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CALIFORNIA FAMILY IMPACT SEMINAR
Promoting a family perspective in policies and programs.

State policymakers are challenged today by a host of family issues and problems that need to be addressed within
the context of limited resources. There is a growing body of research on families, and on the numerous programs
that seek to address family-related problems. Unfortunately, policymakers often do not have access to this current
research and may instead rely on information that is out-of-date, biased, or inaccurate. This problem is
exacerbated in California by the loss of state policy analysis resources due to ongoing budget cuts in the legidlative
and executive branches.

The California Family Impact Seminar (CAFIS) is a nonpartisan policy research and education project that seeks
to provide accurate current information on family issues at state and local levels. CAFIS forums and briefing
papers present cutting edge research on health and social indicators, and the development, implementation, and
evaluation of public and private policies and programs.

CAFIS Goals

Provide state policymakers with up-to-date, solution-oriented, and objective information on family policy
issues from a family perspective;

Provide aforum for frank and open consideration of various policy dilemmas and policy options;

Facilitate productive communication among state legislators, legislative policy staff, gubernatorial staff,
state agency officials, and state agency policy staff, with program professionals, policy experts, and
researchers from throughout the United States; and

Generate a family-centered approach to information, moving from a categorical program focus on the
individual child or parent to one that evaluates the issue or problem and potential solutions within the
context of the family.

Assist policymakers and governing institutions to develop effective family-centered policy.
CAFIS Seminar Format

Each year CAFIS holds a series of four to six seminars in Sacramento specifically designed to educate and inform
state legislators and executive branch officials and their policy staff and to provide a forum for focused discussion.
The current range of issues includes violence, child maltreatment, health care reform, family preservation, foster
care, poverty, and literacy. The topics are chosen with guidance from the CAFIS Board of Advisors and the
CAFIS Steering Committee

Seminars are two hours in length. The first portion of the seminar is devoted to presentations by a panel of
recognized experts who discuss research findings and program experiences at the federal, state, and local levels,
and review a range of policy options. The presentations are followed up with a question-and-answer period
allowing for discussion among the panelists and participants. Each seminar is accompanied by an in-depth
Background Briefing Report and followed up with a Seminar Presentation Summary.

CAFISisaproject of the California State Library Foundation and is sponsored by the California Research Bureau,
which conducts policy research for both the legislative and executive branches of state government. The 1994
seminar seriesis supported by grants from the Henry J. Kaiser Foundation and the Stuart Foundations.

For more information contact: M. Anne Powell, M.SW.
California Family Impact Seminar
916-643-7653 (voice) or 916-654-5829 (fax)
Internet: apowell @library.ca.gov



INTRODUCTION

National and state proposals for hedth care reform range from those that would make modest
changes in the current financing and delivery system to others that seek fundamental restructuring
of the entire health care system. During this Congressiona session, no fewer than 50 bills have
been introduced with the goal of modifying the current health care system in some fashion. In
California, severa state-level hedlth care reform efforts are also under way, each proposing vastly
different approaches.

Opinion polls indicate that the general public shares an interest in the topic, with significant
proportions indicating a willingness to levy new taxes to pay for better access to needed health
care (University of Chicago, 1990). In a series of questions on specific programs, the National
Opinion Research Center found that Americans supported by substantia margins additional
government spending for health care for uninsured children, as well as preschool programs such
as Head Start and services for disabled and chronically ill children.

Without doubt, the outcome of this debate has major implications for virtualy al Californians.
However, certain individuals, because of their low incomes and/or special health care needs, have
a special stake in the resolution. While relatively small in number, some children require specia
attention in the health care reform debate because their health care needs are specia. 1n addition
to routine primary and preventive health care, these children also frequently need speciaized
equipment and services designed to address their medical, emotiona or developmental conditions.
Further, they need services tailored to their stage of growth and development provided by
professionals skilled in pediatric care.

Unfortunately, vulnerable children far too often do not receive adequate health care either because
they are uninsured, cannot afford the cost of care, and/or face other obstacles to the care they
need. The national and state movements toward health care reform provide an opportunity to
remedy these problems and maximize the level of health care given to vulnerable children. To
achieve this goal, health care reform must contain certain features that address the specific needs
of this group.

Unless properly designed, health care reform could fail to meet the needs of underserved families
with vulnerable children, as well as run the risk of reducing access to care for those who currently
receive the care they need. In California, these millions of families generally gain access to health
care through means other than the private heath insurance system. In many cases, parents or
caretakers are either unemployed or are employed by a business that does not offer health
insurance for workers and their dependents. Many other families require specia hedth and
related services that are not traditionally included in private insurance plans or, because of the
extensive nature of the medical needs of one or more family members, are unable to obtain
affordable private hedth insurance. There are also thousands of children in California who rely
upon publicly-sponsored programs to meet all of their needs, including health care (such as the
approximately 85,000 children in out-of-home care).



Federa, state and local government have a long history of providing health and related services to
vulnerable families and children. Public programs evolved out of an identified need for specific
services for particular populations. prenatal care for pregnant women; pediatric care for children;
and comprehensive, community-based care for the developmentally disabled and the mentally ill.
Thus, with the exception of Medi-Cal, each program is geared toward the individual and his or
her particular needs and not toward the family as a whole. In an environment of scarce
governmental funding, categorical programs have aso facilitated cost control by focusing services
on a specific population.

The purpose of this report is to focus on the hedth care reform debate as it might affect
vulnerable families and children. The report does not deliberate on the question of whether or not
government should be responsible for assuring the availability of health and related services.
Rather, based on the supposition that government will continue to insure access, this report
examines the impact of national and state health care reform on vulnerable families and on the
public programs that serve them.

Chapter | describes Californias vulnerable families. Chapter 11 reviews the public programs
operating in California that provide health and related services to individuals who collectively are
Californias vulnerable families. Chapter Il provides an overview of the different approaches to
health care reform under consideration in Washington and in Cdifornia Chapter 1V assesses the
effectiveness of various national proposals to meet the needs of vulnerable families based on
specific criteria.  Finaly, Chapter V draws some conclusions about the impact of health care
reform on vulnerable families and provides some insights as to the issues of greatest consequence.



CHAPTER I: OVERVIEW OF CALIFORNIA'S VULNERABLE FAMILIES

In the context of health and medicine, the term “vulnerability” is often used to describe individuals
who are at risk for health problems due to physiological, environmenta or social factors and/or
individuals for whom health care is essential for maintaining functioning or life. For children and
pregnant women, vulnerability is usually defined by a set of characteristics or conditions that put
them at risk for poor health, mental health, and/or developmental outcomes. For the purposes of
this report, vulnerable families and children are defined as those who have special or chronic
health care needs, who are at risk for health problems because of their social circumstances
(regardless of income), or who are at risk for health problems because of poverty and its
associated health threats.

Specifically, these populations include:
Low Income Children and Pregnant Women

"Low income" is generally defined in terms of the relationship of family income to the federal
poverty level (FPL). Asof February, 1994, the FPL is defined as income of $12,310 per year for
afamily of three. This group includes newly legalized immigrants and refugees and
undocumented immigrants. These families -- predominantly women and children -- are at risk
because their poverty may result in their inability to find and use timely, appropriate health care.
Their lack of access to health care poses subsequent dangers to their health.

Families With Children Who Have Complex Health Needs

This group includes families with children who have acute or chronic illnesses or conditions,
children with developmental disabilities, and children with menta illness. These children are
considered at risk because their complicated or chronic, often serious, health needs may result in
death, disability, or other health, mental health, or devel opmental problems.

Children With Complex and Often Multiple Social Needs

This group includes children in out-of-home placement (children in foster care, group homesor in
the juvenile justice system) and adolescents. Children in out-of-home placement are regarded as
at risk because they have been abused or neglected or they exhibit behavior that may be
dangerous to themselves or others. Adolescents are often regarded as particularly at high risk for
health and developmental problems because of risks associated with exposure to family and
community violence, their sexua activity, and acohol and drug use.
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CHAPTER Il: HEALTH SERVICES FOR VULNERABLE FAMILIES

Factors associated with vulnerability are not only descriptive, but also largely determine one's
gualifications for health care. Indeed, health services in our current hedth care system,
particularly publicly-financed hedth services, have been developed in response to speciaized
health needs. These definitions of vulnerability largely determine who gets health and health-
related care, the specific type and level of care available and accessible, by whom these services
are provided, and the sources and degree of financial support available and their degree of
stability. The maor programs that currently serve these categories of vulnerable families and
children in California are reviewed briefly below.

Income-Defined Services: Low Income Families and Children

In each of these programs individual or family income is the maor eligibility criterion, sometimes
in tandem with health or pregnancy status and age. In the case of immigrants and refugees the
breadth of services covered is also linked to documentation status.

Federal and State Funded Programs: Medi-Cal, EPSDT, and CPSP

Medi-Cal. Cadlifornias version of the federal Medicaid (Title XIX) program, Medi-Cd is the
primary funder of health care and related services for low income families, with specific attention
to serving children, mothers and pregnant women. Federal law requires the program to provide a
core of basic services including outpatient care, inpatient hospitalization, physician visits, skilled
nursing care, laboratory tests and x-rays, and family planning services. Private and public
providers may elect to participate in the Medi-Cal program; Medi-Cal recipients are free to
choose their providers from those who elect to participate. Mandated Medicaid services are
covered by federal funds with a state match (generally 50:50). The federal government also
provides match funding for 31 optional services, of which California now provides 28. Currently
there are four magjor categories of eligibility for Medi-Cal:

Categorically Needy. These are families or individuas who receive cash assistance under
either Aid to Families with Dependent Children (AFDC) or the Supplemental Security
Income/State Supplementary Program (SSI/SSP). People in this category automatically
receive Medi-Cal dligibility cards and have no copay, or "share-of-cost,” for their medical
expenses. There are approximately 4.1 million eligible people who are Categorically
Needy Medi-Cal recipients.

Medically Needy. These are families with dependent children who are aged, blind or
disabled persons, with incomes higher than the June, 1991 AFDC payment level ($694 for
a family of three). People in this category have no share-of-cost if their incomes are
between 100% and 133-1/3% of the AFDC payment for their household size. People
with higher incomes may be eligible for Medi-Cal if their medical expenses require them to
"spend down" their incomes to 133-1/3% of the AFDC payment level. This spend down



is called their share-of-cost. There are dmost 1.1 million pregnant and parenting women,
children, and aged, blind or disabled adults that receive Medi-Cal as Medically Needy or
Medically Indigent.

Medically Indigent. Pregnant women and children under the age of 21 who meet the
same income/medical expense requirements as the Medically Needy. There are
approximately 8,800 newly legalized immigrants and refugees receiving services under
Medi-Cal, and another 390,000 undocumented people receiving emergency services or
pregnancy-related care funded by Medi-Cal.

"Nontraditional™ Eligibles. Newly legalized and undocumented persons, as well as
children and pregnant women who meet various income criteria (e.g., pregnant women
and infants to 200% of the federal poverty level).

Eligibility for many people in these four categories is required by federal law; however, digibility
for some populations and categories (e.g., "Medically Needy" families) is provided at the state's
discretion as an optional service. In addition, the state at its discretion has expanded the range of
services available to severa populations (e.g., children and pregnant women, including those who
are undocumented).

In addition to these primary categories of eligibility, there are three magjor Medi-Cal programs
designed specifically for vulnerable children and pregnant women. These include:

Early Periodic Screening, Diagnosis and Treatment (EPSDT). EPSDT, the pediatric component
of Medi-Cal, provides for regular screening examinations, diagnostic services, and treatment
services for children from birth to age 21 who are Medicaid-eligible. Under federal law, children
are entitled to all Medicaid-covered services that are identified as medically indicated in the course
of an EPSDT screening, whether or not the services are covered in an individual state's Medicaid
plan. EPSDT services must be made available to all children from birth to age 21 who are eligible
for Medi-Cal.

Medi-Cal "Sensitive Services." This eligibility category permits minor children up to 21 years of
age to obtain a Medi-Cal card for specific services including mental health services, acohol and
drug treatment, treatment of sexually transmitted diseases, sexua assault treatment services,
pregnancy related services, and family planning. The services are provided confidentialy, without
regard to parents income, property or resources, and do not require parental consent.

Comprehensive Perinatal Services Program (CPSP). Funded by Medi-Cal and state funds, CPSP
provides comprehensive perinatal services to pregnant and post-partum women with incomes to
200% of the federal poverty level and to their infants to one year of age. CPSP providers may be
public or private, are certified to participate in the program, and receive a global fee for the
package of servicesthey provide. Thereis no share-of-cost to recipients.



State Funded Programs: CHDP and AIM

Child Health and Disability Prevention (CHDP). CHDP is an extension of components of the
EPSDT program for children who are low income but not eligible for Medi-Cal. The program
provides for health, vision, hearing, dental and other assessments and immunizations of children
from birth to age 18 in families with incomes to 200% of the federal poverty level. More than
three million children are believed to be eligible for CHDP services, athough fewer than 40% of
these children are receiving these services (Children Now, 1993). Pediatric providers are certified
to participate in CHDP. Thereis no share-of-cost for children to participate.

Access for Infants and Mothers (AIM). This program is designed to provide services to pregnant
and post-partum women and their infants to two years of age in families with incomes between
200 and 250% of the federal poverty level who are uninsured and are not eligible for Medi-Cal.
AIM is a private health insurance alternative to the CPSP model. Under AIM the state contracts
with private insurance plans to provide perinatal health services to pregnant and post-partum
women (to 60 days post-delivery) and pediatric health services to the infants up to two years of
age. The woman's share-of-cost is 2% of her family income and a $100 fee for the infant's health
coverage for the second year.

State and Locally Funded Programs
Proposition 99 Services

The Proposition 99 Cigarette and Tobacco Tax provides funding for primary health care services
at the local level for low income, uninsured families and children with incomes up to 200% of the
federal poverty level who are not eligible for Medi-Cal. Health services may be provided by
individual providers, private or public clinics, or hospitals.

"*Section 17000 Services

Section 17000 of the Welfare and Institutions Code provides that counties are responsible for the
health and welfare of their citizenry. Over the more than fifty years that this statute has been in
place, it has been tested and upheld in the courts to mean that, regardless of a person's ability to
pay, counties are the "providers of last resort.” Therefore, anyone in need of health care who is
not eligible for a program sponsored by the state or federal government or does not have access
to hedth care through other means, can look to the county to meet their need. There is no
consensus as to the number of persons currently served in county or county-sponsored health
programs. However, it is the providers of last resort that families and children depend upon for
care when it is otherwise unavailable.



Status-Defined Services: Families With Children Who Have Special Needs

An array of federa, state and county funded programs exist to serve children with specia health
needs. It should be noted that these programs are not designed to serve the parents or other
children in the family. Eligible children may be recipients of services through severa of these
programs at one time, as well as obtain their primary health care and other services under Medi-
Cal or through private health care insurance. In addition, some of these programs impose
income-related eligibility criteria while others do not. The programs discussed below do not
represent a complete list of al services for children with special needs. However, they include the
major programs that serve large numbers of these children.

Children With Special Health Needs

Children With Acute/Chronic Ilinesses or Conditions. These children may receive services
through programs such as California Children's Services (CCS) for children with chronic illnesses
or physical disabilities as defined by state regulations. State regulations define CCS-dligible
conditions including orthopedic conditions, conditions requiring plastic surgery reconstruction
such a cleft lip, eye conditions leading to the loss of vision, phenylketonuria (PKU), hemophilia,
convulsive disorders that pose medica management problems or problems of diagnoss,
neoplasms, chronic pulmonary conditions such as cystic fibrosis, and congenital anomalies.

Another program that serves these children is the High Risk Infant Follow-up Program (HRIF).
HRIF is for infants who have been discharged from a neonatal intensive care unit or a community
agency and who meet state-defined biologica and other risk factors. HRIF digibility criteria
require that infants and toddlers (to age 2 or 3 depending on the program) must be at significant
risk for developmenta delay following discharge from a neonata intensive care unit. Biologica
risk factors include prematurity, required assisted ventilation, neonatal seizures, congenita
anomalies, and prenata alcohol or drug exposure; environmental risk factors include an
adolescent mother, concerns regarding infant-parent bonding, environmental chemical exposure,
mothers with an educational level of 10th grade or less, and maternal alcohol or drug use. CCSis
funded through a combination of federa Title V Maternal and Child Health (MCH) block grant
funds and state and county funds. HRIF isfunded by the state.

Children With Developmental Disabilities. Children with mental retardation, cerebral palsy, and
other conditions, may receive services from Regiona Centers, Special Education programs, and
the State Developmental Centers. The 21 Regiona Centers around the state are private non-
profit agencies funded through state contracts to purchase or provide services to prevent or
mitigate developmental disabilities. Developmental Centers are residentia institutions for the
most severely developmentally disabled individuas, including infants and children. Specia
Education programs to mitigate disabilities are funded through a combination of federal and state
education dollars. The purpose of Special Education is to assure that a child receives whatever
services are hecessary to assure him or her a free and appropriate education.



Children With Mental Illness. These children may receive treatment and case management
services from federal, state and locally funded County Mental Health services. These are available
in addition to psychological and psychiatric services through fee-for-service Medi-Cal (if eligible)
and federa and state funded Special Education programs. Residentia treatment is provided in
state hospitals, group homes, or other psychiatric facilities. For school children diagnosed as
seriousy emotionaly disturbed, the AB 3632 component of Special Education directs the local
school, socia services and mental health professionals to develop and fund a wide range of mental
health services geared at improving the child's ability to benefit from his education. Adolescents
are dso digible for mental hedth services through Medi-Ca under the Sensitive Services
program.

Children With Complex Social Needs

Children in Out-of-Home Placement. Thisincludes children in foster care, group homes, and the
juvenile justice system. Children in foster care (approximately 85,000 children in California)
receive case management and other services through county Child Welfare Services that are
intended to improve their access to health care. Most, but not all, children in foster care are
eligible for Medi-Ca. Children in most juvenile justice facilities are not eligible for Medi-Cadl;
their primary health care is often dependent on the largesse of local and state juvenile justice
agencies and local public health programs.

Special Services for Adolescents. Y outh up to age 21 who are pregnant or parenting may receive
case management and support services to improve their access to health and other important
services for themselves and their children from Adolescent Family Life Programs (AFLP). AFLP
is funded with Federa Title V Maternal and Child Health funds through contracts to local non-
profit agencies. As noted above, adolescents aso have access to short-term Medi-Cal for limited
services through the Medi-Ca Sensitive Services program. School-based clinics and similar
programs are also growing in California, aided by recent legidation such as the state's Healthy
Start program. AFLP, Sensitive Services Medi-Cal, and school-based clinics are among the very
few publicly funded programs now available in California that are targeted to adolescents special
health and social needs.

Tables 1 and 2 illustrate the services available, populations served, digibility criteria, benefits,
financing and delivery system for these major programs serving vulnerable families and children.



Table 1
OVERVIEW OF EXISTING HEALTH-RELATED SERVICES FOR
VULNERABLE FAMILIES AND CHILDREN

Population Program Eligibility Benefits Financing Delivery System
AFDC-eligible | Medi-Cal Based on income Coverage for medical, | Federa Title | Private providers,
or linked and assets dental, vision, mental | XIX; state private and public
families health, tests, matching clinics and
prescription drugs, etc. | funds hospitals
Pregnant Comprehensive Based on income Enriched prenatal care | Federa Title | Private providers,
women eligible | Prenatal Services and assets with supportive XIX; state private and public
for Medi-Cal Program services. (This matching clinicsand
programisa funds hospitals
component of the
Medi-Cal program.)
Children of Early Periodic Based on income; EPSDT provides Federal Title | Private providers,
AFDC-eligible | Screening, serves children up to | screening, evaluation | XIX; state private and public
and linked Diagnosis and age 21 and treatment matching clinics and
families; Treatment (EPSDT) funds hospitals
children near
or below
poverty
Low income Child Health and Based on income; Headlth, develop- State tobacco | Private providers,
children not Disability children up to age mental, and mental tax funding private and public
eligible for Prevention Program | 21 of familieswith | health screening, clinicsand
Medi-Cal (CHDP) income up to 200% | diagnosis and hospitals
of FPL treatment according to
pediatric periodicity
schedule
Low income Access for Infants Children of enrolled | Prenatal and delivery | State tobacco | Private providers,
pregnant and Mothers (AIM) | mothers, from birth | services; pediatric care | tax funds private and public
women to age 2, to 250% of clinics participating
and infants not FPL in select HMOs and
eligible for health plan.
Medi-Cal.
Children up to | Prop. 99 County Children not eligible | Pediatric care State and Private providers,
age 18 of low Health Care for Medi-Cal from county funds | private and public
income families families with clinicsand
incomes up to 200% hospitals
of FPL
Children with [ California Children with acute | Speciaty medica Federal Title | Private providers,
acute/chronic Children's Services | or chronic services, home hedth | V (MCH), private and public
conditions (Cc9) conditions; may be | care, medical supplies | state and clinicsand
served regardiess of | and equipment, county funds | hospitals

family income

occupational and
physical therapy
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OVERVIEW OF EXISTING HEALTH-RELATED SERVICES FOR
VULNERABLE FAMILIES AND CHILDREN
(continued)

Population Program Eligibility Benefits Financing Delivery System
Children with High Risk Infant Infants and toddlers at | Health and State funds Designated
acute/chronic Follow-Up risk for developmental programs and
conditions Program (HRIF) developmental delay | assessments; providers
(continued) due to biological or occupational, physical,
environmental factors; | and speech therapy;
may be served parent support, case
regardless of income | management
Children with Regional Centers | Children and adults Health and State funds Designated
developmental with developmental developmental programs and
disabilities disability (state assessments, health providers
definition with onset | servicesif not CCSor
before age 18) Medi-Cal covered, case
management, physical
and other therapy,
counseling
Children in out- | Foster care case Children up to age 18 | Case management Federal Title | County Child
of-home management. who require out-of- through county Child IV-E, TitleIV- | Welfare Services
placement Most of these home placement Welfare Services B funds; state | caseworkers
children are also because of abuse or matching
eligible for Medi- | neglect or risk of funds;
Cd abuse/ neglect additional
local funds
Children with County mental Children who meet Individual, group and Federal Private providers,
mental illness health definition of serious | family therapy, case Medicaid and | private and public
emotional disturbance | management, Mental Health | clinics and
residential care, day Block Grant hospitals
treatment, inpatient funds, state
psychiatric matching
hospitalization funds, county

funds

Special Education
AB 3632 services

Children identified by
the schools as needing
servicesin order to

Individual, group and
family therapy, case
management,

State and
county funds

County-designated
public and private
providers, clinics

benefit from their residential care, day and hospitals
education treatment
Pregnant/ Adolescent Family | Pregnant or parenting | Case management, Federal Title | Designated
Parenting Life Program teens regardless of counseling, support V (MCH) programs
Adolescents (AFLP) income groups, and parenting | funds, state
education funds

11




Table 2
FUNDING SOURCES OF PROGRAMS

FOR VULNERABLE FAMILIES AND CHILDREN

PROGRAM FEDERAL SOURCES STATE COUNTY
AB 3632 (Special EJ/SED) X X
AFLP TitleV (MCH) X X
AIM X
CCs Title XIX (Medicaid) X
CHDP X
Child Welfare Services Title IVE, TitleIVB X
County Health Services (Prop. 99) X
County Mental Health Program Mental Health Block Grant X X
CPSP TitleV, Title X1X (Medicaid) X
EPSDT Title X1X X
Family Planning Title X (Family Planning) X X
HRIF X
Medi-Cal (Medicaid) Title XIX X
Regional Centers X
Special Ed PL 94-142 X X

12




CHAPTER Ill: APPROACHES TO HEALTH CARE REFORM

The current deliberations around health care reform are not unique to this place and time. The
organization, financing and delivery of health care in this country has been the subject of debate
for nearly a century. For example, significant efforts to establish national health insurance date to
the period 1915-1920 and were repeated in the mid-1930s, as well as during the Johnson, Nixon
and Carter Administrations (Starr, 1992). The creation of the Medicaid and Medicare programs
grew directly out of the health care reform debate of the mid-1960s, serving to substitute for more
significant reform.

The current national health care reform effort represents the first mgjor undertaking in nearly a
quarter century. Now, as in the past, the impetus for reform stems chiefly from two primary
concerns. (1) the inability of large numbers of persons to obtain needed hedlth care, and (2) the
high costs associated with health care. Between 1980 and 1990, the number of persons without
any form of health insurance rose dramatically. Between 1978 and 1989 alone, the number of
uninsured Americans increased by 37% (Employee Benefits Research Ingtitute, 1992). By 1991,
36.3 million persons under 65 had no health insurance, public or private (Employee Benefit
Research Ingtitute, 1993). In California these numbers trandate to six million people without
insurance; 17.8% of the state's children are uninsured (Center for the Study of Socia Policy,
1993). Because uninsured individuals commonly delay health care until treatment is unavoidable,
lack of health insurance can lead to undue harm to the patient as well as higher health care costs.
At the same time, hedlth care costs rose from 9.1 percent to 12.2 percent of the gross national
product (GNP) (Health Insurance Association of America, 1992). According to the Government
Accounting Office (GAO), the United States is projected to spend over 16% of its GNP on health
care by the year 2000 (GAO, 1992).

Scores of hills on the subject of health care reform are currently pending before Congress as well
as in many state legidatures, offering approaches ranging from modest changes in the current
financing and delivery system to more fundamental restructuring of the health care system . This
wide variation in approaches to health care reform in part reflects differing views about the nature
and extent of the health care “crisis.” That is, while some observers consider it only to be in dight
imbalance, others regard the health care system as near the brink of collapse. The specific models
proposed generally mirror these views. Perhaps more important, however, are fundamentally
differing attitudes towards social issues generaly. Indeed, embedded in the hedth care reform
debate are central questions about: (1) the role of government in addressing social problems
(such as hedlth status); (2) who should pay for reform; and (3) the degree to which individuals,
rather than society, are responsible for meeting individual needs. While many of these debates
reflect ideological differences, they trandate in practice into very different approaches to health
care reform both in Washington and in California

13



The Washington Debate

The varying models of health care reform under consideration by Congress fall on a continuum
ranging from proposals which seek to maintain while modestly atering the current health care
system to proposals which fundamentally change the way health care is financed and administered.
When this report was written in mid-May, 1994, five mgor proposals had been introduced and
were receiving the greatest attention. These proposals are described below.

The Affordable Health Care Now Act (Michel plan)

Introduced by Senator Trent Lott (R-MS) and Representative Bob Michel (R-IL), this plan
encourages purchase of private coverage through reforms designed to reduce the price of private
insurance and expands Medicaid to permit states to subsidize coverage for additional low income
residents.

The Managed Competition Act (Cooper/Breaux plan)

Introduced by Senator John Breaux (R-LA) and Representative Jim Cooper (R-TN), this plan
encourages purchase of insurance through the use of hedth alliances, offers other measures to
bring down the cost of private coverage and replaces Medicaid with a subsidy system to offset the
cost of coverage for low income persons. Employer contributions are not required.

The Health Equity and Access Reform Today Act (Chafee/Thomas plan)

Introduced by Senator John Chafee (R-Rhode Iland) and Representative Bill Thomas (R-CA),
this plan guarantees universa insurance coverage for al U.S. citizens and lega residents, but
retains the Medicaid program to cover certain low-income persons. Individuals not eligible for
Medicaid would be required to buy coverage, but no employer subsidies are provided. Individual
subsidies would be conditioned on savings in government programs.

The Health Security Act (Clinton Administration plan)

Introduced by Senator George Mitchell (D-ME) and Representative Richard Gephardt (D-MO)
and developed by the President’s Health Reform Task Force, this plan guarantees universa
coverage for all U.S. citizens and legal residents. Benefits are financed through mandatory
employer and individua premiums.

The American Health Security Act (Wellstone/McDermott)
Introduced by Senator Paul Wellstone (D-MN) and Representative Jim McDermott (D-WA), this
plan guarantees universal health insurance for al U.S. citizens and legal residents through what is

known as a single payer plan. Coverage is provided through a government program, with
individual, corporate and other taxesin lieu of premiums.
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Among the many other bills under consideration is a proposal sponsored by Representative Pete
Stark (D-CA). Technically an amendment to the Clinton Administration proposal, Congressman
Stark’s proposal differs from the original Health Security Act by covering those without
employment-based insurance through an expanded Medicare program, rather than insurance
premium subsidies. This proposal was voted out of the House Ways and Means Subcommittee on
Health and is currently pending before the full Committee.

Since mid-May, Senator Edward Kennedy has promoted his own version of the Clinton
Adminigtration plan. This measure was adopted by the Democratic mgority of the Labor and
Human Resources Committee. Also, Senator Patrick Moynihan is a work trying to craft a
bipartisan proposa for consideration by the Senate Finance Committee. While the Kennedy and
Moynihan proposals are now in the limelight, there is no individual proposal that, at this point in
time, isthe lead measure.

Detailed information on each of these billsis presented in Table 3. In addition to describing each
proposal in terms of the general approach, this table describes the three dimensions of the plans
that are of specia importance to vulnerable families and children:

Populations to be covered;
The benefits to be provided; and
Provisions for cost sharing by families.

Tables 4 through 7 assess the impact of each of these proposals for the individual groups that
make up Cadifornids vulnerable families. Although the fate of these individual proposals is
uncertain, this information is till very instructive. Each of these proposals is ill awaiting
Congressional action; portions have been incorporated in one of the latest committee-approved
proposals or are under consideration for inclusion in still other proposals under development.

Health Care Reform In California

At the same time that the President and Congress are acting to achieve health care reform at the
national level, efforts are underway for health care reform in California. These reformsinclude:

Medi-Ca managed care;
State-sponsored private insurance reforms; and
A campaign for asingle payer system in the state.

All of the proposals dovetail with plans proposed at the national level. Indeed, both the Small
Employer Purchasing Pool Program and the Medi-Ca Managed Care Program have been cited as
"dressrehearsals' for implementation of nationa reform.

Medi-Cal Managed Care

In 1993 the California Department of Health Services (DHS) began implementation of a plan to
transform the Medi-Cal program from traditional fee-for-service to managed care. Under
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managed care, providers are prospectively paid a capitated payment for each enrollee (or patient),
for which they are expected to furnish all specified services. This contrasts with the fee-for-
service payment system, under which providers are paid a specified amount for each service
rendered. The primary group slated for managed care under this plan are families receiving Aid to
Families with Dependent Children (AFDC). Over time, other Medi-Cal beneficiaries are expected
to be phased in.

Under the DHS plan for Medi-Cal managed care, all AFDC recipients in the state’'s thirteen
largest counties will be in managed care by April, 1995. The thirteen counties are Alameda,
Contra Costa, Fresno, Kern, Los Angeles, Riverside, San Bernardino, San Diego, San Francisco,
San Joaquin, Santa Clara, Stanislaus, and Tulare, with a total of 2.3 million people €eligible for
enrollment in managed care. Medi-Cal recipients in these counties will choose among two plans
for al personal health care services, including perinatal and pediatric care. These two plans will
include:

A "Local Initiative" plan, developed and implemented by a county's board of
Supervisors; or

A "Mainstream” plan, which is likely to be a single HMO sdlected by DHS through a
competitive bidding process.

Under the two-plan model consumers must be offered a choice of primary care providers
participating in the plan's network and must be permitted to change providers if dissatisfied. The
Loca Initiative must also ensure a role for "traditional safety net providers' such as public
hospitals and clinics. Once the two-plan model has been fully implemented in a county, fee-for-
service Medi-Ca will be discontinued for AFDC beneficiaries.

In addition, the state’s plan for Medi-Cal managed care includes two other approaches to
managed care:

County-Organized Health Systems. Two counties, San Mateo and Santa Barbara, already have
county-organized Medi-Cal managed care plans. Three additional counties -- Orange, Santa
Cruz, and Solano -- are now organizing this type of managed care system, adding 220,000 Medi-
Cal beneficiaries to managed care. Under this model, a county-organized health care system is
created by the county's board of supervisors to contract with Medi-Cal to administer a county-
wide capitated health care system for Medi-Cal recipients.

Geographic Medi-Cal Pilot Program. Sacramento County has organized a geographic-based
pilot under which DHS will contract with multiple managed care plans with the goal of enrolling
the county's entire AFDC population in managed care. AFDC recipients may select the individual
plan in which to enrall.

State-Sponsored Private Insurance Models

At the direction of the Cdlifornia legidature, the state has developed two new programs to
provide hedth insurance coverage to uninsured Californians. (1) the Managed Risk Medical
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Insurance Program (MRMIP); and (2) the Small Employers Purchasing Pool Program (known as
the "Health Insurance Plan of Californid"). Both are administered by the state's Managed Risk
Medical Insurance Board (MRMIB).

Major Risk Medical Insurance Program (MRMIP). Established in 1991 MRMIP provides health
insurance to California residents who are unable to obtain it for themselves or for their families
because of pre-existing medical conditions. The program is available to California residents who:
(2) are not €eligible for employee continuation health benefits under COBRA; (2) are not dligible
for both Medicare Parts A and B; and (3) can document that they are unable to obtain adequate
private coverage. The program has a 90-day pre-existing condition or post-enrollment waiting
period that may be waived by MRMIP in accordance with program criteria. MRMIP will enroll
up to a maximum of 16,000 individuals, with $30 million per year designated for support of the
program. The program benefit package includes outpatient and inpatient care, preventive services
for children, prescription drugs, rehabilitation services, limited mental health care, and durable
medical equipment. Subscribers may choose from a variety of plans.

Small Employers Purchasing Pool Program ("Health Insurance Plan of California [HIPC]").
This program, established in 1993, created a health insurance purchasing pool for small employer
groups to purchase insurance for their employees. "Small employers’ are defined as bona fide
licensed businesses with 5 to 50 employees. The minimum employee number will drop to four in
July, 1994 and to three in July, 1995. The program, administered by an insurance agency
awarded the contract through competitive bidding, has now enrolled more than 2,500 small
businesses representing almost 45,000 individuals. Employers are required to pay at least half the
premium for an individua enrolled in the lowest cost plan; the employee pays the rest of the
premium. An employer may pay more of the premium and/or may cover dependents, but neither
is required. The program offers a choice among three PPO (preferred provider organization)
plans and eighteen HMO (health maintenance organization) plans, all of which offer the same
benefit package. The benefits are comparable to those offered state employees, including
perinatal care, well-baby care, home hedlth services, chemical dependency and mental health
treatment, prescription drugs, and specialty services like physical, occupational, and speech
therapy. The program was initiated by MRMIB with Proposition 99 Cigarette and Tobacco Tax
funding and is now self-funded.

Health Insurance Reform

Small Business Insurance. In 1992 a number of important changes were made in state laws that
govern hedth insurance. All insurance companies are now required to offer coverage to
businesses with five or more employees. Also, coverage exclusions on pre-existing and on-going
medical conditions must be eliminated after six months of coverage. Not addressed by these
changes is the premium rate charged, which can be significantly higher than rates paid for
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employees in larger businesses. As with some of the federal proposals, legidation has been
considered that will control the range of rates that can be charged by the private health insurance
companies.

Single Payer Initiative Proposal. An effort is underway in California to develop a single payer
hedlth care system based on the Canadian hedth care model. Under this model, hedth care
coverage would be universal for al legal Cadifornia residents. To cover the cost of coverage,
employers and workers would pay a specified amount into a government-operated fund from
which hedth services would also be paid. Under this system, most current arrangements
individuals have with health care providers would be maintained, but the role now played by
health insurance companies would be absorbed by the single government entity. In theory,
eliminating the role of insurance companies and consolidating administrative functions would
reduce paperwork and administration, thus achieving cost savings. Supporters contend these
savings, coupled with savings in long-term health costs, would be achieved by providing
comprehensive coverage to everyone and would help defray the costs of covering the uninsured.
Supporters of the single payer system recently completed gathering the required signatures to
qualify the initiative for the November 1994 ballot. California’s voters will determine this fall
whether a single payer system will be adopted in the state.
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CHAPTER IV: HEALTH CARE REFORM AND VULNERABLE FAMILIES

Most of the health care reform proposals now under serious consideration will have specia
impact on low-income families and children and on children with complex health and/or socia
needs. For example, the eight million children who currently have no health insurance coverage
would undoubtedly benefit from the plans which propose "universa coverage' and
"comprehensive benefits." However, some children, particularly those with complex needs, may
not be well-served by all or some of the proposals, and may in fact lose some of the benefits to
which they now have access under Medicaid and other federaly funded programs. Similarly,
some high need children with private health insurance may be subjected to unaffordable costs
under health care reform if annual caps on out-of-pocket expenses are dropped.

This section analyzes the various health care reform proposals from two perspectives. (1) their
likely capacity to address the needs of vulnerable families and children; and (2) their likely impact
on the many programs that now serve these populations in California.

Criteria for Assessing Health Care Reform Proposals

In terms of their effects on vulnerable populations, the various national proposals are reviewed
from the standpoint of four basic criteria:

coverage,
eligibility;
cost-sharing; benefits; and
impact on provider supply.

Although a number of features of health care plans are important to children, these four have
gpecia significance for vulnerable children and their families. The central questions related to
each topic include the following.

Coverage/Eligibility

Are all families and children covered regardless of income, pre-existing conditions, or living
arrangements? Medical experts and policymakers agree that access to health care is critical.
Currently, pregnant women and children with special health and social needs are excluded from
some insurance policies. In order to ensure that al pregnant women and children are covered,
health care reform must extend coverage to everyone, regardiess of their health status or their
pre-existing conditions. In addition, plans should recognize children's specia status as dependents
of their parents or guardians.
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Cost-Sharing

Are provisions made to ensure that out-of-pocket expenses (including both premium payments
and copayments) are affordable to low income families? Are provisions made to ensure that
copayments are affordable for families with children who require multiple visits? Affordable
cost sharing is essential for two groups of vulnerable families: (1) those who are low income and
(2) those who have children with special health care needs. Studies show that cost sharing can
prevent low income families and children from obtaining essential services, such as preventive
health care, as well as treatment for serious health problems (U.S. Congress Office of Technology
Assessment, 1993). Therefore, it is critical that cost sharing requirements be designed so they do
not create barriers to needed care.

Similarly, cost sharing should not present obstacles for families who have high cost needs. Many
children, especially those with special or multiple health problems, require frequent visits to health
care providers and/or relatively expensive care. The child with serious asthma or chronic
infections, the child with a physical disability who receives physical or other outpatient therapy, or
the serioudy emotionally disturbed child, for example, al are likely to be high users of services.
In order to accommodate these children, plans must keep their premiums, copayments, and family
out-of -pocket health care expenses low enough not to deter them from care.

Benefits

Are all needed health services covered in the benefit package? The services that comprise a
benefit package can determine the suitability of reform for vulnerable families. Unlike adults,
children need routine examinations and early intervention for developmental and medica
conditions. Children of low income families may aso need additiona services, such as those
provided through the EPSDT program. Children with complex or on-going health problems may
also need specia care. The benefit package suitable for children has been defined to include the
following:

1. Primary hedth care that includes outpatient and inpatient care, prescription drugs, and
clinical preventive services (immunizations and screenings, evaluation and services for
lead exposure, nutrition, dental, hearing, vision, developmental, and mental health) that
are provided according to the periodicity schedule recommended by the American
Academy of Pediatrics,

Pregnancy-related and family planning services;

Menta hedlth services;

Alcohol and drug services,

Home health care;

Extended care services including skilled nursing facilities and rehabilitation facilities;
Outpatient rehabilitation that includes occupationa therapy, physical therapy,
speech/language therapy, and respiratory therapy;

8.  Durable medical equipment that includes custom-designed devices for children;

NoOar®D
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9. Case management (as distinct from gate keeping or financial case management);

10. Hedth education and training for parents and families; and

11. Support services that include transportation and interpretation services. (AB 99
Steering Committee, 1994)

Provider Supply

Are there adequate provisions to ensure availability of appropriate providers? Provider supply
issues are important to vulnerable families and children from severa perspectives:

Many health experts agree that "essential community providers,”" the community-based clinics and
other providers who have traditionally served the under- and unserved must have a strong role in
any new health care system. These providers have demonstrated a commitment to serve low-
income families and children, including children with special health and socia needs. Community-
based providers are aso often the source of culturally and linguistically appropriate care for
families and children of color and those who are non-English speaking.

These experts also conclude that plans must offer assurance that there will be adequate access to
pediatric providers as well as pediatric specialists and regiona health facilities. Children with
specia needs often require access to multiple pediatric specialists (access to providers in adult
speciaties are not to be regarded as adequate care for children); these specialists must be included
inany plans.

Plans must include assistance to areas that have been designated as "medically underserved” if
access to care is to be guaranteed, particularly for children with special needs and pregnant
women.

Plans must include attention to development of a supply of future providers through such
strategies as supporting training of primary care providers, including pediatricians and
obstetricians/gynecologists. "Medically underserved" areas are geographic areas with a shortage
of health care providers.

The Impact of National Health Care Reform on Vulnerable Families and Children

Given the lack of detail in many of the proposals as well as the fluidity of the decision-making
process, the implications of health care reform for low income families and children are difficult to
determine. Despite these caveats, some conclusions can be reached about the potential impact of
various proposals given their general parameters as originaly set forth. Tables 4 through 7, which
appear a the end of this chapter, describe the details of the proposals as they address the specific
needs of vulnerable families and children and their implications for current programs serving these
populations. The following sections identify some of the policy issues that are raised as a result of
thisanaysis.
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Coverage/Eligibility

Provisions for coverage vary widely among the five maor bills, some potentially resulting in
reduced access to health care and others promising universal coverage.

Universal Coverage. The President, in presenting his health care reform to Congress, noted that
universal coverage must be assured in any reform proposal submitted to him for approval --
although he is apparently willing to phase that in over a considerable period of time. Three of the
five mgor proposals offer universa heath care and would cover all families and children:
McDermott/Wellstone (HR 1200), Gephardt/Mitchell (HR 3600), and Chafee/Thomas (S 1770).
Although these bills are described as being "universal,” none provides for coverage of the
undocumented. The Chafee/Thomas plan requires government savings to achieve this
universality. The remaining two, Cooper/Breaux (HR 3222) and Miche (HR 3080), are
voluntary programs and extend coverage to the extent that individuals elect or are able to
purchase coverage.

Populations at Special Risk. In al likelihood, specia populations of children will experience
access problems under al the plans except McDermott/Wellstone. The Clinton Administration
plan, with its detailed coverage provisions, offers a good example for analyzing these potential
problems. Populations at potential risk include:

Children in foster care. It is unclear who will be the locus of responsibility for enrolling
these children in health plans -- foster parents, biological parents, or the child welfare

agency.

Children and adolescents in juvenile justice facilities. The bill specificaly exempts
"prisoners’ from coverage; are these children considered "prisoners,” and if so, through
what mechanism will they receive health care?

Emancipated adolescents, including homeless children, runaways and ““throwaways.”
Under the plan, adolescents receive their health care through their parents, from whom
these children may be separated. It is unclear through what mechanism this group of
adolescents will access the plan. (See the discussion on adol escents below.)

These populations will probably be covered without difficulty under the
McDermott/Wellstone plan because the single payer approach provides for coverage of all
individuas, unlinking them from employer- or family-based coverage. Because the three
remaining plans are not yet very specific about coverage or other details, it is difficult to
determine what their impact may be on these groups of children. To the extent that the
plans do not significantly alter existing plan-enrollee relationships, existing access to
coverage (or lack of it) for these children will probably remain unchanged.

Pre-existing Conditions. The McDermott/Wellstone, Clinton Administration and Chafee/Thomas

plans would eliminate exclusions for pre-existing conditions, while the Cooper plan would restrict
but not prohibit such exclusons. The Michel plan provides no guarantee of coverage presumably
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leaving insurers free to enforce health-based exclusions. Lack of protection from exclusions
based on hedlth status or pre-existing conditions may leave many children with special health
needs at risk of having no coverage for the very conditions that define their specia needs status.

Undocumented Immigrants. Three of the plans (McDermott/Wellstone, Mitchell, and
Chafee/Thomas) expressly exclude coverage of immigrant children who are undocumented,
leaving hedlth care for these families and children the responsibility of the state or counties. The
McDermott/\Wellstone plan would permit states at their discretion and funding to extend the plan
to undocumented people. Interestingly, the two plans that make the least changes in the existing
insurance system (the Cooper/Breaux and Michel plans) may leave these families and children
with a route to coverage. The Cooper/Breaux plan appears to permit undocumented children to
obtain coverage if their working parents receive or can purchase private insurance; the Michel bill
is silent on undocumented issues.

Adolescents. Only the McDermott/Wellstone and the Clinton Administration plans offer enough
information to speculate about the implications for adolescents. Under the McDermott/Wellstone
plan, it appears that adolescents would receive access to health care coverage as individuals. The
Clinton Administration plan clearly links adolescents coverage to their parents coverage (whether
through an employer or government subsidy). For the large and growing group of adolescents
who are on their own, including the homeless, runaways, or "throwaways," coverage under the
Clinton Administration plan may be difficult or may require that their parents be located, perhaps
against the children's will. In either case, the result may be lack of access to health care for these
adolescents. If the problem of access to coverage is resolved for emancipated adolescents,
subsequent barriers to care may be adolescents need for premium subsidies and the plan's required
copayments, which may simply price care out of adolescents reach.

Cost Sharing

There is extensive variation among the plans regarding cost sharing, with predictable impact on
vulnerable families, particularly for pregnant women and children.

General Cost Sharing Requirements. McDermott/Wellstone, with its reliance on taxes as the
funding mechanism, simply eliminates premiums and copayments altogether (with the exception of
some long term care services). The other four plans al require premium payments as well as
copayments.

Clinton Cost Sharing Provisions. Under the Clinton Administration plan, the premiums of very
low income people are paid by the government, but even relatively low income families (i.e., non-
AFDC families with incomes below 150% of federal poverty level) will potentially pay at least a
portion of the premium, depending on the plan they choose and the availability of government
subsidies. There is no copayment for children's preventive services. However, a generd
copayment of $2 to $10 per visit for treatment services applies. In addition, there are annua caps
of $1,500 to $3,000 on a family's out-of-pocket expenses for most services, and a cap of $1,000
per person for prescription drugs.
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Cost Sharing Undefined. The Chafee/Thomas and Cooper/Breaux bills require both premiums
and copayments but do not define them. Some subsidies would be made to support premiums,
but not copayments, for low income people. However, the subsidies are not spelled out in either
plan. Under the Michel plan individuals would pay premiums, with subsidies for families with
incomes up to 200% of the federal poverty level. Copayments would be required but are not yet
defined. None of these three plans specify annua caps on family out-of-pocket expenses,
although the Cooper bill recommends establishment of such a cap.

The Potential Burden of Cost Sharing for Low Income Families. Under all but the
McDermott/Wellstone plan, premiums and copayments may constitute an economic hardship for
many low income families and for families with children with special health care needs who are
high users of hedth services and for whom health expenses may represent a relatively large
percentage of family expenses. The lack of an annual cap on medical expenses in the
Chafee/Thomas, Cooper/Breaux, and Michel plansis aso worrisome.

The Potential Burden of Cost Sharing for Special Needs Children. Cost sharing provisions in
each of the plans except the McDermott/Wellstone plan may raise problems with specia
populations of children in addition to those who are solely low income, such as children in foster
care and emancipated adolescents. For example, it is unclear who would bear the premium and
copayment costs for children in foster care.

Benefits

The benefits to be provided under health care reform are not specified in three of the five bills, but
are to be determined | ater.

Defined Benefits. The McDermott/Wellstone and the Clinton Administration plans, both of which
explicitly identify benefits to be provided, specify relatively comprehensive plans. However,
neither is comparable to the benefits now available through the EPSDT program. For example,
the periodicity schedule for well-child check-ups is ether unspecified (McDermott/Wellstone) or
falls short of the schedule recommended by the American Academy of Pediatrics (the Clinton
Administration plan). Similarly, neither proposal includes care coordination/case management
services. Like the EPSDT package in genera, care coordination services are important
ingredients in the health care equation for vulnerable children. (See below for a discussion of how
case management and other support services might be provided under these two plans.)

Undefined Benefits. The Chafee/Thomas, Cooper/Breaux and Michel plans do not define their
benefit package. Both the Chafee/Thomas and Cooper/Breaux plans propose that benefits be set
by anationa commission. The Chafee/Thomas plan specifies that these benefits would include, at
a minimum, preventive services (such as immunizations and screenings), rehabilitation and home
care, prescription drugs, "severe mental illness services," and acohol and drug services. Under
the Cooper/Breaux plan, minimum benefits would include preventive services, and current
Medicaid services could be continued (with subsidies for extremely low-income people to
purchase them) if decided by the commission.
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Disadvantages of Undefined Benefits. The "to be decided later" approach regarding benefits is of
concern for vulnerable families in general and for the families who have children with specid
needs in particular. Past experience with the design of health care systems indicates that specific
attention must be paid to the special needs of children, who are not just "little adults." Children
display health and developmenta courses that are far different than those of adults and require
access to pediatric medical expertise and unique services. Unless a benefit package is designed
with these differences in mind, plans may not meet children's needs.

McDermott/Wellstone Plan. The McDermott/\Wellstone plan appears relatively comprehensive
and includes most of the benefits vulnerable families need, with the exception of case
management, health education, and support services. The plan does not spell out all details, and
there may be other services of importance to vulnerable families that are not covered (e.g., some
rehabilitation services). In addition, the plan does not specify a periodicity schedule for well-child
preventive services. Some limitations on covered benefits aso apply, such as mandatory
utilization review after 15 inpatient days of mental health treatment or 20 outpatient visits.
However, the McDermott/Wellstone proposal also would provide for increased federa funding
for preventive and primary services through existing programs such as the Maternal and Child
Health Block Grant (Title V), the Preventive Health Block Grant, and others. Therefore, the
excluded benefits or support services may be provided through these programs even after
enactment of the single payer plan.

Clinton Administration Plan. The Clinton Administration bill has the most detailed benefit
package, making it relatively easy to analyze strengths and weaknesses. The benefit package is
relatively comprehensive, placing greater emphasis on prevention and primary care than most
policies today. As with McDermott/ Wellstone, some important benefits are not specified,
including case management, health education and support services for families who have children
with specia needs. However, it appears that they may be covered by federal block grants that are
proposed for continuation after the plan's implementation. Of perhaps greater concern for
vulnerable children are limitations on certain covered benefits, including the following:

1. The periodicity schedule for pediatric visits does not match that recommended by the
American Academy of Pediatrics, potentialy leaving gaps in children's screenings for
physical, developmental, and other problems.

2. The plan's outpatient rehabilitation services are generally good for those children with
acquired conditions (i.e., those that follow an illness or injury); however, rehabilitation
services are not comprehensive for the congenital conditions (e.g., birth defects) that
are common among children with special health care needs. In addition, respiratory
therapy and audiology services are not covered, although both are critical to assisting a
child toward normal health and development. Extended outpatient rehabilitation
services (i.e., following each 60-day period of service) would be covered only if the
child's function is "improving." Some children may need extensive service before
improvement is noted; "improvement” may also be hard to measure in young children
whose course of development may be profoundly affected by their illness or congenital
condition. Finaly, the plan does not include coverage for customized medical devices,
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hearing aids, and assistive technologies. These kinds of equipment are not a luxury for
children. Rather, they are centra to children’'s growth and development.

3. The plan places limitations on the scope of benefits for both mental health services and
alcohol and drug services, including annua visit limits, a requirement that children
meet individua health plan criteria in order to obtain these services, and lack of
coverage for preventive mental health or acohol or drug services. These limitations
may not serve the needs of children with serious emotional disturbances, adolescents
with chemical dependency, or children at risk for either mental illness or chemical
dependency.

Provider Supply

Each of the proposals includes language intended to improve access to health care in underserved
communities, either by: (1) providing incentives for providers to locate there; (2) authorizing
grants to support health care resources; (3) and/or promoting training of health care providers
likely to serve underserved communities.

Providers in Underserved Communities.  The McDermott/Wellstone and the Clinton
Administration plans include funding for essential community providers, funding for primary care
provider training including pediatricians, and grants to centers to promote primary care in
underserved areas. The Chafee/Thomas, Cooper/Breaux, and Michel plans all include funding for
community-based services, for provider training, and medicaly unserved areas, but are less
specific on the details for implementation than the other two plans.

Provisions for Pediatric Providers. All the plans are silent on access to pediatric providers and
pediatric speciadist services. The McDermott/ Wellstone plan alows choice of al approved
providers including specidists, and the Clinton Administration plan provides for a "point of
service' option as well as enrollment in fee-for-service plans that would guarantee access to the
provider o