Bill 5. "Alaska is one of the wealthiest states in the nation. Yet, Alaska is one of only four states
that fund children's insurance programs with eligibility levels set below 200-percent of the Federal

Poverty Level."

The Legislature overwhelmingly passed a similar bill last year, but Governor Parnell vetoed it over
concerns that increased eligibility for the program would require the state to pay for more medically
necessary induced terminations of pregnancies. However, the Alaska Department of Health and Social
Services estimated the additional funding for Denali KidCare would result in no more than 22 more

induced terminations.

Who: Senate Health and Social Services Committee

What: Hearing to set Denali KidCare income eligibility levels at 200% of Federal Poverty Level
Where: Alaska State Capitol, Butrovich Room

When: Wednesday, March 23rd 1:30p.m.



For more information, please contact Celeste Hodge in Senator Davis' Office at (907) 465-3822.



SENATE COMMITTEE REPORT
First Committee of Referral

DATE: 1/19/11 | FURTHER: Finance
Date of 5-Dav Notice: D if DATE TURNED
(in accordance with Uniform Ru e 23) IN TO OFFICE: M

Health and Social Services Committee considered SENATE BILL NO. 5
SB 5-MEDICAL ASSISTANCE ELIGIBILITY

"An Act relating to eligibility requirements for medical assistance for certain children and pregnhant women; and
providing for an effective date."

and recommends:

be replaced with CS ( J [ ]Same Title [ ] New Title

adopt previous CS (0 [ 1same Title [ ] New Title

attached amendment(s)

adopt _Letter of Intent
further referral to Committee
Dept Abbr. NEW FISCAL NOTE(S) PREVIOUS FISCAL NOTE(S)
ADM  LEG Dept. Fiscal Indet. Zero FN# Dept. Fiscal Indet. Zero FN#
CED LAW
COR  LWF )
CRT MVA .
EED  DNR J A
DEC  DPS r>/"5 1
DFG  REV
GOV DOT
DHS UA

[ ] APPROPRIATION - no fiscal note
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-SUPPORT LETTERS FRO M :

AARP
Alaska Association of Homes for Children, which includes: Alaska Baptist Family Services; Alaska
Children's Svcs; Alaska Family Services; Covenant House of Alaska; Family Centered Services of
Alaska; Juneau Youth Services; Kenai Peninsula Community Care; Maniilag Association; Nome
Children's Home; North Slope Borough Children's Services; North Star Behavioral Health;
Presbyterian Hospitality House; Providence Behavioral Health Systems; Residential Youth Care;
Searhc; The Boys and Girls Home of Alaska; The Salvation Army Booth Memorial; Youth
Advocates of Sitka;
Alaska Chapter of the American Academy of Pediatrics
Alaska Primary Care Association
Alaska Women's Lobby
American Academy of Pediatrics
Anchorage Senior Citizen Advisory Committee, Dept, of H&SS, Municipality of Anchorage
Doris Robbins, Individual
Dr. Monica Gross

. George Brown, Pediatric colleagues throughout Alaska

.Juneau Youth Services

. March of Dimes Foundation, Alaska Chapter

. Mary Sweeney, Individual

. Nicki Shelton, National and Alaska Trainer, Parents as Teachers

. Planned Parenthood
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-AARP 3601C Street P 907-341-2270
Suite 1420 TTY 1-877-434-7598
Anchorage, AK 99503 ® wwwwJaarp.org/ak

March 4, 2011

The Honorable Bettye Davis, Chair

Senate Health and Social Services Committee
Alaska State Capitol, Room 30

Juneau, AK 99801-1182

RE: SB 5 (Davis)--Support

Dear Chair Davis:

On behalf ofthe members of AARP in Alaska, we strongly encourage you and your
colleagues on the Senate Health and Social Services Committee to support SB 5, which
you authored with your Committee colleagues Senators Egan and Ellis, Senators French,
and Wielechowski and co-sponsored by Senator Thomas.

AARRP is the world’s largest organization of grandparents. Our 91,000 AARP members
in Alaska are concerned about the health of their grandchildren as well as everyone else’s
grandicids.

Many of our members enjoy the security ofhealth insurance from Medicare and
understand how important good coverage is to their wellness and pocketbooks,

AARP stands in strong support ofthis effort to take Denali KidCare to a higher eligibility
level and allow more children and pregnant women to secure health coverage.

Ensuring that children have affordable health care coverage is a priority for all of
us who care about our children, grandchildren, and our country’s future.

Denali KidCare is an essential building block in efforts to reform our health care system.
AARP believes that every American should have access to high quality, affordable health
coverage no matter where they live. We need to strengthen Denali KidCare now.

Thousands of children who would otherwise be uninsured are receiving needed

health care because of this program. In fact, since Congress first authorized the states to
begin the program, the percentage of uninsured children has fallen by a third over the past
decade, while at the same time the number of uninsured adult Americans continued to
grow.

Together, Denali KidCare and Medicaid have been an essential buffer as fewer

Jennie Chin Hansen, President
HEALTH/ FINANCES / CONNECTING / GIVING / ENJOYING Addison Barry Rand, Chief Executive Officer
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employers offer coverage that families can afford.

Covering children’s health care needs is a cost-effective use of taxpayer dollars,
given the substantial long-term benefits that relatively low-cost children’s health
care coverage can provide. After all, productive working years and healthy aging
both require an early start.

The success of Denali KidCare is far from complete, however. Many children remain
uninsured - many lost coverage because of changes to Denali KidCare when the income
eligibility level was lowered and, because of the flat eligibility level, more children are

dropped from the program every year.

We can no longer allow so many children and pregnant women to go without access to
proper health care. Alaska has a duty to give all children the best possible start in life.
Failure to address children’s health needs unwisely raises the risk ofincreasing

health care costs and developing future generations who will be less healthy as they age.

By working together to improve Denali KidCare through adequate
funding, effective enrollment, and appropriate pediatric preventive care,
we can strengthen the bonds between generations and build a healthier future for all of us

ofevery age.
AARP recommends an “AYE” vote on SB 5.

Should you have any questions about our position, please feel free to contact me (586-
3637) or Patrick Luby, AARP Advocacy Director (907-762-3314).

Thank you for your consideration.

Sincerely,

Marie Darlin, Coordinator

AARP Capital City Task Force
415 Willoughby Avenue, Apt. 506
Juneau, AK 99801

586-3637 (voice)

463-3580 (fax)

CC:  Senator Dennis Egan
Senator Johnny Ellis
Senator Kevin Meyer
Senator Fred Dyson



ALASKA ASSOCIATION OF
Homes for Children

Alaska Baptist Family Services
Anchorage, AK

Alaska Children’s Services
Anchorage, AK

Alaska Family Services
Palmer, AK

Covenant House of Alaska
Anchorage, AK

Family Centered Services of Alaska

Fairbanks, AK

Juneau Youth Services
Juneau, AK

Kenai Peninsula Community Care
Center
Kenai, AK

Maniilag Association
Kotzebue, AK

Nome Children’s Home
Nome, AK

North Slope Borough Children’s
Services
Barrow, AK

North Star Behavioral Health
Anchorage & Palmer. AK

Presbyterian Hospitality House
Fairbanks, AK

Providence Behavioral Health
Systems
Anchorage, AK

Residential Youth Care
Ketchikan, AK

Scarhc
Sitka, AK

The Boys and Girls Home of Alaska

Fairbanks. AK

The Salvation Army Booth Memorial

Home
Anchorage, AK

Youth Advocates of Sitka
Sitka, AK

March 7, 201 1

Senator Bettye Davis, Chair

Health and Social Services Committee
State Capitol

Juneau, AK 99801-1182

RE: Support for Senate Bill 5 from AAHC.
Dear Senator Davis:

Alaska Association of Homes for Children (AAHC) thanks you again for
introducing legislation to raise the Medical Assistance Eligibility this session.
Moving the guidelines for Denali KidCare eligibility from 175 to 200% of the
Federal Poverty Level (FPL) is essential.

Our association supports the restoration of Denali KidCare eligibility to a
minimum level of 200% of the FPL. We believe this is a sound fiscal policy as the
federal government covers a large portion of the cost. In addition, children without
health care get less preventative care, have much higher health risks and are four
times more likely to use expensive emergency room care.

You've seen the statistics - Alaska is one of the last states with income eligibility
standards less that 200% FPL. Alaska should be one of the leaders in ensuring our
children’s well-being, not one of the last states!

Raising the threshold for Denali KidCare is a wise investment in the health and
wellbeing of Alaska’s children. Thank you for your continued support of on this
critical issue.

Thank you.

Brad Ohs
AAHC President

cc: Senator Dennis Egan
Senator Johnny Ellis
Senator Kevin Meyer
Senator Fred Dyson



Senate Bill 5 and Denali Kid Care Expansion

March 21, 2011

The Alaska Chapter of the American Academy of Pediatrics is in support of SB 5 and expansion of Denali
Kid Care to 200% FPL

Every child has medical needs that cannot be ignored. Denying coverage to a family in poverty does not
change this fact. Alaska's huge size and minimally developed wilderness present a challenge in
medically caring for its children. Denali KidCare (DKC) is the only means for many of these children to
have access to local primary care, and when needed, the ability to reach specialty care in Anchorage.
The federal government pays 64% of the cost of the State Children's Health Insurance Program
(SCHIP/DKC) for non-Alaska Native children and 100% for Alaska Native children. Alaska has some of the
most stringent eligibility requirements in the United States, 175% Federal Poverty Limit, placing us at
48thout of the 50 states in covering our poorest children. Senate Bill 13 was overwhelmingly passed
with bipartisan support during the last legislative session. It expands DKC back to 200% of the Federal
Poverty Line, its original level when instituted in 1998, and more in line with the rest of the United
States. The cost of this expansion is estimated to add less than $1M to the annual State budget. Many
legislators from both parties, including Governor Parnell, publically pledged support for this bill and
claimed to recognize the importance of taking care of the basic health needs of our children. Suddenly,
the Governor, who is a former finance committee chairman, reversed his support claiming he did not
understand DKC funding and the potential for covering selective abortion services. The Alaska
Department of Health and Social Services reports that 0.18% of DKC funding went to abortion related
services last year. The service is permissible if deemed a medical necessity.

Prior to last year, expansion of children's healthcare was never once an abortion issue until Governor
Parnell faced re-election and the republican primary. The Governor vetoed DKC expansion arguing that
it was morally wrong to spend state funds on a medical plan with an abortion benefit. The Governor
and his family are covered under the state workers plan called AlaskaCare (Wells Fargo Insurance
Services). A call to the AlaskaCare benefits line reveals "abortion services are a covered benefit for
employees and their dependents when deemed medically indicated." It appears the Governor is
unconcerned with state funds paying for a healthcare plan with an abortion benefit, if the plan is for
himself, his family, administration and staff. For Governor Parnell to claim that DKC expansion is an
abortion bill simply does not ring true. Nearly every healthcare plan in the state has an allowance for
some sort of abortion service, including the Governor's own. If the Governor truly believes that state
funding should not be used towards a plan with abortion services, then he has the opportunity to take a
stand with himself, his own family, his staff and administration. Not with the poor and vulnerable.

Alaska ranks at the bottom of the country in regards to domestic violence, rape and once again,
children's healthcare coverage. This is not an abortion issue. It is an issue of social justice, of doing
what is right. As a State, we cab do better.

M. David Bomalaski, MD, FAAP
Legislative Representative
Alaska Chapter of the American Academy of Pediatrics

Jody L. Butto, MD, FAAP
President
Alaska Chapter of the American Academy of Pediatrics



Sen. Bettye Davis

Prom: Shelley Hughes [ShelleyH@alaskapca.org]
nt: Sunday, March 06, 2011 7:33 PM

ro: Sen. Bettye Davis

Cc: Thomas Obermeyer; Celeste Hodge

Subject: SB 5 Support

Attachments: APCA Resolution Denali KidCare2011-01.pdf

Dear Senator Davis:

Please find our resolution in support of the expansion of Denali KidCare attached to this message. We wanted to make
sure you had it for the bill packets for SB 5 for Senate HSS!

Shelley

Shelley S. Hughes

Government Affairs Director

Alaska Primary Care Association
908 West Northem Lights Bivd Ste 200
AK BB
907.841.1634 robile
907.929.273A fax
shellev@alaskaoca.ora

Promoting( rimary care access for all Alaskans
*hkkhkkkk*k Rt S R R e R L R T

vwawvalaskapca.org
Browse APCA's helpful adviocacy infarmration and resouroes.

O
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A L A S K A

RESOLUTION 2011-01
Derali KidCare Bqpansion

WHEREAS the Alaska Primary Care Association (APCA) strives toward the goal of a statewide healthy
population with its mission to promote primary care access for all Alaskans, and because health insurance
coverage is a key component related to health care access; and

WHEREAS Community Health Centers (CHCs) and the Children's Health Insurance Program (CHIP), which is the
Denali KidCare Program in Alaska, together provide access to health care for medically vulnerable
populations;land

WHEREAS 25,600 children 18 years and younger in 2009 were uninsured in Alaska,2and many children from
low income families do not have appropriate health care access due to lack of coverage and the cost of
premiums in relation to family budgets; and

WHEREAS the provision of health coverage to low income children in Alaska would help ensure access for
these children and provider choice by the parents, as well as provide reimbursements to help cover the cost of
care to private sector providers, including individual physicians, group practices, and CHCs; and

WHEREAS approximately 17,800 Alaskan children 18 years or younger living below 300% of the Federal
Poverty Level (FPL) were uninsured in 2008,3and

WHEREAS even though the Denali KidCare upper income eligibility guideline was increased in 2007 to 175% of
the FPL, the fact that 46% of Alaska's children live at or below 200% FPL as compared to 40.6% nationwide and
39% in HRSA Region X indicates that Alaska has more children in the 175% to 200% FPL range per capita than
most other states;4and

WHEREAS Alaska has seen a 31% decline in the number of children covered by private health insurance in the
past decade5and the cost of caring for uninsured children is passed on to other Alaskans and to businesses,
raising premiums and out-of-pocket expenses for everyone;6and

WHEREAS uninsured children are 9 times less likely to have a regular doctor, 4 times more likely to be taken to
emergency rooms, and 25% more likely to miss school than insured children;7and

WHEREAS increasing Denali KidCare income eligibility levels to a minimum of 200% above the FPL will increase
health care access for children in families that meet this criteria and result in improved public health and
overall health outcomes throughout the state for Alaskan children; and

WHEREAS increasing the income eligibility guidelines for Denali KidCare to 200% of Alaska's federal poverty
level would make 1,300 more children and 225 more pregnant women eligible for health coverage under
Denali KidCare;8and

903 W. Northern Lights Blvd., Suite 200, Anchorage, AK 99503-2400
main: 907.929.2722 fax: 907.929.2734 wvw.alaskapca.org

Supporting Alaskans’'Health Care Homes
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PRIMARY CARE ASSOCIATION

WHEREAS the Federal Medical Assistance Percentage (FMAP) in Alaska in FY 2010 is66% for non-Natives,9and
100% for Alaskan Natives and American Indians treated in tribal facilities,10the cost to the state for insuring
children through Denali KidCare is relatively low, with an estimated annual total premium in 2009 per child at
$1700,11which includes the state's 34% portion, or an estimated $600, for full coverage, including dental,;

THEREFORE BE IT RESOLVED that the Alaska Primary Care Association supports the increase of the Denali
KidCare income eligibility levels to a minimum of 200% above the FPL.

DONE AND DATED THE 16th DAY OF September IN THE YEAR 2010

SIGNED/

i Handful
Board President, Alaska Primary Care Association

].NACHC, http://www.nachc.com/advocacy/Files/SCHIP_Fact_Sheet.pdf.

2Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March 2008 and 2009 Current
Population Survey (CPS: Annual Social and Economic Supplerments).

3ibid..

4L egislative Health Care initiatives Presentation to the Anchorage Chamber of Commerce, August 27, 2007.

S5lbid.

Gibicl

7 |bid.

8Sponsor Statement, Senate Bill 13, Senator Bettye Davis, http://aksenate.org/index.php?bill=SBt3 accessed July 22, 2010.

9The Henry ) Kaiser Foundation State Health Facts; http:/Awwv.statehealthfacts.ora/orofileind.isp?cat=4&sub=6f &rgn=3 accessed July 22, 2010.
DAlaska Tribal Health System Sustainability Issues (PowerPoint), by Valerie Davidson, Alaska Native Tribal Health Consortium, February, 2009.
11 Sponsor Statement, Senate Bill 13, Senator Bettye Davis, http://aksenate.org/index.php?ill=SB13 accessed July 22, 2010.

903 W. Northern Lights Blvd., Suite 200, Anchorage, AK 99503-2400
main: 907.929.2722 fax: 907.929.2734 www.alaskapca.org

Supporting Alaskans’Health Care Homes
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ALASKA WOMEN'S LOBBY

AW L Mission: To defend and advance the rights and

needs of Women, Children and Fam ilies in Alaska

P.O. Box 20891
Juneau, Alaska 99802-0891
www.akwomenslobby.org

Letter of Support-March 2011
SB 5: Medical Assistance Eligibility

The Alaska Women’s Lobby, a statewide group with steering committees in Fairbanks,
Anchorage and Juneau, whose mission is to defend and advance the rights and needs of
women, children and families in Alaska, supports the expansion of eligibility for Denali
Kid Care. When the State Child Health Insurance Program started in Alaska eligibility
was set at 200% ofthe federal poverty line. The legislature reduced eligibility
requirements in 2003, dropping children and pregnant women from the program and
keeping others from being able to participate. It is past time to take the state back to
where we were seven years ago and in fact we should join the 24 states that have set
income eligibility above the 200% poverty level.

According to the 2010 Children’s Health Insurance Program Reauthorization Act
(CHIPRA) Annual Report 13 states implemented eligibility expansions in 2010 and
many others simplified their enrollment and renewal procedures. Forty-six states
and the District of Columbia now cover children with incomes up to 200% of the
Federal Poverty Level (FPL) in Medicaid and CHIP, with 24 ofthose states and the
District of Columbia covering children with incomes up to 250 percent of the FPL.
Twenty-two states now offer coverage to lawfully residing immigrant children and/or
pregnant women, enabling states to receive federal funding for this coverage. (Fifteen
states previously provided this coverage with state-only funds, so this option has
resulted in new coverage for children and/or pregnant women in 7 states.)

Denali Kid Care extends a vital safety net for hard-working parents who either aren’t
offered insurance for their children through their jobs, or can’t afford the coverage that
is offered. Itis a critical step in our state’sjourney to ensure that all Alaskans have
access to stable, high quality health insurance coverage.

We extend our thanks to Senator Davis for her constant effort to provide health care for
Alaskan children; reintroducing this critical piece of legislation in the 27th Legislature.
Thanks also to early co-sponsors Senators Egan, Ellis, French, Wielechowski and
Thomas. Everyone should feel good about signing on to this bill. Increasing the
number of children eligible for Denali Kid Care is a wise investment in their lives and
our future as a State.


http://www.akwomenslobby.org

Sen. Bettye Davis

Subject: FW: Letter of Support for SB 5

From: Muntean, Marta M. fmailto:MunteanMM@ci.anchoraae.ak.usl
Sent: Thursday, March 24, 2011 11:14 AM

To: Sen. Bettye Davis

Subject: Letter of Support for SB 5

Senator Davis,

I am writing on behalf of the Municipality of Anchorage Senior Citizen Advisory Committee. The Committee would like to
send a letter of support for your efforts and the efforts of your colleagues in regards to SB 5.

We have the letter read to be faxed today; the Committee would like to know if there any others that should be cc’ed and
receive a copy of this letter.

Kind regards,
Marta Muntean

MSW Intern, Senior Services
Depart, of Health & Social Services
Municipality of Anchorage
907.343.7775
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Sen. Bettye Davis

From:
Sent:

D. Robbins [drobbins.r@gmail.com]
Wednesday, March 23, 2011 12:11 PM

To: Sen. Bettye Davis; Sen. Dennis Egan; Sen. Johnny Ellis; Sen. Kevin Meyer; Sen. Fred Dyson
Subject: Support for SB 5 Restore Denali KidCare to 200% of Poverty Level

(S) H&SS

Chair: Senator Davis
Members:

Senator Egan
Senator Ellis
Senator Meyer
Senator Dyson

I fully support areturn to the original income eligibility levels for the Denali KidCare program. Please return to
the 200-percent of the Federal Poverty Level which was the level originally set 14-years ago.

The savings in prevention is worth twice the money paid for this! This assistance is needed more than ever
these days with other options fading.

Please pass this legislation.
Sincerely,

Doris Robbins

1281 Overhill Dr.
Fairbanks AK 99709-6753

('907") 374-0597
drobbins@gci.net

Doris Robbins

(907) 374-0597
Fairbanks AK 99709-6753
drobbins.r@gmail.com

Natural Soaps Soothing to the Skin
www.alaskasoaps.com
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Celeste Hodge

From: Sen. Bettye Davis

Monday, March 07, 2011 7:52 AM
Celeste Hodge

Subject: FW: Support for SB 5

*

From: Monica Gross rmailto:ameeaa(g)ak.netl
Sent: Sunday, March 06, 2011 6:04 PM

To: Sen. Bettye Davis

Subject: support for SB 5

Testimony in Support of Senate Bill 5to Senate Health and Social Services Committee
March 7,2011

Dear Chairwoman Davis and Senators Egan, Ellis, Meyer and Dyson,

O

My name is Dr. Monica Gross. | am a board certified pediatrician who has practiced in Alaska since 1993. |
support Senate Bill 5. This bill will strengthen Alaskan families and save healthcare dollars by increasing
Denali Kid Care coverage.

When children have medical insurance the entire health care emphasis changes to one that strengthens the
family and saves overall health care costs. Medical care is shifted from crisis-oriented care to well child and
preventative care. This shift has ramifications not only for children’s health, but also for family and community
health.

When families don’t have medical insurance kids are brought to the doctor or emergency room when they are
very sick and parents are really scared. Doctors respond in crisis mode- expensive tests are ordered, drugs are
prescribed and parents admonished for “waiting too long”. The role of parents as the primary caregiver for their
child is undermined.

'hen kids have medical insurance they are brought in for well child checkups and preventative care. The
wiiole medical model shifts. Parents and doctors are a team working together to keep children healthy and
prevent disease. Parents are empowered, and the important job they are doing is validated. Time is available to


mailto:ameeaa(g)ak.net1

*answer questions and counsel about age appropriate health promotion and illness prevention. This exchange
sets the stage for families where children can develop and grow and become productive and healthy members of
their community. Expensive emergency room health care costs are avoided.

O

Please support Senate Bill 5.

Monica Gross, M.D.

Fellow, American Academy Pediatrics
524 Main Street

Juneau, Alaska

907-586-6789



Celeste Hodge

From: Sen. Bettye Davis

Sent: Wednesday, March 23, 2011 7:41 AM
To: Celeste Hodge

Subject: Fwd: Sen. Davis' E-mail

Sent from my iPhone

Begin forwarded message:

From: George Brown <gwbrownl776@yahoo.com>

Date: March 23, 2011 7:31:26 AM AKDT

To: "Sen. Bettye Davis" <Senator Bettye Davis@,legis.state.ak.us>
Cc: Joy Lyon <ilyon@aeyc-sea.org>. "Jessie Kiehl@legis.state.ak.us"
<Jessie Kiehl@legis.state.ak.us>

Subject: Fw: Sen. Davis' E-mail

Senator Davis:

I will not be able to give direct testimony in favor of your new DKC bill. | speak with and for my pediatric
colleagues throughout Alaska in support of providing more preventive and medical home based care for
Alaska's children.

When T. R. Reed spoke here in Juneau early this year, he stressed our real need is to achieve a national
majority consensus that helath care is a basic right, as have all other modern democratic societies. It is, at hea
a fairness and moral issue, and certianly fairness for health care for all children is essential for our human
futures.

Thank you for your persistent leadership. George

— On Tue, 3/22/11, Jesse Kiehl <Jesse Kiehl(a)lesis.state.ak. us> wrote:

From: Jesse Kiehl <Jesse Kiehl@legis.state.ak.us>

Subject: Sen. Davis' E-mail

To: "M. D. George Brown (Gwbrownl 776@vahoo.com)" <Gwbrownl 776@,yahoo.com>
Date: Tuesday, March 22, 2011, 9:50 PM

Senator bettye davis@legis.state.ak.us


mailto:gwbrownl776@yahoo.com
mailto:ilyon@aeyc-sea.org
mailto:Kiehl@legis.state.ak.us
mailto:Kiehl@legis.state.ak.us
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Juneau Youth Services, Inc.

907.789.7610 P.O. Box 32839
907.789.2106 Fax Juneau, AK 99803

March 7,2011

Senator Bettye Davis, Chair

Health and Social Services Committee
State Capitol

Juneau, AK 99801-1182

Re: Support for SB 5
Dear Senator Davis,

| am writing on behalfof both Juneau Youth Services and the Alaska Association of Homes for
Children. Thank you for once again introducing legislation (SB 5) to raise the eligibility
threshold for Denali KidCare from 175% to 200% of the Federal Poverty Level (FPL).

As you know, Alaska is one of the strictest states in the country when it comes to eligibility for
Children’s Medicaid (Denali KidCare). The estimate last year was that raising the eligibility
criteria to 200% of the FPL would resultin an additional 1,200 children and 200 pregnant
women being covered under Denali KidCare. With a high rate of federal matching funds, this
increase could take place with a minimal increment in state operating funds.

It is important to recognize that Denali KidCare is amajor funding source for children’s
behavioral health and residential services in Alaska. Approximately 75% of the children and
youth served by Juneau Youth Services access these services through Medicaid/Denali KidCare
Denali KidCare is also a major factor in ensuring that Alaska’s children and youth receive
services as close to their home communities as possible.

Raising the threshold for Denali KidCare is a wise investment in the health and wellbeing of
Alaska’s children. Thank you for your leadership on this critical issue.

Sincerely,

Walter Majoros
Executive Director



March of Dimes Foundation
Mflif 14 ..., 1 Alaska Chapter

3209 Denali Street, Suite 200

Anchorage, AK 99503

Telephone (907) 276-4111

Fax (907) 276-3375

March 9, 2011

The Honorable BettyePartfis
State Capitol, Roorrf*O
Juneau, AK 99801

RE: Support for Senate Bill 5 pending in the House Health and Social Services
Committee

Dear Senator Davis:

| am writing to you to express the support of March of Dimes for Senate Bill 5. The
mission of March of Dimes to improve maternal and child health by preventing birth
defects, premature birth and infant mortality can best be achieved if all women of
childbearing age, infants and children have access to comprehensive health coverage.

Senate Bill 5 reinstates Medicaid and Denali KidCare (DKC) for children and pregnant
women in Alaska up to 200% of Federal Poverty Level (FPL). This was the original
eligibility level when DKC was established in 1997. The eligibility threshold was reduced
and frozen at 175% FPL by the Legislature in 2003. This bill will help reinstate eligibility to
many of Alaska's 24,000 uninsured children as well as provide maternity coverage for
several of Alaska's 34,000 women of childbearing age who have no health insurance.

The Institute of Medicine has found that health coverage is the single most important
factor in determining whether or not a child receives needed health services. Coverage
also plays a key role in access to maternity care services for pregnant women.

Women who receive maternity care are more likely to have access to screening and
diagnostic tests that can help to identify problems early; services to manage developing
and existing problems; and education, counseling, and referral to reduce risky behaviors
like substance use and poor nutrition. Such care may thus help improve the health of both
mothers and infants. For example, singleton infants born to mothers who received late or
no prenatal care in 2004 were nearly twice as likely to be low birth weight (less than 5 1/2
pounds) as infants born to mothers who received early prenatal care —9.9 percent
compared with 5.9 percent.

In addition to pregnant women, health insurance status is the single most important
influence in determining whether health care is accessible to children when they need it,
according to another Institute of Medicine study. Though uninsured newborns are more
likely than insured babies to be sick, they receive fewer hospital services.



Uninsured children are the most likely to have no usual source of medical care - 28.8
percent, compared with only 2.3 percent of privately insured youngsters and 4.6 percent
of children in public insurance programs.

March of Dimes is a leading nonprofit organization for maternal, infant and child health.
With chapters nationwide and its premier event, March for Babies, March of Dimes works
to improve the health of women, infants and children. | urge you bring Senate Bill 5
before the House Health and Social Services Committee for a vote and ensure passage
of this important piece of legislation.

Sincerely,

Janie Odgers
State Director



Celeste Hodge

From: Sen. Bettye Davis

Sent: Wednesday, March 23, 2011 10:44 AM
To: Celeste Hodge; Thomas Obermeyer
Subject: FW: SB5 Denali Kid Care

From: Mary Sweeney rmailto:marvsweenev333(a>gmail.coml
Sent: Wednesday, March 23, 2011 10:35 AM

To: Sen. Bettye Davis

Subject: SB5 Denali Kid Care

Dear Senator Davis,

I am writing in strong support of SB5 expanding eligibility for Denali Kid Care. | am a preschool teacher. |
like my job and I'm good at it but it doesn't provide health care benefits. | raised my two children here in
Juneau. They have aged out of Denali Kid Care but it provided their health care as they were growing up. My
oldest daughter has cystic fibrosis and there is no way | could have afforded to buy health care for her given her
condition, even if I'd been able to afford it for my younger daughter which I could not. Denali Kid Care was
essential for our family. Because the income guidelines to qualify are so low, | had to reject offers of more
hours and other jobs that may have paid a little more but not enough to purchase health insurance.

Alexander Sadighi,writing in the Alaska Law Review, Vol.27:1, cogently argues that it would be in the best
financial interest of the state to pass this bill. More importantly, it is also in the best interest of children and
families.

Sincerely,

Mary Sweeney
520 3rd. Street
Juneau, AK 99801

(907) 586-1792


mailto:marvsweenev333(a%3eqmail.coml

Celeste Hodge

From: Sen. Bettye Davis

Sent: Tuesday, March 22, 2011 3:49 PM
To: Celeste Hodge

Subject: FW: Denali KidCare

From: Nicshelt9 fmailto:nicshelt9@aol.com1
Sent: Tuesday, March 22, 2011 2:53 PM
To: Sen. Bettye Davis

Subject: Denali KidCare

Dear Senator Davis,
Thank you for your actions to improve the health and development of Alaska's young children.

Denali KidCare is vital for many families to access health care for their children. | have been in education for 39 years;
16 years have been with Parents as Teachers. In Hoonah, we do screenings with young children. Since we don't have a
doctor or hospital, many parents need to fly to Juneau for prenatal visits or to follow up with doctors' appointments.

The expense of flying, ground transportation, lodging, and meals are a huge obstacle which prevents many families
from following up with needed care. Since children's brains develop faster in the first 3 years of life than at any other time
of their lives, detecting and treating any condition which may interfere with learning is most crucial.

Denali KidCare is the vital link for families to access health care. 200% of the poverty level is not extravagant for
families with young children. It can frequently make the difference between receiving medical care and children entering
school with conditions which could have been resolved much earlier.

Thank you for your sponsorship of SB5, the Denali KidCare hill.

Sincerely,

Nicki Shelton, National and Alaska Trainer
Parents as Teachers

PO Box 101

Hoonah, AK 99829

(907) 945-3380


mailto:nicshelt9@aol.com1

V nned Parenthood
'‘© TES'!

A L A S K A

March 7, 2011
Dear Senate Health and Social Services Committee Chair and Members:

Planned Parenthood Votes! Alaska, a member organization representing over 1800 Alaskans, supports

the increase in Denali Kid Care eligibility to 200% of the Federal Poverty Level as outlined in SB 5.

1. Even inthese hard economic times, a Denali Kid Care income eligibility increase is good policy
for the health and economics of our state -
An increase in Denali Kid Care eligibility to 200% of the federal poverty level reflects sound fiscal
policy as research shows that preventive care, such as that received through Denali Kid Care, has
a positive return on investment. For example, children and pregnant women without access to
health care are four times more likely to use expensive emergency room care for medical
treatment. Since the federal government covers almost 65% of the entire cost of Denali Kid Care
the additional financial exposure associated with a return to 200% of federal poverty level is
nominal compared to the long term expenses the State of Alaska will most likely incur if these

vulnerable children and pregnant women continue to be denied access to health care.

2. Increasing Denali Kid Care to 200% of Alaska's federal poverty level simply brings it back up to its
original level approved by the legislature in 1999

3. Alaska continues to be one of the few states that does not prioritize health care for low income
children and pregnant women.

Denali Kid Care and Abortion Coverage
Abortion coverage through Denali Kid Care is less than .18% of the total budget for DKC.

Unintended pregnancy ending in abortion disproportionately affects low income women, because

Alaska does not offer subsidized family planning services these rates continue to be high.

80% of private insurance plans cover abortion services as part of their regular coverage, providing
coverage to low income women who qualify for Denali Kid Care is not an extreme position, and it is

required under the 2001 Supreme Court Ruling.

Clover Simon, MSW

Director Planned Parenthood Votes! Alaska
4050 Lake Otis Pkwy STE 205

Anchorage AK 99508

907.770.9705



27-LS0057\E

CS FOR SENATE BILL NO. 5(HSS)
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-SEVENTH LEGISLATURE - SECOND SESSION
BY THE SENATE HEALTH AND SOCIAL SERVICES COMMITTEE

Offered:
Referred:

Sponsor(s): SENATORS DAVIS, EGAN, ELLIS, FRENCH, AND WIELECHOW SKI, Thomas

ABILL
FOR AN ACT ENTITLED
"An Act relating to eligibility requirements for medical assistance for certain children;

and providing for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 47.07.020(b) is amended to read:

(b) In addition to the persons specified in (a) of this section, the following
optional groups of persons for whom the state may claim federal financial
participation are eligible for medical assistance:

(1) persons eligible for but not receiving assistance under any plan of
the state approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act,
Supplemental Security Income) or a federal program designated as the successor to the
aid to families with dependent children program;

(2) persons in a general hospital, skilled nursing facility, or
intermediate care facility, who, if they left the facility, would be eligible for assistance

under one of the federal programs specified in (1) of this subsection;

-1- CSSB 5(HSS)
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27-LS0057\E

(3) persons under 21 years of age who are under supervision of the
department, for whom maintenance is being paid in whole or in part from public
funds, and who are in foster homes or private child-care institutions;

(4) aged, blind, or disabled persons, who, because they donot meet
income and resources requirements, do not receive supplemental security income
under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not
receive a mandatory state supplement, but who are eligible, or would be eligible if
they were not in a skilled nursing facility or intermediate care facility to receive an
optional state supplementary payment;

(5) persons under 21 years of age who are in an institution designated
as an intermediate care facility for the mentally retarded and who are financially
eligible as determined by the standards of the federal program designated as the
successor to the aid to families with dependent children program;

(6) persons in a medical or intermediate care facilitywhoseincome
while in the facility does not exceed 300 percent of the supplemental security income
benefit rate under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act) but who
would not be eligible for an optional state supplementary payment if they left the
hospital or other facility;

(7) persons under 21 years of age who are receiving active treatment in
a psychiatric hospital and who are financially eligible as determined by the standards
of the federal program designated as the successor to the aid to families with
dependent children program;

(8) persons under 21 years of age and not covered under (a) of this
section, who would be eligible for benefits under the federal program designated as
the successor to the aid to families with dependent children program, except that they
have the care and support of both their natural and adoptive parents;

(9) pregnant women not covered under (a) of this section and who
meet the income and resource requirements of the federal program designated as the
successor to the aid to families with dependent children program;

(10) persons under 21 years of age not covered under (a) of this section

who the department has determined cannot be placed for adoption without medical

CSSB 5(HSS) -2
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27-LS0057\E

assistance because of a special need for medical or rehabilitative care and who the
department has determined are hard-to-place children eligible for subsidy under
AS 25.23.190 -25.23.210;

(11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title
XI1X, Social Security Act, Medical Assistance) to be individuals with respect to whom
a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title
XVI, Social Security Act) because they meet all of the following criteria:

(A) they are 18 years of age or younger and qualify as disabled
individuals under 42 U.S.C. 1382c(a) (Title XVI, Social Security Act);
(B) the department has determined that
() they require a level of care provided in a hospital,
nursing facility, or intermediate care facility for the mentally retarded;
(if) it is appropriate to provide their care outside of an
institution; and
(iti)  the estimated amount that would be spent for
medical assistance for their individual care outside an institution is not
greater than the estimated amount that would otherwise be expended
individually for medical assistance within an appropriate institution;
(C) ifthey were in a medical institution, they would be eligible
for medical assistance under other provisions of this chapter; and
(D) home and community-based services under a waiver
approved by the federal government are either not available to them under this
chapter or would be inappropriate for them;

(12) disabled persons, as described in 42 U.S.C.
1396a(a)(10)(A)(ii)(XIII), who are in families whose income, as determined under
applicable federal regulations or guidelines, is less than 250 percent of the official
poverty line applicable to a family of that size according to the United States
Department of Health and Human Services, and who, but for earnings in excess of the
limit established under 42 U.S.C. 1396d(g)(2)(B), would be considered to be
individuals with respect to whom a supplemental security income is being paid under

42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is

3 CSSB 5(HSS)
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not eligible under another provision of this section shall pay a premium or other cost-
sharing charges according to a sliding fee scale that is based on income as established
by the department in regulations;

(13) persons under 19 years of age who are not covered under (a) of
this section and whose household income does not exceed 175 percent of the federal
poverty line as defined by the United States Department of Health and Human
Services and revised under 42 U.S.C. 9902(2);

(14) pregnant women who are not covered under (a) of this section and
whose household income does not exceed 175 percent of the federal poverty line as
defined by the United States Department of Health and Human Services and revised
under 42 U.S.C. 9902(2);

(15) persons who have been diagnosed with breast or cervical cancer
and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XVII1)i

(16) persons under 13 years of age who are not covered under (a)
of this section and whose household income does not exceed 200 percent of the
federal poverty line as defined by the United States Department of Health and
Human Services and revised under 42 U.S.C. 9902(2).

*Sec. 2. AS 47.07.042(d) is amended to read:

(d) In addition to the requirements established under (a) and (b) of this section,
the department may require premiums or cost-sharing contributions from recipients
who are eligible for benefits under AS 47.07.020(b)(13) or (16) and whose household
income is between 150 and 200 [175] percent of the federal poverty line. If the
department requires premiums or cost-sharing contributions under this subsection, the
department

(1) shall adopt in regulation a sliding scale for those premiums or
contributions based on household income;

(2) may not exceed the maximums allowed under federal law; and

(3) shall implement a system by which the department or its designee

collects those premiums or contributions.

* Sec. 3. This Act takes effect immediately under AS 01.10.070(c).

CSSB 5(HSS) -4-
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Mischel
2/23/12

CSFOR SENATEBILL NO. 5( )
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-SEVENTH LEGISLATURE - SECOND SESSION
BY

Offered:
Referred;

Sponsors): SENATORS DAVIS, EGAN, ELLIS, FRENCH, AND WIELECHOW SKI, Thomas

ABILL
FOR AN ACT ENTITLED
"An Act relating to eligibility requirements for medical assistance for certain children;

and providing for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1 AS 47.07.020(b) is amended to read:

(b) In addition to the persons specified in (a) of this section, the following
optional groups of persons for whom the state may claim federal financial
participation are eligible for medical assistance:

(1) persons eligible for but not receiving assistance under any plan of
the state approved under 42 U.S.C. 1381 - 1383c (Title XV, Social Security Act,
Supplemental Security Income) or a federal program designated as the successor to the
aid to families with dependent children program;

(2) persons in a general hospital, skilled nursing facility, or
intermediate care facility, who, if they left the facility, would be eligible for assistance

under one of the federal programs specified in (1) of this subsection;

-1- CSSB 5( )
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WORK DRAFT WORK DRAFT 27-LS0057U

(3) persons under 21 years of age who are under supervision of the
department, for whom maintenance is being paid in whole or in part from public
funds, and who are in foster homes or private child-care institutions;

(4) aged, blind, or disabled persons, who, because they do not meet
income and resources requirements, do not receive supplemental security income
under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not
receive a mandatory state supplement, but who are eligible, or would be eligible if
they were not in a skilled nursing facility or intermediate care facility to receive an
optional state supplementary payment;

(5) persons under 21 years of age who are in an institution designated
as an intermediate care facility for the mentally retarded and who are financially
eligible as determined by the standards of the federal program designated as the
successor to the aid to families with dependent children program;

(6) persons in a medical or intermediate care facility whose income
while in the facility does not exceed 300 percent of the supplemental security income
benefit rate under 42 U.S.C. 1381 - 1383c (Title XV, Social Security Act) but who
would not be eligible for an optional state supplementary payment if they left the
hospital or other facility;

(7) persons under 21 years of age who are receiving active treatment in
a psychiatric hospital and who are financially eligible as determined by the standards
of the federal program designated as the successor to the aid to families with
dependent children program;

(8) persons under 21 years of age and not covered under (a) of this
section, who would be eligible for benefits under the federal program designated as
the successor to the aid to families with dependent children program, except that they
have the care and support of both their natural and adoptive parents;

(9) pregnant women not covered under (a) of this section and who
meet the income and resource requirements of the federal program designated as the
successor to the aid to families with dependent children program;

(10) persons under 21 years of age not covered under (a) of this section

who the department has determined cannot be placed for adoption without medical

CSSB 5( ) e
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WORK DRAFT WORK DRAFT 27-LS0057\I

assistance because of a special need for medical or rehabilitative care and who the
department has determined are hard-to-place children eligible for subsidy under
AS 25.23.190-25.23.210;

(11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title
X1X, Social Security Act, Medical Assistance) to be individuals with respect to whom
a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title
XV, Social Security Act) because they meet all of the following criteria:

(A) they are 18 years of age or younger and qualify as disabled
individuals under 42 U.S.C. 1382c(a) (Title XV, Social Security Act);
(B) the department has determined that
(i) they require a level of care provided in a hospital,
nursing facility, or intermediate care facility for the mentally retarded;
(it) it is appropriate to provide their care outside of an
institution; and
(iif)  the estimated amount that would be spent for
medical assistance for their individual care outside an institution is not
greater than the estimated amount that would otherwise be expended
individually for medical assistance within an appropriate institution;
(C) if they were in a medical institution, they would be eligible
for medical assistance under other provisions of this chapter; and
(D) home and community-based services under a waiver
approved by the federal government are either not available to them under this
chapter or would be inappropriate for them,

(12) disabled persons, as described in 42 U.S.C.
1396a(a)(10)(A)(i)(XIIl), who are in families whose income, as determined under
applicable federal regulations or guidelines, is less than 250 percent of the official
poverty line applicable to a family of that size according to the United States
Department of Health and Human Services, and who, but for earnings in excess of the
limit established under 42 U.S.C. 1396d(q)(2)(B), would be considered to be
individuals with respect to whom a supplemental security income is being paid under

42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is

-3
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not eligible under another provision of this section shall pay a premium or other cost-
sharing charges according to a sliding fee scale that is based on income as established
by the department in regulations;

(13) persons under 19 years of age who are not covered under (a) of
this section and whose household income does not exceed 175 percent of the federal
poverty line as defined by the United States Department of Health and Human
Services and revised under 42 U.S.C. 9902(2);

(14) pregnant women who are not covered under (a) of this section and
whose household income does not exceed 175 percent of the federal poverty line as
defined by the United States Department of Health and Human Services and revised
under 42 U.S.C. 9902(2);

(15) persons who have been diagnosed with breast or cervical cancer
and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XV 11)i

(16) persons under 13 years of ace who are not covered under fa)
of this section and whose household Income does not exceed 200 percent of the
federal poverty line as defined bv the United States Department of Health and
Human Services and revised under 42 U.S.C. 9902(2).

*Sec. 2. AS 47.07.042(d) is amended to read:

(d) In addition to the requirements established under (a) and (b) of this section,
the department may require premiums or cost-sharing contributions from recipients
who are eligible for benefits under AS 47.07.020(b)(13) or (16) and whose household
income is between 150 and 200 [175] percent of the federal poverty line. If the
department requires premiums or cost-sharing contributions under this subsection, the
department

(1) shall adopt in regulation a sliding scale for those premiums or
contributions based on household income;

(2) may not exceed the maximums allowed under federal law; and

(3) shall implement a system by which the department or its designee

collects those premiums or contributions.

* Sec. 3. This Act takes effect immediately under AS 01.10.070(c).
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LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182
Mail Stop 3101 Deliveries to: 129 6th St.,, Rm. 329
MEMORANDUM March 20, 2012
SUBJECT: Equal Protection Considerations (CSSB 5( ))

(Work Order No. 27-LS0057\1)

TO: Senator Bettye Davis
Chair of the Senate Health and Social Services Committee
Attn: Tom Obermeyer

FROM: Jean M. Mischel
Legislative Counsel

You have requested an analysis of the equal protection considerations presented by the
above referenced bill draft that accomplishes the purpose of SB 5, to expand medical
assistance eligibility for children without a commensurate increase in services for teens
and pregnant women funded under the medical assistance program. You understand that
the equal protection clause of the Alaska Constitution has been interpreted to prohibit a
preference in coverage for women who choose not to terminate a pregnancy over those
who do. As you know, the federal and state Medicaid programs currently provide for
mandatory minimum coverage based on age and income limits. For example, under
42 U.S.C. § 1396, a state must provide mandatory coverage for children under 6 years of
age and pregnant women with incomes up to 133 percent of the federal poverty guideline.
You now ask whether the expanded income eligibility in the bill that excludes persons 13
years of age and older is constitutional.

Equal Protection Considerations.

Article I, sec. 1ofthe Alaska Constitution declares "that all persons are equal and entitled
to equal rights, opportunities, and protection under the law." The law mandates equal
treatment for those who are "similarly situated” and evaluates equal protection claims
using a three-step sliding scale test that "places a progressively greater or lesser burden
on the state, depending on the importance of the individual right affected by the disputed
classification and the nature of the governmental interests at stake.” Malabed V. North
Slope Borough, 70 P.3d 416, 421 (Alaska 2003). The court determines the weight of the
individual interest impaired by the classification, examines the importance of the
purposes underlying the government's action, and evaluates the means employed to
further those goals to determine the closeness ofthe means-to-end fit. 1d. The greater the
weight of the individual interest, the greater showing that must be made demonstrating
that the classification achieves a legitimate governmental objective.
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A more recent Alaska Supreme Court decision described the test for analyzing whether a
law violates the constitutional right to equal protection as follows:

Under the Alaska Constitution, the "legitimate reason test" is "the standard
level of scrutiny ... in equal protection cases,” and we apply it to laws
that do not employ classifications based on suspect factors or infringe on
fundamental rights. Under this test, a law "will survive as long as a
'legitimate reason for the disparate treatment exists' and the law creating
the classification 'bears a fair and substantial relationship to that reason.™

Griswold v. City of Homer, 252 P.2d 1020 (Alaska 2011), 2011 Alas. LEXIS 43, 25-26
(Alaska June 10, 2011) (internal cites omitted).

A challenge of CSSB 5( ), draft version "I, based on the exclusion of teenage boys and
girls for the expanded medical assistance coverage under equal protection principles
would likely be analyzed using the least restrictive rational basis test, which requires the
state to show a legitimate reason for the law, and that the law is sufficiently related to the
reason. With respect to the proposed bill, the legislature must articulate a legitimate state
objective in excluding teenagers from the expanded coverage. It is my understanding that
the objective is to provide expanded coverage for the youngest, and arguably most
vulnerable population, without providing for expanded abortion or other family planning
services for fertile teenagers. By drawing a distinction based upon age and not gender or
type of medical care, a challenger on equal protection grounds must first convince the
court that all persons under age 19 are similarly situated and therefore all deserve
expanded medical assistance coverage.

In Valley Hosp. Ass'n V. Mat-Su Coalitionfor Choice, 948 P.2d 963, 969 (Alaska 1997),
the Alaska Supreme Court held that "reproductive rights are fundamental .. . [and]
include the right to an abortion.” In Alaska Department ofHealth and Social Services v.
Planned Parenthood, 28 P.3d 904 (Alaska 2001), the Alaska Supreme Court, basing its
decision on equal protection considerations rather than the privacy clause, concluded that
if the state restricted abortion coverage for Medicaid-eligible women to only those
covered by the exceptions in the Hyde Amendment (for life saving measures and for rape
and incest), it would result in the unconstitutional implementation of Medicaid in Alaska.

Under a higher level of scrutiny for effect on a fundamental right, a court may view the
age limitations as narrowly tailored to serve a compelling governmental interest in
providing children's health coverage while discouraging teen pregnancy and abortion for
the higher income limit recipient. By maintaining the status quo for all other income
limit categories and by excluding all types of medical services, the type of discriminatory
and burdensome past attempts to discourage abortions is avoided. However, the Alaska
Supreme Court may find that the failure to cover medical services for people over the age
of 13 whose household income is between 175 and 200 percent of the federal poverty
guideline and the availability of those same services for children under 13 years of age
results in unconstitutionally discriminatory treatment of teens who may be considered to
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be similarly situated to younger children. Obviously, the lower the age limit the less
likely reproductive rights would be affected.

A court may be less concerned about differential treatment in the context of expanded
coverage than for existing minimum income eligible categories because of the choices
states must make with limited resources. In providing the rationale for the differential
coverage, the legislature could describe the economic and policy reasons behind its
decision and that the amendment is narrowly or at least reasonably tailored to satisfy
those concerns.

In this instance you have made clear that you wish to provide expanded eligibility for
children but not to expand abortion or any other reproductive service for pregnant teens.
I do not know how a court would come out on that issue but similar distinctions made for
other types of services may be persuasive. For example, Alaska has elected to fund
persons up to age 21 for specified services such as rehabilitative and psychiatric services,
and others to age 19, under its Denali KidCare program for all covered services. Indeed,
most of the mandatory categories under federal Medicaid law rely on age distinctions.

In Beal v. Doe, 432 U.S. 438 (1977), the United States Supreme Court held that while the
Social Security Act (which includes Medicaid) does not require a participating state to
fund every medical procedure falling within delineated categories of medical need and
that it is not inconsistent with the Act's goals to refuse to fund unnecessary, though
perhaps desirable, medical services, "serious questions” might be presented if state
Medicaid plans did not cover necessary medical treatment. Prenatal care at any
reproductive age may be found to be a necessary medical treatment.

The Alaska Supreme Court in the 2001 Planned Parenthood decision cited above was not
persuaded by the state's economic interest argument for prohibiting Medicaid coverage of
abortions. Noting that the savings on abortions were speculative, the court held that a
government agency is constitutionally bound to apply neutral criteria in allocating health
care benefits to poor Alaskans, even if considerations of expense, medical feasibility, or
the necessity of particular services otherwise limit the health care it provides.

While age categories on its face appear to be neutral and common, some courts have
found otherwise. For example, in Samantha A v. Department of Social and Health
Services, 256 P.3d 1138 (Wash. 2011), the Washington State Supreme Court held that
denial of Medicaid benefits solely based on the age of a child and whether the child was
living with her parents was arbitrary and unenforceable. That case is not of precedential
value here but provides some insight into how a court may analyze the issue of age for
prenatal care or other types of services.
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At the same time, Congress has excluded pregnant adults under 65 year of age from its
own expansion of Medicaid under the Patient Protection and Affordable Care Act,
effective in 2014, under 42 U.S.C. § 1396a(10)(i)(VII1), as follows:

. beginning January 1, 2014, who are under 65 years of age, not
pregnant, not entitled to, or enrolled for, benefits under part A of title
XVIII [42 U.S.C.S. 88 1395c et seq.], or enrolled for benefits under part B
of title XVIII [42 U.S.C.S. 88§ 1395j et seq.], and are not described in a
previous subclause of this clause, and whose income (as determined under
subsection (e)(14)) does not exceed 133 percent of the poverty line (as
defined in section 2110(c)(5) [42 U.S.C.S. 8§ 1397jj(c)(5)]) applicable to a
family of the size involved, subject to subsection (k);

Summary.

I have been unable to find a case or advisory opinion of precedential value that is related
to the issue of establishing a higher than minimum income limit for medical assistance
services that excludes teens. The nature of the medical assistance program provides for
the "categorically needy™ in a way that often discriminates on the basis of the age of the
recipient. A court may find that a teenager is not similarly situated to a younger child for
medical assistance purposes. If a court finds them to be similarly situated, an equal
protection challenge may be overcome by a legitimate state objective that is fairly and
substantially related to the age distinction drawn in CSSB 5( ), version "I." If, however,
a court found CSSB 5( ) affects the fundamental right of reproduction, the legislature
must articulate a compelling governmental interest for the age limits and a court must
find the law to be narrowly tailored to serve that purpose.

If I may be of further assistance, please advise.

IMMdjw
12-216.ljw
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Explanation of Committee Substitute Version “1”

CSSB 5( ) 27-LSO057M - Version “1”

Increases income eligibility coverage to 200% FPL only for children
under age 13 who are not otherwise covered under subsection (a).
Pregnant women are not included in the increase in income eligibility
to 200% FPL. Eligibility for pregnant women and children ages 13-19
remains the same at 175% FPL.

Premiums & cost sharing provisions are left in. increasing premium
and cost sharing household income levels from between 150% FPL

and 175% FPL to between 150% FPL and 200% FPL.

% 3


mailto:Davis@legis.state.ak.us

WORK DRAFT WORK DRAFT WORK DRAFT

27-LS0057VBI |
Mischel
4/4/44

2/23/12

CS FOR SENATE BILL NO. 5i_J
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-SEVENTH LEGISLATURE - FIRSTSECOND SESSION

BY SENATORS DAVIS, EGAN, ELLIS, FRENCH, AND WIELECHOWSK1

Offered:
Referred:

Sponsorfsl: SENATORS DAVIS. EGAN. ELLIS. FRENCH. AND WIELECHOWSK1. Thomas
ABILL

FORANACTENTITLED
"An Act relating to eligibility requirements for medical assistance for certain children

and pregnant women; and providing for an effective date."”
BEIT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 47.07.020(b) is amended to read:

(b) In addition to the persons specified in (a) of this section, the following
optional groups of persons for whom the state may claim federal financial
participation are eligible for medical assistance:

(1) persons eligible for but not receiving assistance under any plan of
the state approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act,
Supplemental Security Income) or a federal program designated as the successor to the
aid to families with dependent children program;

(2) persons in a general hospital, skilled nursing facility, or

intermediate care facility, who, if they left the facility, would be eligible for assistance

1- SBCSSB 5( )
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under one ofthe federal programs specified in (1) of this subsection;

(3) persons under 21 years of age who are under supervision of the
department, for whom maintenance is being paid in whole or in part from public
funds, and who are in foster homes or private child-care institutions;

(4) aged, blind, or disabled persons, who, because they do not meet
income and resources requirements, do not receive supplemental security income
under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not
receive a mandatory state supplement, but who are eligible, or would be eligible if
they were not in a skilled nursing facility or intermediate care facility to receive an
optional state supplementary payment;

(5) persons under 21 years of age who are in an institution designated
as an intermediate care facility for the mentally retarded and who are financially
eligible as determined by the standards of the federal program designated as the
successor to the aid to families with dependent children program;

(6) persons in a medical or intermediate care facility whose income
while in the facility does not exceed 300 percent of the supplemental security income
benefit rate under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act) but who
would not be eligible for an optional state supplementary payment if they left the
hospital or other facility;

(7) persons under 21 years of age who are receiving active treatment in
a psychiatric hospital and who are financially eligible as determined by the standards
of the federal program designated as the successor to the aid to families with
dependent children program;

(8) persons under 21 years of age and not covered under (a) of this
section-" who would be eligible for benefits under the federal program designated as
the successor to the aid to families with dependent children programexcept that
they have the care and support of both their natural and adoptive parents;

(9) pregnant women not covered under (a) of this section and who
meet the income and resource requirements of the federal program designated as the
successor to the aid to families with dependent children program;

(10) persons under 21 years of age not covered under (a) of this section

CSSB 5( ) 2

New Text Underlined [DELETED TEXT BRACKETED]



o B~ w N

~N o

(o]

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31

WORK DRAFT WORK DRAFT 27-LS0057VBI

who the department has determined cannot be placed for adoption without medical
assistance because of a special need for medical or rehabilitative care and who the
department has determined are hard-to-place children eligible for subsidy under
AS 25.23.190-25.23.210;

(11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title
XIX, Social Security Act, Medical Assistance) to be individuals with respect to whom
a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title
XVI, Social Security Act) because they meet all of the following criteria:

(A) they are 18 years of age or younger and qualify as disabled
individuals under 42 U.S.C. 1382c(a) (Title XV1, Social Security Act);
(B) the department has determined that
(i) they require a level of care provided in a hospital,
nursing facility, or intermediate care facility for the mentally retarded;
(i) it is appropriate to provide their care outside of an
institution; and
(iti)  the estimated amount that would be spent for
medical assistance for their individual care outside an institution is not
greater than the estimated amount that would otherwise be expended
individually for medical assistance within an appropriate institution;
(C) ifthey were in a medical institution, they would be eligible
for medical assistance under other provisions of this chapter; and
(D) home and community-based services under a waiver
approved by the federal government are either not available to them under this
chapter or would be inappropriate for them;

(12) disabled persons, as described in 42 U.S.C.
1396a(a)(10)(A)(ii)(XIIl), who are in families whose income, as determined under
applicable federal regulations or guidelines, is less than 250 percent of the official
poverty line applicable to a family of that size according to the United States
Department of Health and Human Services, and who, but for earnings in excess of the
limit established under 42 U.S.C. 1396d(q)(2)(B), would be considered to be

individuals with respect to whom a supplemental security income is being paid under

-3 SBCSSB 5( )
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42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is
not eligible under another provision of this section shall pay a premium or other cost-
sharing charges according to a sliding fee scale that is based on income as established
by the department in regulations;

(13) persons under 19 years of age who are not covered under (a) of
this section and whose household income does not exceed 200 [475-1 percent of the
federal poverty line as defined by the United States Department of Health and Human
Services and revised under 42 U.S.C. 9902(2);

(14) pregnant women who are not covered under (a) of this section and
whose household income does not exceed 20041754 percent of the federal poverty line
as defined by the United States Department of Health and Human Services and revised
under 42 U.S.C. 9902(2);

(15) persons who have been diagnosed with breast or cervical cancer
and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(i))(XVIIDNi

(16) persons under 13 years of age who are not covered under (a)
of this section and whose household income does not exceed 200 percent of the
federal poverty line as defined by the United States Department of Health and
Human Services and revised under 42 U.S.C. 9902(2).

* Sec. 2. AS 47.07.042(d) is amended to read:

(d) In addition to the requirements established under (a) and (b) of this section,

the department may require premiums or cost-sharing contributions from recipients
who are eligible for benefits under AS 47.07.020(b)(13) or (16) and whose household
income is between 150 and 200 [175] percent of the federal poverty line. If the
department requires premiums or cost-sharing contributions under this subsection, the
department

(1) shall adopt in regulation a sliding scale for those premiums or
contributions based on household income;

(2) may not exceed the maximums allowed under federal law; and

(3) shall implement a system by which the department or its designee

collects those premiums or contributions.

* Sec. 3. This Act takes effect immediately under AS 01.10.070(c).

CSSB 5( ) -4-
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FISCAL NOTE

STATE OF ALASKA oot + codes Bill Version 2003
2012 LEGISLATIVE SESSION Hscal Note Nunboer
Pudish Date
Identifier (file name) SBO0O5-DHSS-PAFS-03-16-12 Dept. Affected Health and Social Services
Title Medical Assistance Eligibility Appropriation Public Assistance
Allocation Public Assistance Field Services
Sponsor Sen. Davis, Sen. Egan
Requester Senate Health and Social Services_Committee OMB Component Number 236
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
Included in
FY13 Governor's .
Appropriation FY13 Out-Year Cost Estimates
Requested Request

OPERATING EXPENDITURES FY13 FY13 FY14 FY15 FY16 FY17 FY18
Personal Services 207.9 207.9 207.9 207.9 207.9 207.9
Travel
Services 21.3 213 21.3 21.3 21.3 213
Commodities 11 11 11 11 11 11
Capital Outlay 19.8
Grants, Benefits
Miscellaneous

TOTAL OPERATING 250.1 0.0 230.3 230.3 230.3 230.3 230.3
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 162.6 149.7 149.7 149.7 149.7 149.7
1003 GF Match 875 80.6 80.6 80.6 80.6 80.6
1004 GF
1005 GF/Prgm (DGF)
1037 GF/MH (UGF)
1178 temp code (UGF)

TOTAL 250.1 0.0 230.3 230.3 230.3 230.3 230.3

POSITIONS
Full-time 20 20 20 2.0 20 20
Part-time
Temporary
CHANGE IN REVENUES
Estimated SUPPLEMENTAL (FY12) operating costs 0.0 (separate supplemental appropriation required’

(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs
(discuss reasons and fund source(s) in analysis section)

Why this fiscal note differs from previous version (if initial version, please note as such)

(separate capital appropriation required)

Updated fiscal note to reflect current fiscal year. Updates administrative costs, including personnel and equipment.

Prepared by Ron Kreher, Director
Division Public Assistance
Approved by Nancy Rolfzen, Assistant Commissioner

DHSS Finance & Management Services

(Revised 8/17/2011 OMB)

Phone (907) 465-2680
Date/Time 3/16/12 4:00 PM

Date 3/16/2012

Page 1of 2



FISCAL NOTE

STATE OF ALASKA BILL NO. SB006
2012 LEGISLATIVE SESSION

Analysis

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of
the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the Denali KidCare
(DKC) program was originally created.

This fiscal note represents the additional administrative costs needed to support the increased eligibility determination
workload resulting from more pregnant women and children applying for medical assistance, using the assumptions
from the companion fiscal notes for the Division of Health Care Services and the Division of Behavioral Health.

The eligibility decision includes verifying information and determining whether a pregnant woman or child qualifies for
DKC when they apply, acting on changes, and periodically re-examining a household's eligibility.

We assume that 218 pregnant women and 1,277 children will enroll in Medicaid if the qualifying income limit is revised
to 200% FPG, and that implementation will begin July 1, 2012. We esitmate two additional Eligibility Technician Il
(Range 14) positions will be needed to manage this additional work in FY2013.

Total Administrative Costs for Two ET Il Positions:

Personal Services: Two Eligibility Technician Il (Range 14) at a cost of $207.9, including benefits, for 12 months.
Contractual: Annual cost for office space, phones, etc will be $21.3
Commodities: Annual cost for the office supplies will be $1.1

Additional Cost of FY2013:

Equipment/Supply: A one time cost of $19.8 for a desktop computer, software, printer, and work stations will be
needed for the new positions.

(Revised 8/17/2011 OMB) Page 202



FISCAL NOTE

STATE OF ALASKA aost + cookes

20012 LEGISLATIVE SESSION

Identifier (file name) SBO05-DHSS-BHMS-03-16-12
Title Medical Assistance Eligibility

Sponsor Sen. Davis, Sen. Egan

Requester

Expenditures/Revenues
Note: Amounts do not include inflation unless otherwise noted below.

Included in
FY13 Governor's
Appropriation FY13
Requested Request
OPERATING EXPENDITURES FY13 FY13
Personal Services
Travel
Services
Commodities
Capital Outlay
Grants, Benefits 615.7
Miscellaneous
TOTAL OPERATING 615.7 0.0
FUND SOURCE
1002 Federal Receipts 416.5
1003 GF Match 199.2
1004 GF
1005 GF/Prgm (DGF)
1037 GF/MH (UGF)
1178 temp code (UGF)
TOTAL 615.7 0.0
POSITIONS
Full-time
Part-time
Temporary

CHANGE IN REVENUES

Estimated SUPPLEMENTAL (FY12) operating costs
(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs
(discuss reasons and fund source(s) in analysis section)

Senate Health and Social Services Committee

Bill Versan
Fscal Note Nurber
Rudish Date
_Dept. Affected Health and Social Services
_Appropriation Medicaid Services

Allocation Behavioral Health Medicaid Services

OMB Component Number 2660

(Thousands of Dollars)

Out-Year Cost Estimates

FY14 FY15 FY16 FY17 FY18
668.7 726.2 788.6 856.4 930.0
668.7 726.2 788.6 856.4 930.0

(Thousands of Dollars)
452.3 491.2 5334 579.3 628.7
216.4 235.0 255.2 277.1 301.3
668.7 726.2 788.6 856.4 930.0

(separate supplemental appropriation required',

(separate capital appropriation required)

Why this fiscal note differs from previous version (if initial version, please note as such)

Prepared by Kimberli Poppe-Smart, deputy Commisioner
Division Health Care Services
Approved by Nancy Rolfzen, Assistant Commissioner

DHSS Finance and Management Services

(Revised 8/17/2011 OMB)

Phone 907-334-2530
Date/Time 3/16/12 4:00 PM

Date 3/16/2012

Page 1 of 2



FISCAL NOTE

STATE OF ALASKA BILL NO. SB05
20012 LEGISLATIVE SESSION

Analysis

Denali KidCare is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of the
federal poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted
annually. In 2003, DKC eligibility limits were reduced from 200% of poverty to 175% and frozen at 2003 levels. In
2007, the income limits were unfrozen, but remained at 175% of poverty. This bill would restore Denali KidCare to its
original level.

Children age 18 and under at this income level are part of Alaska's Medicaid CHIP expansion and are eligible for
enhanced federal matching funds. For FY2013, the federal CHIP match is projected at 65%, compared to an estimated
50% for regular Medicaid. Pregnant women under this income level are eligible only for regular Medicaid (50% match).
Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 200% FPG
dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% and 200% dropped by
436. This fiscal analysis assumes that the additional enrollment due to this bill will be equal to about half that number
of people (estimated as 218 pregnant women and 1,277 children). The assumption is that most people affected by this
bill will enroll by the end of SFY2013 and that enrollment will resume normal growth (about 2% per year) thereafter.

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the year, will not
change with implementation of this bill and will remain the same throughout the projection period. First year costs are
based on an estimate for the number of new enrollees times the average cost per enrollee for the affected eligibility
subtypes in 2010. Medicaid children in the income range addressed by this bill tend to have lower Medicaid costs than
those from families with lower incomes, and those lower costs are reflected in our estimates.

Cost projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enroliment and Spending in Alaska:
2005-2025. DHSS, updated for 2006). That growth rate includes changes in population, enrollment, utilization, and
medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS or Title XXI during 2010 and our best estimates for federal medical assistance percentages (FMAPs) between
2013 and 2018. Children affected by this legislation are included in the State Children's Health Insurance Program
(SCHIP) so most of their Medicaid costs would normally be matched at the enhanced rate for Title XXI services. Fund
projections assume sufficient SCHIP allocation to fully fund the additional children between 2013 and 2018.

Expenditures for the Behavioral Health Medicaid Services component were determined based on the component's

share of expenses for the affected eligibility subtypes in 2010. Behavioral Health paid 15% of the costs for affected DKC
children in 2010. No charges for services for DKC pregnant women were paid by this component in 2010.

(Revised 8/17/2011 OMB) Paw 2 d 2



FISCAL NOTE

STATE OF ALASKA cost Scodes
2012 LEGISLATIVE SESSION

Identifier (file name) SB005-DHSS-HCMS-03-16-12

Bill Version SB005
Fiscal Note Number
Publish Date

Dept. Affected Health and Social Services

Title Medical Assistance Eligibility Appropriation Medicaid Services
Allocation Health Care Medicaid Services
Sponsor Sen. Davis, Sen. Egan
Requester Senate Health and Social Services Committee OMB Component Number 2077
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
Included in
FY13 Governor's

Appropriation FY13
Requested Request

Out-Year Cost Estimates

OPERATING EXPENDITURES FY13 FY13 FY14 FY15 FY16 FY17
Personal Services
Travel
Services
Commodities
Capital Outlay
Grants, Benefits 2,952.0 3,205.8 3,481.5 3,781.0 4,106.1
Miscellaneous

TOTAL OPERATING 2,952.0 0.0 3,205.8 34815 3,781.0 4,106.1
FUND SOURCE (Thousands of Dollars)
1002  Federal Receipts 2,061.1 2,238.3 2,430.8 2,639.9 2,866.9
1003 GF Match 890.9 967.5 1,050.7 11411 1,239.2
1004 GF

1005 GF/Prgm (DGF)
1037  GF/MH (UGF)
1178  temp code (UGF)

TOTAL 2,952.0 0.0 3,205.8

POSITIONS
Full-time
Part-time
Temporary

CHANGE IN REVENUES

Estimated SUPPLEM ENTAL (FY12) operating costs
(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs
(discuss reasons and fund source(s) in analysis section)

W hy this fiscal note differs from previous version (if initial version, please note as such)

Updated fiscal note to reflect current fiscal year.

3,481.5 3,781.0 4,106.1

FY18

4,459.2

4,459.2

3,072.4
1,386.8

4,459.2

(separate supplemental appropriation required',

(separate capital appropriation required)

Phone 907-334-2520

Date/Time 3/16/12 4:.00 PM

Prepared by Kimberli Poppe-Smart, Deputy Commissioner
Division Health Care Services
Approved by Nancy Rolfzen, Assistant Commissioner

Date 3/16/2012

DHSS Finance and Management Services

(Roissd 87 OMY
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FISCAL NOTE

STATE OF ALASKA BILL NO. SB005
2012 LEGISLATIVE SESSION

Analysis

Denali KidCare is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of the
federal poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted
annually. In 2003, DKC eligibility limits were reduced from 200% of poverty to 175% and frozen at 2003 levels. In
2007, the income limits were unfrozen, but remained at 175% of poverty. This bill would restore Denali KidCare to its
original level.

Children age 18 and under at this income level are part of Alaska's Medicaid CHIP expansion and are eligible for
enhanced federal matching funds. For FY2013, the federal CHIP match is projected at 65%, compared to an estimated
50% for regular Medicaid. Pregnant women under this income level are eligible only for regular Medicaid (50% match).

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 200% FPG
dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% and 200% dropped by
436. This fiscal analysis assumes that the additional enroliment due to this bill will be equal to about half that number
of people (estimated as 218 pregnant women and 1,277 children). The assumption is that most people affected by this
bill will enroll by the end of SFY2013 and that enrollment will resume normal growth (about 2% per year) thereafter.

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the year, will not
change with implementation of this bill and will remain the same throughout the projection period. First year costs are
based on an estimate for the number of new enrollees times the average cost per enrollee for the affected eligibility
subtypes in 2010. Medicaid children in the income range addressed by this bill tend to have lower Medicaid costs than
those from families with lower incomes, and those lower costs are reflected in our estimates.

Cost projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enrollment and Spending in Alaska:
2005-2025. DHSS, updated for 2006). That growth rate includes changes in population, enrollment, utilization, and
medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS, Title XXI rates, Title XIX, or State General Fund only (for abortions) during 2010 and our best estimates for
federal medical assistance percentages (FMAPs) between 2013 and 2018. Children affected by this legislation are
included in the State Children's Health Insurance Program (SCHIP) so most of their Medicaid costs would normally be
matched at the enhanced rate for Title XXI services. Fund projections assume sufficient SCHIP allocation to fully fund
the additional children between 2013 and 2018.

Expenditures for the Health Care Services Medicaid component were determined based on that component's share of

expenses for the affected eligibility subtypes in 2010. Health Care Services Medicaid paid 100% of the costs for DKC
pregnant women and about 85% of the costs for affected DKC children in 2010.
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FIS C AL

N O TE

STATE OF ALASKA Bill Version CSSBO05(HSS)
2012 LEGISLATIVE SESSION Fiscal Note Number

() Publish Date
Identifier (file name) SBOOS5CS(HSS)-DHSS-PAFS-04-02-12 Dept. Affected Health and Social Services

Title Medical Assistance Eligibility Appropriation Public Assistance
Allocation Public Assistance Field Services

Sponsor Senator Davis

Requester SenateRulesCommittee OMB Component Number 236

Expenditures/Revenues

Note: Amounts do not include inflation unless otherwise noted below.

(Thousands of Dollars)

Included in
Apprlz)g;i?;tion GO\;?T;rS Out-Year Cost Estimates
Requested Request

OPERATING EXPENDITURES FY13 FY13 FY14 FY15 FY16 FY17 FY18
Personal Services 935 935 935 935 935 935
Travel
Services 9.7 9.7 9.7 9.7 9.7 9.7
Commaodities 05 05 05 05 05 05
Capital Outlay 57.2
Grants, Benefits
Miscellaneous

TOTALOPERATING 160.9 0.0 103.7 103.7 103.7 103.7 103.7
FUND SOURCE (Thousands of Dollars)
1002  Federal Receipts 104.6 67.4 67.4 67.4 67.4 67.4
1003 GF Match 56.3 36.3 36.3 36.3 36.3 36.3
1004 GF
1005 GF/Prgm (DGF)
1037  GF/MH (UGF)
1178 temp code (UGF)

TOTAL 160.9 0.0 103.7 103.7 103.7 103.7 103.7

POSITIONS
Full-time 1 1 1 1 1 1
Part-time
Temporary

CHANGE IN REVENU

ES

Estimated SUPPLEM ENTAL (FYL12) operating costs (separate supplemental appropriation required’,

(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs (separate capital appropriation required)

(discuss reasons and fund source(s) in analysis section)

W hy this fiscal note differs from previous version (if initial version, please note as such)__________
Initial legislation expanded DKC ocverage to 200% of federal poverty guidelines for a larger service population (i.e., preghant women and
children up to 19 years of age.)

Prepared by Ron Kreher, Director Phone (907) 465-2680
Division Public Assistance Date/Time 4/2/12 9:00 AM
Approved by Nancy Rolfzen, Assistant Commissioner Date 4/2/2012

DHSS Finance & Management Services
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FISCAL NOTE

STATE OF ALASKA BILL NO. CSSBO05(HSS)
2012 LEGISLATIVE SESSION

Analysis

This legislation increases the income level for Denali KidCare to 200% of federal poverty guidelines and limits the
expanded coverage to children 12 years of age and younger. This fiscal note represents the additional adminstrative
costs needed to support the increased eligibility determination workload resulting from more children qualifying for
medical assistance. The eligiblity determination includes verifying information and determining whether a child
qualifies for DKC when they apply, acting on changes, and periodically re-examining the child’s eligibilty.

It is assumed that an additional 968 children will be enrolled in Medicaid if the qualifying income limit is revised to
200% and restricted to children 12 years of age and younger, and that implementation will begin July 1, 2012. Itis
estimated that 1 Eligibiity Technician Il (R14) position is needed to manage this additional work in FY13.

Total Administrative Costs of One ET Il Position

Personal Services: One Eligibility Technician I, Range 14 at a cost of $93.5, including benefits for 12 months.
Contractual: Annual costs for office space, phones, etc. will be $9.7

Commodities: Annual cost for office supplies will be $0.5

Additional costs for FY13

Equipment: A onetime cost of $7.2 for desktop computer, software, printer, and work stations is needed for the new
position. An additional onetime cost of $50.0 is associated with the programming and testing of the Eligibility
Information System for implementation of this bill.
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FIS CAL

STATE OF ALASKA
2012 LEGISLATIVE SESSION

Identifier (file name) SBOO5CS(HSS)-DHSS-BHMS-04-02-12

Assistance Eligibility Appropriation

N O TE

Bill Version CSSBO005(HSS)
Fiscal Note Number

() Publish Date

Health and Social Services
Medicaid Services
Behavioral Health Medicaid Services

Dept. Affected

Allocation

Title Medical
Sponsor Senator Davis
Requester SenateRules Committee

Expenditures/Revenues

OMB Component Number 2660

(Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

Included in
FY13 Governor's
Appropriation FY13
Requested Request
OPERATING EXPENDITURES FY13 FY13 FY14 FY15 FY16 FY17 FY18
Personal Services
Travel
Services
Commodities
Capital Outlay
Grants, Benefits 171.0
Miscellaneous
TOTAL OPERATING 171.0 0.0 185.7 201.7 219.1 237.9 258.4

Out-Year Cost Estimates

185.7 201.7 2191 237.9 258.4

FUND SOURCE (Thousands of Dollars)
1002  Federal Receipts 1234 134.0 145.6 1581 1717 186.5
1003 GF Match 47.6 517 56.1 61.0 66.2 719
1004 GF
1005 GF/Prgm (DGF)
1037  GF/MH (UGF)
1178 temp code (UGF)
TOTAL 171.0 0.0 185.7 201.7 219.1 237.9 258.4

POSITIONS
Full-time
Part-time
Temporary

CHANGE IN REVENUES

Estimated SUPPLEM ENTAL (FY12) operating costs (separate supplemental appropriation required’)

(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs (separate capital appropriation required)

(discuss reasons and fund source(s) in analysis section)

W hy this fiscal note differs from previous version (if initial version, please note as such)_____
Initial legislation expanded DKC coverage from 175% to 200% of the federal poverty guideline (FPG) for a larger service population,
specifically for pregnant women and children up to 19 years of age. This version maintains coverage for pregnant women and children age;
13 to 19 years of age at 175% of the FPG, but expands DKC coverage to 200% of the FPG for persons 12 years of age and younger.

Phone 907-269-7827
Date/Time 4/2/12 12:00 PM

Date 4/2/2012

Kimberli Poppe-Smart
Health Care Services

Nancy Rolfzen, Assistant Commissioner
DHSS Finance & Management Services

Prepared by
Division
Approved by
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FISCAL NOTE

STATE OF ALASKA BILL NO. CSSBO0O5(HSS)
2012 LEGISLATIVE SESSION

Analysis

Denali KidCare (DKC) is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children ages 0-12 under Denali KidCare to 200% of the federal
poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted annually.

Children at ages 12 years and younger at this income level are part of Alaska's Medicaid CHIP expansion and are
eligible for enhanced federal matching funds. For FY2013, the federal CHIP match is projected at 65%, compared to an
estimated 50% for regular Medicaid.

First-year costs are based on an estimate for the number of new enrollees (968) times the average cost per enrollee
ages 0-12 for the most close related eligibility category in 2011.

Out-year cost projections incorporate an 8.6% annual growth factor (Long Term Forecast of Medicaid Enrollment and
Spending in Alaska: 2005-2025. DHSS, updated for 2006). That growth rate includes changes in population,
enrollment, utilization, and medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS, Title XXI rates, Title XIX during 2011, and our best estimates for federal medical assistance percentages (FMAPS)
between 2013 and 2018. Children affected by this legislation are included in the State Children's Health Insurance
Program (SCHIP), so most of their Medicaid costs would normally be matched at the enhanced rate for Title XXI
services. Fund projections assume sufficient SCHIP allocation to fully fund the additional children between 2013 and

2018.

Expenditures for the Behavioral Health Medicaid component were determined based on that component's share of
expenses for the affected eligibility subtypes in 2010. Behavioral Health Medicaid paid approximately 10.2% of the
costs for the most closely related category of DKC children age 0-12 in 2011.
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FIS CAL

STATE OF ALASKA
2012 LEGISLATIVE SESSION

Identifier (file name) SBO05CS(HSS)-DHSS-HCMS-04-02-12
Title Medical Assistance Eligibility

Senator Davis
Senate Rules Committee

Sponsor
Requester

Expenditures/Revenues
Note: Amounts do not include inflation unless otherwise noted below.

Included in
FY13 Governor's
Appropriation FY13
Requested Request
OPERATING EXPENDITURES FY13 FY13
Personal Services
Travel
Services
Commaodities
Capital Outlay
Grants, Benefits 1,505.8
Miscellaneous
TOTAL OPERATING 1,505.8 0.0
FUND SOURCE
1002  Federal Receipts 1,086.7
1003 GF Match 419.1
1004 GF
1005 GF/Prgm (DGF)
1037 GF/MH (UGF)
1178  temp code (UGF)
TOTAL 1,505.8 0.0
POSITIONS
Full-time
Part-time
Temporary

CHANGE IN REVENUES

Estimated SUPPLEM ENTAL (FY12) operating costs
(discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY13) costs
(discuss reasons and fund source(s) in analysis section)

N O TE

Bill Version CSSBO0O05(HSS)
Fiscal Note Number

() Publish Date

Dept. Affected Health and Social Services

Appropriation Medicaid Services
Allocation Health Care Medicaid Serivces
OMB Component Number 2077

(Thousands of Dollars)

Out-Year Cost Estimates

FY14 FY15 FY16 FY17 FY18
1,635.3 1,775.9 1,928.7 2,094.5 2,274.6
1,635.3 1,775.9 1,928.7 2,094.5 2,274.6
(Thousands of Dollars)
1,180.2 1,281.7 1,391.9 1511.6 1,641.6
455.1 494.2 536.8 582.9 633.0
1,635.3 1,775.9 1,928.7 2,094.5 2,274.6

(separate supplemental appropriation required’,

(separate capital appropriation required)

W hy this fiscal note differs from previous version (if initial version, please note as such)

Initial legislation expanded DKC coverage from 175% to 200% of the federal poverty guideline (FPG) for a larger service population,
specifically for pregnant women and children up to 19 years of age. This version maintains coverage for pregnant women and children ages
13 to 19 years of age at 175% of the FPG, but expands DKC coverage to 200% of the FPG for persons 12 years of age and younger.

Kimberli Poppe-Smart, Deputy Commissioner
Health Care Services

Nancy Rolfzen, Assistant Commissioner
DHSS Finance & Management Services

Prepared by
Division
Approved by

(Rovised VI7Z2OMD

Phone 907-269-7827
Date/Time 4/2/12 9:00 AM

Date 4/2/2012
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FISCAL NOTE

STATE OF ALASKA BILL NO. CSSB0O05(HSS)
2012 LEGISLATIVE SESSION

Analysis

Denali KidCare (DKC) is part of Alaska's Medicaid program, covering low income children and pregnant women. This
legislation increases the income level for covering children ages 0-12 under Denali KidCare to 200% of the federal
poverty guidelines, up from the current level of 175% of the federal poverty guidelines, which are adjusted annually.

Children at the age of 12 years and younger at this income level are part of Alaska's Medicaid CHIP expansion and are
eligible for enhanced federal matching funds. For FY2013, the federal CHIP match is projected at 65%, compared to an
estimated 50% for regular Medicaid.

First-year costs are based on an estimate for the number of new enrollees (968) times the average cost per enrollee
ages 0-12 for the most closely related eligibility category in 2011.

Out-year cost projections incorporate an 8.6% annual growth factor (Long Term Forecast of Medicaid Enrollment and
Spending in Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population,
enrollment, utilization, and medical-price inflation.

Fund source calculations are based on the relative proportion of costs for these eligibility types that were reimbursed
at IHS, Title XXI rates,Title XIX rates during 2011, and our best estimates for federal medical assistance percentages
(FMAPs) between 2013 and 2018. Children affected by this legislation are included in the State Children's Health
Insurance Program (SCHIP) so most of their Medicaid costs would normally be matched at the enhanced rate for Title
XXI services. Fund projections assume sufficient SCHIP allocation to fully fund the additional children between 2013
and 2018.

Expenditures for the Health Care Services Medicaid component were determined based on that component's share of

expenses for the affected eligibility subtypes in 2010. Health Care Services Medicaid paid approximately 89.8% of the
costs for the most closely related category of DKC children age 0-12 in 2011.
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