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The HEALTH. EDUCATION AND SOCIAL SERVICES Committee considered: HB 369

HOUSE BILL NO. 369 MEDICAID COVER/HEALTHY FAMILIES AK PROGRA

“An Act relating Jo Medicaid coverage for certain eligible children and pregnant women; elating to primary care case
management and managed care services as optional services and to premiums and cost-sharing contributions under the

Medicaid program; establishing the Healthy Families Alaska program; and providing for an effective date.”
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CS FOR HOUSE BILL NO. 369(HES)
INTHE LEGISLATURE OF THE STATE OF ALASKA

TWENTIETH LEGISLATURE -SECOND SESSION

BY THE HOUSE HEALTH. EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered:

Referred:

Sporuort*):  HOUSE RULES COMMITTEE BY REQUEST OF THE GOVERNOR
A BILL

FOR AN ACT ENTITLED

"An Act relating to Medicaid coverage for certain eligible children; relating to

premiums and cost-sharing contributions under the Medicaid program; and

providing for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

e Section L. AS 47.07.020(b) is amended by adding a new paragraph to read:
(12) persons under age 19 who are not covered under (a) of this section
and whose household income docs not exceed 200 percent of the federal poverty
guideline as defined by the federal office of management and budget and revised under

42 U S.C. 9902(2).

e Sec. 2. AS 47.07.020 is amended by adding a new subsection to read:

(O] The department may allow a person under 19 years of age who is
determined to be eligible for benefits under ibis chapter to remain eligible for those
benefits for up to It calendar months following (he month that the person is

determined eligible for benefits or until the person is 19 year old. whichever occurs
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earlier.

* Sec. 3. AS 47 07.042(a) isamended to read:

(@ Except as provided in (h) - (d) [(h) AND (c)J of this section, the state plan
developed under AS 47.07.040 shall impose deductible, coinsurance, and copayment
requirements [OR SIMILAR CHARGES) on persons eligible for assistance under this
chapter to the maximum extent allowed under federal law and regulations. The plan
must provide that health care providers shall collect the allowable charge. The
department shall reduce payments to each provider by the amount of the allowable
charge. A provider may not deny services because a recipient is unable to share costs,
but an inability to share costs imposed under this section does not relieve the recipient
of liability for the costs.

* Sec. 4. AS 47.07.042 is amended by adding a new subsection to read:

@ In addition to the requirements established under (@) and (b) of this section,
the department may require premiums or cost-sharing contributions from recipients
who arc eligible for benefits under AS 47.07.020(b)(12) and whose household income
is between 150 and 200 percent of the federal poverty guideline. 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. D, TRANSITION: £ iGULATION®S. Notwithstanding sec. 7 of this Act, the
Department of Health and Social Services may proceed to adopt regulations necessary to
implement the changes made by this Act. The regulations take effect under AS 44.62
(Administrative Procedure Act), but not before the effective date of secs. | - 4 of this Act.

e Sec. 6. Section 5 of this Act takes effect immediately under AS 01.10.070(c).

- See. [. Except as provided in sec. 6 of this Act, this Act takes effect July 1. 1998.
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FISCAL NOTE
STATE OF ALASKA BILL NO. CSHB 369 (HESS)
1998 LEGISLATIVE SESSION

ovislon Date: Dept. Affoctcd: Health nnd Social Services
Title: An Act relating to Medicaid coverage for certain BRU: Medical Assistance
eligible children; Component: Medicaid Non-Facility
Sponsor: House Rules by Request of the Governor COMPONENT SERIAL NO. 229
Requestor: House (HESS) See also (SN#): 2260. 960.230
Expondlturos/Rovenuos: (Thousands of Dollars)
OPERATING FY99 FYO0O FYOl FYO02 FYO03 FYO04
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS 4,199.7 5.310.2 5.681.9 6.0796 6.505.2 6.960.6
MISCELLANEOUS
TOTAL OPERATING 4.199.7 5.310.2 5,681.9 6.079.6 6.505.2 6,960.6

CAPITAL EXPENDITURES

ICHANGES IN REVENUES ( )

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 3.017.9 3,815.9 4,0830 4.368.8 4.674 6 5.001.9
1003 GF Match 1.181 8 1.494.iJ 1.598.9 1.7108 1.830.6 1.958 7
1004 GF

1005 GF/Program Receipts
1037 GF/Mental Health

Other (pleaso specify)
TOTAL 4.199.7 5.310.2 5,681.9 6.079.6 6.505.2 6.960.6

POSITIONS:
FULL-TIME
PART-TIME
' EMPORARY

Estimato of any current year (FY98) cost: SO0

ANALYSIS: (Attacn a separate cage it necessary)

Tho Balanced Budget Act of 1997 recently passed by Congress creates a new Title XXI of the Social Secui./ Act which
allows Stotos to use the new funds appropriated to either expand Medcaid eligibility for children, with an enhanced
federal match for the expansion population, or to purchase health covera%e, orboth The allocation of funds is made in
the same proportion of the ratio of the number of tow-wcomo children without insurance and the geo%ra hic variations m
health costs. Alaska's allocation is 55 6 million with a federal motch rate of 71 86%. No more than 10% of the funding
can be applied to administrative support and outreach Incremental funding expanding the Medicaid program for
children up to 200% of the federal povorty level or.d pregnant women is requested

The direct services costs related to the ‘Smart Start" Initiative were estimated using a model that estimates the funding
needed to provide Medicaid coverage lo on uninsured Ch.idren up to 200% of the Federal PovertY level The model Is
based on a number of assumptions pertammg to the sue and composition ot the uninsured population in Alaska, the
rates of anticipated participation in a medcal insurance program by this population, and the costs associated with

Prepared by ~ Hxmb Super / C Phone 465 5133
Division Mrdirai Atmnncr Date oroiv*
AppTOVEd by Commissioner Kartn IVrflu*. Commlitloner ' Oale: V- f/

Agency HrpxtlmnH o( llrxlih A So<il Sinirn

PREPARER TO PROVIOE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distribution information, eal the Governor 3 Legislative Office
Page 1of 5



Revision Date: DILL NO. CS HB 369 (HESS)

ANALYSIS (cont.):

providing coverage for Medicaid services to these program participants. Specific assumptions used are:

Variables  Assumed Value

Costs per Participant Estimates:
Cost per Child Age 0-18 $1,908

Childrens' Health Insurance Progam & Medicaid Matching Rates:
Childrens Health Insurance » FMAP Rate 71.9%
Childrens Health Insurance - State GF Match Rate 28.1%
Medicaid FMAP 59.8%
Medicaid State GF Match Rate 40.2%

Children Health Insurance Program Funding:
Childrens Health Insurance - Alaska Allotment (est) 5,664,899
State Childrens Health Insurance Match 2,218,345
Total Childrens Health Insurance Funds 7,883,244

Native Children Participation and IHS Utilization:
% of Eligible Children Below 100% of FPL Who are Native 41.0%
% of Eligible Children Below 150% of FPL Who are Native 38.3%
% of Eligible Children Below 200% of FPL Who are Native 35.6%
% of Native Children Who Use IHS Services 60.0%

Estimated Program Participation Rates:
Participation Rato - All Children Year 1 74.0%
Year 2 and beyond 80.0%

In addition to the specific assumptions, the model relies on the results of an analysis by Employee Benefits Research
Institute (EBRT) which provided an cst-mato of the distribution of tho uninsured Alaska population by Fodcral Poverty
Level (FPL) and number of insured who fail into each FPL category. The results of that analysis ore summarized

Employee Benefit Research Institute - 0 thru 18
Uninsured Children Estimate

Poverty Rate Total

0-99% 5553

100-149% 3.679

150-199% 2.357

200-249% 3.020

250-299% 2,597

300-349% 1,185

350-399% 1,529

400% & Up 3.571

Total Uninsured Alaskan Children 23.491

The funding model calculates the cumulative number of "Smart Start" participants based on tho estimated number of
children who fall Into FPL categories between 0% ond 199% The total estimated numper of uninsured children who
fall below 200% of FPL is 11,599 An extimated 5,553 of the uninsured children ore would be enrolled In the Medicaid
program if they applied The 6.036 balance of uninsured children are targeted under this proposal This number is
subsequently multiplied by the Participation Rate for All Children to yield an odjusted estimate of the children who
would likely participate in the program in Year 1 This result is then multiplied by two factors, the"% of Eligible
Children who ore Nativo" and the"% of Natrve Children Using IHS" to estimate the total number of uninsured Native
chtldron who ore anticipated to use the services of IHS providers under the program A final calculation subtracts that
number (uninsured Native children using IHS sorvwot) from the estimated total number of participating children to
yic'd the number of children who would get services from non-IHS prov.dcra

Page 2 of 5



RovIslon Date: BILLNO. CS HB 369 (HESS)

ANALYSIS (cont.):

The costs per eligible child are based on an analysis of recent spending data from the Medicaid Management
Information System for services provided AFDC children adjusted to reflect estimated costs for these same services in
FY99. The estimated numbers of participating Native and non-Native children are multiplied by the projected cost per
eligible child to provide a total cost of coverage for each of these groups. The model estimates that all services
provided to eligible Native children who use IHS providers will qualify for reimbursement that is 100% federally funded.
Funding for the services to the remaining population of children is under the Children's Health Insurance Program
(Title XXI).  For services to the remaining non-IHS children between 100% and 200% FPL, the State's allocation
under Title XXI is used as tho funding source at an enhanced match rate of 28.14% GF and 71 86% FFP.

There are increased Medicaid program costs that are anticipated to result from the outreach efforts required as part of
a Title XXI program. As previously identifited, there are an estimated 5,553 uninsured children who fall below 100% of
poverty and who would be eligible for Medicaid if they applied. Through the nutreach effort required under Title XXI,
the Division anticipates that about 40% of these uninsured children will participate as new eligibles under Title XIX
Medicaid. The model assumes that direct services to children who fall under 100% of FPL will be financed under the
Medicaid program and tho total costs for these services will be financed at the Medicaid match rate of 40.2% GF and
59.8% FMAP. However, the additional program costs for serving these new children are not reflected in this fiscal

note.

In preparing this fiscal note an implementation date beginning October 1, 1998 was assumed for the enrollment of the
first child. Enrollment is projected to increase at a monthly rate of 8.7% duming the first year, ending the year with a
total enrollment of a projected 4,092 children

Using the above assumptions, ‘he funding model estimates that Title XXI Medicaid coverage for 4,092 participating
cgildren will require $8,768 0 in total expenditures ($2,063.3 SGFM /S6.704.7 Fed Funds) for services and
administration.

Distribution of "Smart Start” related funding is based on analyses of Medicaid spending for medical services provided
to AFDC Children. The historical expenditure data used came from the Medicaid Management Information System
monthly MR-0-91T report which is a summary of Medicaid spending by Medicaid Category of Assistance and
colocation code. The expenditures used were cumulative dates of payment for tho period July. 1996 through October,
1997. Distnbutions between the colocation codes were calculated separately for each of the Medicaid Program
components (Medicaid Non-Facilities. Medicaid Facilities, and Medicaid Indian Health Services) No distributions
were made for either AFDC Children to Medicaid W.mvered Services as no spending occurred during the observed
period in that component for these groups

Tho total projected FY99 expenditures for direct sorviccs was m_ultiglie_d by the percentage distribution betweon the
components, and that result was multiplied by the percentage distribution across each relevant colocation code to
determine the amount of direct services to be allocated to each colocation code

Total Funds Federal GFM

Medicaid Facilities 2,0320 1.460 2 571 8

Medicaid Non-Facilities 41997 3,017 9 1,181 8
Indian Health Service 1.5756 15756

Totals 7.807.3 6,053 7 1,7536

Noto
Costs per Child are based on FY97 date-of payment data Costs oxclude Indian Hea th Services. Stole Programs. API

Disproportionoto Share Facilities payments, and M edial Assistance Administration The dcnommotor is the numbor
of ot»giblo rvon-disabied children (52.154) as of June 1.1997. The cost was then odjusted to reflect anticipated FY99
cost by multiplying times 108
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Revision Date: BILLNO. CS HB 369 (HESS)

ANALYSIS (cont.):

FORMULAS
"Uninsured" = "Estimated Uninsured by Federal Poverty Lever (Employee Benefits
Research Institute) X Participation Rate (Children)

"State GF" MMg.CMfeao
The model shows no State General Fund expenditures (or Native

Children who access IHS-funded services. All funding for sen/ices
to this estimated population are 100% federally reimbursed

Other Children
This part of the uninsured children population accesses medicaid services.

Uninsured Children below 100% ortho Fedors! Poverty Level

The estimated General Fund costs of covering non-native children up to 100%
of the federal poverty level is calculated by assuming the State will participate
at tho current State Medicaid Match Rate of 40 2%.

Uninsured Children between (00% & 200% of the Federal Poverty Level

For the population of children between 100% and 200% of FPL, the model uses

a formula that first calculates the total marginal cost of covering the additional
children Ineach FPL category, calculates the federal portion this amount by
multiplying by the CHI FMAP rate [71,2%], and compares this result with the total
Alaska CHI Allotment (55.621,510). Itthe federal portion of the marginal need Is
less than the Allotment amount, then the CHI GF Match rate Is used to calculate the
State general fund needed to fund the marginal costs abovo abovo 99% FPL. If the
federal portion of the marginal neod is greater than the State's CHI Allotment, then
the difference between Total amount and tho sum of the Total amount for below
100% FPL and total CHI Funds This difference is then multiplied by the

Modicaid Stato GF mjtch rate to determine the remaining GF needed.

Tedoraf Native Children
IHS-funded services are 100% federally rotmbursod.

QOisLCMstan

Uninsured Cfutdren below 100% ctlhe Federal Poverty Level

Tfie estimated Federal portion of covering non-nat.vo children up to 100% FPL

is calculated using the Alaska Medicaid FMAP rate of 59 2%.

Uninsured Children tetneen fOPS A 200% of the Federal Poverty Level
Federal funds ore calculated by subtracting the Stato GF amount tor each FPL
category from the Total amount

'Tolaf m'Uninsured'X'Cost per Chi.J «0-18' X 1.1 Administrative Cost Factor"

POQO 4 Of 5



Revision Date: BILLNO. CS HB 369 (HESS)

ANALYSIS (cont.):
The following distributes the Child Health Program Expenditures by source of funds by administration and program

services. The administration and program services are further allocated hetween Title XIX Medicaid. Title XXI Child
Health Initiative and Indian Health Service.

Fiscal Year 1999: Projected Child Health Program Title XXI Expenditures - 200% FP

Family Income Above Ch’i\:gtr:r? to Chi(I)c:reenr to All Children
Current Medicaid Standards to 200% FPL
200% FPL 200% FPL
Uninsured 751 3,341 4.092
State GF S S 2,063.301 S 2.063.301
Federal S 1.575.591 S 5.129.141 S 6.704.732
Total S 1575591 $ 7.192.443 S 8,768,033 *1
Source of Funds Analysis
GFM FMAP IHS TOTALS
Title XIX - Medicaid S 90.000 S 90.000 S S 180.000
TitleXXI-Child Health Ins. S 1.973.301 S 5,039.141 s S 7.012,443
Title XIX - IHS S S S 1.575.591 S 1.575.591
Totals S 2.053,301 S 5.129.141 $ 1.575.591 S 8,768.033
Administration
Title XI1X - Medicaid S 90.000 S 90,000 S $ 180.000
Title XXI - Child Health Ins S 219,698 S 561.033 $ S 780.730
Title XIX - IHS S S S S
Admin Totals S 309.698 S 651.033 s S 960730
Prooram
Title XIX - Medicaid s S s 5
Title XXI «Child Health Ins S 1.753,604 S 4,478.108 s S 6.231 712
Title XIX - IHS S S S 1.575.591 S 1,575 591
Program Totals S 1.753.604 5 4.478.108 S 1,575.591 S 7.807 303
Nol#». *1 10% Admmtraoon t» mciudo'J in **tinuto<J total costs for children

*2. 1HS fund Is only Available for direct program services

The Division has assumed the following for calculation of the penod FY00-04

Alaska's Federal Medical Assistance Percentaﬁ (FMAP) will continue after FY2000 at the enhanced rate of 59.8%
because Alaska's Congressional delegation will be effective at securlnfg reauthorization due to enactment of this
legislation. Itis also assumed that tho enhanced federal participation for the Title XXI funding will remain at the
samo 71 86% through FY04 The fiscal note also assumes an average of a 7% expenditure growth from fiscal year
to fiscal year. This ?rowth takes into account changes in the .ost of medical services as well as changes in the
utilization of medical services by both the clients and providers for the Child Health Initiative.

Tho details of the SMART START for Alaska's Families program are contained In the document “A Bluopnnt for

Assuring Adequate Access to Health Care for Alaska's Uninsured Children and Pregrant Women." Copies are
available at the Commissioners Offices by calling in Juneau (907-465-3030) and Ancnorage (907-269-7800)
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FISCAL NOTE

STATE OF ALASKA
1998 LEGISLATIVE SESSION

ovision D ato:

BILL NO. rSHB 369 (HESS)

Dept. Affected: Health mid Social Scrvkts

Title:
eligible children:

An Act relating to Medicaid coverage for certain

BRU: Medical Assistance
Component: Indian Health Service

Home Rules by Request of the Governor
Home (HESS)

Sponsor:
Requestor

COMPONENT SERIAL NO. 963
See also (SNff): 2260.230,229

Expenditures/Revenues:

OPERATING
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING

FY99

1.575.6
1,575.6
ICAPITAL EXPENDITURES | |
ICHANGES INREVENUES  ( ) I

FUND SOURCE
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Rocoipts
1037 GF/Mental Health
Other (ploaso specify)
TOTAL

1.575.6

1.575.6

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Estimate of any current year (FY98) cost:

ANALYSIS:

(Thousands of Dollars)

FYO00 FYO01 FYO02 FY03
1.992.0 2.131.4 2,280.6 2.440.3
1,992.0 2.131.4 2,280.6 2,440.3

| | | |
| | | |
(Thousands of Dollars)
1,992.0 2,131.4 2.2806 2.440.3
1.992.0 2,131.4 2,280.6 2.440.3
50.0

(Attacn a separate page if necessary)

FYO04

2.611.1

2,611.1

2,611.1

2.511.1

Tho Balanced Budget Act of 1997 recently passed by Congress croates a new Title XXI of tho Social Security Act which
allows States to use tho new funds appropriated to either expand Medicaid eligibility for children, with an enhanced
federal match for tho expansion population, or to purchase health coverage, or both. The allocation of funds is mado in
the r.amo proportion of the ratio of the number of low-income children without insurance and the goographic variations In

health costs.
can be applied to odminlstrative support and outreach.

Alaska's allocation is $5 6 million with a federal match rate of 71 86%.

Incremental funding expanding the Medicaid program for

children up to 200% of the federal poverty level and pregnant women is requested

No more than 10% of the funding

The direct services costs related to the "Smart Start" Initiative were estimated using a model that estimates the funding
needed to provido Medicaid covcrago to all uninsured Children up to 200% of tho Federal Poverty Level. The mode'is
based on a number of assumptions portainmg to the size and composition of tho uninsured population in Alaska, the
ro'es of anticipated participation in a medical insurance program by this population, and the costs associated with

/*0
Prepared by: Hand* Super A-/'/ "' Phono: 4S6-S83J
Division Medicad AutiUnre * 2?2 / Dato m ox Vs
Approved by Commissioner: Karen Perdue: Commlitloncr Date /7 nl |

Agency

llrpirtmcnt of Uealih A Sotlil Stnilcn

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR S LEGISLATIVE OFFICE
For further distribution informattion, call the Governor™s Legislative Office

ismimsmmmdas dhsi
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FISCAL NOTE

STATE OF ALASKA BILL NO. CS HB 369 (HESS)
1998 LEGISLATIVE SESSION

ovislon D ale: Depl. Affoctod: Health and Social Services
Title:  An Act relating to Medicaid coverage for certain BRU: Medical Asiistancc
eligible children; Component: Medicaid Facilities
Sponsor Home Rules by Request of the Governor COMPONENT SERIAL NO. 230
Requestor: House (HESS) See also (SN#): 2260.960.229
Exponditures/Rcvon'jQ3: (Thousands of Dollars)
OPERATING FY99 FY00 FYo1 FY02 FY03 FY04
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS 2.032.0 2,568.4 2,748.2 2.940.6 3.146.4 3,366.7
MISCELLANEOUS
TOTAL OPERATING 2.032.0 2,568.4 2.148.2 2,940.6 3,146.4 3,366.7

JCAPITAL EXPENDITURES 1 1 I ! ! !

CHANGES IN REVENUES ( ) | | 1 | 1

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 1.460.2 1.845.6 1.974.9 2.113.1 2.261.0 2.419.3
1003 GF Match 571 8 722.8 773.3 827.5 885.4 947.4
1004 GF

1005 GF/Program Receipts
1037 GF/Mental Health
Other (please specify)

TOTAL 2.032.0 2.568.4 2,148.2 2,940.6 3.146.4 3,366.7
POSITIONS:

FULL-TIME
PART-TIME
TEMPORARY

Estimato of any current yoar (FY98) cost: $'3.0

ANALYSIS: (Attach a separate page if neccssaryT

The Balanced Budget Act of 1997 recently passed by Congress creates a new Title XXI of the Social c»runty Act which
allows States to uso 'ho now funds appropriated to either expand Medicaid eligibility for children, with an enhanced
federal match for tho expansion population, or to Purc.hase health covera%e, or both  Tho allocation of funds is made In
the samo proportion of the ratio of the number of low-incomo children without Insurance and the geo?ra hic variations In
hoalth costs. Alaska's allocation is $5.6 million with a federal match rate nf 71 86%. No more than 10% of tho funding
can be applied to administrative support and outreach. Incremental funding expanding the Medicaid program for
children up to 200% of the federal poverty level and pregnant women is requested

The diroct servicos costs related to the “Smart Start" Initiative were estimated using o model that estimates tho funding
neeled to provide Medicaid coverage to oil uninsured Children up to 200% of tho Fedorol PovertY Level Tho modol Is
based on a number of assumptions pertaining to the suto and composition of tho uninsured population in Alaska, the
ratos of anticipated participation in a medical insurance progrjrr by this population, and the costs associated with

Prepared by: Handy Suprr/ Phono: 496-5833
Division: MedicalLAnlttanrc /* , Date: 0I1"0IL98

Approved by Commissioner: KartnVffduc.Comntlftiontr * Date:

Agency:  Hrpartmmt of Health A .Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distritution informetion, call the Governor™s Legislative Office
iNat “veseaVeaMiOAS..cas Page lof 5



FISCAL NOTE
STATE OF ALASKA BILL NO. CS HB 369 (HESS)

1998 LEGISLATIVE SESSION

evision Dato: Dept. Affected: Health and Social Services
Titto: An Act relating to Medicaid coverage for certain BRU: Medical Assistance Administration
eligible children; Componont: Children's Health Eligibility
Sponsor: House Rules by Request of the Governor COMPONENT SERIAL NO. 2260
Requestor House (HESS) Sec also (SNA): 960.230.229

Expcndltures/Rovenues: (Thousands of Dollars)
OPERATING FY99 FY00 FYo1 FY02 FYO03 FY04
PERSONAL SERVICES

TRAVEL

CONTRACTUAL 960.7 987.1 1.057.2 1.132.2 1.212.6 1.298.7
SUPPLIES

EQUIPMENT

LAND & STRUCTURES
GRANTS. CLAIMS

MISCELLANEOUS
TOTAL OPERATING 960.7 987.1 1,057.2 1,132.2 1,212.6 1.298.7

ICAPITAL EXPENDITURES ! 1 1 1

ICHANGES INREVENUES  ( ) | | |
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 651.0 709.3 ' 1 7587 813.6 871.4 933.2
1003 GF Match 309.7 277.8 297.5 318.6 341.2 365.5
1004 GF

1005 GF/Program Recoipts
1037 GF/Menla! Health

Other (please specify)
TOTAL 960.7 987.1 1,057.2 1,132.2 1.212.6 1,298.7

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Estimato of any currant year (FY98) cost: S0.0

ANALYSIS: (Attach a separate page if necessary)

Tho Balanced Budget Act of 1997 recentl, passed by Congress creates a new Title XXI of the Social Security Act. which
allows states to use tho new funds appropriated to either expand Medicaid e||g|b|||tK for children, with an enhanced
foderal match for the expansion population, or to Purc_hase health cover_a%o. or both. The allocation of funds is made in
the somo proportion of the ratio of the number of low income children without insuranco and tho geographlc variations in
health costs. 'Alaska's allocation is 5.6 million with o federal match rate of 71,86%. No moro than 10% of expenditures
undor tho Title XXI block grant can be appliod to administrative support and outreach.

Program implementation roquires an eligibility determination and outreach process. The Division will evaluate tho options
avoitable to determine the most cost effective method to |mF|em_e_nt this funclion. Extension of this health care coverago
will result in one time programming changes tot he state's e |fg|b|||ty and claims payment systems  Other one time costs
will include furniture and equipment costs to support the staff processing the opp ications for decision

Prepared by Rindy super Phone:  465*5833
Division:  MidlalAisistwts : Date: Q4Q8/9S
Approved by Commissioner: Kifen iVrdun~ C&nftjittlglter Dato: h/ftroK
Agency Department of Health & .Social Service!

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distribution information, can the Governor™s Legislative Office
<**im um moas.omis Page 1of 2



Revision Date: BILLNO. CS HB 369 (HESS)

ANALYSIS (cont.):

Under Federal law. initial aﬁplications processing may be performed outside of Public Assistance offices and by
other State agency staff. The balance of the contractual costs are divided between contracting for this outstationed
application intake and processing, and programming enchantments to the State's EIS and Claims payment systems.

The details of the SMART START for Alaska's Families program are contained in the document "A Blueprint for
Assuring Adequate Access to Health Care for Alaska's Uninsured Children and Pregnant Women.” Copies are
available at the Commissioner's Offices by calling in Juneau (907-465-3030) and Anchorage (907-269-7300).

The Division has assumed the following for calculation of the period FY00-04:

Alaska's Federal Medical Assistance Percentage (FMAP) for administration is 50%. It Is also assumed that the
enhanced federal participation for the Title XXI funding for the 10% administrative activities will remain at the same
71.86% through FY04. The fiscal note also assumes an average of a 7% expenditure growth from fiscal year to
fiscal year which takes into account changes in the cost of medical assistance program administration.

The following distributes the Child Health Program Expenditures by source of funds by administration and program

services. The administration and program services are further allocated between Title XIX Medicaid, Title XXI Child
Health Initiative a, <d Indian Health Service.

Fiscal Year 1999: Projected Child Health Program Title XXI Expenditures - 200% FPL

Family Income Above Native -Other All Children
Current Medicaid Standards Children to Children to to 200% FPL
200% FPL 200% FPL
Uninsured 751 3,341 4,092
State GF $ - S 2,063,301 S 2,063,301
Federal S 1575501 $ 5129141 S 6.704.732
Total S 1575501 S 7.192.443 s B768,033
Source of Funds Analysis
| GFM | FMAP IHS I TOTALS |
Title XiX - Medicaid S 90,000 S 90,000 S S 180,000
Title XX1 - Child Health Ins S 1.973.301 $ 5.039,141 S 7.012.443
Title XIX «IHS 5 S S 1575591 S 1,575.591

Totals S 2.C63.301 S 5,129,141 S 1,575.591 S 8,768.033

A.dtniciatfBLon

Title XIX « Mi dland S 90.000 S 90.000 S S 180.000
Title XXI - Child Health Ins i 219.698 5 561,033 $ 5 780,730
Title XIX - IHS S S $ S
Admm Totals S 309,698 S 651,033 $ S 960,730
Program
T.Ue XIX - Medicaid S i s S
Title XXI «Child Health Ins S 1,753.604 S 4478.108 s S 6.231.712
Title XIX < IHS S S S 1.575.591 S 1.575.591
Program Totals S 1,753.604 S 4.478.108 S 1,575.591 S 7,607,303
Note* 1 10% AdewVstrabon it metaled in atumaled trtal costs lor ctadran

‘2 IHS fund i« ortf ivtJtM lor d>r*c« program tarvcoi
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GOVERNOR Junaau. Alaska 99011 0001
(9071 405 3500
F.1» (307) 465 3532

Statl of Alaska
OFFICE OF THE GOVERNOR

Juneau

January 27. 1998

The Honorable Gail Phillips
Speaker of the House
Alaska State Legislature
State Capitol

Juneau. AK 99801-1182

Dear Speaker Phillips:

The state of Alaska has a unique opportunity to expand health coverage for the children
and pregnant women of Alaska’'s working families, and to help new parents with the
skills they need to raise healthy, happy kids who arc prepared for a bright future. Today.
lam transmitting a bill that seizes that opportunity. This legislation is part of my Smart
Start for Alaska's Children initiative —giving kids the chance for a healthy start in life.

This bill takes advantage of a new federal program to increase income eligibility for
Medicaid to include children and pregnant women whose family incomes are below- 200
percent of the federal poverty level. The Department of Health and Social Services
estimates this new coverage will reach 11,600 children and 800 pregnant women who
need, but currently cannot afford health insurance The bill also authorizes the
department to establish methods for case management and premium cost-sharing to make
this new program as efficient and equitable as possible.

Especially appealing about this program is that it will cost the state no new general fund
dollars because of increased federal funding for the state’s Medicaid program This I.11
proposes to reallocate about S7 million of general funds no longer required to match
federal Medicaid dollars as the state's share for expanded children's health coverage.
That S7 million will in tumn leverage nearly S18 million new federal Medicaid dollars 1
can think of no better use than children's health for a portion of our Medicaid savings

GOVERNOR'S TRANSMITTAL LETTER
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The Honorable Gail Phillips
January 27, 1998
Page 2

This bill also formally establishes in law the Healthy Families Alaska program, which
provides education and support services to pregnant women and the families of children
under age five. This proven program offers home visits designed to meet the needs of
parents for information, emotional support, stress management, and assistance with other
negative factors that undermine parents' health habits and the care of their children.
Service providers work with families to ensure children receive medical care, such as
immunizations, parents receive job training and substance abuse programs if needed, and
mothers receive prenatal care - the "smartest start" we can offer Alaska’s children.

Programs such as expanded health care and home visits for new parents have been proven
to help reduce child abuse. The state of Vermont, for instance, experienced significant
drops in child abuse and neglect after adopting initiatives similar to this proposal.
Because child abuse and neglect make it more likely a child will resort to violence, health
care and home visitation programs that prevent abuse and negict *arc considered an
effective, long-term strategy for preventing future crime and the public and private costs
associated with it

I can think of nothing more valuable for us to offer Alaska's children and families than the
opportunity for a physical and emotional healthy start in life. This bill offers an excellent
avenue for that effort and deserves your attention and prompt action

Sincerely,



SECTIONAL ANALYSIS HB 369/SB 266

An Act relating to Medicaid coverage for certain eligible children and pregnant women;
relating to primary care case management and managed care services as optional services
and to premiums and cost sharing contributions under Medicaid; establishing the Healthy
Families Alaska program; efd.

Section 1 Adds to the Medicaid Program as new optional coverage groups children under
age 19 and pregnant women with family incomes that do not exceed 200 percent
of the federal poverty lewel. These children are added to Medicaid under the new
Child Health Insurance Program (CHIP) enacted by Congress in the Balanced
Budget Act of 1997.

Section 2 Allows the department to implement continuous eligibility for up to 12 months for
Medicaid eligible children under age 19.

Section 3 Adds targeted case management for pregnant women and children under age 5
(Healthy Families Alaska), and comprehensive pregnancy-related services as new
optional services for the Medicaid Program.

Section 4 Allows the department to take advantage of new provisions of the Balanced
Budget Aa of 1997, that allows states to offer nanaged care services as a state
option instead of through a Medicaid waiver. These options include Primary Care
Case Management (PCCM) inwhich clients choose a primary care provider to
receive all basic health care and who authorizes specialty care and other defined
services, and contracts with managed care entities

Section 5 Makes technical changes to AS 47.07 042(a) consistent with changes in Sectione .
Section 6 Grants vhe department the authority to require premiums or cost sharing for the

new groups of pregnant women and children, added in section 1 of the hill, whose
family income isbetween 150% and 200% of the federal poverty lewel.

Section 7 Amends the definition of targeted case management related to Healthy Families
Alaska.
Section 8 Defines comprehensive pregnancy-related services to mean servicei in a greater

amount duration or scope than isavailable to other recipients, or services on the
options listat AS 37.07.035 that may otherwise be unavailable to adult recipients

Section 9 Establishes a statutory basis for the Healthy Families Alaska program
Section 10  Authorizes the department to adopt regulations necessary to implement this bill
Section 11 Immediate effective date for section 10,

Section 12 Effective date of July 1, 1998 for all sections of the hill except 11 which is
effective immediately

SECTIONAL ANALYSIS



CHILDREN'SHEALTH CARE:
Why Choose Medicaid
Instead o fa Separate Health Insurance Program?

Under (he State Child Health Insurance Program (SCHIP) federal law, states have the option to
use their allotment to cover uninsured children either through their Medicaid program or
through a child health insurance program, or a combination of both.

e |Ifa state chooses the Medicaid option, Medicaid rules apply and a state must offer the Medicaid
benefit package. Ifa state chooses a child health insurance program, itmust offer a benefit
package actuarially-cquivalcnt to cither the state 3 employee health plan, the federal employee
health plan, or the largest H M O in the statel.

For any state, the best option isdependent on many factors and the decision should be based on the
following criteria:

e minimizing state general fund costs and maximizing the number ofchildren covered,

e the cost and case of administrating the program, and

e providing a benefit package that ismost appropriate for children.

The Cost and Number of Children Covered

Using Alaska®s SCH 1P allotment to extend Medicaid coverage will stretch the State 3 general
funds further and cover many more children.

e Between 25 and 40 percent of the SCI 11IP eligible children will be Alaska Native and by law must
be included inany SCHIP plan. Under a Medicaid expansion for SCHIP, services provided to
Alaska Notive children by 1.H.S. or tribal providers will be paid with 100 percent federal funds
outside the State's SCHIP allotment. Under a separate insurance program, costs for Alaska Native
children will come out of the state al lotment ata 72 percent federal match. A Medicaid SCHIP
expansion takes advantage of the special funding for Alaska Natives.

e Based on preliminary information gathered by the Division of Medical Assistance2,comparable
private health plans appear to be more costly than the average cost for a Medicaid child. The
division compared the per child cost for a Medicaid expansion, estimated a! S1,908, to what the
Medicaid benefit package w-ould cost in the current private market. These preliminary estimates
suggest that the comparable (Medicaid) package in the current private morkc> would cost at least
$400 more per year than the average cost for a Medicaid child.

e The Governor 3 Smart Start proposal to invest S7.2 million in general funds will cover 11,600
uninsured children and 800 pregnant women. Under a separate insurance program, only an
estimated 6,600 to 8,000 children (and no pregnant women) would be covered with same general

fund investment.

1Tre IIMO gption ii not currently applicable since there are no HVICs licersed toiicll health plana in Alaska.

5The Division of Medical Assistance continues to seek informmation from irsurers on private insurance options but todate,
have not received any informration thet suggests thet Ins costly ".swont exit, is Aluka’s private market.

wkj 1s*«MMHfcaM? r«t«i om:™
Dhittiaa =< SliJkil Atamiarr. AHUSX
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Coverage and Funding
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The Cost and Ease o fAdministering the Program

Extending Medicaid, as compared to creating a child health insurance program, minimizes ness
administrative and cost management functions.

 Implementation ofanew child health insurance program would require duplication ofmany
administrative components which already exist in the Medicaid program. A further consideration is
that start-up costs cannot be funded with SCHIP funds as administrative costs ore limited to 10

percent of actual expenditures on children.

e As acondition of receipt of federal funds, each childwho applies for SCHIP must be screened by
the State for Medicaid eligibility. Therefore, eligibility determination ina child health insurance
program isstill linked to the Medicaid program.

e Most health care providers arc already enrolled and familiar with the Medicaid program.

® Extending Medicaid to additional children con be readily implemented %

An Appropriate Benefit Packagefor Children

’A Medicaid expansion could t* inplermented within 2-3 nonths after passage of the enabling legislation  Tre federal
child heslth initiative funding wes available as of Qctiober 1,1997.

Whﬁ,’ ISnm M.4K.W i« 2 © 14244
minl
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The Medicaid benefit package provides an appropriate benefit package for children including
preventive services such as well-child exams and immunizations which arc not covered by most

private insurance plans.

e The preventive health services offered under Medicaid make this approach a better fit in addressing
issues in Alaska like our declining child immunization lewels.

e The benefit package for either Medicaid or a child health insurance program is stipulated :n federal
law, therefore, reducing services in the benefit package as an approach to lowering premium costs

is largely precluded.

Conclusion

Given the data available to the Alaska Department of Health and Social Services at this time,
extending Medicaid to uninsured low-incomc children represents the best financial and least
burdensome approach to providing health coverage. The department iscontinuing to seek
additional information and cost estimates by meeting with private insurers and health care
providers and securing the analysis and consultation of national experts.

»*» j ITKMI
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FOR ALASKA'S CHILDREN

“CHILDRENSHEALTH CARE INITIATIVE?

December 4, 1997

SMART START FOR ALASKA®S CHILDREN - "CHILDREN®"S HEALTH CARE INITIATIVE"



SMART START

F O R AL AS K A " S C H1 L DR E H

Children 3 Health Care Initiative
Initiative Goal and Objectives

» The overall goal of the Smart Start for Alaska's Children: Children's Health Care Initiative is to assure
adequate health care coverage for all children and pregnant wormen.

» The objectives of the C hildren’s Health Care Initiative include:

Make health care coverage available to all children and pregnant women in Alaska
with annual incomes below 200 percent of Federal Poverty Level (FPL).

ra ldentify and work to eliminate barriers that keep moderate income Alaskan families
from purchasing health insurance for their children.

Assure that affordable child-only health plans are available for Alaskan families to
purchase.

=> Ensure that every pregnant woman and child has access to preventive health services
like prenatal care and immunizations.

Why Assure Coverage XOIV?

» The recently enacted Balanced Budget Act of 1997 changed the amount that the federal government pays for
Alaska's Medicaid program from 50% to 59.8%. This change means that the federal government now pays nore
of the costs of Alaska’s Medicaid program. This change frees up State funds already committed to the State
health care program for the poor (Medicaid) enabling a reinvestment to expand coverage for uninsured children
and pregnant wormen.

* Also in the Balanced Budget Act, Congress mede available an additional S5.6 mi.lion to Alaska for expending
health coverage to children. Although some Slate expenditure is required, for every State dollar spent, the federal
government pays nearly S3 on behalf of Alaska's children.

* The State of Alaska has slipped well behind nost other states in assuring that ".ow-income families have options
for providing coverage for their children.

SMART START for Alaska’s Children: Children's Health Care Initiative, 12-4-97



Number o f Uninsured Children and Pregnant WWomen

* Approximately 23,500 Alaskan children are without basic health care coverage. Of those, about half arc in
families with incomes below 200 percent of the Federal Poverty Level (FPL), or below $33,340 for a family o*
three.

e Approximately 800 pregnant women in families with incomes 200 percent of the FPL are without basic health
care coverage.

< National data suggest that the percentage of uninsured children has grown dramatically in recent years.

e Contributing significantly to the trend is the decline in employer financial support for health care coverage for
their employees dependents.

Graph 2. Uninsured Alaskan Children mBelow 100% FPL
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How the Lack ofHealth Cure Coverage Affects Children

e Compared to privately insured children, children without health insurance are 6 times more likely to go without
needed medical care, 5 times mote likely to use the hospital emergency room as a regular source of care, and 4
times more likely to have necessary care.

e There arc significant potential losses connected to periods of uninsurance for children. According to an article in

the Journal of the American Medical Association, ifachild develops a chronic health problem while uninsured, it
can affect that child"s health and well being for decades to come.

SMART START for Alaika’s Children: Children’s Health Care Initiative. 12-4-97



Once an uninsured pregnant women is determined eligible, she is covered through her pregnancy and for two

months following her delivery. An eligible uninsured child will retain their eligibility for six consecutive
months.

Graph 4. Populations Served Under Current

Medicaid Program and through Expansion
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f/ow *w// Eligibility be Determined and hotv will families Hear about the Program?

Applicants for the Children's Health Care Program will complete a simple application form which they can fill

out and mail in to determine program eligibility. There will be multiple access points in local community
agencies, doctor 3 offices, and other convenient locations for families.

The Children s Health Care Program will have an extensive information and outreach component.

What will be in the Benefit Package?

The Children's Health Care Program will offer all of the basic health care services a child would need with a
special emphasis on preventive services aimed at detecting health care concerns before they become problems.

What Costs will Families be Responsiblefor ?

Families will be required to contribute to the cost of their coverage to the extent they arc able.

Will Families be Expected to Choose a Primary Care Practitionerfor their Children?

In axeas of the state where Primary Care Practitioners (PCPs) arc available, enrollecs will be asked to choose a
PCP.

Which Providers will Participate in the Children’s Health Care Program and Which Rules Apply?

Qualified providers will be encouraged to voluntarily enroll in the Children s Health Care Program
Additionally, program participants will choose a Primary Care Practitioner (PCP) when they enroll. The PCP

SMART START for Alaika’s Children: Children’s Health Care Initiative. 12-4-97



Some stategics to be considered include, but are not limited to:

0 creating a public or private purchasing cooperative and use the State 3 clout in the marketplace to make
available low-cost health plans, and give families the option of using the child"s permanent fund dividend to
pay part of the premium has been considered by other states and

0

creating incentives in the private insurance marketplace for affordable child-only health plans.
More Information?

To leam more about the "Smart Start for Alaska 3 Children ”;call Theresa Tanoury (in Juneau at 907-465-3030)

or Diane DiSanto (in Anchorage at 907-269-7800) in the Commissioner 3 Office, Alaska Department of Health
and Social Services.

= To geta copy ot the Children's Health Care Initiative Blueprint and/or to get on the mailing list to receive
periodic updates, call Claudette Shales in the Alaska Division of Medical Assistance in Juneau (907-465-3355).

= A copy of the Children’s Health Care Initiative Blueprint is also available at the DHSS Homepage as well as a
separate website:

http://health.hss.state.ak.us
http://healUi.hss.state.ak.us/Blucptl 1.htm

SMART START for Alaska's Children: Children’s Health Care Initiative. 12-4-97
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STATE OF ALASKA
1998 LEGISLATIVE SESSION

evisioDate:

BILL NO. 11B369

Dapt Affected: Hrallh and Social Strvicts

Titlke An Act relating to Medicaid coverage for ctrtain

eligible children and pregnant women; relating to primary lire
Sponsor:  Home Rults by Requeit of the Governor

Requestor:  House (HESS)

BRU. Medical Anlitancc
Componant: Indian Health Strvict
COMPONENT SERIAL NO. 960
See also (S\«): 2260.230.229

Expcndlturoa/Rovonues:

(Thousands of Dollars)

OPERATING FY99 FY0O FYo1 FY02 FY03 FYO4
PERSONAL SERVICES
TRAVEL
CONTRACTUA*.
SUPPLIES
EQUIPMENT

LAND & STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS

TOTAL OPERATING

5,088.1 5.444.3 5.854 6.2332 6.659 5 7.136.3

5.088.1 5.444.3 5.8254 6.233 2 6.669.5 7.136.3

CAPITAL EXPENDITURES | 1 | I —_ T~

CHANGES INREVENUES  ( j | 1 J I T

FUND SOURCE
1002Fedeal Receipts
1003 GF Match
1004 GF
1005 GF/Program Recepts
1037 GF/Vental Health
Other (olease gxcify)

TOTAL

POSITIONS:
FULL-TIME
PART-TIMT
TEMPORARY

fThousands of Dollars)

5.088.1 5.444 3 58254

5.08."! 5.444.3 5.8%5.4 6.233.2 6.669.5 7.136.3

Estimate of any current year (FY98) cost. 800

ANALYSIS: (Attach a separate page ifnecossaryi

The Balanced Budgot Act of 1997 recently passed by Congress creates a new Tithe XXI cFme Social Security Act which
alloss States to use the new funds appropriated to either expand Med>cnd eiig biity for children, with an enhanced
federal match forthe expansiion population, or to purchase health coverage or both The allocation of funds ismade in
the same proportion of the ratio of the number of low-income children without insurance ond the geographic variations in
health costs  Alaska®s allocation is 55 6 millinwith a federal match rate of 71 66% No more than 10% of the funding
can be applied to adninistrative support and outreach Incremental funding expanding the Mediicaid program for
childrenup to 200% of the foderal poverty level and pregnant Women is requested

The direct services cost* related to the "Smart Starr* initiative were estimated using a model trai estimates tne funding
needed to provide Medicaid coverage toal uninsured Children and Pregnant Women up t©200% of the Federal Poverty
Level The model ithased on a number of assumptions pertaining tu tne sue and composition of the uninsured

Prepared by RindvSupr< J S - Pnone  S565SJJ
Division Mrdic»i ANihixnce Dale 0J/189R
Approved by Commissioner KFfinTir iloer Date

Agency Department of Health A Sociial Srr»im

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR™S LEGISLATIVE OFFICE
For funner distritution information, cat tne Governor”™s Legislative Office

n-.MM- erfsAs.oMtt fiscal NOTE - H&SS - INDIAN HEALTH SER~We 7of5



FISCAL NOTE
STATE OF ALASKA BILL NO. MB 369
1998 LEGISLATIVE SESSION

ovijin Dale Dept Affected: Health and Social Strvicn
Tile An Act relating to Medicaid coverage for certain BRU M edical Aniitance
eligible children and pregnant women; relating to primary care Component: Medicaid Fecilities
Sponeor:  Home Rules by Requeit of the Governor COMPONENT SERIAL NO. 230
Requestor.  Home (HESS) See also (SNA): 2260.960.229
Expondltuma/Rovonuos: (Thousands of Dollars)
OPERATING FY99 FY0O FYol FY02 FY0O3 FY04
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS 7.521.7 7.840.7 8.1734 8.520.2 8.8319 9.259.0
MISCELLANEQOUS
TOTAL OPERATING 7.521.7 7,840.7 8.173.4 8.520.2 8.881.9 9.259.0

|CAPITAL EXPENDITURE? [ I I I I I
ICHANOES IN REVENUES i ) I | [ I I

FUND SOURCE (Thousands of Dol lars)
1002 Federal Receipts b 4.926 / 5.123 7 5.M47 541 § S7ei.S 5.94 1
1003 GF Match 2.895TT 2,717.0 2.8447 2.978 i 3.1184 3
1004 GF
1005 GF/Program Receipts
1037 GF/Menta! Health

Other (please gxcify)
TOTAL 7.521.7 7.840.7 8.173.4 8.520.2 8.881.9 9.29%9.0

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Estimato of any current yoar (FY98) cost: 00

ANALYSIS: (Anacn a separate page if necessary)

Tho Balanced Budget Act of 1997 recently passed by Congress creates a new Title XXI of the Social Security Act which
allows States to use the new funds appropnated to either expand Medicaid eligibility for children, with an enhanced
federal match for the expansion population, or to purchase health coverage, or both The allocation of funds is made m
the same proportion of the ratio of the number J low-kncome chUdrei>without insurance and the geographic variations in
health costs Alaska's allocation Is S58 million with a federal match rate of 71.86%. No more than 10S of tho funding
can be opplied to administrative support and outreach incremental funding expanding the Medicaid program for
children up to 200 % of the federal poverty level and pregnant women is requested

The direct services costs related to tne *Smarl Stan* initiative were est<matod using a model that estimates the funding
needed to provide Medicaid coverage to all uninsured Children and Pregnant Women up to 200% of th i Federal Poverty
Level The model is based on a number of assumptions pensmmg to the size and composition of the uninsured

. * Preparedby Randy Sup«r Phone 456-5833
. Division Mfdttet'+e'iiLpnc* » A * Date: 0J.Itvs

Approved by Commissioner i Date:
Agency Department of Ifralth A Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information, call the Governor's Legislative Office
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FISCAL N

STATE OF ALASKA
1998 LEGISLATIVE SESSION

evislonDate:

Tilb: An Act relating to Mtdicaid coverage for certain

eligible chilldren and pregnant women: relating to primary care
Sponsor: - House Rules by Request of the Governor.

Requestor House (HESS)

Expondltures/Revonues:
OPERATING FY99 FYOO
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS 10,457.1 10,900.6
MISCELLANEOUS
TOTAL OPERATING 10,457.1 10,900.6

ICAPITAL EXPENDITURES 1 1
CHANGES INREVENUES  ( }

FUND SOURCE
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Vental Health
Other (please secify)
TOTAL 10,457.1 10,900.6

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

35

wo
88
ENIE'S

Estimate of air/ current year (FY98) ast: 0.0

ANALYSIS: (Attacn a separate page if necessary)

OTE
BILL NO. HB 369

_Qept. Affected:  Health ind Social Services
BRU: Medical Assistance
Component: Medicaid Non-Fecility
COMPONENT SERIAL NO. 229
See also (SNA): 2260. 960.230

(Thousands of Dollars)
FYo1 FYo2 FY03

11,363.1 11.845.3 12.348.1
11,363.1 11.845.3 12,348.1
1 1 1
(Thousands of Dollars)
7.408.3 7.704.6 8012.6
3.954.0 4.140.7 4,335.3

11.363.1 11.845.3 12,318.1

FYO4

12,872.4

12,872.4

12.872.4

The Balanced Budget Act of 1997 recently passed by Congross creates a new Title XXI of the Social Security Act which
allons States to use the new funds appropriated to either expand Medicaid eligiility for children, with en enhanced
federal match for the expansion population, or to purchase health coverage, or both The allocation of funds ismade in
the same proportion of the ratio of the number of low-income children without insurance and the geographic variatios in
health costs.  Alaska™s allocation i5$5 6 millinwith a federal match rate of 71.86% No more than 10% of the funding
can be applied to adninistrative support and outreach. Incremental funding expanding the Medicaid program for
chilldren up to200% of the federal poverty leel and pregnant women is requested

The direct services costs related to the "Smart Start “initiativewere estimated using a model that estimates tho funding
needed to provide Medicaid coverage to dl uninsured Children and Pregnant Women up t©200% of the Federal Poverty

Level. The model isbased on a number of assumptions pertaining to tne size and composition of tho uninsured

Propared by Randy Super
Division: Medic

Approved by Commissioner Karen

Phone 465-S8J3
Date:

Date:

Agency Department ofHealth A Social Scrvicci

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR™S LEGISI ATIVE OFFICE

For further distribution information, call tne Govermor”s Legislative Office
( « # . moas.omss FISCAL NOTE - H&SS - MEDICAID NON-FACiIWIV * 8



Revision Date: BILL NO. HB 369

ANALYSIS (cont.):

population in Alaska, the rates of anticipated participation in a medical insurance program by this population, and the
costs associated with providing coverage for Medicaid services to these program participants. Specific assumptions

used are: )
Variables Assumed Value

Costs per Participant Estimates:
Cost per Child Age 0-18 1,908
Cost per Pregnant Woman 6,840

Childrens' Health Insurance Progam 8 Medicaid Matching Rates:

Childrens Health Insurance - FMAP Rate 71.9%
Childrens Health Insurance - State GF Match Rate 28.1%
Medicaid FMAP 59.8%

Medicaid State GF Match Rate 40.2%

Children Health Insurance Progran Funding:
Childrens Health Insurance * Alaska Allotment (est) 5.664,899
State Childrens Health Insurance Match 2,218,345
Total Childrens Health Insurance Funds 7,883,244

Native Children Participation and IHS Utilization:

% of Eligible Children Below 100% of FPL Who are Native 41.0%
% of Eligible Children Below 150% of FPL Who are Native 38.3%
% of Eligible Children Below 200% of FPL Who are Native 35.6%

% of Native Children Who Use IHS Services 60.0%

Estimated Program Participation Rates:
Participation Rate - All Children 80.1%
Participation Rate « Pregnant Women 86.8%

Number of Uninsured Pregnant Women by Federal Poverty Level
Uninsured Pregnant Women Below 1007a of FPL

Additional Uninsured Pregnant Worr.ent Below 15070 of FPL 500
Additional Uninsured Pregnant Women Below 2007a of FPL 400

Percent of Uninsured Pregnant Women Who are Native
% Native Uninsured Pregnant Women 26 4%

In addition to the specific assumptions, the model relies on the results of on analysis by Employee Benefits Research
Institute (EBRI) 'which provided an estimate of the distribution of tho uninsured Alaska population by Federal Poverty
Level (FPL) and number of insured who fall Into each FPL category The results of that analysis are summarized
below.
Employee Benefit Research Institute * 0 thru 18
Uninsured Children Estimate

Poverty Rate Total
0-99% 5,553
100-149% 3,679
150-199% 2,357
200-249% 3,020
250-299% 2,597
300-349% 1,185
350-399% 1,529
400% & Up 3.571
Total Uninsured Alaskan Children 23 491
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Revision Date: BILL NO. HB 369

ANALYSIS (corn.):

Tho funding model calculates the cumulative number of "Smart Start" participants based on the estimated number of
children who fall into FPL categories between 0% and 199%. The total estimated number of uninsured children who
fall below 200% of FPL is 11,589. This number is subsequently multiplied by the Participation Rate for All Children to
yield an adjusted estimate of the children who would likely participate in the program This result is then multiplied by
two factors, the"% of Eligible Children who are Nativo" and the "% of Native Children Using IHS" to estimate the total
number of uninsured Native children who are anticipated to use the services of IHS providers under the program, A
final calculation subtracts that number (uninsured Native children using IHS services) from the estimate* total number
of participating children to yield the number of children who would get services from non-IHS providers.

The costs per eligible child are based on an analysis of recent spending data from the Medicaid Management
Information System for services provided AFDC children adjusted to reflect estimated costs for these same servicos in
FY99. The estimated numbers of participating Native and non-Native children are multiplied by tho projected cost per
eligible child to provide a total cost of coverage for each of these groups. The model estimates that all services
provided to eligible Native children who use IHS providers will qualify for reimbursement that is 100% federally funded.
Funding for the services to the remaining population of children is divided between that available under Medicaid (Title
X1X) and under the Children’s Health Insurance Program (Title XXI). The model assumes that direct services to
children who fall under 100% of FPL will bo financed undor the Medicaid program and the total costs for these
services will be financed at the Medicaid match rate of 40.2% GF and 59 8% FMAP For services to the remaining
non-IHS children between 100% and 200% FPL. the State's allocation under Title XXI is used as the funding source at
an enhanced match rate of 28.14% GF and 71 .46 % FFP.

Using the above assumptions, the funding model estimates that Medicaid coverage for 9,283 participating children and
781 participating pregnant women will require $25,372 4 in total expenditures for services and administration ($7,200.0
SGFM / S18.172.4 Fed Funds).

Distribution of "Smart Start" related funding is based on analyses of Medicaid spending for medical services provided
to AFDC Children and Pregnant Women (Medicaid Eligibility subtype 11). The historical expenditure data used came
from the Medicaid Management Information System monthly MR-0-91T report which is a summary of Medicaid
spending by Medicaid Category of Assistance and colocation code The expenditures used were cumulative dates of
payment for the period July. 1996 through October. 1997. Distributions between the colr*?tion codes were calculated
separately for each of the Medicaid Program components (Medicaid Ncn-Facilities. Meo:caiO Facilities, and Medicaid
Indian Health Services). No distributions were made for either AFDC Children or Pregnant Women to Medicaid
Waivered Services as no spending occurred during the observed penod in that component tor these groups

Tho total projected FY99 expenditures for direct services was multiplied by the percentage d stribution between the
components, and that result was multiplied by the percentage distnbution across each relevant colocation code to
determine tho amount of direct services to be allocated to each colocation code

Projected direct services expenditures for the Smart Start children's health component within the FY99 Medicaid
Program

Total Funds Federal GFM
Medicaid Facilities 7,521.7 4.9267 2,5950
Medicaid Non-Facilities 10.457.1 6.8494 3.607.7
Indian Health Service 5.0881 5088 1
Totals 23.066 9 1G.e642 6.202 7

Note:
Costs per Child are based on FY97 date-of payment data Costs exclude Indian Health Services. State Programs. API

Disproportionate Shnro Facilities payments, and Medical Assistance Administration The denominator it the number
of eligible non-ditabled children (52,154) as of June 1.1997. The cost was then adjusted to reflect anticipated FY99
cost by multiplying by 1 06
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Revision Date:

ANALYSIS (cont.):

FORMULAS
Uninjured™ mEalimeted Uninjured by Federal Poverty Lever (Employee Barefits

"Stale GF*

Tolar

Research Irstituie) X Participatin Ratte (Chilldren or Pregnant Women)

Ndno Childen

The model shows no Stale General Fund expenditures forNative
Chilldrenwho access IHS-funded servioss  All funding tor services
o thisestimated population are 100% fecerally reimbursed

Qther CtiiLdnn
This part of the uniinsured chilldren population accesses medicaid services

Uninsured Childenbdow 1006 of the Fedkerd Poverty Levd

Tho estimated General Fund costs of covenng non-native chilldren up 1 100%
of the feceral poverty leel kscalaulated by assuming the Stalevilll participete
atthe aunent Stalle Medicaid Match Rate of40.2%

UninsLred Children botween Q08B of the Fedami Pover ty Lewd

For the popullatiion of chilldren between 100% and 200% of FPL. the model uses

a fomula tret fastcalaulates the total marginal cost of cove *'a the atitiarel
children ineach FPL category, calaulates the feckral portion thisamountt by
nuktipfyirg by the CHI FMAP rate [71.26). and compares this reuttwith the ol
Alaska CHI Allotment ($5.621.S10).  Iftho federal portion of thamarginal need B
less then the Allotment amount, then the CHI GF Match rate isused tocalaulate the
State gereral fund needed tofund the marginal aosts above above 99% FPL  Ifthe
feckral portionof The margiinal need itgreater than the State"sCHI Allotrent, then
the difference between Total amount and the sum of the Total amount farbelow
100% FPL and tofal CHI Funds  Thiss difference isthen nuliticbed by the

Mediicaid State GF match rate todetermine the remaining GF needed

Native Chivien

IHS-funded servioes are 100% Teckrally reimbursed
QuteGnaen

Unnmsund Childenbetow 100%00f the Federd Povartr Levd

The estimated Federal portionof covenng non-rative chilldrenup ©0100% FPL
tacalalated uiwg the Alaska Mediicad FMAP rate of 59 2%

L nHsund Qvbrenbetween 100, = 200%/00f + aFeckrd RdaDr Lite!
ieceral funds are calaulated by abtracting the State GF amount fareach FPL
category from the Total amount

mathinsured” X "Cost per Child <0-1B'X 11 Adninistrative Cost Fector®

BILL NO. HB 369
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Revision Date: BILL NO. HB 369

ANALYSIS (conlL):

Tho following distributes the Child Health Program Expenditures by source of funds by administration and program
services. The administration and program services are further allocated between Title XIX Medicaid. Title XXI Child

Health Initiative and Indian Health Sen/ice.

Prgected Child Htilth Progrtm exparditures
Children0-1S  PrtfrentWoman TOTAL
<200% FPL  Wninjured 9.283 71 10.064
Slate GF $ 520749 S 190017 S 7.198.76
Feceral S 142230 s 3.601.230 s 18.173,600
Total $ 194200 s 5.80.097 s 5.3712,36 -1
Source of Fundi Analvm
GFM FMAP IHS | TOTALS
Titke X1X mdedicaid s 4982l $ 74936 s e S 12.401.007
Titke XXI -Child Health Irs s 22835 s 5.64.89 s e 5 78824
TideXIX « IHS S e s - s 508115 S 5088.115
Toels s 7.19.9%6 s 13.0M.285 s 5.08.115 S 5.372.36
Adninistration
TitkeX1X =Mediicaid s T7%H69 s T7B29 s 5 1.58.638
TitkeXX1 -Childt keshth Irs $ 201668 s S49 $ o | 716.659
TWe XIX «IHS S . S - S . S -
Admin Totals | 97.287 $ 1.38.210 J e 5 236.497
Program
Titke XIX Medicaid s 41602 | 6.66.167 $ S 10.812.189
Title XXI «Civid Health Irs s 2.016.67/7 s 5149.98 s - S 7.16658
TiteXIX -1HS S e S e s 5068.115 5 5086.115
ProgranTotals s 6.22.60 J 11.70.0/5 s 5,08.115 5 23066869
Nolei * 10% Administration is included inestimated ol aosts ot Cilldren
& pregrantwomen

*2  IHS fard kanly awileble lardirectprogram servicss  Tide XIX
Medicaid Adninistrationwas increased to compensate at tre
admistationmatch rateel S0

The Division has assumed the following for calculation of tho penod FY00-04

Alaska's Federal Medical Assistance Percentage (FMAP) will continue after FY2000 at the enhanced rate of 59 8 %
because Alaska's Congressional delegation will be effective at secunng reaulhonzation due to enactment of this
legislation. It Is also assumed that the enhanced federal participation for the Title XXI funding will remam at the
same 71.86% through FY04 The fiscal note also assumes an averogo of a 5% expenditure growth from fiscal year
to fiscal year. This growth takes Into account changes in the cost of medical services as well as changes m the
utilization of medical services by both the clients and providers for the Child Health Initiative.

The details of tho SMART START for Alaska's Families program are contamod in the document ‘A Bluopnnt for

Assunng Adequate Access to Health Care for Alaska's Uninsured Children and Pregnant Women * Copies are
available at the Commissioner's Offices by calling in Juneau (907-465-3030) and Anchorage (907-269-7800)
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FISCAL NOTE

STATE OF ALASKA BILL NO. HB 369
1998 LEGISLATIVE SESSION

evislmDate: Oopt Affected: Health and Social Services
Titk; An Act relating to Mcdlcald coverage for certain BRU Medical Assistance Adninistration
eligible chilldren and pregnant womtn; relating to primary care Component  Children®s Health Eligibility
Sponsor;  House Rules by Request of the Governor COMPONENT SERIAL NO. 2260
Requestor:  House CHESS) See also (S\«): 960.230.229

Expondlturea/Rovonues: (Thousands of Follers)
OPERATING FY99 FY0O FYo1 FY02 FYO3 FYO4

PERSONAL SERVICES

TRAVEL

CONTRACTUAL 2,305.5 2,418.3 2,5%.1 2.668.5 2.807.1 2.9555
SUPPLIES

EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS
MISCELLANEQUS
TOTAL OPERATING 2.305.5 2.418.3 2,53.1 2.668.5 2,807.1 2.955.5

ICAPITAL EXPENDITURES
ICHANGES INREVENUES  ( ) | | | I I

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 1.308.2 1,364 5 1.424.8 1,4804
1003 GF Match 897.3 1.0538 1.114.3 1.1791
1004 GF
1005 GF/Piogram Receipts
1037 GF/Vental Health
Other (please specify)

TOTAL 2.306.5 2.418.3 2.5%.1 2.668.5 2.807.1 2.955.5

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

1.632.7
1.3228

24
no

Estimate of any current year (FY98) acst: 0.0

analysis>-—--—---- (Attacn a separate oage ifnecessary™

The Balanced Budget Act of 1997 recently passed by Congress creates a new Title XXI cf the Social Secunty Act. which
alloss states to use the new funds appropriated to either expand Modicaid eligiility for children, with an enhanced
federal match for the expansion population, or to purchase health cove age. or both. The allocation of funds lsmade in
the same proportion of the ratio of the number of low income chilldrenwithout insurance and the geographic variations In
health costs  Alaska™s allocation is5 6 millinwith a federal match rate of 71.88% No more than 10% of expenditures
under the Title XX1 block grant can be applied to adninistrative suppotl and outreach

Program Implementation requires an eligibility determination and outreach process The Drvrtionwill evaluate the options
available o determine the most cost effective method to Implement this furciion. Extension of this health caro coverage
will result Ir the stato™s claims payment system processing an estimated 140 000 claims for medical services provided o
these dionta which will increase our fees by $456 4  The balance of Ihe contractual costs are divided botwoen

C Preparod by Randy Super A * Phone 465-3833
r > Division MrdicailUrittanr . Date o1 U9X
Approved by Commissioner: K maTarTTd if(mio?T7 Oate 3 /ilo )

Agency.  Department cfHealth A Social Srviret

PREPARER TO PROVIOE ALL DISTRIBUTION COPIES TO GOVERNOR S LEGISLATIVE OFFICE
For further distribute information, call the Governor*s Legislative Office

idMicmi* 1™ i«maas omss Page 1o0of 2
FISCAL NOTE - H&SS- CHILDREN®"S HEALTH ELIGIBILITY



ANALYSIS (cont):
programming enhancements to the state's eligibility information system and the state's claims payment systems

Under Federal law, initial applications processing may be performed outslda of Public Assistance offices and by
other State agency staff. The balance of the contractual costs are divided between contracting for this outstationed
application intake and processing, and programming enchantments to the State's EIS and Claims paymont systems

The details of tho SMART START for Alaska's Families program are contained in the document “A Blueprint for
Assuring Adequate Access to Health Cire for Alaska's Uninsured Children and Pregnant Women" Copies are
available at the Commissioner's Offices by calling In Juneau (907-465-3030) and Anchorage (907-269-7600).

The Division has assumed the following for calculation of the period FY00-04:

Alaska's Federal Medical Assistance Percentage (FMAP) for administration is 50%. It Is also assumed that the
enhanced federal participation for the Title XXI funding for the 10% administrative activities will remain at the same
71.86% through FY04. The fiscal noto also assumes nn average of a 7% expenditure growth from fiscal year to
fiscal year which takes Into account changes in the cost of medical assistance program administration

The following distributes tho Child Health Program Expenditures by source of funds by adminstration and program
services The administration and program services are further allocated between Title XIX Medicaid, Tide XXI Child
Health Initiative and Indian Health Service

Projicfd ChildHtHh Progometptndlium

Chidrtn0-18 Pujrtt*Woman  TOTAL

fimAdniama

<200% FPL  Uninjured 9283 781 10.04
Stata OF s S29,749 1.99.0017 S 7,198.76
Fedhrat S 14282.320 3891.280 S 18173.600
ToUl S 1940200 S 560297 3 5.32.36 M
Source ofFundi Anarrvi
| GFM | FMAP | IS | TOTALS |
TroXIX-Mrt<*<1 S 4,621 S 7493 S e S 12.401.007
TiMXXI *CMd Mea Vi Ins S 2218345 3 5664899 3 e S 78383244
TiceXI1X. IMS » S I 5.08.115 1 508.115
To'j S 7.1996 S 13084.286 S 5083.115 S 25372.368
Adn.nH.nl/o
Titke XIX eMadc*«Jd S 7%H619 S 793210 1 3136636 *2
TilaXX1 «C\kJ Maim Ins S 20668 S 5490 1 e | 718.659
T«a XIX *1KS » * > . 3 » 8
AdmaiToun 5 997287 3 1.308210 5 3 2305497
Program
TiaXIX -Madcati 3 4188002 36626167 3 . 310612130
Tick XX «CMd MaaHMna 3 2016677 3 3.149906 3 e 3 7.16633
TitlaX1XmbiHS 3 - 3 3 3088.113 3 3086 115
Progran Toot* 3 6.207.6/9 3 1177/8.0/)3 3 8088113 3 230664.9
Notat 1  10* Aerwaalrace- tnduDrl ntaiunatad total oot tar cMOrtn

6 pregrertwemen

* ihStaremortf i . MM totdato program ia*voai  Tea Xtx
Made**d Adnwaiitraton »ai moaatad tocompaoia”a abwa
admmtabon mIKK rut of30-30
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COMMITTEE

STATE OF ALASKA
1998 LEGISLATIVE SESSION

Revision Dale
Tula: Medicaid coverage for ttrliln eligible
children and pregnant women
Spomor:  Rule*
Requestor Governor

OPERATING FY99
PEPSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
ORANTS. CLAIMS
MISCELLANEOUS
TOTAL OPERATINO

00

IcAPITAL EXPENDITURES

CHANGES IN REVENUES

1002 Federal Receipts

1003 OF Metch

1004 OF

1005 QF/Progrem Receiots

1037 OF/Mental Health

Other (oieete specitvl
TOTAL

00

POSITIONS:
Ffull-time
PART-TIME

tcmporary

AN *LYSIS: |IAttech a aaparai

FISCAL NOTE

FYOO

00

00

too

a it nacasaaryl

«ll Version:
TTtj Publish Date:

_Dapt. Affected: Health and Social Services
BRU: Stale Health Servieei
Component Healths Families Alaska
COMPONENT SERIAL NO._2L'»L
Seealso (S\»):_

FYo1 FY02 FY03

00 00

00 00

No: 2

369
1728798

FY04
00 00
00 00

This bill would establish the Healthy Famiiiet Alaska program in statute and provide lor an ellectrve date. The program actual*/
began in SPY 95 with 1200.0 ol general tunds appropriated to the Division ol Public Health for the specific purpose of establishing
a Healthy Families model home visitation program in Alaska. In the interim years, additional state and federal funding has allowed
the program to eapand to seven additional sites. A *1750 O funding increase which will replace eipinng fund sources (MHTAAR.
Federal funds, etc.). allow lor the natural growth of ousting grantee oregrams, fund the previously federally funded Konai Parent
Support program (which is administered by state PHN staff), and add three new programs is included in the Governor's FY 99

budget request

Oetaiis regarding the goals of the program, how it is delivered, (he costs per family with pitennal cost savings relatod to avoiding
out of homo placements for children who are ultimately abused and neglected, is attached to this form.

N
Prepared by Wit* M.
Division

Approved by Commieaioner
Agency

Phono  <Q07> <(;* TOtO
Date 12/17/97
Date

lIrpirlwrat aHuliti A Sxlsl \ersUts

P Y TO PROVIOI ALL OISTRIOUTION COPIES TO GOVERNOR S LEGISLATIVE OFFICE

For twftrer distribution information, cll the Governor s Legislative Office
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Healthy Families Alaska Budget Analysis
The Healthy Families Alaska (HFAK) Program isa voluntary home visitation program
targeted to pregnant women and parents of newborns who are at risk for child abuse and

neglect The program:

e iIsbased on the Healthy Families America model promoted by the National committee to
prevent Child Abuse

e works with families long term (three to five years) to reduce stressors in the family that
place the children at risk

e builds family capacity to provide a sate and nurturing environment for the children

e utilizes providers and agencies within the community to provide needed services and

is available in only eight communities statewide currently.

Staff of the local programs attempt to screen all pregnant women or mothers of newborns in
their service area. If the screening indicates the presence of certain stressors, a complete
assessment isdone. If the assessment reveals that the family has a number of the stressors that
are known to increase the risk of child abuse and neglect, the family is offered services. If the
family chooses to participate, they receive at least weekly visits at first, more ifthe family
needs the extra support. As the family increases it's ability to safely care for and nurture the
child(rcn). visits decrease in frequency. At whatever point the family has resolved some of the
stressors and/or developed adequate support systems and coping mechanisms to deal with the
stress, usually 3-5 years, the family graduates from the program Thus, programs will
continue to grow in size for 3-5 years, until the number of families completing the program
equals the number of new families being enrolled due to additional pregnancies/births in the
targeted service area

The primary goal of the program is to assist families at risk of abusing or neglecting their
children in accessing the services they need to reduce the major stressors in their lives that lead
to serious child abuse and neglect when left unresolved A survey of 263 families completed
inSFY 96 indicated that 21% of the primary caregivers, usually the mother, had substance
abuse problems. 13% had psychiatric disorders. 16% had experienced Domestic Violence and
33% were socially isolated. The majority of the lamilies experienced several of the stressors,
thus decreasing significantly their ability to parent successfully. Alaska"s very high overall
child abuse numbers and ranking in the nation in terms of neglect, physical abuse and sexual
abuse of children verifies that when families arc left on their own to manage the overwhelming
stressors in their lives, the children suffer greatly. HF AK provides a support system to new
parents to deal with the stressors and thereby, potentially avoiding abusing or neglecting their
children

2 of 3

U



The HFAK program began in Alaska in SFY 1995, with the award of the first grant to
Catholic Community Services. New programs have been added at the rate of 2-3 per year and
as of July 1. 1997. six fully funded grantee programs, one supplementary funded grantee and
one program with services delivered by the state Public Health Nurses in Kenai were
operational. No new programs will be added during SFY 98 Also, because last year 3
funding request was not fully funded, available funding is not adequate to maintain growth in
the existing programs. It is expected that most programs will need to close enrollment to new
families sometime during the fiscal year and only enroll new families when a current family
cither moves or terminates service. It isexpected these numbers will be low because family
satisfaction with the program is high and very few families have been enrolle@ long enough to
be completing the program.

The S2.000.0 increment included in the Smart Start Initiative for SFY 99 isneeded to replace
S410.0 funding that expires at the end of SFY 98 tMHTAAK etc.), provide S843.0 in grantee
funding needed to allow existing programs to continue their natural growth, and establish three
new sites @ approximately S150.0 per site. Additionally. $290.7 is needed to cover the
personal services costs for the state PUN staffwho deliver the Kenai Parent Support Program
and the HFAK Program Coordinator/Technical Assistance position, which was previously
funded with federal grant dollars. S7.0 in the contractual and supply lines provides operational
dollars for the Kenai program and communication support between programs and the granting
agency.

The Child Welfare League of America showed Alaska as having 37.8 cases of substantiated
abuse for every 1.000 children in the state, the highest rate in the nation. Overall costs for
HFAK to serve a family for one year to prevent this abuse and neglect costs approximately
S4.0. When one compares this cost with the S7.8/yr. cost for foster care alone, when a child
has to be removed as a result of abuse, the financial return on the investment is significant.
This figure does not include any of the costs related to investigating the case, medical care for
injuries resulting from the abuse or mental health services and follow-up. which can easily
double or quadruple the annual costs per child. If these additional costs arc considered, the
return on a one dollar per year investment in HFAK can be as high as three to five dollars per
year. Ifin later adolescence a child who was abused or neglected requires confinement to a
Juvenile facility at a cost of approximately S60.0/yr., the savings ismuch more dramatic The
human costs, to the children, the parents and society, when abuse or neglect occurs are
unmeasurable. Children who experience abuse or neglect for prolonged periods at young ages
never recover emotionally or intellectually. As a result they frequently have difficulty
functioning throughout their lives and often need additional public resources through the adult
justice system and/or services to the emotionally and mentally ill throughout their life

The programs arc currently serving approximately 400 families. It isexpected that by the end
of SFY 99. with the SFY 98 funding and this increment, the number of families served w ill be
between 700 and 800 families. The variance isa result of the severity of the stress in the lives
of the families being served. It isexpected that a family support worker, with a varied
caseload of low, moderate and high risk families, can carry a caseload of 10-15 families In
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some communities the programs are experiencing caseloads of mostly high risk families and as
a result of the need of these families, may only be able to carry caseloads of 5-10 families,
dramatically reducing the overall number of families that can be served. It isestimated that
approximately 20% of th*births annually in each state in are in families stressed to the point
they could be at risk for abusing or neglecting their children. In Alaska that means that at a
minimum. 2.000 families per year could need services. Due to the demographics of Alaska and
our high rates of abuse and neglect, we would expect the percentage of families in need of
service to be above the 20% rate. The funding being requested for SFY 99 will provide
services to only a small portion of the families in the state in need of this support.

The first families were enrolled in the HFAK program inmid 1995, therefore, only a fraction
of the families have been enrolled for longer than one year. The success of the program will
only be able to be measured conclusively over time. However, early indicators show
encouraging results. They show caregivers enrolling in substance abuse programs to deal with
their addictions, homeless families getting stable housing, mothers enrolling in educational
programs to increase their ability to become financially self-sufficient and partners of the
women giving birth finding employment as a part of the family building on their strengths and
getting support to utilize the services they need to be self-sufficient overall and to nurture their
children over time. Some preliminary outcome information will be available during SFY 98.
A comprehensive data/evaluation component has been implemented for the HF AK progr m

and the amount and quality of the outcome data will increase consistently over time as the
numbers increase and results are input and analyzed.
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e 23,000 Alaskan children are without health insurance; HB 369 covers
11,600 kids for less than $600 per child per year in state general

funds.

e Expands Medicaid coverage for children with family incomes up to
200% of the Federal Poverty Level (annual income of $33,340 for a
family of three). This will allow the state to take advantage ofnew
federal Child Health Insurance Program (CHIP) funding appropriated

to states for health care coverage for uninsured children.

e A Medicaid CHIP expansion allows Alaska tomaximize federal

funding available for Alaskan Native children served by native health

care facilities.

e A $7.2 million general fund investment yields an additional $18

million federal funds for health care benefits.

e Adding 800 pregnant women to the Medicaid assures that Alaska 3%

children receive a healthy start through early access to prenatal care

e Medicaid benefit package isgood for children because itincludes

well child services and immunizations. Comparable private insurance

package costs more.

e Forty-one states exceed Alaska 3 coverage for pregnant women and

children.

e Health coverage helps families become more self-sufficient.

Division of Medical Assistance April 6, 1993



CHILD HEALTH INSURANCE PROGRAM (CHIP)

WHO ISELIGIBLE: childrenunder age 19, ineligible for Medicaid, not covered by health
insurance, whose family income does not exceed 200% of the federal poverty lewel, not an
inmate ina public institution, or dependent ofa family member with benefits from public
agency employment. Children with a pre-existing condition cannot be excluded; Alaskan
N.;dvc children must be included. Any child applicant eligible for Medicaid must be enrolled
in Medicaid.

BENEFITS: State option: provide health insurance, expand Medicaid, or a combination of
both.

Health Insurance coverage must be equivalent to one of the following plans: the standard
Blue Cross PPO plan for federal employees, the state employee plan, oran HM O plan; or a
different benefit package that includes basic services that has an aggregate actuarial
equivalent to one of the latter specified plans.

Medicaid Coverage includes: the state has income and asset rules no more restrictive than
those in place on June 1, 1997, a state can choose to expand coverage immediately for
children bom after October 1,1983, and a state can allow 12 month continuous eligibility of
children.

FUNDING: S24 billion has been appropriated for 5 years of the program; Alaska 3 allotment
for Federal Fiscal Year 1998 isS5,664,899. Enhanced Federal Medical Assistance
Percentage (FMAP) expenditures can be used for health insurance, outreach activities, and
administration. The FMAP for Alaska is71.86%.

Funds will remain available for three years as long as a state has an approved CHIP state plan
in place; the Secretary will give unspent funds to other states who have spent their allotment.
A plan must be approved by September 30,1998 inorder to retain the FFY 98 allotment;
states are to submit plans by June 1, 1998 inorder to allow sufficient time for approval.

Administration of the plan is limited to 10% of expenditures, and include outreach, data
collection, performance measurement and the required annual assessment.

CHIP STATE PLAN: include a description of children with health coverage, state efforts to
provide health coverage, how the plan will coordinate with efforts to increase coverage of
children with health insurance, methods of delivery, utilization control, eligibility criteria,
outreach activities, and methods of assuring appropriate care and access.

COST SHARING: for families below 150% of the FPL. enrollment fee, premium or similar
charge must be related to income, and deductible and cost sharing cannot exceed a “fAominal™
amount. For families with higher income, cost sharing can be imposed on a sliding scale fee
but may not exceed 5% of the family 3 annual income. Ifchild health services are provided
through Medicaid, cost sharing is not al lowed because of Medicaid rules.



Summary
Meeting Between Knowles Administration Representatives
and Health Insurers
Regarding the Children 3 Health Insurance Program

February 13,1998
Anchorage

State/HCFA Participants: Commissioner Karen Perdue, JeffBush, Alison Elgec, Boh
Labbe, Marianne Burke, Nancy Cornwell.

Industry Participants: Mike Wiggins, NYLCare; Jeffrey Davis, Blue Cross/Blue Shield
ofAlaska, Cleo O Rourke, (Great WestJ One Health Plan of Washington. Inc.; Patrick
Carmody, Mutual of Omaha.

State Children 3 Health Insurance Program (S-CHIP): Legal Guidelines and
Requirements. Elizabeth Trias, CHIP Coordinator, Region 10, Health Care Financing
Administration explained thefederal requirements and options cnxnlable to the State of
Alaska. Bob labbe, Director, Alaska Division ofMedical Assistance briefly reviewed the
State's cost under a Medicaid CHIP program.

Trends in Employer-Financed Health Coverage. Nancy Cornwell, Alaska Division of
Medical Assistance, briefly reviewed some national data which show a significant decline
in employer-financed dependent coverage, particularlyfor low-income workers. Each of
the insurers present explained their companies hme experienced a significant decline in
thefinancial contributions made by employersfor dependent coverage.

General Conclusions. 7hefollowinggeneral conclusions u ere made related to the
families expected to be covered under the Governor s Smart Start (Medicaid) coverage

expansion.

Thesefamilies are poor or wry tow income. They hw on tight budgets, and health care
cowrage is not their highestpriority unless they hmv a child with high health care
needs, for example, a chronically ill or disabled child. It is reasonable to assume that
given the demaiuls on their budgetsforfood, housing, clothing, childcare, and other
basic needs, that their ability to f>ay their portion ofa health premium in an employer-
supported benefit program is wry limited (assuming their employer makes a plan
axailable to themat all). With the understanding that most employers are increasingly
requiring their employees to contribute aportion oftheir premium and other cost-
sharing. particularlyfor de/>endcnls, it is reasonable to assume that these poor and low-
tncome employees are MOST likely to partici/xjte in an employer-sponsoredprogramfor
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their dependents when they a child with hm e high health care needs. In contrast, parents
with healthy children are less likely to make the budget sacrifices on an ongoing basis if
their child has nofew health care needs.

| f these poor and low-incomefamilies do not have access to an employer-sponsored
benefit plan, and they are purchasing an individualplanfor their child in Alaska's
insurance market, they hme a limited number ofinsurers to choosefrom. Byfar the
largest. Blue Cross o f Washington and Alaska, offers their Traditional Program (under
30, non-smoker)for the annual premium (S1,560) and ($200) deductible cost to afamily
for thefor one child is 51,760. Again, given the tight budgets that thesefamilies exist on,
it is reasonable to assume that mostfamilies at these income levels do not purchase
individual policiesfor their children unless they are high health care needs.

Families at these income lewis often hmefew assets so they are less concerned than
higher incomefamilies about losing their assets as a result o fa catastrophic health
prob’emand the accom/kinying medical bills.

Forfamilies in these income lewis, a parent may decide to take aparticularjob solely
because the employer covers most or all of the costfor dependent cowrage. |fthe
employee's motivation is access to employer-financed dependent cowrage. it should be
anticipated that the parent's decision to stay with the employer will be driven by their
child's health care problems and that they are prepared to wait through the pre-existing
exclusion period in order to get their child's health care bills covered.

For the reasons stated above, the insurers who attended this meeting agreed that the
poor and low-income Alaskan children who are expected to be eligible under the
Governor’s coverage expansion are not attractive as potential subscribers.

Future Meeting. Marianne Burke. Director. Division oflInsurance, remindedthe group
that these insurers would be in Alaska in late summerfor unrelated meetings and that
would be a good op/tortunny to reconwne the pariici/xvits of this meeting.

Summary of Meeting with Health Inwren: ,Page 2



WHY MEDICAID

Leverage more federal funds because Alaska Native children
servea by IHS are reimbursed at 100% federal. O0f the 11,600

children to cover, 4,500 are Native.

Medicaid Benefit package isgood one for children because it
includes well child services and immunizations. Comparable

private insurance package costs more.

Medicaid administrative structure in place. Can use existing

payment system, and network of Medicaid providers.



CHILDREN'S HEALTH CARE:
Why Choose Medicaid
Instead ofa Separate Health Insurance Program?

Under the State Child Health Insurance Program (SCHIP) federal law, states have the option to
use their allotment to cover uninsured children either through their Medicaid program or
through u child health insurance program, or a combination of both.

e Ifa state chooses the Medicaid option. Medicaid rules apply and a state must offer the Medicaid
benefit package. Ifa state chooses a child health insurance program, itmust offer a benefit
package actuarially-equivalent to cither the state 3 employee health plan, the federal employee
health plan, or the largest H M O in the state*.

For any state, the best option isdependent on many factors and the decision should be based on the
following criteria:

e minimizing state general fund costs and maximizing the number of children covered.

« the cost and case of administrating the program, and

e providing a benefit package that ismost appropriate for children.

The Cost and Number of Children Covered

Using Alaska 3SCHIP allotment to extend Medicaid coverage will stretch the State 3 general
funds further and cover many more children.

e Between 25 and 40 percent of the SCH 1P eligible children will be Alaska Native and by law must
be included inany SCHIP plan. Under a Medicaid expansion for SCHIP, services provided to
Alaska Native children by 1.M.S. or tribal providers will be paid with 100 percent federal funds
outside the State's SCHIP allotment. Under a separate insurance program, costs for Alaska Native
children will come out of the state al lotment ata 72 percent federal match. A Medicaid SCHIP
expansion takes advantage of the special funding for Alaska Natives.

e Based on preliminary information gathered by the Division of Medical Assistancel,comparable
private health plans appear to be more costly than the average cost for a Medicaid child. The
division compared the per child cost for a Medicaid expansion estimated at S1.908, to what the
Medicaid benefit package would cost in the current private market. These preliminary estimates
suggest that the comparable (Medicaid) package in the current private market would cost at least
S400 more per year than the average cost for a Medicaid child.

e The Governor 3 Smart Start proposal to invest S7.2 million in general funds will cover 11,600
uninsured children and 800 pregnant women. Under a separate insurance program, only an
estimated 6,600 to 8,000 children (and no pregnant women) would be covered with same general

fund investment.

' The HMO option is not currently applicable since there are no HMOs licensed to sell health plant in Alaska.

; The Division of Medical Assistance continues to seek information from insurers on private insurance options but to date,
have not received any information that suggests that less costly options eaist in Alaska's private market.
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The Costand Ease o fAdministering the Program

Extending Medicaid, as compared to creating a child health insurance program, minimizes new
administrative and cost management functions.

 Implementation ofa new child health insurance program would require duplication of r any
administrative components which already exist in the Medicaid program. A further consideration is
that start-up costs cannot be funded with SCHIP funds as administrative costs arc limited to 10

percent of actual expenditures on children.

e As acondition of receipt of federal funds, each child who applies for SCHIP must be screened by
the State for Medicaid eligibility. Therefore, eligibility determination ina child health insurance

program isstill linked to the Medicaid program.

e Most health care providers are already enrolled and familiar with the Medicaid program.

e Extending Medicaid to additional children can be readii; implementedl.

An Appropriate Benefit Packagefor Children

'A Medicaid expansion could be implemented within 2*} months after passage of the enabling legislation. The federal
child health initiative funding was available as o f October 1,1997.
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The Medicaid benefit package provides an appropriate benefit package Tor children including
preventive services such as well-child exams and immunizations which arc not covered by most
private insurance plans.

 The preventive health services offered under Medicaid make thisapproach a better fit in addressing
issues in Alaska like our declining child immunization lewels.

e The benefit package for either Medicaid or a child health insurance program is stipulated in federal
law, therefore, reducing services in the benefit package as an approach to lowering premium costs
is largely precluded.

Conclusion

Given the data available to the Alaska Department of Health and Social Services at this time,
extending Medicaid touninsured low-income children represents the best financial and least
burdensome approach to providing health coverage. The department iscontinuing to seek
additional information and cost estimates by meeting with private insurers and health care
providers and securing the analysis and consultation of national experts.
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TONY KNOWLES, GOVERNOR

DEPARTMENT OF HEALTH AND SOCIAL SERVICES PQ BOX 11088
JNEAU AL AKA 905110580
FHONE (@07 265X
DIVISION OF MEDICAL ASSISTANCE FAX BO71465-204

February 23,1998

Karen Perdue. Commissioner
Department of Health and Social Services

ly Bob Labbe, Director
Division of Medical Assistance

Crowd-out

Attached isamemorandum from Deborah Chollet of the Alpha Center inwhich she provides an
assessment of issues related to “Crowd-out. ”She defines crowd-out as the “feduction in private effort
1o purchase private !ealth insurance because of eligibility for public program coverage.” |1%e
summarized the key j.oints:

e Onlv a few studies of crowd-out have been done and the results are inclusive.

Estimates of crowd-out are greater when the program enrolls higher income adults than when it
enrolls only children.

Few people who would qualify for public insurance have access to affordable private coverage.

States that have already expanded public coverage to low and middle income children (below
200%FPL) have not found crowd-out to be a problem. They believe:

 Lower income workers typically have cither steady but low wage jobs, or are
periodically unemployed due to lay offor seasonal work; and that

 These workers generally do not have ongoing access to employer based coverage.

e To prevent crowd-out some states have limited eligibility for public health insurance to those
who don Thave insurance.

Conclusion

Ms. Chollet 3assessment supports our conclusion that crowd-out will not be a significant issue when
we expand Medicaid coverage as the Governor has proposed in Smart Start.

Attachment



ALPHA CENTER

MEMORANDUM

T0: Bob Labbe, Director
Division of Medical Assistance 5} i 8%
Department of Health and Social Services, State of Alaska 0 _
r_
FROM: Deborah Chollet, P h . y e - *r: E[:F
Vice President y Fi1 i w/ g £
»r- _
SUBJECT: Issue of crowd-out n5 S
o (=
DATE: February 10, 1998 gt, o

This memorandum responds to your request for a summary of the issue of crowd
out in public insurance programs. Itaddresses four aspects of the issue:

What iscrowd-out?

e How big is the problem of crowd-out?
e State program features tc deter crowd-out; and

e State programs to buy emplovcr-based coverage as one way potentially to
mitigate crowd-out.

As you are aware, in states that arc considering extending public health insurance
eligibility to children and adults with income above poverty, concern about the
potential for crowd-out has grown. Most recently, this concern underlies the federal
requirement that states exphcidy propose how children®s health insurance programs
will deter crowd-out in order to qualify for federal funds under Title XXI.

What is crowd-out?

Crowd-out is defined as a reducuon m private effort to purchase private health
insurance because of eligibility for public program coverage. In theory, crowd-out can
result from any of four types of reduced effort:

N TOo3

r
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Memorandum to Bob Labbc
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(1) individuab may stop buying nongroup (individual) health insurance for
themselves or their dependents, when it is available and affordable to them;

@) individuab may stop making required contributions to employer-sponsored
insurance for themselves or their dependents, when group insurance b
available and affordable to them;

(©) employers may increase the level of employee contributions that they require,
presuming that lower-wage employees have access to public coverage or
subsidies; or

@) employers may terminate the group health insurance plan altogether or some
employees “ligibility for the group plan, presuming both that lower-wage
employees have access to public coverage and that highcr-wage employees can
buy individual private health insurance.

Most states toncerns about crowd-out focus on the potential for workers or their
employers to substitute public coverage for employer-group coverage (bsues 2
through 4. above). In general, policy makers are less concerned about the possibility
that individuab would substitute public coverage for individual insurance because few
people who would qualify for public insurance would find individual insurance
affordable. In some states, as public program eligibility begins to reach middle-
income families without group coverage, concern about public programs crowding
out individual insurance purchase may grow

How big is the problem of crowd-out?

The research literature measuring the magnitude of crowd-out b thin and offers
conflicting estimates of how great crowd-out might be when more people are made
eligible for public insurance programs. Estimates of crowd-out range from quite large
(in one study, researchers esumatcd that as many as 50 percent of new Medicaid
enrollces would otherwise have been privately insured) to zero. In considering the
usefulness of this literature to public policy makers, two aspects are of particular
importance:

(€)) The differences among estimates appear (in part) to be driven by the
populauun subgroup being studied. Estimates of crowd-out are greater when
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the program enrolls adults at higher income levels than when itenrolls only
children or families with lower levels of income.

@) The reliability of the estimates isunknown. None of the available estimates is
based on actual observation of employer or individual behavior. Instead, all of
the research to date compares population groups that are broadly similar (for
example, women with similar annual income, age, employment and education
levels) over time. None of these studies control for whether workers who
enroll in public insurance programs have access to affordable employer-
sponsored insurance.

Because these studies are inconclusive, public policy makers must base their
decisions about whether a specific proposal would cause crowd-out on an appraisal of
whether private health insurance isavailable, affordable and stable for most people
who would become eligible for public coverage. No research to date isadequate to
inform public policy makers about whether or how employers might adjust group
health benefits in response to wider eligibility for public programs.

State program measures to deter crowd-out

In a recent monograph prepared for the Robert Wood Johnson Foundation 3 Stale
Initiatives in Health Care Reform Program (attached), we reviewed sixteen states
public insurance programs, including:

e public programs for children.
e public programs tha" enroll adults and children, and

e Medicaid programs that have expanded eligibility under Secuon 1115
waivers.

In slates that had expanded public health insurance not just to people in poverty but
also to people with incomes as high as 200 percent of poverty or more, officials had
differing views about the relative importance of crowd-out as an issue for the programs. In
slates that had developed programs only for low- or middle-tncome children or that had
extended program eligibility to only the near-poor population (under 185 percent of
poverty), officials were unconcerned about crowd-out. In these states, officials presume
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that people with such low income have few or no options for finding group insurance. In
families "with such low income, workers typically arc either (1) steadily employed, but at
very low wages; or i2) periodically unemployed due to lay-offs or seasonal work
opportunities. In either case, few of these workers arc likely to have ongoing access to
employer-based coverage.

Insurance programs that target populations up to 400 percent of poverty generally
devote more attention to crowd-out than programs that cap eligibility at 200 percent of
povertv or less, especially when they enroll adults as well as children. In states with
programs that enroll low-inccme adults or that extend eligibility to middle-mcomc

populations, the potenual for crowd-out isbelieved to be greater, and these programs are
designed with various features to deter crowd-out. These features are of two major types:

(P Measures designed primarily to address other program issues but which also discourage
crowd-out. These include:

e program limits on enrollee assets and age. as well as income:

e requiring enrollees tO pay premiums: and

e limited program benefits for example, no coverage for hospitalizations).

These measures typicallv are imposed :0 address public funding constraints, not
because the program is particularly concerned about crowd-out. However, they deter
crowd-out defacto by targeting public pr:grams to families and individuals who are less
likely to have private insurar.ee options
(@) Measures designed explicitly to address crowd-out. These include:

e requirements that applicants be uninsured or undennsured.

e requirements that applicants be without insurance for some minimum spell,
and

e requirements that applicants have no access to employer-based insurance.
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Restrictions intended explicitly to deter crowd-out nuv seem necessary from the
viewpoint oi protecting the resources of public programs, but they can cause serious
problems of equity and efficiency. Watting periods, in particular, cause problems of equity
because not all uninsured families with the same financial resources qualify for public
coverage ..some must wait), and because families that have made an effort to find and buy
insurance must wait longer for public coverage than families that never ined. Problems of
efficiency anse because families arc forced to weather gaps in coverage to qualify for the
public program. Gaps in coverage arc a problem that the program ideally would solve, not
require

In addition, for all programs that require minimum spells without coverage or
inehgtbilitv for private coverage, enforcement isa problem. Verifying applicants®
declarations that thev are uninsured or undennsured is time-consuming and costly.
Among the states that we reviewed, statc-onlv children s programs were especially
reluctant to invest resources to verify applicant declarations. Most statc-onlv programs
that include adults had found that verifying all applicant declarations w-as too costly to
implement or to continue In general. Medicaid expansion programs were the most likely
to attempt to verify minimum spells without access to employer-based coverage. However,
even these programs more often relv on partial and/or random audits to enforce
restrictions than on systematic verification of applicant declarations

With respect to their proposed Title XX1 programs, two states - California and
Colorado - have adjusted their use of waiting periods in an effort to minimize the equity
and efficiency problems that they entail

e California proposed a 3-month waiting pened for any child who had been
covered by jn emplover-sponsorcd plan. Children who had been covered in the
nongroup (individual market arc not subject to the waiting period, nor are
children of parents who lose coverage involuntarily (through job loss of
termination of the group plan:

e Colorado also proposed a 3-month waiting period for children who were
covered by an employer-sponsored plan, but (as in Minnesotas MinnesotaCare
program; only ifthe employer pays at least 50 percent of the prcmtum for
dependents As in California, the waiting penod does not apply if prior
coverage was nongroup. or ifthe parent loses coverage involuntarily
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Like research studies that attempt to measure crowd-out from available national data,
studies that have attempted to evaluate the effectiveness of restncuons to reduce crowd-
out arc compromised by the quality of available information. However, evaluation studies
conducted inanumber of states with varying programs and restncuons on eligibility all
have tndicated that the potcnual crowd-out caused by the programs issmall. Most
program officials and poltcymakcrs also believe that their programs reach target
populauons with reasonable efficiency and that crowd-out isnot a senous problem.

Stale program to buy employer-based coverage

We idenufted two states (New York and Oregon) that have programs to assist
employees in purchasing employer coverage when itisavailable. Inpnnciple. such
programs would discourage crowd-out by maximizing available employer-based coverage.
However, crowd-out still can occur ifcmplovers respond to available public contnbutions
for coverage over umc bv reducing employer payments for coverage (subsuiuung public
funding for employer funding1 In addition, apremium subsidy program mav have
trouble constraining us budget if the program becomes liable for any level of premium cost
that the emplover does not pay.

New York"s program, an older pilot program to insure adults, isexclusively an
employer-premium subsidv program for workers who (1) have access to emplover
coverage, and 2) have familv income less than 2C0 percent of poverty The program
limited its total cost bv closing new enrollment, and at this umc. no new enrollment is
contemplated Because the program was experimental and ultimately enrolled very few
workers, itisunlikely that crowd-out was ever a significant problem

Oregon®s new Family Health Insurance Assistance Program (FHIAP) isdesigned to
enroll workers and dependents who (1) have income less than 200 percent of poverty and
(2 are without insurance for 12 months The program screens applicants for available
employer coverage FHIAP will pay the applicant®s employee contribution to enroll in the
employer plan if it costs less than die average cost of FHIAP coverage FHIAP isanew
program, and at thiswriting, ho. processed few ifany applicants pending the design of
Oregon®s Tide XXI program for children FHIAP"s restrictions on income for eligibility
and us 12-month waiting period both suggest that crowd-out will not be a significant
problem However. FHIAP sdesign suggests equity problems (families that succeed in
finding or busing health insurance cannoi qualify as soon as families that never try) In
addition, over time. FHIAP mav pay employee premiums for fewer and fewer applicants if
FHIAP isable to control itscosts more successfully than employers do
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I hope that this information is useful toyou. Please do not hesitate to call on me or on
other Alpha Center staff ifwe might be of further assistance to you in considering this
issue.

Attachment:  Deterring Crowd-out in Public Insurant. Programs: State Policies and
Experience (Alpha Center. October 1997).

cc:  Nancy Barrand. Robert Wood Johnson Foundauon. State Initiatives in Health Care
Reform Program
W. David Helms. Ph D.
Anne Gauthier
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Presented by
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NATIONAL ASSOCIATION OF SOCIAL WORKERS
ALASKA CHAPTER

318 4»h Street, Juneau AK 9980!
586-4438 Fax: 586-4439
naswok@alaska.net

The National Association of Social Workers (NASW) is the world's largest organization ofprofessional
social workers. NASW's 155,000 members nationwide and 500 in Alaska work in a wide range ofsettings
at all levels in the public and private sectors. Professional social workers focus on vulnerable
populations andpromote state andfederal policies which enhance the lives ofthe people we serve.

NASW strongly supports HB 369 and urges its passage.

« Advocates for young children arc unified by the common core of knowledge that children require

special attention to begin the developmental process in an optimal fashion. HB 369 will expand
Medicaid coverage to poor children and pregnant women with family income of up to 200 percent of
the federal poverty level. Under the proposed new eligibility guidelines, a family of four with an
income of roughly $40,000 a year would be covered. Ifpassed, the bill will ensure that 11,000 poor
children will have the benefit of preventative health care, and 800 more poor women will receive
crucial pre-natal care.

Studies have shown that without health insurance, children arc six times more likely to go without
needed medical care; five times more likely to use the hospital emergency room as a regular source of
care and four times more likely to have necessary care delayed. Uninsured women often receive
inadequate prenatal care and deliver low-birth weight babies who require special care.

Currently, 41 states provide better Medicaid coverage than Alaska. By expanding Medicaid
eligibility, the state of Alaska could provide a child with health coverage for just S562 per year in
general funds. Existing cost management tools such as utilization review and prior authorization as
well as case management provided by Primary Care Practitioners will be extended to manage the cost
of this program.

As more families move from welfare to work, it is appropriate to assist them in becoming self-
sufficient by making affordable health care coverage available to their children. Many lower wage
jobs in Alaska da not offer health benefits. Coverage under this initiative will allow families receiving
public assistance to take jobs and still provide health security to their children.

11B 369 will institutionalize in law the Healthy Families Program in Alaska. Research over the last
two dec Jes has consistently confirmed that providing education and support services to parents
around the time ofa baby"s birth-and continuing for months or years altcrwards-significantly reduces
the risk of child abuse and contributes to positive, healthy, child-rearing practices. Families receiving
this type of intensive home visitor service also show other positive changes such as consistent use of
preventive health services, increased high school completion rates (for teen parents), higher
employment rates, lower welfare use, and fewer pregnancies. Child abuse prevention programs save
money. For every S3 spent on prevention, we save at least Se that might have been spent on child
welfare services, special education services, medical care, foster care, counseling, and housing
juvenile offenders.

Hiank you for the opportunity to provide testimony on this matter.
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N A M | A laska — Children"s Committee
We care about children with mental disorders

3509 Halibut Point Road Phone and Fax (907) 747-3096
Sitka, AK 99835 c.mail DW99835@aol.com

March 1.1998

Honorable Con Bunde, Chair

Health, Education & Social Services
House or Representatives, State Capitol
Juneau, AK 99801-1182

Dear Representative Bunde:

Wc strongly support the Governor 3 Smart Start program and urge that itbe fully funded as
proposed. This new federal funding gives Alaska the opportunity to catch up to the more
modem and cost effective programs that have been proven in other parts of the nation.

The following comments are insupport of th Smart Start program, but we also recommend
policy changes that would cost little, ifany*hing, while making programs more responsive and

cost-effective.
1. The Children3 H"&lth Insurance program should use Medicaid to provide
insurance coverage.

Medicaid provides the broad coverage of services needed for prevention and early
intervention programs, the administrative structure is in place to reduce overhead costs, and
itprovides a more uniform way to provide coverage for public programs.

The expansion of the Medicaid program to at least 200 percent of the federal poverty
level would allow leveraging of federal funds with 100 percent federal pass-through for
Alaska Native children.

We note that a number of states arc providing coverage to pregnant women and children
through age 19 at 300 percent of the federal poverty levels, which further leverages the
federal funding. By making more children eligible, these states arc able to develop more
assertive prevention and early intervention programs — which have proven very cost-
effective. Alaska should join the rest of the nation in using the "best practices"

recommendations of the national multidisciplinary research.
Should the legislature select an alternative other than Medicaid, please be sure that it

provides coverage to at least as many children and with as broad a coverage of services as
Medicaid.

Other comments on the legislation pertaining to Medicaid:

a. We note that the proposed legislation still uses the term “severely emotional ly disturbed.””
while the Center for Mental Health Services (CMHS) regulations use “seriously
emotionally disturbed." Since the federal regulations require the state mental health
agencies to report statistics based on the CMH S regulations, itwould help everyone if
Alaska 3 Medicaid law used the CMH S term and definition.

b. We did not note in the proposed legislation any mention of "presumptive eligibility."
which can greatly expedite services for children. Wc understand that inis has been
authorized in tlic past for pregnant women, but can now lie authorized for all children. If
not already done, please authorize the Department togrant authority to Medicaid
providers to make presumptive eligibility determinations.
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2. Wc strongly support the expansion of the Healthy Families Alaska, Infant
Learning, and the Head Start programs. However, it is time that these
complimentary programs were merged into one program for the whole child.

The Healthy Families type of program was piloted in the early 1980s with good results
in reducing low-birth weight babies, increasing immunizations, and reducing abuse and
neglect @I arc risk factors for both mental and physical disorders). The Healthy Family
Hawaii program reports that among enrollccs they have increased immunization rates to 90
percent and reduced the child-abusc recidivism rates to 3.3 percent. They also offer mental
and physical health screenings.

The Head Start program lias been active since the 1960s, and reports excellent cosl-
benefit ratios. In 1995 Congress authorized expansion of this program to include in-home
services for low-income families from pregnancy to three years of age while retaining the
in-home and center-based services for thrcc-to-five year olds. The research demonstrates
that the zcro-to-thrcc program permanently increases the 1Q levels of at-risk children to the
normal range by the time they enter school, while control groups of children, who did not
receive services, remain in the lower 20 percentile. This program lowers future spccial-
cducation costs and isa part of “School readiness" programs. The program also offers
screenings for mental and physical disorders.

The Infant Learning program in Alaska provides help for infants that have a
developmental delay. In Alaska, infants at-risk of developing a mental disorder have not
been offered help, although research has demonstrated that many children, whose brains
have not fully developed due to perinatal injury, can be significantly helped with special
stimulation in the first three years of life. Boston Pediatric Hospital had the grant for crack
babies, and was able to take "throw away" babies that had large areas of the brain that had
not fully developed aid help them to the extent that they reported to Congress that 85
percent would lead nomial lives. lunderstand that some aeas arc now making the Infant
Learning program mandatory for infants at-risk because of such risk factors as very low-
birth weight, the mother had fluor other illness during the second trimester of pregnancy,
multiple births or other potential causes of anoxia, and AB/0 and Rh factor blood disorders.

As valuable as these programs are. by themselves they promote agencies that provide
fragments of needed services with no one having a responsibility for the whole child and
their family. Because they arc run by agencies that are small businesses, the agencies
becomes dedicated to developing and defending their program and budgets, rather than to
meeting the needs of the child and family. They arc “prognun oriented" rather than "child
and family oriented."” The orientation needs to be changed so that the agency isevaluated on
the beneficial outcomes that they achieve for children.

Recently over 100 national advocacy, professional organizations, and businesses joined
forces for the | AM Your Child program. Information about this program is available on
Intermet at <www. iamyourchild.org>. This progranm is for the whole baby from prenatal
cure to age three, although they mention preconception care.

In Alaska we urge that the program be from preconception "are to age three.
Preconception care isan important step in reducing the risks for spina bifida, alcohol
related ncuiological disorders, schizophrenia, depression and other physical and mental
disorders. While a public education program may be all that the agency docs, public
education isneeded in Alaska. Schools in Alaska do not have structured health education
classes from K through 12 (as recommended by the Institute ol Medicine), hence, we are
raising generations that do not have the knowledge to make healthy choices. An effort
needs to liemade to compensate for “us.

On April 30, 1998. the | AM Your Child Canv>aign, the National Governors ~
Association, the Committee for Economic Development and Kaiser Pcrmanentc arc
sponsoring a Leadership Summit inNew York toexplore how corporations und stale
governments can promote early childhood development. Over 100 nalionul advocacy and
professional organizations endor e this program. Alaska should be a participant.

While itmay be too late for this legislature to implement die | Am Your Child
Campaign, itcun expand funding for the existing programs as proposed by the Governor.


http://www.iamyourchild.org

and give direction to the Governor tomerge programs and join iti the nationwide program
for early childhood development. The local agency responsible for the merged programs
should be given the responsibility for the needs of the child and family, so that they arc
child and family oriented.

Wc also note that the US Department of Education has been talking about school
readiness programs and the Center for Mental Health Services recently approved a number
of demonstration grants for Zcro-to-Sevcn programs. Alaska needs to take advantage of the
funding streams from all sources and merge them into programs that best serve the whole
child and their families.

Wc also note that the American Academy of Child and Adolescent Psychiatry recently
published guidelines for the diagnosis of psychiatric disorders in infants and toddlers.
Hence, the tools arc available to significantly help children and reduce future costs, but the
state needs to tie the delivery of services into an integrated system.

The Legislature should require the Department to develop these programs ina manner
that makes optimum use of all public and private human and economic resources. Alaska
should use its resources to leverage the development of local skills and services for the

benefit of all residents.

Mnnaged-care for children needs to be based on a series of successful
demonstration programs.

Managed care has been expanding rapidly and under a variety of models. NAMI Alaska
liassendorsed the principles that the Department of Health and Social Services announced
for their model children 3 managcd-care demonstration program for seriously emotionally
disturbed children. The Center for Mental Health Services has also published principles
developed by the national Federation of Families for Children 3 Mental Health and the
national office of NAM 1 has published their principles. All of these principles ought tobe
merged for use in Alaska. The family advocacy groups and professional societies should
be involved in developing the final set of principles for Alaska.

We would urge that the demonstration programs in Alaska be based on whole-child
concepts that manage all public programs for physical and mental health and social services
for the good of the child and their family — not just for children who have deteriorated to a
seriously emotionally disturbed level. Early identification and treatment is cost-effective.

The Department 3 proposal for an independent, locally-controlled, non-profit managcd-
care agency still looks like the best proposal to-date, if it isexpanded to include all publicly
funded health and social services. Ifwe had such an agency, itwould also be possible to
plan for the optimum use of all public and private human and economic resources. In this
way the community could develop more private providers, rather than slicking with the
monopol ies that the current practices promote.

The Alaska demonstration programs should be based on the "best practices ™
recommendations from the 29 existing national demonstration programs.

The Legislature should give direction to the Department of Education to
implement an early identification program from age three to twenty-two for
mental disorders.

According to the material from the Governor 3 Council. IDEA requires schools to
identify all children with physical and mental disabilities. Yet, according to the University
of Alaska Fairbanks “survey of schools, only one child in 34 who had a mental disorder
actually was identified and receiving sciviccs.

From a humanitarian standpoint carl) identification and treatment can significantly
reduce chronic disabilities and allow more children to develop to their full intellectual
capabilities. Besides these humanitarian considerations, the schools arc creating a huge
legal liabil ty by allowing children to develop disabilities unnecessarily.

For example, a recent study of schizophrenia, one of the most devastating and costly
disorders, found that 87 percent of the people with thisdisorder fully recovered ifthey w ere
treated with lire new atypical anti-psycholics within six months of on-set. Without early
treatment 70 percent will deteriorate to the point that they will need life-long support.
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and give direction to the Governor to merge programs and join in the nationwide program
for early childhood development. The local agency responsible for the merged programs
should be given the responsibility for the needs of the child and family, so that they are
child and family oriented.

We also note that the US Department of Education has been talking about school
readiness programs and the Center for Mental Health Services recently approved a number
of demonstration grants for Zcro-to-Scven programs. Alaska needs to take advantage of the
funding streams from all sources and merge them into programs that best serve the whole
child and their families.

Wc also note that the American Academy of Child and Adolescent Psychiatry recently
published guidelines for the diagnosis of psychiatric disorders in infants and toddlers.
Hence, the tools arc available to significantly help children and reduce future costs, but the
state needs to tie the delivery of services into an integrated system.

The Legislature should require the Department to develop these programs inamanner
that makes optimum use of all public and private human and economic resources. Alaska
should use s resources to leverage the development of local skills and services for the

benefit of all residents.

Managcd-care for children needs to be based on a series of successful
demonstration programs.

Managed care has been expanding rapidly and under a variety of models. NAMI Alaska
has endorsed the principles that the Department of Health and Social Services announced
for their model children 3 managcd-care demonstration program for seriously emotionally
disturbed children. The Center for Mental Health Services has also published principles
developed by the national Federation of Families for Children 3 Mental Health and the
national office of NAM 1 has published their principles. All of these principles ought to be
merged for use in Alaska. The family advocacy groups and professional societies should
be involved indeveloping the final set of principles for Alaska.

We would urge that the demonstration programs in Alaska be based on whole-child
concepts that manage all public programs for physical and mental health and social services
for the good of the child and their family — not just for children who have deteriorated toa
seriously emotional ly disturbed level. Early identification and treatment is cost-effective.

The Department 3 proposal for an independent, locally-controlled, non-profit managcd-
care agency still looks like the best proposal to-date, ifitisexpanded to include all publicly
funded health and social services. Ifwe had such an agency, itwould also be possible to
plan for the optimum use of all public and private human and economic resources. In this
way the community could develop more private providers, rather than sticking with the
monopolies that the current practices promote.

The Alaska demonstration programs should be based on the “best practices ™
recommendations from the 29 existing national demonstration programs.

. The Legislature should give direction to the Department of Education to
implement an early identification program from age three to twenty-two for
mental disorders.

According to the material from the Governor 3 Council. IDEA requires schools to
identify all children with physical and mental dissbilities. Yet. according to the University
of Alaska Fairbanks survey of schools, only one child in 34 who had a mental disorder
actually was identified and receiving services.

From a humanitarian standpoint early identification and treatment can significantly
reduce chronic disabilities and allow more children to develop to their full intellectual
capabilities. Besides these humanitarian considerations, the schools arc creating a huge
legal liability by allowing children to develop disabilities unnc. irily.

For example, a recent study of schizophrenia, one of the most devastating and costly
disorders, found that 87 percent of the people with thisdisorder fully recovered ifthey were
treated with the new atypical anti-psychotics within six months < on-set. Without early
treatment 70 percent will deteriorate to the point that (hey will need life-long support.



Bipolar disorders are another devastating and costly disorder. This disorder has a
“kindling effect” with one episode creating physical changes in the brain that make another
episode more likely. Studies of grade school children with AD/ 11D found a prevalence rale
of about 5 percent, but 24 percent of these children also have, or will soon develop, a
bipolar disorder. Currently most of these victims of bipolar disorder don Treceive treatment
until they have developed substantial life-long dissbilities.

To help with the early identification and treatment programs, the members ifthe
American Academy of Child and Adolescent Psychiatry have developed screening tools for
age 3 toe ,6 to 12, and 12 to 18. These tools use forms for both the teacher and parents to
complete, and they have been tested so they arc reliable. Teachers and parents arc the ones
who observe the child over long periods of time and under a variety of circumstances. The
Child Find programs arc important, but they alone cannot meet the need.

Once the child has been identified they need to be referred to mental health professionals
who are trained in the diagnosis and treatment of childhood mental disorders. While this
may start with the family physician, the recommended "best practices" from the American
Academy of Pediatrics *The Classification of Child and Adolescent Mental Diagnoses in
Primary Care, 1996, isto refer children with emotional or behavioral problems to
professional trained in childhood mental disorders.

Hence, new tools have been made available to help with early identification and treatment
programs, and with the increased Medicaid funding they arc even more practical.

. The Legislature sitould give direction to the Department of Health and
Social Services to become involved in the national programs to improve
cost-effective services for children.

Since 1984 the “devolution revolution" has given the states unprecedented opportunities
to use innovative approaches to providing services. Many states arc shiftingmoney from
caring for people after they become disabled or in trouble with the law into risk reduction
programs. Where prevention and early intervention programs have been used, they arc
producing excellent results.

The Center for Mental Health Services funds 29 demonstration programs in 12 states
into managed care alone. They require outcome evaluations that provide valuable insights
into what works and what does not. Unfortunately, Alaska hits not participated in these
programs, nor docs ituse the recommendations. Hence, Alaska is repeating costly errors
unnecessarily.

Additionally, three universities. Georgetown, South Florida, and Portland State, are
funded todo services research to improve cost-effective services for children. Alaska ought
1o be developing best practices based on their findings.

Most of Alaska 3 problems are within the authority of the state to solve. But Alaska has
fallen behind the more progressive states and it shows up in the rates of suicide, substance
abuse, school drop outs, child abuse and neglect, and rates of disability from mental

disorders.

. The Legislature should give strong direction to the University of Alaska,
Anchorage to develop an cpidcmiologicul and services research program
using the funds avuiluhle from the National Institutes of Health.

Ten years ago the Legislature gave seed money to the university to start such a
program, but the money was used for other purposes. lwas told that the university did not
Itave personnel with adequate credentials todo national level research.

Over the past ten years we have made numerous unsuccessful attempts to get a research
program underway inAlaska. Wc have even participated in teleconferences with the
University of Washington and state DHS S personnel. The University of Washington is
Alaska“s federally designated regional university research center. As such, they say they
would provide trained personnel todesign and conduct the needed research, ifsomeone in
Alaska would request their services and provide logistical support.

The National Institute of Mental Health list the available research grants on Intermet and
some specifically mention Alaska Natives. Their priority populations are children, rural



residents, Alaska Natives, and people with AIDS and tuberculoses. They also say that there
isenough continuing money available to fund one person in Alaska to head up the research
program even ifthe work iscontracted to the University of Washington.

I have concluded that the University of Alaska is trying tobuild itsown empire, at the
expense of Alaska 3 residents.

Clearly the money and trained people are available toconduct modem epidemiological
and services research in Alaska. Setting priorities for this research should involve the
various boards and commissions and professional societies, and should not be left to the
University 3 discretion.

It is time for the Legislature to give the University strong direction

In conclusion, wc strongly support the Governor 3 proposal for the Smart Start program with
the changes discussed above. A strong carly-childhood program (preconception to three years
of age) coupled with a strong early identification and treatment program from age 3 to 22 can
greatly reduce the disabilities from mental disorders, and the associated rates of teen
alcoholism, teen pregnancy, school drop out rates, and teens in the juvenile justice system. In
the long-run these programs will pay big dividends in reduced costs to state programs for
adults and provide a more productive society.

While all of the needed changes cannot be made thisyear, we urge that all of the new
money be dedicated to children. Please enlarge the programs as recommended by the
Governor, but give him the direction to use the national multidisciplinary research and grant
programs to reform the programs in Alaska.

Sincerely

Dick Wilson
Chair. Children SCommittee



L] f I I |I I | TONY KNOWLES, GOVERNOR

DEPT. OF HEALTH AND SOCIAL SERVICES P.O. BOX 110601
JUNEAU, ALASKA 99811 0601

PHONE: (907)465-3030
OFFICE OF THE COMMISSIONER FAX: (907)465-3068

January 30, 1998

Ilonorable Con Bunde. Chairman

Ilouse Health, Education and
Social Services Committee

Stale Capitol Room 104

Juneau. AK 99801-1182

Dear Representative Bunde.

The Department of Health and Social Services respectfully requests a hearing in the House
Health, Education and Social Services Committee on House Bill 369 “An Act relating to
Medicaid coverage for certain eligible children and pregnant women; relating to primary care
case management and managed care services as optional services and to premiums an cost-
sharing contributions under the Medicaid program; establishing the Healthy Families Alaska
program; and providing for an effective date."

This bill was introduced by the Rules Committee at the request of the Governor. Fiscal notes
were submitted at the lime of introduction.

This bill will expand the availability of health coverage for eligible children and pregnant
women inaccordance with the recently passed federal child health care initiative. In addition,
the bill will provide a statutory framework for the Healthy Families Alaska program.

The Department of Health and Social Services is prepared to provide the committee with a
detailed presentation on the bill. Your favorable consideration of this request will be most

appreciated.

Sincerely.

htrner A_Tand.strom

Special Assistant to the Commissioner

cc: Bob l.abbc. Director. Medical Assistance
Fat Pourchot, Office of the Governor
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STATE OF ALASKA
1998 LEGISLATIVE SESSION

Revision Data
Tile:  An Act placing limit* on precrlhin; and
providinfi a contraceptive drug or devise toa minor
Spontor  DYSON
Rocuestor  HESS (JUD)

OPERATING FY99
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPUES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS
TOTAL OPERATING

00
00

CAPITAL EXPENDITURES
CHANGES IN REVENUES

FUND SOURCE
1002 Federal Receipts
1003 GF Match
1004 OF
1005 GF/Program Receipts
1037 GF/Mental Health
Cther (please specify)
TOTAL

POSITIONS:
FULL-TIME
PART-TIME
TEMPORAR T

00

Eftimate of any cuutnt yaw (FY98) coat:

ANALYSIS:

FISCAL

FYOO

457.0

457.6

228.8

228.8

457.6

10.0

(Attach a separato papa il nacesaary)

NOTE

BILL NO.

1B 372

ORU. Public Assistance Admin

COMPONENT SERIAL NO.
See ulso (SNF):

FYO1 FYO02

457.6 457.0

457.6 457.6

(Thousands ol Datlare)

228.8 228.8
228.8 228.8
457.6 457.6

Component  Child Care Baefits

1897

FY03

457.0

457.6

228.8

228.8

467.6

Dept AVorted:  Health mitd Sociial Services

FY04

457.6

457.6

228.8

228.8

457 6 1

Tho proposed legislation rostnets tho aoility of sexual ly active minors to access contraceptivo drugs or devices necessary to

reduce tho risk of unplanned pregnancies.

Each year, approximately 40 of these minor parents will become recipients of ATAP.

DPH estimates that 123 toens allecttd by this legislation will give birlh each year
In addition to increased program costs for

services 1o additional minor parents and thsir dependents, tho proposed legislation will make itharder to meet tho state™s
objoctive to reduce out-ol wedlock prognancies and be one of the S states eligible to receivo the $20 million bonus from the
federal govornmsnt for reducing out-of wedlock prognancios.

Teen mothers are lose lilkely to soek prenatal core and era less lilely to finish high school.  They are more lilely to be sirgle
parents end poor. Tha children of teen mothers are at greater risk of low birth weight, dying in its first year of life, being
abused or neglected end not receiving sufficient resources for healthy development. Significantly, teen parents and their

children have high risk for long term involvement with social service agencies end reliance on public assistance.

Prepared hy: Jim Nordlung
Division: Rublic
&
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Rtvlilon Data: FILL NO. HB 372

ANALYSIS (cont.):

Assumptions:

01 tha 609 toonogera currently using orol controcoptivee, Division ol Public Health aatimatoa that 123 will bacomo mothers
il unable to gain access to oral contraceptives. OPA estimates that 40 ol these new teen mother™s will ba added to tho
ATAP casoload each year and will bocomo eligible lor PASS I dhild care assistance. Tho romaining 83 ero potertially

oligiblo lor PASS N child caro nocossary to complete high school or a G.E.D. program or to ongago inor pursue
employment

1. Legislation s alloctivo 7/1/98

2. The average monthly child care ATAP payment is $310.

3. Itisassumed that caseload growth in the firstyear ol implementation will be very lov. While 90% orapproximately 83
of this population will become pregnant inFY 99. An indeterminate, but smeller percentage will actuallygive biMh and
require child care assistance inFY99. For that reoson there e no not change for FY 99 expenditures

4. Beginning with FYQOO the teen parent ATAP caseload will increase by 40 new cases each year

5. Because minor parents are required to attend school full-time 1o receive ATAP itis presumed that dl minor parents
affactod by this legislation will rocuire some child care.

6. All other new minor porents aflocted by this legislation will bo eligible for PASS 1l child care.
Calculations:

40 (number now ATAP cosos) X $310 (average monthly child care berefit) m$12,400 x 12 m$148,800 cost per year for
new PASS I recipients.

31 (number minor parents eligible for PASS M)x $310 « $25,730 x 12 = $308,780

Page 2 of 2



STATE OF ALASKA
1998 LEGISLATIVE SESSION

Reviuon DaU
Tiiu  An Act plating Hmlu on pmtrililng and
providing mcontraceptive drug or devhe to i minor
Sponaor DVSON
Requestar:  HESS (JUD)

Expendlturee/Revenuee:
OPERATINO FY99
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPUES
EOQUIPMENT
LAND k STRUCTURES
GRANTS CLAIMS 21.2
MISCELLANEOUS
TOTAL OPERATINO 21.2

ICAPITAI EXPENOOURE i
FCHANOEO INREVENUES 1 1

FUND SOURCE
1002 Federal Rectipta ofl
1003 0P Match
1004 OF 10.0
1005 GF/Program Receeta
1037 QFMNantal Meahh
Other (piasee apooM

TOTAL 21.2

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Ettimete el any nmant year Y11 et

FISCAL NOTE

BILL NO. ini372

Dept AMacted 1 Hilth and Social S<Hcm
BRU: Public AltLtUnt* Admin
Component AUuka INork Program!
COMPONENT SERIAL NO. US

See alao (S\F):

(Riouaanda of MfriR)
FY0O FYo1 FY02 FYO3 FYO4

85.0 86.0 86.0 85.0 85.0

85.0 85.0 85.0 85.0 85.0

(Thouaanda of Dodan)
42.5 42.5 42.5 42.5 4251

42 5 42.5 42.6 42.A 42.5

85.0 85.0 86.0 85.0 850

10 O

ANALYSIS: (Attach e aeparate page mneceaearyi
The propoied legielation reetricti tne ability ol aeitelly ect<ve minora to eccett contraceptive drug* or devicee necesaery to
reduce the nek ol unplanned pregnencee. OPM eetmatee that 123 teana allected by thia legtalation will giva birth each year.
Each year, epprua .raiely 40 ol theee minor paranta will become recipienta ol ATAP. Inaddition to increeeed program coata lor
eervicea to additional minor perenta and their dapandenta. the propoaed legialation wll make itharder tomeat the atate &
objective to reduce out-ol wedlock pragnenciea and be one ol the 6 atataa eligible to receive the 120 million bonue Irom the
federal government lor reducing out-ol wedlock pragnenciea.

Teen mothere ere leaa lilely to eeek prenatal care end are lesa Ukaly to lireh lg® achool. Thera are more fitety to be amgte
perenta and poor. The children ol teen mothere are at greater nek ol low birthweight, dyingm ita firttyear ol kla. being
eboeed and not receiving aulficient reaourcea lor healthy development. Significaitly, lean paranta and iL.u children have h*gh
nak for long-term involvement with aocial aervice agenciat and reliance on public etaiatance.

Prepared by: Jit Nerdluad
yfa Onnaion:

Approved by Comrrwaaioner:

Phone: 44S-2U0
Date: 02/13/91
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Revision Date: BILLNO. HB 372

ANALYSIS (al.I:

Assumptions:

0l tho 069 t*onegars currently uaing oral contraceptives, Diviiion of Public Health ostimatea that 123 will become mothere
if unable to gain acceea to oral contraceptives. OPA estimate™ that a total of 40 new teon mother*s will be oddr i to the
ATAP caaeload each year. Conaidered hightrisk, teenparents require intensive case menagemont and a variety of
supportive services to gain aalf-eufficiency.

1. Legielation i affective 7/1/98

2. Tha overage mor sly cost for supportive services s 1177.

3. For tha purposes of this fisal note, funding isassumed to be 50% federal receipts and 50% GF match.

4. Incraasee in these cases during FY99 will be low though most alfected teens considered by DPA will become ATAP
eligible in the third trimester of their pregnancy . For the purpose* of thie fisal not* it isassumed that only 50% In-201
will require welfare to work and other supportive cervices in the laet two quarters of FY 99.

5. Beginning with FYOO the teen parent caseload will increaa™ by 40 new cases each year.

Calculations:

FYOO -FY04

40 (number new ATAP esses) X $177(everege monthly cost for supportive services) m$7,080 x 12 « $84,960 cost per
year for supportive service*.

FY 99

46 X $177 X 6 - $21,240

Peg* 2 of 2



STATE OF ALASKA

1998 LEGISLATIVE SESSION

Revision Date:
'Ijtle:

atrad\Nedrug or device to a minor

Sponsor:  Dyson
Requestor:  Mouse HESS

Expenditures/Revenues:
OPERATING
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS
TOTAL OPERATINO

|CAPITAL EXPENDITURES
[CHANGES IN REVENUES

FUND SOURCE
1002 Federal Receipts
1003 G- Match
1004 G-
1005 GF/Program Receipts
1037 GF/Mentai Health
f ‘icr (please specify)
TOIAL

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Ctlim8i« of any current yaw (FY9S) cost;

ANALYSIS.

FY99

051.8

851.8

509.4
342.4

851.8

FISCALNOTE

Plating limit* on prescHbine snd prosidine a

FYGO

1.007.6

1.007.6

602.5
405.1

1.007.6

<0.0

tAttacn a separate page if necessary)

BILL NO. MB372

BRU. Mtdical Assistance

Component:  Medicaid Non-Facility

COMPONENT SERIAL NO. 229
Sec also (SN<F):

(Thousands of Dollars)
FYo1l FY02

1.242.8 1.494.5

1.242.8 1.494.E

(Thousands ol Dollars!

649.5 781.0
593.3 713.5
1.242.8 1.494 S

Dept. Affected: Halthand Socisl Services

FY03

1.763.B

1.763.8

921.8
842.0

1.763.8

FYO4

2.051.9

2.051.9

1.072.3
979.6

2.051.9

Thu fiscal note assume* that of the 2.471 teen g-ris (age 15-17) currently eligible for Med>ea d. 61 g<is who are assumed to be
usmg contraceptives will become pregnant and remain on Vedica d for the birth and delivery of their child as o result of las>ng
access to prescribed contraceptives (based on the YRBS survey. 1995). Thu estimate is cased on state and national data in
which teens were surveyed on sexual activity and use of contraceptive*. This bill would disproportionately affect access to birth
control for low income teens, as the state can only claim federal funding for items that are prescribed The state has opted to
cover over-the-counter birth control products, such as condoms and nonosynol 9 contraceptive creams, foams, gslI* and sponges,
by prescription m order to provide wider access to these products. The restriction on prescribed contraceptive drugs and devices
*n HB 372 would limit access to these products for teens
This fiscal note shows the federal match rate for FY 99 00 at 59 0% and at 52.20% for future yeara. It assumts that children
born each year to teen mothers will remain eligible for Med>ca«d. as the income eligibility level for children up to age 6 Is 133% of
the federal poveny level. The teen mothera would fhemteives remain eligible for Medica>d as en-iaren until the age of 21. but this
assumption was not included in tho fiscal note
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STATE OF ALASKA
198 LEGISLATIVE SESSION

RemionDnlo

Title; An Act placing limits on prescribing end

BILL NO. 372

Dept Affected Health end Social Service*
BRU; Puhlif Assistance

providing a contraceptive drug of devise lo a minor

Component  ATAP.
COMPONENT SERIAL NO. 220

Sponsor:  DYSON
Requestor:  HESS (JUD)

Expamlilutas/Ravenuta:
OPERATING FY99
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The propoaod legislation rostricts tho atMlily ol sexual ly ectnve minora to access contraceptive drug* or davicoa nacaitary to
reduce tha nek of unplanned preonanciet. OPH eatimatea that 123 lean* affected by thia logialation will give bvih each
yaar. Each year. approximately 40 ol thete minor paranta will become rec*>iente of ATAP. Inaddition to Increased program
coal* for lorvicos to additional minor parent™ and they dopondentt, tho propoied legislation will make itharder to meet the
<tata’e dbjective to reduce out-ol wedlock pregnancies and be one of tho 6 *tstai eligible to receive the >20 million bonus
from the *1 government for reducing aut-ol wedlock pregnancies.

Teon mothers are lcss likely to seek prenatal cars and are las* likloy to finish high school.  They ere more likley to be sirgle
parent* and poor. The children of lean mothere are at greater risk of low birthweight, dying in its lest year of Ich. being
abused or negelacted and not receiving sufficient resources for healthy development.  Significantly, teen parents and thee
chilldren have twgh risk for long-term involverent with social service agenciet and reliance on public assistance.
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Hsviilon Oats: BILL NO. 1B 372

ANALYSIS (com.):
Assumptions:
Of (ho 669 taonagori currantly using oral contraceptive*. Division of Public Health estimate* that 123 will bocomo mother* if
unable to gain access to oral contraceptives. DPA estimates that dtotal of 40 new t**n mother'a will bo added to the ATAP
casaloed each year.
1. Legislation It olfoctivo 7/1/98
2. Incroasea in those coses during FY99 will be low though most alfocted toons considorod by DPA will becomo ATAP
eligible In tha third trimostor of their prognancy . For tho purposes of this fiscal note it is assumed thet only 60% In-20) will
receive ATAP in tho las* two quarters of FY 99.
3. Beginning with FYOO the average annual teen parent caseload will ba 40 cases. Of these:

e. DPA estimates an annual swago of 24 new minor parent catos with an averago monthly ATAP payment of >626.

b. An average of 16 tean parents will be already be receiving ATAP as a dopondont on thoir poront'a case. The minor
parent's child will add an increment of 3102 each month to on going cases.

4. For the purposes of this fiscal not*, funding is assumed to be 60% federal receipts and 60% GF match.
Calculations:

FY99
12 (number now ATAP cases) X >626 (average monthly ATAP benefit) - 37,612 x 6 - 346,072 cost for new ATAP cases.

8(Number of children added to existing case) X 3102 (increment for new child) - 3816 X 6 - 34,896

FYOO - 04
24 X 3626 X 12 -3180,288 cost per year for new ATAP cases.

16 X 3102 X 12 - 319,684 cost par year for additional child added to existing ATAP case.
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Representative Fred D yson

HB 372
Sponsor Statement

"An Act placing limits on prescribing and providing a contraceptive
drug or device to a minor."

Alaskan families feel besieged as they try to manage and raise their
children. The issue of third parties being able to perform medical
services to an unemancipated minor is firmly established in our
traditions and only recently has itbeen challenged. The question of
providing required emergency sendees has been settled in law and in

court.

The more recent battle grounds have been in the area of birth control
services. Last year the legislature passed legislation requiring parental
consent for elective abortions and that will be tested in court. HB 372
further defends the rights of parents by asserting, in Alaska State law,
that a physician may not issue prescription birth control devices or
prescriptions to a minor unless:

(1) the minor isemancipated;

() the minor has the written consent of one of a custodial
parent or guardian;

(3) a court has ordered that the minor may receive it; or

(4 written notice has been given to a custodial parent or
guardian at least five business days prior.



February 18, 1998

Dear Representative Dyson,

1ram fully in support of your parental consent bill, which I recently read about in the
Fairbanks News Miner.

President Clinton stated today, “What parents don®"t know can hurt their kids.”He was
referring to the fact that many eligible families do not sign their children up for federally
funded health programs.

On the other hand (or out of the other side of his mouth) President Clinton supports
access to free birth control and abortion without parental consent or knowledge!

Here in Fairbanks a young woman (well under 18), can go to our public health clinic and
receive birth control pillsand a pelvic examination without her parent 3 knowledge or
consent. This, inmy opinion, undermines essential family values that we. as parents,
spend our lives trying to inuill inour children. The state or federal government should
not have the right to casually destroy that foundation.

Aside from the moral issue, there isno way for the public health workers to know/or
sure ifthis child is taking any other medications prescribed by a family doctor, or
doctors. There could be serious health issues involved that the child may not perceive as
important to mention at the public health clinic. The strong desire to engage in sexual
activity can easily outweigh common sense.

The role of the parents is to love and protect, nurture, and educate. The state, by
undermining the family, and in giving encouragement and “privacy” to underage girls in
thisway isquilty of child abuse: emotional, physical, and sexual.

Sincerely in concern

for

Carol J Sanford
1501 Viewpointe Dr.
Fairbanks. AK 99709
907-479-4674
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Anchorago, AK 99502 NON constituent Registered Voter: Y

Bill: HB 372 Title: LIMITS ON CONTRACEPTIVES TO MINORS
Message:

PARENTS HAVE A RIGHT AND A NEED TO BE INFORMED ON ABORTION OR ANY FORM
OF BIRTHCONTROL FOR UNDER AGED CHILDREN. THISWILL HELP HOLD THE
PARENTS RESPONSIBLE FOR THEIR CHILDRENS ACTIONS.
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Message:

PLEASE PASS THIS BILL.
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Message t

ISUPPORT AND URGE YOU TO VOTE FOR ITS PASSAGE.

Entered in SOL on 2/24/98 POMID: 1706 Distribution: 12
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February 18, 1998

Dear Representative Dyson,

1am fully in support of your parental consent bill, which I recently read about in the
Fairbanks News Miner.

President Clinton stated today, “What parents don"t know can hurt their kids.”He was
referring to the fact that many eligible families do not sign their children up for federally
funded health programs.

On the other hand (or out of the other side of his mouth) President Clinton supports
access to free birth control unciabortion without parental consent or knowledge!

Here in Fairbanks a young woman (well under 18), can go to our public health clinic and
receive birth control pills and a pelvic examination without her parent 3 knowledge or
consent. This, inmy opinion, undermines essential family values that we, as parents,
spend our lives trying to instill in our children. The state or fede.al government should
not have the right to casually destroy that foundation.

Aside from the moral issue, there isno way for the public health workers to know/or
sure ifthis child is taking any other medications prescribed by a family doctor, or
doctors. There could be serious health issues involved that the child may not perceive as
important ,,0 mention at the public health clinic. The strong desire to engage in sexual
activity can easily outweigh common sense.

The role of the parents isto love and protect, nurture, and educate. The state, by
undermining the family, and in giving encouragement and “privacy”to underage girls in
thisway isguilty of child abuse: emotional, physical, and sexual.

Sincerely in concern
for our youth.

Carol J. Sanford
1301 Viewpointe Dr.
Fairbanks, AK 99709
907-179-4674



Jessica Hannon
9024 W Parkview Ter Lp.
Eagle River, AK 99577

Mr, Fred Dyson
State Capitol
Juneau, AK 998a 1182 FEB 2 7 1998

Dear Mr. Dyson,
lam a senior at Chugiak High School and recently read about your proposed bill

which would require parental consent for minors to receive prescription drugs or birth

control.
lam supportive ofyour effort to create communication between parents and their

kids, I feel that communication isessential inagood parent/child relationship | personally
believe in abstinence, but ifsome one does make the deci sion to go ahead and have sex, |
believe both parties should talk with their parents beforehand It is the parents” business,
because they raised a child and they only care for his or her well being

I do support your hill because communication is lessening between parents and
their children, and we need bills that will promote interaction between kids and their

parents

Very truly yours.
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PARENTS HAVE A RIGHT ANI) ANEED TO BE INFORMED ON ABORTION OR ANY FORM
OF BIRTH CONTROL FOR UNDER AGED CHILDREN. THISWILL HELP HOLD THE
PARENTS RESPONSIBLE FOR THEIR CHILDRENS ACTIONS.
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POM for Representative Dyson H

From: Mrs. Debra I. Joslin Telephone: 895-4565

PO Box 377
Delta Junction, AK 99737 NON constituent Registered Voter: Y

Bill: HB 372 Title: LIMITS ON CONTRACEPTIVES TO MINORS
Message:

PLEASL PASS THIS BILL.

Entered in DJT on 3/02/98 POMID: 1999 Stored Distribution: 7
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ISUPPORT AND URGE YOU TO VOTE FOR ITS PASSAGE.

Entered in SOL on 2/24/98 POMID: 1706 Distribution: 12
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cc:M ail for: Representative Fred Dyson

Subject: HB372
From: mccalld@customcpu.com (McCall. Dorine/Jim) at CC2MHSL 2/19/98 5:08 PM

To: Representative Frod Dyson at LAA_TRANS

Representative Dyson:
Attention to: Representative Con Bunde

HB372 sounds like a good bill to have in place. It just makes sense and |1
agree contraceptive drugs and devices should be treated as any other
medical procedure or service. Contraceptive drugs and devices are medical
procedures and using these things should not be done without permission of
a parent. The parents need to be responsible for their children. Allowing 3
additional parental bypasses if the parent/child relationship is not good

is a necessary part of this bill. That is good.

SO, | would like to see HB 372 scheduled in House HESS.

Jim and Dorine McCall
18161 Tedrow Dr.
Eagle River, AK 99577

Solea Haight
3784 McGinnis Drive
Juneau. ALaska 99801

(907) 790 3423

~1am v.vritin(t;,toexpress my support of House Bill 372.  Please give this
serious consideration

Thank you.
Sclea Haight
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cc:Mail for: Representative Fred Dyson

Subject: HB 372
From: erwalker@alaska.net (EN10W R. WALKER) at CC2MHSL 3/4/98 11:31AM

To: Representative Con Bunde at LAA_HBUN

To: Representative Joe Green at LAA_TRANS
To: Representative Tom Brico at LAA_TRANS
To: Representative Fred Dyson at LAA_TRANS
To: Representative Allen Kemplen at LAA_TRANS
To: Representative Brian Porter at LAA_TRANS
To: Representative At Vezey at LAA TRANS

To all committee members,
I am writing to you in support of HB 372. Please pass this bill

and continue to fight for parental rights. It is my sincere belief that
parents should be the final athourity over their children(not the
state - it doesn ™ “take a village...") and have a say iIn every part of
their lives until the children reach adulthood(18).

Thank you,

Brian Walker
North Pole, Ak

To. Pe.p'ic-"en-tativo-S Gxeen, fivicc., Dyson and uczcy
fiuM.dc., KejnpP.cn, Ponttv

Fnom: Jo/jcthan and Ruth Ewxa
232S-30th Avenue
Fa.ixbc.nh*. Alaska 99701
907-452-553$ lcl*o a jat. tint)

,E:(PLEASE SUPPORT H8 37~)which, pn.otc.ctb oua night* within oax
6cun<.lac* and acknowledge* 0d- impoxtant nolt adS$ panant* IN the Live*
oi oua ménoxchitdxen. I$ -sonctM.ng goc* wnong when medical deciecor”
axe made without oua knowledge on cexm i**ion, we. one S TIIl notified
and have to pick up the piece* 06 a txagedy that we had no pant in.
The taw need* to be CON*C*tcrU 01 oxotecting minox* Medxcal
deccicon* axe xmpoxtant, and thcxclcne, need to be made including alt
paxtxe* involved and a jjccXtd by the xe*att.

Sljtucs.xcly youAA,

Ruth Ewig
A paxent vf minox chtldxen


mailto:erwalker@alaska.net

cc:M ail for: Representative Fred Dyson

Subject: CONTRACEPTIVES BILL 272

From: lahamor@alaska.net (Lee Ann Hamerski) at CC2MHSL 2/13/98 3:20 PM
To: Roprosentativo Fred Dyson at LA _TRANS

Hi Fred:

You have our support and we really appreciate your looking out for kids
when so many others, 1ie makers of contraceptives, health workers,

NEA, etc, are seeking to exploit kids under the guise of concern.

Lee Ann Hamerski and family

cc:Mail for: Representative Fred Dyson

Subject: HR 372
From: illguth@ptialaska.net (Tammy lllguth) at CC2MHS1 2/13/98 T7:43 AM
To: Representative Fred Dyson at LAA_TRANS

Thank You for supporting HR 372. As a parent it is very important to us to know
that |1 can have a say 1in items relating to our children.

Erik and Tammy

cc:Mail for: Representative Fred Dyson

Subject: HB 372

From: ajcl2@conconthc.net at CC2MHSL 2/12/98 9:34 PM
To: Roprosentativo Fred Dyson at LAA TRANS

I am writing in support of HB 372 to treafr contraceptives the same as other
medical 30X7/1063 or procedl* /s.
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MB 372 SS AN ACT PLACING LIMITS ON PRESCRIBING AND PROVIDING A
CONTRACEPTIVE DRUG OR DEVICETO A MINOR

STATISTICS:

According to 1995 reports from the Youth Behavioral Risk Factor Survey (YBRFS)

13,422 young women ages 15-17 yrs of age

e 5956 were EVER sexually active

e 3866 were CURRENTLY sexually active

e 669 or 17% were using an oral contraceptive (10% 15 yr. olds— 20% 16-17 yr. olasj

e NO young women under 15 were using an oral contraceptive- although 2575 out of
15.571 said they have been and are sexually active.

e About 60% reported they had used acondom the last time they had sex.

According the Alaska Bureau of Vital Statistics

e Between 1980 and 1995 the number of births to young women under 18 grew from
280 to 415.

e This isa67% increase in 15 years.

e Simultaneously the births to 18-19 year olds held even as births to 20-29 year olds
dropped significantly

Issues:

e No one under 15 years of age reported using an oral contraceptive
e Only 17% of 15-17 year olds report using an oral contraceptives
e Births have increased dramatically

Impact:

e If41% of the 669 young women, ages 15-17. currently using oral contraceptives stop
based on having to get their parents involved in the decision we can expect 274 w ill
stop.

e We know that fully90% of sexually active women will get pregnant within a year if
they are not using a contraceptive (24b out of the 274 stopping using oral
contraceptives) Wc will assume 50% will do something else to prevent a pregnancy,
leaving us with 123 additional pregnancies in this age group as a result of this bill

Why should we want 15-17 year olds to access prescription contraceptives?

* It is belter physically for the girls to be on an oral contraceptive tnan to carry a child
to term (5x more risk to bear a child than use an oral contraceptive)

e The long-term impact on a girl becoming a mother at this age isextremely ncgativc-
hcr own growth and development is impeded, her ability to achieve her own persona*



goals arc impeded and her long term ability to be economically self-sufficient is

greatly diminished.
e The infant is at risk for abuse and neglect based on the mothers own immaturity and if

the father is a teen. Ins immaturity as well

Summary

e Best option is for these young women to not be sexually active

e Ifthey arc. preventing a pregnancy is the best option

e Prescription contraceptives offer the best protection from an unwanted pregnancy.

Financial Cost to the State
e A significant number of the young women getting pregnant as a result of their
inabdity to access a prescription contraceptive will need assistance from the Divisions

of Medical Assistance and Public Assistance.



