Public Opinion on Health_Care Issues

Little has changed on the public opinion front since President Obama signed the Patient Protection and Affordable Care Act
(ACA) into law last March 23. More than half of Americans continue to report that they are confused about the law and
don’t understand how it will impact them personally. Meanwhile, the public remains divided in their views of the ACA, and a
stark partisan opinion gap persists. In terms of next steps for health reform, a majority of Americans like the idea of allowing
states to substitute their own plans for the federal one, with the caveat that the states’ plans are of equal quality and cover
just as many people, but most are opposed to the idea of defunding the ACA. The public is still split on repeal, with slightly
more wanting to expand the law or feave it as is than wanting to repeal it entirely or replace it with a Republican
olternative. A majority do want to repeal the individual mandate, but opposition falls markedly when people are told that
the mandate will not change the existing health care arrangements of most Americans.

ON COMPLEX LAW, WIDESPREAD CONFUSION REMAINS
Despite ongoing education efforts
by the federal government and
numerous stakeholders, many
Americans — [egitimately distracted
by the demands of everyday life, the Percent who say that “confused” describes thelr feelings about the health reform taw:
pressures of a bad economy, and
the complexity of the legislative a0

changes — continue to report that ACAsigned inta Iaw]
. on March 23, 2010
they are confused and lacking
information about how the year-old s o
53% 2% 53%

health reform law will affect them. 50%
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This month fully 52 percent of the m
public says they do not have enough
information about the health reform
law to understand how it will impact i
them personally, while 47 percent
thirk they do. This is nearly identical
to the proportions found "
immediately after passage last April, amo
when 56 percent said they did not
have adequate information.

Reported lack of understanding is higher among
several key populations. For example, six in ten

uninsured say they do not know enough about
All Ame g I potential impacts, along with six in ten of those living
" Annual household income in low income households."
Less than $40,000 38% 61%
$40-90,000 52 47
$90,000 or more 55 44
Insurance status (age <65)
insured 51% 48%
Uninsured 40 60

! Low income household defined here as household with 2010 income under S40,000,

March 2011



VIEWS OF LAW LITTLE CHANGED OVER COURSE OF FIRST YEAR

A year of post-passage debate on the merits of the ACA, and the beginning stages of the law’s implementation, have done
little to change the overall shape of Americans’ opinions on the legislation. In March, one year after the law’s passage, the
Kaiser Health Tracking Poll found that 42 percent of Americans hold favorable views of the law while 46 percent view it
unfavorahly, a basic division of public opinion that has changed little during the course of the past year.

In an open-ended question, about
half of those with positive views
pointed to much the same things in
explaining their position: expanded

As you may know, a healith reform bill was signed into law early last year. Given what you

access to insurance and health care know about the health reform law, do you have a generally favorable or generally
(mentioned by 51 percent of those unfavorable opinion of It?
who view the law favorably). Those -
with negative views provide a wider —&— ravorable  ~@~ Unfavorable < Don't know/Refused
spectrum of reasons. At the top of @
the list: 20 percent are concerned g e 23, 201G
about costs; 19 percent had
concerns about government’s role;
and 18 percent mentioned o
opposition to the individual
mandate.
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underpinnings of those opinions. A - : : :

L R Mar Apr May Jun Jul Aug Sep oct Moy Dec Jan Feb Mar
majority of those Americans who 0 a1t

identify as Dermocrats back the law
(71 percent in the current survey),
and have done so throughout the
year. Most Republicans, however,
oppose the law (82 percent) and
have done so consistently through
the past 12 months. Independents
are divided, currently tilting negative

Percent who say they have a favorable opinion of the health reform law:

1004 o

(37 percent hold a favorable view, -8~ Democrats  ~B- Independents  =4= Republicans
ACA slgned [nto law
49 an unfavorable one). an March 23, 2010

Another hallmark of partisan % ot

opinion on the law is Republicans’ e o T
greater intensity of feeling. Shortly
after passage, asked whether they
felt very or somewhat unfavorably
toward the law, fully six in ten e
Republicans chose the more o,

extreme “very unfavorable” to e - -

describe their views, a proportion e , o Lo mam gy
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rmonth (59 percent). While intensity
of support among Demaocrats spiked
around the time of passage, It
settled back down last May and those with “very favorable” views of the law have hovered in the 30 to 40 paercent range
since then. This month 40 percent of Democrats say they have a “very favorable” view of the law.




THE EXPECTATIONS GAME: LITTLE CHANGE IN EXPECTATIONS OVER YEAR

Similarly, across the past six months
neither the law’s advocates nor its
detractors have been able to make
any progress in convincing a majority
of the public the law will be a
success (or a failure). According to
the Kaiser Health Tracking Pall,
Americans are in roughly the same
place they were in August in terms of
expecting the law to succeed in
expanding coverage, reducing costs,
and regulating insurance companies.
Most Americans expect the law to be
at least somewhat successful in
expanding coverage for the
uninsured and in enhancing
consumer protections in the health
insurance market, but they are
divided on whether the law will bring
down costs for the average
American, and a narrow majority
does not expect It to bring down the
country’s overali health spending.

Please tell me how successful, if at all, you expect the new health reform law to be in

accomplishing each of the following goals.

W Very successful

Expandling heaith nsurance coverage for the
uninsured

Regulating health Insurance companles so that
the average person with private Insurance will
have hetter consumer protections

Reducing the amount the average American
has te pay for health care and health insurance

Reducing the total amount the country spends
on health care

Nota; Don’t knowfRetused answiers nat shawn.

B somewhat successful

8% 4%

. 43%

Not too successful

Not at all successful

Emotional reactions are also unchanged, with similar proportions now as a year ago saying they are confused {53 percent),
anxious (39 percent) and angry (34 percent).

STATE SUBSTITUTION

With Republicans quite critical of the law and some state officials chafing at its requirements, the issue of how much
flexihility states should be granted, and with what conditions attached, has been a subject of debate in Washington.

Overall, 66 percent of the public
agrees that if states can provide
coverage that is equally
comprehensive and affordable,
they should be permitted to
substitute their plan for that of

Yes, states should be permitted to substitute own plan

the ACA. Currently, states will be

No, states should not be permitted to substitute

allowed to implement such
alternatives in 2017, but several
key policymakers would like to see
this option made available in
earlier years. This idea s popular

Don’t know/Refused
id

across party groups, backed by 75

percent of Republicans and 72

percent of Independents.

Democrats, who overwhelmingly

Still favor states being able to substitute 26%
Oppose states heing able to substitute &5
Originally 29
Once heard argumeant 36
Don’t know/Refused 9

favor the ACA as is, are somewhat

less likely to back state substitution, but a majority still remains in favor (55 percent}.

There would likely be less public support for the concept, howaever, if states were to attempt to save money by
implementing plans that covered fewer people with more limited health insurance. The poll suggests in this scenaric,
roughly two in three would oppose state substitution, while 26 percent would remain in favor. Four in ten Republicans
would still support state substitution under this scenario, compared to 14 percent of Democrats and 29 percent of

independents.



REPEAL? EXPANSION?

In a more stepped back look at the
ACA's future, the public again turns
in a mixed verdict. Cverall, 21
percent suppert leaving the law as
is and another 30 percent even What would you like to see Congress do when it comes to the health care law?
support expanding it. In contrast,

21 percent would rEpeal the law I EXPANDlaw B KEEP lawasls ;I::hE:;;zv;I::I;ﬂ-REPLACE
and not return to the subject of sponsored alternative
health reform, while 18 percent
would repeal the law but then
replace it with a Republican
alternative. These views are :
predictably partisan in nature, with bemocrats 49% 0%
most Democrats supporting the law
as is (30 pertent) or even an
expansion of the law {49 percent). Independents 7% 19%
Most Republicans support some
version of repeal: 39 percent favor
repealing the law and replacing it Republicans
with a GOP-sponsored alternative
and 35 percent want to repeal and
not replace it.

REPEAL law and
NOT REPLACE It

Total 30% L 2R%

Complicating this picture is the fact
that even as there is no public
majority in favor of the law as a
whole, significant portions of the
ACA are popular with the American
public. As has been true in previous
months, when the public is asked
whether they would support repeal
of individual provisions of the law, Ta credits to small businesses
the only provision that a majority
are ready to let go of is the
individual mandate, Overall, eight in
ten would like to keep the tax
credits for small business, and
upwards of seven in ten would like FInanclal help for low and moderate Income Amerlcans In
to keep the guaranteed issue need of coverage
provisions, the changes that impact
the Medicare prescription drug
‘doughnut hole’, and the income-
based health insurance subsidies.
With the exception of the latter,
these provisions are even supported
by majorities of Republicans.

I'm going to read you several elements of the health reform law. For each, please tell me if
you think lawmalers should keep it or repeal it.

M Keep . Repeal

Gradually close the Medicare "doughnut hole”

Guaranteed Issue

Increase Medicare payrofl tax on wealthy

Individual mandate

Nate! Questlon responses abiirevlated. See Topline: htto./fowre Xff ong Aiaiserpolls /8168 £Mm for complete wording.

The individual mandate remains unpopular, with two thirds {67 percent} supporting its repeal. These views are, however,
still somewhat mazlleable in the face of countervailing information. For example, told that “under the reform law, most
Americans would still get coverage through their employers and so would automatically satisfy the requirement without
having to buy any new insurance,” support for repealing the mandate fell substantially to 35 percent. Support for repeal of
this portion of the law also decreased somewhat when opponents of the mandate were told that without such a
requirement, people might wait uatil they were quite sick to buy Insurance, though this line of reasoning did not result in as
dramatic a change (support for repeal fell to 48 percent).



Most Americans {60 percent) are aware of the fact that, as of now, the Republicans in Congress do not have an agreed upon
alternative to the ACA, though their caucus Is united in wanting it repealed. As on all matters partisan, the public Is quite
divided as to whether a Republican alternative would improve the current situation. For example, 25 percent say the
Republicans would do a better job at lowering the amount the United States spends overall on health care, but 30 percent
think they would do a worse job, and 34 percént wouldn't expect it to be any different.

DEFUNDING REMAINS UNPOPULAR

As has been true for the past two months, most Americans oppose the idea of using the legislative budgeting process to
stop seme or all of health reform from being put into place. Overall, 64 percent say they disapprove of this tactic, including
a majority of Democrats (86 percent) and Independents (65 percent). Most Republicans (61 percent), however, would
approve of cutting off funding for the law.

HAS HEALTH REFORM IMPACTED YOU?

At the one year anniversary, small but measurable groups of Americans say they have profited from the health reform law
and, on the opposite end of the spectrum, believe they have been harmed by it. In both cases, the survey reports how the
public believes they have heen impacted, rather than how many have actually have been impacted, since it is often difficult
for people to discriminate beiween changes wrought by new legislation and changes that would have occurred even in Its
absence. Overall, 13 percent say their family has benefited from health reform over the past year, while 20 percent report
having suffered a negative effect.

“I already had a free physical” “Costs are going up and coverage is going down”
“t am a full time student and 25 years old so my parents “t think becouse our insurance premiums have increased in
were able to put me back on their pfan” anticipation of this new health reform law”
“Our insurance premium has lowered a significant deal “We will probably end up paying more taxes — we are in
ond we are told that it’s due to the new law” an upper bracket”

“We're in debt, [the] government is, The health reform
“They are closing the doughnut hole for seniors and they [law] is going to increase cur nationaol debt, It will make
are giving us a check for the doughnut hofe” our government larger. There are other ways to get people

to get health care”

“In seeing the doctor they cut us back on how long we
“Insurance companies fwon’t] be able to deny [those with] | have to wait — used to see the doctor every 3 months now

pre-existing conditions” it's every 6 months — that started when the law was put
into place” ‘

“My current coverage will decrease [the] co-pay [for] “Creates angst it is frustrating to hove government be

doctor visits” involved in something they should not be involved in”

“We are already payling] for insured people. All of us will
be paying more, middle class will pay and pay, anything
the federal f[government] regulates is a major screw-up”

“Small business deductions — those who cover employees
get o tax credit”

“It would be a safety if | wos to get unemployed” “Deeper cuts in benefits that were offered from work”




WiLL HEALTH REFORM HELP YOU?
Because maost major provisions of the
ACA will not be implemented until
2014, many Americans’ views in year
one are impacted less by tangible
experience with the law’s effects and
maore by their views of how the law
might affect them once
implemented. Since the beginning of
the health care debate In earnest at
the start of 2010, Americans have
remained divided on the law’s
potential impact on their own family,
ahother instance where neither the
first year of implementation nor the
legislative opposition to the law on
Capitol Hill have managed to sway
people’s views of how a somewhat
abstract piece of legislation will
affect their own lives. Currently,
three in ten say they expect to be
worse off under the health reform
law, a quarter {26 percent) feel they

0%

6O%
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7% 27%
20%

16%
1%

Do you think you and vour famlly will be better off or worse off under the health reform law,
or don't you think it will make much difference?

mseas Qg o O
% [+] oy

-8~ Better off < Won't make much difference  ~@- Worse off

ACA slgned into law
on March 23, 2010
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wifl be better off, and nearly four in ten {39 percent) believe the law will not make a difference either way.

A more fine-grained analysis of the
ways Americans are anticipating the
law will affect their health care
situation leads to the same
conclusion: no major change in
opinion. Over the past year, across
measures that ask Americans how
they expect the quality, cost and
availability of their own care and
coverage to change under the ACA,
there has been relatively little
change. Currently, a plurality (42
percent) say they expect their own
health care costs to rise under the
health reform law, compared to a
quarter {23 percent} who expect
they will be paying less. When it
comes to health care quality and
access, the public is more divided.
Slightly more say their health care
quality will be worse than better (32
percent versus 20 percent) under
the law, but a plurality doesn’t

it stay about the same?

Your ability to get and

keep health Insurance

The cost of health care
for you and your family

The quality of your
own health care

Under the health reform law, do you think each of the following will get better, worse or will

N Better ] Stay the same Waorse
THEN NOW
APRIL2010 MARCH 2011

expect any change. When it comes to access, the public is more evenly divided — a quarter (26 percent) believe their own
access to health insurance will improve under the law, a similar share (25 percent) say that It will get worse, and the rest do

hot expect any change.



One group whose views
stand out as particularly

negative here are those
aged 50 to 64, a population
The quality of your own health care beginning to grapple with
Better 25% 26% 13% 14% increasing health problems
Woerse 25 28 43 32 even as they have years to
It will stay about the same 50 42 42 50 wait before reaching
The cost of health care for you and your family eligihility for Medicare.
Better 26% 30% 15% 15% Fully 57 percent in this
Waorse 24 39 57 46 group expect their health
It will stay about the same 44 28 24 35 care costs to go up because
Your ability to get and keep health insurance of health reform, compared
Better 29% 33% 23% 15% to only 24 percent among
Warse 16 21 35 27 those under age 30.
It will stay about the same 53 42 40 55

SENIORS

Throughout the past year, seniors
have been more skeptical of the
ACA, and they continue to be so at
the one year anniversary, with just
over half holding an unfavorable
view of the law. March, however,
saw a halt to the pattern of
increasing negativity that started last
December. Unfavorable views
dropped among seniors by 7
percentage points over the month,
while positive views increased by 8
percentage points.

0%

ACA slgned into law
oh March 23, 2010

55%

%51’6

[

0%

22%
In part their views may be based on
the fact that by a two to one margin,
they are more likely to believe
Medicare will be worse off (39

12%

As you may know, a health reform bill was signed into law early last year. Given what you
know about the health reform law, do you have a generally favorable or generally
unfavorahle opinion of it?
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percent) than better off (19 percent)
because of health reform.

law, or don’t you think it will make much difference?

Bo% AMODNG SENIORS [age 65 and older}

20%

18%
16%

0%

Do you think the Medicare program will be better off or worse off under the health reform
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0%
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These numbers have been fairly
steady since the bill was signed into
law.

Ml

Fols

2010

Motet Don't know/Refused answers not shawn,

2011




HEALTH CARE CONCERNS IN DAILY LIFE: MEDICAE COSTS CONTINUE TO BE MIAJOR WORRY, PARTICULARLY FOR
UNINSURED

The continuing debate over the
ACA occasionally seems to
overwhelm discussion of the

problems that Americans are How confident are you that you would have enough money or health insurance to pay for a
facing in finding and affording major iliness, such as a heart attack, cancer, or a serious inJury that required hospitalization?
medical care, problems which look Would you say you are very confident, somewhat confident, not too confldent, or not at all

’ confident?

much the same in spring 2011 as
they did in spring 2010. Overall, B Veryconfident B Somewhat confident Not too confident Net at all confldent
three in ten Americans doubt '
whether they have enough money
or health insurance to pay their
family’s day to day medical costs,
as was true last year at this time.
Nearly four in ten (37 percent) Insured (age <65)
doubt they could cover the costs in
the case of a serlous medical
emergency, again, as was true last
year (when 38 percent said so). Uninsured (age <65)
These problems are particularly
acute among those Americans who
do not currently have health
coverage. Fully eight in ten of the
uninsured lack confidence in their ability to pay for treatment of a sudden, major iliness.

Note: Dor't know/Refused answers not shown,

These estimations are borne out In the proportion of Americans who report having had problems paying their medical bills
over the past year, or skipping needed care in order to save money. Overall, nearly one in four Americans (23 percent)
report that their household experienced problems paying medical bills over the past year. This is down slightly from 30
percent in March of last year. Fully half of Americans (52 percent)—and eight in ten among the uninsured—say they or a
family member have put off
some sort of medical care over
the past year for reasons of cost,

Percent who say they or another family member living in their household, have done each of This is not to say that there are

the following in the past 12 months because of the cost: not broad areas of satisfaction
with the American health care
) system. The March poll found
Skipped dental care or checkups _ 33% ,
that most Americans are at least

guality of care they receive (87

Relied on hama remedies ar aver—:the-counter drugs - 39% somewhat satisfied with the
Instead of going to see a doctor

Put off or postponed getting health care needed 28% percent) and with their ability to
get the latest medical
Net filled a prescription for a medicine - 21%
treatments (79 percent). About
Skipped a recommended medical test or treatment - 21% two thirds (65 percent) say they
‘ are content with their current
Cut pills in half or skipped doses of medicine - 15% health care costs. And among

those with health insurance
coverage, 32 percent rate their
plan as ‘excellent’ and another
58 percent as ‘good’,

Had problams getting mental health care . 9%

“Yes’ to any of the ahove

But worry runs high about
getting and keeping health insurance. Seven in ten say they are at least somewhat worried about having to pay more for
health care or health coverage, and half worry about not being able to afford needed care. Four in ten among the insured .
worry about losing that coverage.



In terms of concrete experiences with price increases in the insurance market, roughly half of those with health insurance
say thelr health insurance premiums-have been going up lately, and one in five say their premium increases have been a
financial burden. Four in ten say their deductibles and co-pays have been going up lately.

THE UNINSURED
Asked why they don’t have health coverage, uninsured respondents in the March survey were most likely to say they
couldn’t afford it (48 percent). Other respenses include not being eligible for employer coverage (11 percent), being

unemployed (8 parcent), their employer not offering it (6 percent), having been turned down due to preexisting conditions
(6 percent) and not needing it {5 percent).

Meanwhile, the protracted debate over the needs of the uninsured has not changed Americans’ impressions of this group
in at least one way: roughly half (52 percent) still believe that people without health insurance mostly live in households
where no one Is employed. In fact, the opposite is true, most uninsured live in households where someone is working.”

? See htipy//www.kff.org/uninsured /upload/7806-03.0df

Methodology

This Kaiser Health Tracking Poll was desighed and analyzed by public opinion researchers at the Kaiser Family
Foundation led by Mollyann Brodie, Ph.D., including Claudia Deane, Sarah Cha, and Theresa Boston. The survey was
conducted March 8 through March 13, 2011, among a nationally representative random sample of 1,202 adults ages 18
and older. Telephone interviews conducted by landline {801) and cell phone (401, including 172 who had no landline
telephone) were carried out in English and Spanish by Princeton Survey Research Associates.

The margin of sampling error is plus or minus 3 percentage points. For results based on other subgroups, the margin of
sampling error may be higher. Note that sampling error is only one of many potential sources of error in this or any
other public opinion poll.

The full question wording, results, charts and a brief on the poll can be viewed online at
hito:/fwww i org/kaisweroclls/8166.cfm.

Additional copies of this publication {#8166-F) are available on the Kaiser Family Foundation's website at www.kff.org.

The Henry J. Kaiser Family Foundation: Headquartess 2400 Sand Hill Road, Menlo Park, (A 94025 Phone: 650.854.9400 Fax: 650.854.4800
Washington Ofices and Barbara Jordan Conference Center: 1330 G Street N.-W,, Washington, DC20005 Phone: 202.347.5270 Fax: 2023475274 wwwidforg

The Kaiser Family Foundation Is a non-profit private operating foundation, based in Mendo Park, Califoraia, dedicated to producing and communicating the best possible analysis and
infonnation on health issues. :
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Health Insurance for Children

Which Children Are
Still Uninsured and Why

John Holahan, Lisa Dubay, and Genevieve M. Kenney

SUMMARY

A strong economy and increased enrollment in
employer-sponsored health insurance coverage,
together with expansions in Medicaid and State
Children’s Health Insurance Program {SCHIP)
led to reductions in uninsurance ameng low-
income American. children between 1998 and
2000 (from 15.6% to 13.3%).. Nonctheless,
12% (about 9 million) of children remained
uninsured. Identifying these children and
understanding the factors that contribute to
their continued lack of health coverage is key to
providing them access to health care.

Using 1994, 1998, and 2000 census data, this
article analyzes recent trends in children’s health
coverage, as well as the groups that make up the
population of uninsured children. The picture
that emerges from these analyses is one of
tremendous varfation in coverage for different
groups of children, with some groups having a
higher risk for lacking health insurance. For
example, poor children, Hispanics, adolescents,

and children with foreign-born parents {particu-
larly those whose parents are not U.S. citizens)
are overrepresented among the uninsured.

The authors conclude that the strong economy
and concomitant increase in employer-based
coverage played a bigger part in reducing unin-
surance rates than did expansions in public pro-
grams. They also argue that lack of participation
by eligible children rather than inadequate eli-
gibility levels is the key policy issue, and con-
clude with several recommendations to increase
program participation.

Jokm Holaban, Ph.D., is the divector of the Henlth
Policy Research Center at the Urban Instirure.

Lisn Dubay, Sc.M., is o semior vesearch associate at the
Health Policy Reseavch Center at the Urban Institute,

Genevieve M. Kenney, M A., Ph.D., is o principal
veseavch associate nt the Health Policy Research Center
ar the Urban Institute.

www.futureofchildren.org
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“Indeed, we have a moral obligation to move forward—
to close this gap in health coverage among children.”
~ HHS Secretary Kathleen Sebelius, Health Affairs, September 3, 2010

EXECUTIVE SUMMARY

Two years ago, on February 4, 2009, President Obama signed the Children's Health Insurance
Program Reauthorization Act (CHIPRA) into [aw. CHIPRA offers states new financial resources
and options to improve health coverage for children through Medicaid and the Children’s Health
Insurance Program (CHIP). The new law, combined with the financial support provided to state
Medicaid programs through the American Recovery and Reinvestment Act of 2002 (ARRA),
enabled states to improve their coverage rules and procedures and to insure more eligible children
in Medicaid and CHIP, despite ongoing economic challenges.

CHIPRA offered a wide range of policy and programmatic “tools” to enable states to move their
coverage efforts forward. In addition to providing an unprecedented amount of federal funding
dedicated to outreach and enrollment efforts, the law authorized several new policy options—Ilike
Express Lane Eligibility, coverage of pregnant women in CHIP, and removing the 5 year waiting
period for lawfully residing immigrant children and pregnant women to enroll in Medicaid and
CHIP. All of these tools have proven significant to states' ability to find and enroll uninsured
children and keep them enrolied for as long as they are eligible.

This year's enrollment growth stemmed partly from the effects of the continued economic
downturn combined with the aggressive steps states and an array of stakeholders have taken

to ensure eligible children get the health coverage they need. Secretary Sebelius stressed the
importance of such efforts on the first anniversary of CHIPRA when she issued the Connecting
Kids to Coverage Challenge, calling upon leaders at all levels of government and the private sector
to find and enroll the nearly five million uninsured children eligible for Medicaid and CHIP and
keep them covered for as long as they qualify. She emphasized that CHIPRA provides the support
needed for this work to be successful, by providing the tools to modernize and build consumer-
friendly, data-driven enrollment systems, and by supporting outreach and enrollment efforts at the
state and community levels.

Connecting Kids to Coverage has generated a significant amount of support, with over 40
national, state and local organizations as well as two Governors officially signing on. Ohio
Governor Ted Strickland was the first to accept the Challenge in March 2010 and Governor

Ted Kulongoski of Oregon joined the Challenge in August 2010. Since the Secretary formally
announced Connecting Kids to Coverage in September 2010, more than 150 organizations have
registered their support on the www.challenge.gov website.

2010 CHIPRA ANNUAL REPORT. CONNECTING KIDS TO COVERAGE



This report reviews the progress achieved during Federal fiscal year (FY) 2010 and highlights the
steps being taken at the state, federal, and community levels to bring the nation closer to the
widely shared goal of ensuring that all children in America have quality, affordable health coverage.

* More than 2 million children gained Medicaid or CHIP coverage during federal fiscal
year 2010 (October 1, 2009 — September 30, 2010). In total, Medicaid and CHIP served
more than 42 million children last year. This steady increase in enrollment is evidence of
the important role that Medicaid and CHIP play for children, especially during economic
downturns. The uninsurance rate for children continues to decline at a time when the rate
for adults is climbing. The increase in children's enrollment demonstrates that Medicaid and
CHIP are serving the purpose for which they were created—providing high quality health
coverage for lower-income families.

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

¢ CHIPRA Performance Bonuses have encouraged states to adopt and augment simplification
measures in Medicaid and CHIP. Fifteen states qualified for a total of $206 million in
Performance Bonuses for FY 2010. This is a significant increase over 2009 when 10 states
received bonuses totaling $75 million. The bonuses provide additional federal financial
support each year to states that successfully boost enroliment above target levels among
previously eligible but uninsured children in Medicaid. To qualify, a state not only has to
enroll more children, but must also have implemented program features that are designed to
promote enrollment of eligible children, The bonuses were designed to help offset the cost
of covering the additional children that are enrolled as a result of these efforts.

» States are increasing their use of technology to facilitate children's enrollment and
retention. Nearly two-thirds of states (32} have an on-line application that can be submitted
electronically; 29 states allow electronic signatures on those applications. Six states have
received approval to enroll children through the “Express Lane Eligibility” (ELE) option
created by CHIPRA. Thirty-three states are utilizing the CHIPRA data matching process
provided by the Social Security Administration to confirm U.S. citizenship for children.

» Outreach and enrollment grants have advanced coverage and led to public-private
partnerships throughout the country to enroll more children. Sixty-eight grantees across
41 states are working diligently to facilitate children's enroliment in health coverage
(See Grantee Spotlights). A second round of $40 million in outreach and enroliment grants
will be awarded in the summer of 2011.
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» Improving quality of care continues to be a priority for the federal government and
the states-—as well as the new Medicaid and CHIP Payment and Access Commission
{MACPAC)—which began its work in 2010. HHS awarded $100 million in quality
improvement funding in the form of 10 grants that will span across 18 states to help them
implement and evaluate provider performance measures and utilize health information
technologies. HHS also finalized the core set of 24 child health quality measures that states
may report and is preparing to provide technical assistance on implementing these measures.
Finally, MACPAC was formally established and has held four public meetings with its
Commissioners, with its first report scheduled for release in March 2011,

The accomplishments continue to grow, but our collective work is not complete. The U.S. Census
Bureau reported that while Medicaid and CHIP are playing the critical role of providing health
coverage for children, and states have continued to make steady progress, we continue to face the
challenge of reaching the nearly 5 million uninsured children in the United states that are eligible
for Medicaid or CHIP but are not enrolled.

INTRODUCTION

On February 4, 2009, President Obama sighed the Children’s Health insurance Program
Reauthorization Act of 2009 (CHIPRA). This legislation marked a new era in children’s coverage
by providing states with significant new funding, new programmatic options, and a range of
new incentives for covering children. One of the clear goals of the legislation is to support states
in developing efficient and effective strategies to identify, enroll, and retain health coverage for
uninsured children who are eligible for Medicaid or CHIP but are not enrolled.

The passage of the American Recovery and Reinvestment Act (ARRA) followed soon after the
signing of CHIPRA in early 2009 and has served as a stabilizing force for states by providing
additional federal payments for Medicaid coverage during the economic downturn. This additional
support has played a significant role in strengthening Medicaid coverage in general, and for
children, in particular.

PERCENTAGE OF CHILDREN WITHOUT HEALTH iINSURANCE,
: BY POVERTY LEVEL, 1998-2009

Children below
200% of poverty 23%

Children above 6%
200% of poverty e~

Source: U.S. Census Bureau September 2009,
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U.S. Census Bureau data show that although more than 7 million children are uninsured, the
uninsurance rate among children continued to decline from 2008 to 2009. This trend is significantly
better for children than for adults, whose insurance coverage rate actually declined between 2008
and 2009.2 On average, 82 percent of eligible children participate in Medicaid and CHIP, a further
indication that these programs are fulfilling the role for which they are intended.*

Building on efforts that began in 2009, HHS continued to work closely with states, other federal
departments and agencies, and a broad array of private and public leaders and organizations
interested in children's coverage to implement CHIPRA. This report highlights federal and state
activities over the course of the two years since CHIPRA was enacted and notes some of the plans
for continued and enhanced activities in 2011.

CHIPRA IN 2010: CONTINUING THE PROGRESS

Eligibility and Enrollment Improvements

2010 was another busy year for both the federal government and states in terms of children's
coverage. The Centers for Medicare & Medicaid Services (CMS) continued to provide policy
guidance in the form of letters and question-and-answer documents for state health officials (state
Medicaid and CHIP directors as well as public health officials) to assist states in implementing

the provisions of CHIPRA. Many of the CHIPRA provisions relate to improving eligibility and
enrollment practices and utilizing the new financing opportunities like the increased federal match
for translation and interpretation services, among other key policy issues. CMS has released nearly
two dozen policy letters and other guidance to states since CHIPRA was enacted.®

State progress continued at a surprising pace in 2010, paiticularly considering the economic
downturn. According to an annual survey released in January 2011 by the Kaiser Family Foundation
(prepared by the Georgetown Center for Children and Families), nearly all states maintained or
made improvements to their Medicaid and CHIP eligibility and enrollment procedures. According
to the study, 13 states expanded eligibility and 14 states made improvements in enroliment and
renewal procedures in Medicaid and/or CHIP. Arizona was the only state that restricted eligibility in
2010 by putting an enroliment cap in place in its CHIP program.

Enrollment Gains. Children's enrollment in Medicaid and CHIP increased by more than 2 million
during federal Fiscal Year (FY) 2010. Together, these critical programs served more than 42 million
children over the course of the year (See Appendix A). This time frame also coincided with the
period during which enhanced federal Medicaid matching payments to states were made through
ARRA. This enrollment increase reflects the greater need for affordable coverage options during
the economic downturn. Whereas Medicaid and CHIP enroliment increases correspond with a
continued decline in the uninsurance rate for children, the rate of uninsurance among adults
increased between 2008 — 2009.7 This demonstrates the value of the strong programs that states
have built over the past 13 years and the new efficiencies and improvements that states have
incorporated into their programs.
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CHILDREN'S HEALTH INSURANCE PROGRAM
Upper Income Limits as of January 1, 2011

At or above 300% FPL
201% ~ 300% FPL
[ ]200% FpPL

Under 200% FPL

Raising the bar on eligibility. States have clearly committed themselves to the importance of
children's coverage and the opportunities provided through the enhanced federal matching rates
in CHIP. Forty-six states and the District of Columbia now cover children with incomes up to 200
percent of the Federal Poverty Level (FPL) (344,700 for a family of four in 2011) in Medicaid and
CHIP; with 24 of those states and the District of Columbia covering children with incomes up

to 250 percent of the FPL ($55,875 for a family of four in 2011). Twenty-two states now offer
coverage to lawfully residing immigrant children and/or pregnant women, enabling states to
receive federal funding for this coverage. (15 states previously provided this coverage with state-
only funds, so this option has resulted in new coverage for children and/or pregnant women in

7 states.)
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Shifting the paradigm toward simplified, family-friendly enroliment and renewal
processes. As states and community organizations have gained experience over the 13 years since
the Children’s Health [nsurance Program was created and states began investing in improvements
to their Medicaid programs for children, a number of program characteristics that were widely used
in the pre-welfare reform era are now virtually obsolete.® For example:

¢ 48 states and the District of Columbia have eliminated the requirement for a face-to-face
interview before being enrolted in coverage;

¢ 49 states and the District have removed the face-to-face interview requirement at
renewal: and

o 47 states and the District of Columbia no longer consider a family's assets when
determining eligibility for children in Medicaid and CHIP.

As strategies for streamlining enrollment and renewal processes have been proven effective and,
in some cases have achieved cost-savings over the years, increasing numbers of states are learning
from each other and adopting these best practices. For example:

» 48 states and the District of Columbia have a 12 month eligibility period for Medicaid and
CHIP; and 23 states offer 12 months of continuous eligibility—keeping children enrolled for
a full year regardless of changes in circumstances;

» 36 of 38 states that operate a separate CHIP program have a single joint application that can
be used to apply for and renew both Medicaid and CHIP coverage;

¢ 32 states now have an on-line application and in 29 states applications can be submitted
electronically; and

* 33 states and the District of Columbia are utilizing the data matching process provided by
the Social Security Administration to confirm U.S. citizenship for children in Medicaid.

FY 2010 Performance Bonuses. CHIPRA established a new series of Performance Bonuses to
provide additional federaf funding for qualifying states that have taken specific steps to simplify
Medicaid and CHIP enroliment and renewal procedures and have also increased Medicaid
enrollment of children above a baseline level. The amount of the award correlates with the
percentage increase in enrollment above the baseline—the more children states enroll, the higher
the bonus—and states that achieve more than a 10 percent increase in enroliment receive an even
farger ("Tier 2") bonus.

CMS awarded $206 million in FY 2010 CHIPRA Performance Bonuses to 15 states across the
country. The number of children enrolled in Medicaid in the 15 states receiving Bonuses increased
by 875,000 children above the baseline level established for FY 2010. (See Appendix) The
enrollment increases in the qualifying states ranged from 6% to 36%, and 10 of the 15 states

had enroliment increases of 10% or more, qualifying them for a larger, “Tier 2," award. Alabama
received the largest bonus of any state for the second year in a row. This year, Alabama achieved a
36% increase in enrollment aver the statutorily-set baseline and earned a $54.9 million award. All
states that received a Performance Bonus in 2009 qualified again for 2010; 5 of the states receiving
bonuses this year are newly qualifying states. (CMS awarded over $75 million in Performance
Bonuses to 10 states in FY 2009.) The increase in Performance Bonuses for 2010 demonstrates
states’ ongoing commitment to covering children and improving their programs despite

fiscal challenges.

2010 CHIPRA ANNUAL REPORT: CONNECTING KIDS TO COVERAGE



FY 2010 PERFORMANCE BONUS AWARDS

Alabama $54,965,407

- Alaska 84408789
Colorado $13,671,043

Iinols BERE LXK P2 G
lowa $ 6,760,901

CKansas | $2578009
Louisiana ' $ 3,555,853

Maiyland  stosasess |
Michigan $ 9,268,552

- New Jersey 58788959,
New Mexico $ 8,553,431
Oregon ' $15,055,255

| Washington - | smeonzas
Wisconsin $23,076,127

TOTAL: | $206,152,744

Performance Bonus Highlights

States received the bonuses by enrolling more currently eligible children, rather than for expanding
eligibility levels. Cutting red tape and streamlining procedures enables families to more easily
enroll their children in health coverage and keep them covered for as long as they are eligible. The
simplification measures that help states qualify for the bonuses remain a part of the programs, and
therefore have a long-term positive impact on access to coverage and continuity of care into the
future. States have simplified their programs in various ways:

» lowa adopted the presumptive eligibility option and, in March 2010, began implementing
the program on a small scale by training 16 state-employed outreach workers to carry out
eligibility determinations. In October 2010, the Department of Public Health ied a joint
training with the Department of Education to qualify school nurses to make determinations,
as well. By the end of the year, about 300 children had been enrolled using presumptive
eligibility. The state expects this number to increase substantially when it ramps up the
program over the next year, in part, by allowing certified workers to use an on-line process.
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* New Mexico Medicaid pre-populates renewal forms with the most recent income
information that has been reported by the child's family. Upon receiving the renewal form
in the mail, families have several options for confirming that the information is correct: they
can sign the form and mail or fax it back, call a hotline, or email their confirmation. Since
the inception of the simplified renewal process in October 2007, most families have used
mail or telephone (including an automated voice response system), and about 20 percent
have taken advantage of the fax and email options. Information from the Supplemental
Nutrition Assistance Program (SNAP) or cash assistance files also can be used to renew the
child's Medicaid coverage. According to state officials, prior to the use of the pre-populated
renewal form, renewal rates ranged from 40% to 60%——today, about 80% of children are
getting their coverage renewed,

¢ Wisconsin families have had the option to apply for children’s health coverage using the
state's on-line application, ACCESS, since June 2006. Currently, about 45% of applicants
choose to apply online. in January 2010, the state simplified its online renewal process so
that families that apply on-line can now go into their personal ACCESS account and answer
a few simple questions about changes in employment or home address. If no changes have
occurred, the family can sign electronically and coverage can be renewed. If changes have
occurred, the family can provide the new information so that a renewal decision can be
made. Wisconsin is working on additional systems enhancements that will further simplify
the renewal process. For example, information from available databases will automatically
update the family's case summary prior to renewal so that families will be able to review the
most recent data the state has about their situation.

» Cutting red tape also reduces the administrative burden on states. Over the last decade,
Louisiana has continuously improved its renewal processes and the state now boasts that
the shift to a streamlined system is saving $12 million annually and is keeping the vast
majority of eligible children from losing coverage. in August 2010, of the 45,809 children
who were up for renewal, just 327—less than 1%—were not renewed for procedural
reasons, such as not returning paperwork.?

Promising Strategies

Efforts to modernize and streamline enrollment and renewal procedures and boost children's
enrollment are also actively underway in states that have not yet qualified for a performance bonus:

e Under its CHIPRA outreach grant, the Oklahoma Health Care Authority (OHCA) has
launched “SoonerEnroll” which enlists outreach partners across the state to assist families
with online enrollment. The state has noted significant increases in enrollment since the
online system launched in September 2010. Oklahoma has also taken steps to improve
retention. The state began making calls to families scheduled to renew their coverage
and offered them the opportunity to renew by phone. The process takes five minutes and
coverage is renewed immediately, meaning children needing health services experience
no unnecessary gaps. In two months, more than 1,800 children and adults renewed their
coverage using the telephone process.
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» Despite its budget constraints, Kentucky has continued to train and encourage community
partners to assist families in completing the state's KCHIP application. in addition to enlisting
faith-based organizations and child care centers, the state has trained retired teachers and
paraprofessionals making home visits to teach parenting skills. State officials also responded
when it became apparent that 700 children were losing coverage each month because their
premiums were not paid. Recognizing that families are experiencing difficult economic times,
Kentucky suspended the $20 per month premium. The state estimates that the suspension
of the premium resulted in an increase of 2,257 children in KCHIP during the two months
that followed.

Setting the Stage for Further Coverage Improvements

HHS has initiated a multi-pronged strategy designed to ensure further improvements and to reach
those children who are eligible for Medicaid or CHIP but unenrolled. In September 2010, the
Secretary hosted an event that highlighted a report prepared by the Urban Institute and published
in the journal Health Affairs that analyzed participation rates among children eligible for Medicaid
and CHIP. The study found that, nationally, 82 percent of eligible children were participating in
these programs. The state-specific participation rates ranged from 55 percent in Nevada to 95
percent in Massachusetts and the District of Columbia.’ These data, combined with the Census
Bureau findings that two-thirds of the 7.3 million uninsured children in the nation are currently
eligible for coverage under Medicaid and CHIP program rules but are not enrolled, underscored the
importance of the Secretary's Connecting Kids to Coverage Challenge. The Challenge is the main
component of the CHIPRA-funded national outreach campaign.
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The other elements of the broader CHIPRA outreach and enrollment campaign involve use of

the $100 million in federal funding provided by CHIPRA together with an additional $40 million
provided by the Affordable Care Act to be dedicated to promoting outreach and enrollment
strategies focused on children. CHIPRA allocated $80 million for grants to community-based
organizations, states, schools, faith-based organizations and health care providers, and $10 million
for grants to health care providers and Indian Tribes that serve the Native American community

to find and enroll eligible children. The Affordable Care Act divided up the additional $40 million
proportionately, providing an additional $4 million for the national campaign, $4 million for tribal
providers, and the remaining $32 million to be devoted to grants. These funds are collectively
available through FY 2015. '

Outreach Grants—Closing the Gaps. As noted above, CHIPRA made a total of $80 million in
outreach grant funds available between FY 2009 and FY 2013. CMS awarded the first $40 million
in grant awards to 68 grantees across 42 states and the District of Columbia in September 2009. -
In February 2011, HHS is making available the remaining $40 million in grant funds authorized
by CHIPRA. This “Cycle 11" funding opportunity is directed to projects that focus on closing the
gaps in coverage among some of the nation's most vulnerable populations of children. The Urban
Institute study released in October 2010 found that nationally, there is an 82 percent participation
rate among eligible children in Medicaid and CHIP. Another study found that, in addition to
geographic disparities, certain populations of children, such as adolescents and Latinos, are more
likely to be uninsured." This may be due to a variety of barriers, including but not limited to
language, literacy, and other cultural factors.

As such, the CHIPRA “Cycle II" grant solicitation requests that applicants select one Focus Area for
the proposed grant project that will target efforts around a specific strategy or population.

* Using Technology to Facilitate Enrollment and Renewal
* Focusing on Retention: Keeping Eligible Children Covered for as Long as They Qualify
* Engaging Schools in Outreach, Enrollment and Renewal Activities

« Reaching Out to Particular Groups of Children that are More Likely to Experiences Gaps
in Coverage

* Ensuring Eligible Teens Are Enrolled and Stay Covered

The grant applications are due to be submitted on April 18, 2011 and awards wifl be announced in
late July 2011.

Tribal Outreach Grants. In April 2010, CMS awarded nearly $10 million in grant funds to

41 Tribal health providers, Indian Health Service providers, and other health providers in urban
areas across 19 states. These grants are available for tribal outreach and enroliment efforts for a
five year period.
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CONNECTING KIDS TO COVERAGE: STEPPiN‘-G UP TO THE CHALLENGE

American Academy of Pediatrics
Center on Budget and Policy Priorities
Children NOW (California)

Children's Defense Fund (and CDF
affiliates in CA, LA, MN, M5, NY, OH,
and TX)

City of Tampa, Florida

Families USA

First Focus

March of Dimes

Michigan Primary Care Association
MomsRising

National Academy for State
Health Policy

National Association of Children’s
Hospitals and Related Institutions

National Association of School Nurses

National Council of La Raza

National Covering Kids and Families
Network

New England Alliance for Children's
Health-Community Catalyst

Northwest Georgia Healthcare
Partnership

PICO

Philadelphia Eagles Youth Partnership
The Robert weod Johnson Foundation
SingleStop USA

Tarrant County CHIP Coalition (Fort
Worth, TX)

United Way Worldwide and their
affiliates:

Aloha United Way

United Ways of California:

United Way of Corono-Norco (CA)
United Way of Kern Co. (CA)

United ay of Santa Cruz Co. (CA)
United Way of Silicon Valley (CA)
United Way of Ventura Co. (CA)
United way of Connecticut

United Way of Greater Cincinnati
(OH, KY)

United Way of Greater Toledo (OH)

United Way of Greater
Willtamsburg (VA)

United Way of Kentucky

United Way of Madison
County (IN)

United Way of the Plains
United Ways of Tennessee
Voices for America's Children

Connecting Kids to Coverage. In September 2010, the Secretary refocused attention on the
Connecting Kids to Coverage challenge she issued on the first anniversary of CHIPRA, in which
she called upon leaders in government, community and faith-based organizations, health care
providers, schools, and others to identify and enrolf all children who are eligible for Medicaid and
CHIP within the next five years. As a result of the excitement that the Challenge has generated,
more than 40 organizations have formally “stepped up” and more than 150 organizations and
individuals have registered their support at www.challenge.gov/hhs54, a government-wide
website that is tracking progress on a wide range of challenges. (See text box)

The Coaches Campaign: Get Covered, Get in the Game. During the summer of 2010, CMS
launched the Get Covered, Get in the Game Campaign to enlist coaches of school and community
youth sports teams in seven pilot states (Colorado, Florida, Maryland, New York, Ohio, Oregon,
and Wisconsin) to help meet the Connecting Kids to Coverage Challenge. To participate in sports
programs, children are usually required to have a physical exam, which can be difficult to get
without health insurance. Families of uninsured children are often reluctant to let their uninsured
children play, for fear they won't be able to pay the bills if the child gets hurt. Get Covered, Get in
the Game gives schools and communities the tools they need to link youth athletes and all eligible
children and teens to Medicaid and CHIP. CMS provided customized outreach materials and
signage for school sports events, and helped pilot states organize events, build partnerships with
youth sports organizations and generate media coverage.

2010 CHIPRA ANNUAL REPORT: CONNECTING KIDS TO COVERAGE

1




12

InsureKidsNow.gov. The /insureKidsNow Web site (www.insurekidsnow.gov) has been updated
and further enhanced to include additional information for consumers interested in learning about
the Medicaid and CHIP programs and providers in their states. The Web site includes direct links
to individual state CHIP and/or Medicaid sites where families can access the program application
or even apply on-line. It also includes links to information about how to find health care and
dental providers. InsureKidsNow now serves the dual purpose of providing policy and program
information for professionals and states interested in federal activities around children's coverage
broadly and CHIPRA implementation specifically. This site will continue to be augmented and
regularly updated and will serve as a resource for research and policy analysis conducted by
government and other organizations about the effectiveness of these programs.

Thriving Public-Private Partnerships. More than a decade of successful philanthropic initiatives
like the Covering Kids and Families initiative that started in the late 1990s, the Maximizing
Enrollment for Kids project, the Finish Line project and the initiatives sponsored by United Way
Worldwide demonstrate how much can be achieved when communities are united behind a
common goal.

The Max Enroll project began in 2008 and is supported by the Robert Wood Johnson Foundation.
The program provides targeted funding to eight states to help them improve their Medicaid and
CHIP systems, policies, and procedures and assisting them with implementation strategies fo cover
more eligible children." The Finish Line project is an initiative of the David and Lucile Packard
Foundation that has, since 2006, worked in and across states to build efforts toward achieving

the goal of providing health coverage to all children. The initiative supports policy efforts in select
states to advance coverage for children; and supports the broader movement to cover all children
through its support for policy advocacy organizations.'

A key example of the success of these efforts can be taken from the CHIPRA Performance Bonuses
—11 of the 15 states that are involved in Max Enroll and/or the Finish Line project received a
Performance Bonus in FY 2010.

United Way Worldwide was one of the first national organizations to step up to the Connecting
Kids to Coverage Challenge in the fall of 2010, dovetailing its efforts to promote health and
wellness among children. Several longstanding United Way initiatives present rich opportunities
for finding and enrolling eligible children. For example, United Way's successful 2-1-1 human
services helpline is a great way to link callers to health coverage for their children and even to help
them enroll over the phone. Many United Ways sponsor Volunteer Income Tax Assistance (VITA)
sites, an IRS program that provides low-income working families free help preparing their tax
returns. Getting information and assistance enrolling in Medicaid and CHIP will benefit many of
the families at the VITA sites who have children likely to qualify. United Way Worldwide is actively
encouraging its local affiliates to step up to the Challenge in their own communities and, since
September 2010, state and local United Ways in California, Kentucky, Ohio, Tennessee, Texas and
Washington have committed to Connecting Kids to Coverage.
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Assuring Access to Quality Care for Children

Core Quality Measures. Relying on a collaboration between the Agency for Health Care
Research and Quality (AHRQ), CMS, and a National Advisory Committee made up of experts in
quality and performance measurement, HHS developed a proposed core set of 24 child health
quality measures that states, health insurance issuers, and managed care entities may adopt to
monitor and assess access to care and health outcomes among children served by Medicaid and
CHIP. As a follow-up to identifying the initial core set of children's health care quality measures,
CHIPRA required the establishment of a Pediatric Quality Measures Program (PQMP) of grants
and contracts. Results of the PQMP are to be used to develop future enhanced and improved
core sets of measures and provide for development of new measures as needed. To meet these
requirements, AHRQ has issued a funding announcement for a Coordinating and Technical
Assistance Center and also for a CHIPRA Pediatric Healthcare Quality Measures Program Centers
of Excellence funding opportunity. The proposed priorities for the PQMP have been made available
for public comment in the Federal Register."

Quality Demonstrations. CHIPRA provided $100 million in federal funding for a series of
demonstration projects designed to establish and evaluate a national quality system for children's
~ health care. In February 2010, the Secretary awarded 10 grants to improve health care quality and

~ delivery systems for children enrolled in Medicaid and CHIP. The awardees represent both single-
state projects and multi-state collaborations. Grantees working in multi-state partnerships will share
award funds with those partners—to be distributed among 18 states in total."® The grants, which
are available over a five year period, will help states implement and evaluate provider performance
measures and utilize health information technelogies such as pediatric electronic health records and
other quality improvement initiatives.
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While this first year is largely the planning phase of the grants, states are undertaking promising
interventions related to behavioral health, care coordination, and oral health services for children.
Maryland (with Georgia and Wyoming), North Carolina, and Pennsylvania plan to enhance
children's access to behavioral health services by testing different approaches to paying for and
coordinating physical and behavioral health services. Maine (with Vermont), lllinois (Florida's
partner), and Massachusetts have created opportunities to improve care coordination for
children by using electronic health records and offering incentives to ensure referral information
is shared among providers. Other grantees including Florida and Oregon are building better
connections between their medical homes and dental care services provided to their pediatric
patients. This coming year holds even more promise as grantees begin moving from planning into
implementation of clinical interventions, collecting the CHIPRA initial core measures, and testing
pediatric health record format.

Improving Access to Dental Care. Improving access to dental care for children is a high
priority for HHS, for the Medicaid and CHIP programs and an area of emphasis in CHIPRA. The
legislation made dental services a mandatory benefit for separate CHIP programs and required
states to provide a listing of all participating Medicaid and CHIP dental providers through the
InsureKidsNow website. The purpose of this requirement was to give families the opportunity to
more easily identify participating dental providers in their community. in addition, the Center for
Medicaid, CHIP and Survey & Certification within CMS has begun a major initiative to work with
states to improve access to preventive dental care. In April 2010, CMS arnounced two specific
goals for improvement in this area:

¢ To increase the rate of children ages 1-20 enrolled in Medicaid or CHIP who receive any
preventive dental service by 10 percentage points over a five-year period; and

* To increase the rate of children ages 6-9 enrolled in Medicaid or CHIP who receive a dental
sealant on a permanent molar tooth by 10 percentage points over a five-year period.

CMS held national stakeholders meetings with states in October and November 2010 and with
provider, policy and advocacy organizations in January 2011 and has shared a draft Dental Strategy
with a wide range of stakeholders for informal comment before finalizing the plan which will be
posted on the InsureKidsNow website as well as the CMS website.
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CONCLUSION: FORGING AHEAD, BUILDING ON SUCCESS

During the two years since CHIPRA was enacted, millions of uninsured children have gained
coverage in Medicaid and CHIP and, as a direct result, the portion of children in America are
going without health insurance continues to decline despite job losses and the difficult economic
circumstances facing families. While participation rates in Medicaid and CHIP—averaging 82%
nationally'’——are higher than the fevels achieved in most other means-tested programs, boosting
participation remains the key step in closing the coverage gap for children.

Further improvements in outreach, enrollment, and retention are needed if states and communities
are to be successful in ultimately covering the nearly 5 million uninsured children who are already
eligible for Medicaid or CHIP coverage. State efforts to improve these programs and corresponding
data shows that it is possible to ensure that eligible children are enrolled, but these efforts will not
be sustainable unless all stakeholders continue to come together, pool resources, and share best
practices over the next three years as we make the transition to 2014 and the seamless system

of health coverage that lies ahead. These parinerships will be the key to our success in creating

a culture of coverage where all Americans, adults and children alike, are enrolled and receive the
health care they need.

APPENDICES

1. FY 2010 Children's Enrollment in Medicaid and CHIP by State
2. Children's Health Coverage: 2011 Upper Income Limits

3. FY 2010 CHIPRA Performance Bonus Awards Chart
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APPENDIX 1:
FY 2010 Number of Children Ever Enrolied in Medicaid and CHIP

STATE AND : a o S— GPER*(‘)C‘E\T’L
. PRQGRAM TYPE : * OVER 2009
Alabama () 110,158 137,545 519 672 846,766 629,830 984 311 56.3
Alaska (M) - 11,655 12,473 : 75,040 78,034 86,695 90,507 4.4
Avrizona {S) 66,275 39,589 888,175 951,092 954,450 990,681 3.8
Arkansas {C) - 101,312 100,770 408,574 404,307 509,886 505,077 - -09
California {C) 1,748,135 1,731,605 4,333 458 4,457,183 6,081,593 6,188,788 1.8
Colorade (5) 102,395 106,643 418,966 452 636 521,361 569,279 7.3
Connecticut (5) 21,874 21,033 264,551 © 282100 286,425 303,133 5.8
Delaware (C) 12,599 12,852 83,521 83,857 96,120 96,709 0.6
District of Columbia (M) 9,260 8,100 81,576 89,402 90,836 97,502 7.3
Florida (C) 417,414 403,349 1,751,232 1,915,280 2,168,646 2,319,329 - 6.9
Georgia (5) 254,365 248,268 1,047,790 1,098,937 1,302,155 1,347,205 3.5
Hawall (M) 24,691 27,256 99,235 4,736 123,926 141,992 14.6
Idaho (C) 44,319 42 208 149,682 169,216 194,001 211,424 9.0
Ilingis {C) . 376,618 329,104 1,851,325 2,080,461 2,327,943 2,409,565 35
Indiana (C) 142,665 141,497 660,617 670,047 803,282 811,544 1.0
lowa {C} 52,608 63,985 273,031 293,103 325,639 357,088 9.7
Kansas (5} 48,020 56,384 204,258 201,038 252,348 257,422 2.0
Kentucky (C) 73,143 79,380 455 384 490,486 528,527 569,866 7.8
Louisiana (C) 170,082 157,012 636,440 662,361 806,522 819,873 1.7
Maing (C) 31,349 32,994 139,380 142,931 170,729 175,925 " 30
Maryland (M) 124,622 118,944 401,412 437,840 526,034 556,784 5.8
Massachusetts (C) 143,044 142,279 483,167 488,191 626,211 630,470 0.7
Michigan (C) 72,035 69,796 1,158,602 1,188,936 1,230,537 1,258,732 23
Minnesota. (C) 5470 5,164 482 792 482,352 488,262 487,516 0.2
Mississippi {S) 86,839 95,556 589,784 518,332 676,623 713,888 5.5
Missouri (C) 103,709 86,261 568,309 548,085 672,018 634,346 -5.6
Montana+ (C) 25,749 25,231 56,612 70,175 82,361 95,406 15.8
Nebraska (f) ‘ 48,139 47,922 162,738 164,435 210,877 212,357 0.7
Nevada (5) 33,981 31,654 176,845 212,426 210,826 243,980 157
New Hampshire (C) 13,197 10,630 82,019 94,531 102,216 105,161 2.9
New Jersey (C) 167,009 187 211 577,553 617,895 744 562 805,106 8.1
New Mexico (M) 11,169 . 9,654 356,332 ) 372,989 . 367,501 382,643 4.1
New York (S) 532,635 539,614 2,001,995 2,080,412 2,534,630 2,620,026 34
North Carolina {C} " 259,652 253,852 1,035,284 1,243,785 1,294,936 1,492,677 15.7
North Dakota (C) 6,983 7,192 39,256 43,568 46,239 50,760 9.3
Chio (W) | 265,680 253,711 1,100,316 1,150,356 1,365,996 1,404,067 2.8
Qklahoma (C) 123,681 122,874 415,414 477 181 539,095 600,055 1.3
Qregon 59 51,835 64,727 253,823 289,123 | 305,658 353,850 158
Pennsylvania (5) 264,847 273,221 1,196,395 1,228,017 1,461,242 1,501,238 27
Rhode Island (C) 19,596 23,253 106,906 108,321 126,502 . 131,574 4.0
Sauth Carolina (C) 85,046 73,438 508,374 485,322 593,420 558,760 -5.8
South Dakota {C) 15,249 15,872 45,296 46,994 60,545 62,866 3.8
Tennessee (C) 83,333 81,341 759,080 781,567 842,413 862,908 2.4
Texas {S) . 869,867 928,483 2,916,283 3,279,846 3,786,150 4,208,329 1.2
Utah (S) 59,806 62,071 219,464 237,125 279,270 299,196 7.1
Yermont (5) 7,082 7,026 72,180 72,891 79,272 79,917 0.8
Virginia {(C) 167,589 173,515 562,093 603,166 729,682 776,681 6.4
Washington {5) 27,415 35,894 730,194 708,950 757,609 741,844 =24
West Virginia (5) 38,200 37,539 240,813 247 953 279013 235,492 2.3
Wiscansin (C) 153,917 " 161,469 489,706 520,003 643,623 681,472 59
Wyoming (5) 8,871 8,342 54,409 58,277 63,280 66,619 53

7695264 - 7,705723 32,292,253 34,441,217 39,987,517 42,146,940

{S) — Separate child health programs (M) — Medicald expansion programs  {C) ~ Combination programs  (NR) — Not Reported

Data Source: SCHIP Statistical Enroliment Data System (SEDS) forms CMS-21E, CMS-64.21E, and CMS-21waiver (1/10/11)
Montana changed to (C} 10/1/09



APPENDIX 2: Children's Health Coverage: 2011 Upper Income Limits

% FPL . ANNUAL INCOME LINITS

Alabama 300% $67,050

Alaska 175% . $48,897

Arizona 200% $44,700

Arkansas 200% $44,700

California 300% $67,050

Colorado 250% $55,875

Connecticut 300% $67,050

Delaware 200% $44,700

District of Columbia 300% $67,050

Florida 200% $44,700

Geotgia 235% $52,523

Hawaii 300% $77,130

ldaho 185% $41,347

Iinois 200% $44 700

Indiana 300% $67,050

lowa I 300% $67,050

Kansas ) 241% $53,864

Kentucky 200% -$44,700

Louisiana 250% $55 875

Maine 200% $44,700

Maryland 300% $67,050

Massachusetts 300% ‘ $67,050

Michigan 200% $44,700

Minnesota 275% - $&1,462

Mississippi 200% $44,700

Missouri 300% ’ $67,050

Montana 280% $55,875

Nebraska 200% S 544,700

Nevada 200% $44,700

New Hampshire ‘ 300% $67,050

New Jersey 350% $78,225

New Mexico 235% $52523

North Dakota 160% $35,760

Ohig ' ' 300% $67,050

Ollahema 300% $67,050

QOregon . 300% $67,050

Pennsylvania 300% $67,050

Rhode Island ' 250% $55,875

South Carclina 200% $44 700

South Dekota 200% $44,700

Tennesses 250% $55,875

Texas 200% $44,700 All figures based on the
Utah 200% $44,700 2011 Federal Poverty Level
Vermont, 300% $67,050 (FPL) for a family of four
Virginia 200% $44,700 ($22,350).

Washington 300% 567,050 : MNote: Alaska’s FPL for a
West Virginfa 250% $55,875 family of 4 is $27,940 and
Wiseonsin 300% $67,050 Hawaii's FPL for a family of
Wyoming 200% $44,700 4is $25,710.
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Wisconsin: Single Year Uninsured Estimates (ACS)

Compare Wisconsinte: | United

Single Year Uninsured Estimates (ACS)

Uninsured Estimates of the Total Population, Amarican Community Survey (ACS), 2009 Catnpary EE
WI WI us us
# Yo # . %

Insured 5,045,182 90.6% 255,807,333 84.9%

Uninsured H 520,873 i 9.4% 45,664,741, 15.1%

Total [ 5,566,055 H 100.0% 301,472,074 100.0%
showlide roles) T o
Unipsurad Estimatas of Childran 0-17, American Community Survey (ACS), 2008 ' Compary E@,

Wi Wi us us
. # %o # %
' Insured 1,237,430 95.0% 47,989,330 91.4%

Uninsured 65,407 5.0% 6,369,023 8.6%

1,302,837 100.0% 74,358,353 100.0%
Uningured Estimatas of Adults 18-64, American Community Survey (ACS), 2009 Ciaplrg EE
W1 WL us us
# % # Yo

Insured 3,084,582 87.2% 150,243,840 75.4%

Uninsured 452,815 12.8% 38,937,384 20.6%

Total 3,537,357 100.0% i 189,181,224 100,0%
e noles e T e s
Uninsured Estil of Women, American Community Survey (ACS), 2009 comyre B,

WI Wi us us
# Y # %

Insured 2,600,612 92.5% 133,227,790 86.6%

Uninsured ) 211,746 7.5% 20,699,006 13.4%

Total ’ 2,812,258 100.0% 153,926,796 100.0%
P R ‘ SRR SRS
Uninsurad Estimates of Man, American Community Survey (ACS), 2009 Cnmparuﬁ@,

WI W1 us us
# Yo # %

Insured 2,444,570 88.8% 83.1%

Unlnsured 309,127 11.2% 24,965,735 16.9%

i Total 2,753,697 100.0% 147,545,278 100.0%
{showhide riofes) T -
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New Federalism

National Survey of America’s Families

SOHIP

State Children's
Health Insurance
Program Evaluation

Almost all low-
acome parents are
aware of at least one
publicly subsidized
nsurarce program

for children.

How Familiar Are Low-Income
Parents with Medicaid and SCHIP?

Genevieve Kenney, Jennifer Haley, and Lisa Dubay

A greater number of low-income children
are now eligible for public health insur-
ance coverage than at any time in the past.
With expansions in Medicaid eligibility for
children that began in the late 1980s and
the more recent expansions in coverage
under the new State Children’s Health
Ingurance Program (SCHIP), more than 80
percent of all uninsured children are now
eligible for publicly subsidized coverage
(Dubay and Haley forthcoming). A major
challenge facing Medicaid and SCHIP pro-
grams today is how to reach and enroll the
millions of children who are eligible but
who remain uninsured (Mills 2000).
Relatively little is known about why these
uninsured children are not covered.
Knowledge gaps, confusion about program
rules, and problems assoclated with the
enrollment process appear to be contribut-
ing factors (Kaiser Commission 2000,
Stuber et al. 2000).

Enacted in 1997, SCHIP gave states the
opportunity to expand coverage to chil-
dren with incomes up to 200 percent of the
tederal poverty level (FPL) or higher, using
Medicaid programs or state-specific pro-
grams that are separate from Medicaid. By
2000, all states and the District of
Columbia had approval for expangions
under SCHIP, with 18 states expanding
coverage by relying exclusively on
Medicaid and 33 states implementing sepa-
rate programs as part or all of their SCHIP
expansion (Health Care Financing
Administration 2000, Hill 2000).

For this brief, new questions on the
1999 National Survey of America’s
Families (NSAF) were used to assess the
familiarity of low-income families (defined
as below 200 percent of the FPL) with
Medicaid and SCHIP programs.' This
analysis showed that although the vast
majority (88 percent) of low-income unin-
sured children have parents who have
heard of either the Medicaid or SCHIP pro-
gram in their state, only 38 percent have
parents who have heard of at least one of
the programs and also know that children
can participate even if the family is not
receiving welfare. Moreover, while 86 per-
cent of low-income uninsured children in
states with separate SCHIP programs had
parents who had heard of the Medicaid
program, by 1999, just 47 percent had par-
ents who had heard of the separate SCHIP
program in their state. The 1999 NSAF
data also indicate substantial variation
across states in awareness of these pro-
grams and confusion about eligibility.

The NSAF: Data and
Methods

The NSAF is a household survey that pro-
vides nationally representative estimates
and has large samples in 13 states. It the
1999 NSAF, we asked parents* whether
they had heard of the separate SCHIP pro-
gram in their state;? whether they had
heard of the Medicaid program in their
state;*® and, for those who had heard of
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More than half (53
percent) of all low-
income parents
either are not aware
of any child health
insurance program
in their state or do
not know that
enrollment in
welfare is not a
precondition for
participation.

either Medicaid or SCHIP, whether they
knew if their state’s programs covered chil-
dren in families that do not receive wel-
fare. If parents responded either that fami-
lies had to be on welfare or that they did
not know whether families had to be on
welfare for their children to participate in

. these programs, we characterized them as

not understanding the basic rules. To some
extent, responses to this question reflect
perceptions about eligibility requirements
for both Medicaid and SCHIP; however,
most responses reflect how well the par-
ents understand the eligibility rules for
Medicaid.t

For this analysis, we focused on low-
income children.” Insurance status at the
time of the survey was categorized using a
hierarchy that gives first priority to
Medicaid /SCHIP /State coverage and sec-
ond priority to private coverage. We ana-
lyzed the following three insurance cate-
gories: (1) Medicaid/SCHIP/State® (2) pri-
vate, and (3) uninsured.

Findings

Ontly 9 percent of all low-income children
have parents who have not heard of either
the Medicaid or SCHIP program in their
state, indicating that almost all low-income
parents are aware of at least one publicly
subsidized insurance program for children
(table 1). However, 44 percent have par-
ents who have heard of at least one of the

programs but do not understand that their
families do not need to participate in wel-
fare for their children to be eligible for cov-
erage. Thus, altogether, more than half (53
percent) of all low-income parents either
are not aware of any child health insurance
program in their state or do not know that
enrollment in welfare is not a precondition
for participation. In states with separate
SCHIP programs, parents who have heard
of the separate SCHIP program are less
likely to be confused than parents who
have heard only of the Medicaid program
in their state, which indicates that there is
greater confusion about Medicaid (data not
shown).

Not surprisingly, low-income children
enrolled in either Medicaid or SCHIP are
more likely than other low-income chil-
dren to have parents who have heard of -
the programs and who understand the
basic eligibility rules (65 percent for
Medicaid /SCHIP-covered children, com-
pared with 38 percent for uninsured chil-
dren and 34 percent for children with pri-
vate coverage). But even so, 30 percent of
the low-income children enrolled in
Medicaid or SCHIP have parents who are
confused about the basic eligibility require-
ments.

Only 38 percent of low-income unin-
sured children have parents who have
heard of Medicaid or SCHIP programs and
who also understand the basic eligibility
rules. In particular, although fully 88 per-

TABLE 1. Familiarity with Medicaid/SCHIP Programs among Parents in Low-Income
Families, Nationally, by Child's Insurance Status, 1999
Insurance Status
All Low-
Income Medicaid/
Children Private SCHIP Uninsured
Have not heard of program(s} 53 B6* 35 62*
or do not understand basic rules
Have not heard of Medicaid/SCHIP g 71* 5 12*
Heard of program{s} but do hot 44 55* 30 49%
understand basic rules
Heard of programi{s) and 47 34* 66 38*

understand basic rules

Source: 1999 National Survey of America’s Families (NSAF).

Note: An asterisk indicates group is significantly different from the reference category, which is Medicaid/SCIHIP/State, at the 0,01 level,
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cent of all low-income uninsured children
have parents who are aware of either
Medicaid or SCHIP, 50 percent have par-
ents who have heard of the programs but
do not understand the basic eligibility
rules. Familiarity with Medicaid and
SCHIP is similar between low-income par-
ents with uninsured children and those
with privately insured children,
Familiarity with public health insur-
ance programs does not appear to be uni-
form among low-income families in differ-
ent states (figure 1)—more than 70 percent
of all low-income children in Massachu-
setts have parents who have heard of the
Medicaid /SCHIP program in their state
and who understand that families do not
need to be on welfare to participate, com-
pared with just 41 percent in Texas. It is
not clear why such differentials exist,
although they appear to be correlated with
wnderlying factors in these states. For
example, public coverage reached very dif-
ferent shares of the low-income popula-
- tions of Massachusetts and Texas, the two
states at opposite ends of the spectrum: In
1999, 60 percent of all low-income unin-

sured children in Massachusetts were
enrolled in the state’s Medicaid /SCHIP
program compared with just 26 percent in
Texas (Kenney, Dubay, and Haley 2000). In
addition, Massachusetts and Alabama, the
two states with the highest levels of basic
awareness and understanding, were also
among the earliest to implement their
SCHIP expansions and major outreach ini-
tiatives, while Texas and Mississippi, the
two states with the lowest levels of basic
understanding, rolled out the major por-
tion of their SCHIP expansions after 1999
(Ullman, Hill, and Almeida 1999, Hill and
Westpfahl Lutzky 2000}).

Not surprisingly, given the relative
“newness” of SCHIP, low-income families

- are more aware of Medicaid than of sepa-

rate SCHIP programs; 90 percent of all
low-income children have parents who
have heard of Medicaid, while only 49
percent have parents who have heard of
the separate SCHIP program in their state
{figure 2). For each insurance group, only
a small proportion of low-income chil-
dren—less than 5 percent—had parents
who had heard of the separate SCHIP pro-

FIGURE 1. Familiarity with Medicaid/SCHIP Programs among Low-Income Families, by
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Sowrce: 1999 Nationa! Survey of America’s Families (NSAF).

Note: An asterisk indicates state is significanily different from the national average at the 0.05 level or lower.

More than 70
percent of all low-
income childrer in
Massachusetts have
parents who have
heard of the
Medicaid/SCHIP
programt in their
state and who
understand that
families do riot need
to be on welfare to
participate,
compared with just
41 percent in Texas.
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Ninety percent of
all low-income
children have
parents who have
heard of Medicaid,
while only 49
percent have
parents who have
heard of the
separate SCHIP
program in their
state.

FIGURE 2. Awareness of Medicaid and Separate SCHIP Programs among Low-income
Famifies, Nationally, by Insurance Status, 1999
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Note: An asterisk indicates proup is significantly different from the reference category, which is Medicaid/SCHIP, at the 0.01 level, Measured

in 25 states with separate SCHIP programs in 1999,

gram but not the Medicaid program,
whereas between 40 percent and 49 pet-
cent had parents who had heard of
Medicaid but not the separate SCHIP pro-
gram {data not shown}. Consistent with
the data presented above, children
enrolled in Medicaid or SCHIP were more
likely than other children to have parents
who were aware of the separate SCHIP
program in their state. But even so, more
than 40 percent of all low-income children
with Medicaid/SCHIP coverage had par-
ents who had not heard of the separate
SCHIP program.”

Awareness of Medicaid and separate
SCHIP programs was 86 percent and 47
percent, respectively, among the parents of
low-income uninsured children. Thus,
fewer than half of all low-income unin-
sured children had parents who had heard
of the separate SCHIP program in their
state. The comparable figures for children
with private coverage were 87 percent and
42 percent, respectively.

Figure 3 demonstrates that states had
achieved very different levels of name
recognition with their separate SCHIP pro-
grams and that some states had been able
to achieve high levels of awareness with
their programs by 1999. In New Jersey and
New York, more than 75 percent of all low-
income children had parents who had

heard of the separate SCHIF programs in
those states. At the other end of the spec-
trum, only 34 percent in Colorado and 42
percent in California had heard of the sep-
arate SCHIP programs. The New York pro-
gram dates back to the early 1990s, before
the federal legislation that created SCHIP,
which could partially explain the high lev-
els of awareness. In contrast, the New
Jersey program was created in 1998, just
one year before the survey, but it did
receive high-profile support from the gov-
ernor’s office (Hill and Westpfahl Lutzky
forthcoming), which could have been key
to raising its profile in the state. Like New
York's, the Colorado program predates the
enactment of SCHIP, so the low levels of
awareness of the Colorado program cannot
be attributed simply to the program being
new. However, the pre-SCHIP program in
Colorado was small in scale and scope,
and public coverage for low-income chil-
dren in Colorado was far below the nation-
al average in 1999 (Kenney, Dubay, and
Haley 2000).

Poilicy implications

Tt is encouraging that the vast majority of
low-income parents have heard of at least
one public health insurance program in
their state. Although one might expect
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FIGURE 3. Awarensss of Medicaid and Separate SCHIF Programs among Low-income

Famiiies, by State, 1999
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Note: Awateness of separate SCHIP programs Is significantly higher than the average of the states with separate SCHIP programs in New
Jersey, New York, Michigan, and Florida, and significantly lower in California and Colorado, at the 0.01 Ievel.

most parents to have heard of the long-
established Medicaid program, the fact
that half of all low-income children had
parents who had also heard of these newer
separate SCHIP programs by 1999 is per-
haps surprising. This is promising evi-
dence that, only two years after the SCHII
legislation was passed, these new pro-
grams were alreacly becoming an estab-
lished part of the landscape.

However, many low-income parents
were not aware of the existence of the non-
Medicaid SCHIP programs in their state in
1999 or were confused about whether par-
ticipation in welfare programs was a pre-
requisite for enrolling in Medicaid or
SCHIP. Confusion was not limited just to
families whose children do not participate
in Medicaid or SCHIP; almost a third of all
children enrolled in Medicaid or SCHIP
had parents who were unsure whether
receipt of welfare was necessary for partic-
ipation. Moreover, there may be greater
. confusion about whether welfare participa-
lion is necessary for participation in
Medicaid than for separate SCHIP pro-
grams. Reducing barriers to Medicaid par-

invest in outreach—
more 8o in states
where awareness and

ticipation is critical to increasing coverage, understanding gf
given that 60 percent of all uninsured chil- Medicaid and

dren are eligible for Medicaid under Title edicaia an

XIX (Dubay and Haley forthcoming). To SCHIP programs are
remove the obstacles posed by these low.

knowledge gaps, states likely will need to
continue to invest in outreach—meore so in
states where awareness and understanding
of Medicaid and SCHIP programs are low.
Another challenge facing states is to
make more low-income families aware of
Medicaid and SCHIP programs. For SCIIP
expansions to reduce uninsurance among
children, it is critical that families know
about the coverage available through sepa-
rate non-Medicaid SCHIP programs, as an
estimated four of five children eligible for
coverage under Title XXI are eligible for
these separate programs (Dubay and
Haley forthcoming). In addition, while
early enthusiasm for the new SCHIP pro-
gram translated into large amounts of cre-
ative energy and funds going to outreach
and awareness, the prospects of an eco-
nomdic downturn and growing pressures
on state budgets could lead to decreased
investment in outreach, leaving new gener-
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ations of eligible families lacking informa-
tion about these programs,

Although states are somewhat limited
in the extent to which they can draw on
federal funds to publicize their separate
SCHIP programs, it is not clear how much
of a constraint states actually face with
regard to the federal funds on which they
can draw to finance outreach. Several
states have indicated that the cap on
administrative expenses constrained their
investments in outreach (Rosenbach et al,
2001). However, states can also use
Medicaid Title XIX funds to finance gener-
al purpose outreach efforts, which could be
aimed at publicizing both Medicaid and
separate programs and reducing confusion
about eligibility. In addition, states are not
constrained by federal law in the amount
of state dollars they use for outreach.

Finally, nearly 40 percent of low-
income uningured children have parents
who have heard of Medicaid or SCHIP and
understand that nonwelfare families are
eligible but still did not enroll their chil-
dren. Awareness of the availability of pub-
licly subsidized coverage does not auto-
matically lead to participation; while hear-
ing of the program and understanding the
basic rules are important first steps, par-
ents also must value the public health
insurance coverage that is available and
understand how to apply. Thus, enrolling
more uninsured children may require
improvements in Medicaid and SCHIP
enrollment, redetermination, and service-
delivery systems in addition to expanded
outreach efforts.

Endnotes

1. Additional information on Medicaid /SCHIP
enrollment barriers that was collected in the 1999

NSAF is analyzed in another brief (Kenney and
Haley 2001},

2. Detailed information was collected from the
adult who knew the most about the education and
health care of the child; we refer to this adult as
the parent because 95 percent of all these respon-
dents were the child’s parent.

3. Responses to this question were analyzed for
children who lived in 25 states that had separate
SCHIP programs i 1999 with names that were
different from the Medicaid program in their state.

An estimated 60 percent of all children live in
these 25 states. The weights used to analyze this
question reflect a reallocation of a small fraction of
the sample in the balance of the nation to permit
state-specific estimates for all states. As a result, 31
cases were excluded from figures 2 and 3 because
they were not asked about separate SCHIP pro-
grams and thus could not be classified by whether
they had heard of the program.

4, There is a possibility that some respondents
may repott having heard of Medicaid because of
reasons endogenous to the survey itself: A small
proportion of respondents in the 1999 NSAF had
been interviewed in the 1997 round of the survey
and may have heard of the program only because
of the earlier interview, Although the re-dnterviewed
group did report higher levels of awareness of
Medicaid than did the newly contacted group, the
difference was small (less than 3 percentage
points) and might be explained by demographic
differences between the groups of the sample.
Furthermore, the overlap group is less than a
quarter of the total NSAF sample (Wang, Cantor,
and Safir forthcoming).

5. We recoded answers given to these questions in
13 states resulting from possible ambiguities intro-
duced because SCHIP programs were Medicaid
expansions or because the separate SCHIP pro-
grams had the same program name as Madicaid.
Minnesota was excluded from the state-specific
analyses because we did not refer to the Medicaid
program directly as MinnesotaCare at this point in
the interview, which is likely to have led to lower
name recognition.

6. Sixty-seven percent of the sample were report-
ing whether they understood the eligibility rules
for the Medicaid program in their state, 31 percent
were reporting whether they understood the eligi-
bility rules for Medicaid in the separate SCHIP
program, and 2 percent were reporting whether
they understood the eligibility rules for the sepa-
rate SCHIP program.

7. This analysis excludes 33 ot the 13,497 total low-
income children who were either emancipated
minors (who were not asked about their

Medicaid /SCHIP knowledge) or whose parents
did not indicate whether they had heard of
Medicaid or SCHIP. An additional 17 low-income
children were excluded from analyses presented in
table 1 and figure 1 because their parents refused
to answer the question regarding whether children
have to pariicipate in welfare to be eligible for
Medicaid or SCHIP.

8. Includes coverage through Medicaid, separate
SCHIP programs, or other state-financed health
insurance programs and is called Medicaid/
SCHIP in the remainder of the brief.

9. Includes coverage from a current or former
employer or union, coverage under the CHAM-
PUS or other military programs, and privately
purchased coverage.
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10. Awareness of separate SCHIP programs was
almost universal among parents whose children
were reported to be enrolled in the separate pro-
grams in 1999, whereas 47 percent of low-income
children reported to be enrolled in Medicaid pro-
grams had parents who had not heard of the sepa-
rate SCHIP program (data not shown).
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Children’s Health and System Performance Measures for Wisconsin

Nationwide| Statewide| Statewide BY Statewide BY
Overall | Overall Special Health | Health Insurance
Results Results Care Needs Type
Measure - : 0
% % & Pop. Est % %
Pop. Est. | Pop. Est. | Pop. Est. —&L Pop. Est. . Pop. Est.
C , on- \ .
Nationwide| Statewide | CSHCN CSHCN Public : Private
CSHCN: Child has one or more ongoing i
health condition requiring above-routine 19.2 20.3 N 277 ¢ 183
amount or complexity of health services 14,136,454 | 266,540 76,816 : 173,887
{(children age 0 to 17 years)
Chronic Conditions: Child currently has
one or more of 21 chronic health 43.0 41.5 899 : 292 572 : 3638
conditions specified (children age 0 to 17 | 31,728,058 | 545,745 | 239,523 : 306,222 | 158,573 . 349,996
years)
Weight Status: Height-to-weight ratio E §
(BMI) at or above 85th percentile for 31.6 27.9 348 i 25.6 355 : 258
child’s age and sex (children age 10 to 17 | 10,001,679 162,772 | 51,270 ® 111,502 | 35,588 : 113,739
years) ;
Developmental Risk: Parent concerns
indicate moderate or high risk for 26.4 22.8 43.4 19.5 35.3 18.2
developmental or behavioral problems 6,135,063 89,258 23,289 i 65,969 | 35,310 { 49,980
(children age 4 months to 5 years)
Uni d: Child d t tly h
et st it o1 | s f s s |
6,697,766 | 75,332 | 13,476 | 61,857
to 17 years) i
Insurance Gaps: Child is currently ;
uninsured or was uninsured for one or 15.1 10.4 89 ¢ 107 142 ¢ 212
more periods of time during past 12 11,098,007 | 135,752 | 23,528 . 112,224 | 39,207 . 21,213
months (children age 0 to 17 years)
Insurance Adequacy: Coverage does not
meet child’s health needs, does not allow
mecd, mdior ity sourotpocket | | B35 | 24 | 33 4 264 | 29 | 4
N Y P 15,744,885 | 338,931 | 78,903 : 260,028 | 66,273 : 270,473
medical expenses are unreasonable
(currently insured children, age 0 to 17
years)
preventive medical care viss uring st | 85 | M2 | 928 | :20 | 82 [ 847
P ; £ 64,575,112 | 1,008,682 | 245,637 | 853,045 | 243,616} 801,027
12 months (children age 0 to 17 years)
e N T I TR A A R
months (children age 1 to 17 years) 54,293,506 | 1,002,195 | 220,402 : 781,793 | 188,417 752,859
WI MCH Needs Assessment 20 2011 - 2015
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National Indicators > Health Insurance Coverage

Adequacy of Current Insurance Coverage

The parents of CSHCN with health insurance were asked three questions about their children’s

Percant of Insuyed CSEEN with caverage:
Inadequate Ingerance

-

Doas the plan allow the child {0 see the health care providars that he/she needs?
Does the plan offer benafits and cover services that maet their needs?
Are the costs not covered by the plan reasonable?

maiterin bar
adanusie
NSNS He
8 pesgsaily . . .
of hveays et If parents answered “usually” or “always" for all three of thase questicns, then the child's coverage is
1L

crieriz for
ateyualy
Ingwrancs Bre |
st il e
always

nine G6.8%

-

considered fo be adequate. All others are considered to have inadequate insurance coverage.

1 Overall, one-third of CEHCN were reported by their parents to have inadequate Insurance coverage.

Nine percent of CSHCN were reported to have coverage where the child was not allowed to see

Percont of CSHON Whese lasurante Boss

Mot Mact Each Sriterion for Adenuasy* needed providers, almost 13 percent were reported to have a plan where the benefits do not meet
the child’'s needs, and 28 percent wera raperted to have a plan with charges that are unreasonable.
p 21 These figures are not mutually exclusive and the parents of some CSHCN may have repcried mere
: i than one of these problems with their child’s coverage.

! Adequacy of insurance coverage among CSHCN varies by family income. CSHCN with family
# 93 . incomes below 100 percent of the poverty level are most likely to be reported to have inadequate

= _‘ ; i insurance coverage {36 percent), while the parents of CSHCN with family incomes of 400 percent of
R ieaioan bunetits o 5ot chatges are pres poverty or more are least likely to report that their children have inadequate Insurance (29 percent).

m:;’;,if:f:m mﬁﬁﬁm seiidiilie The percaived adequacy of insurance covarage also varles by type of insuranca. Children with public
*Tivs oritorian is 1ot usoslly of ks wal insurance alone are less likely to be reportod to have inadeguate coverage (31 percent) than children

ol with private insurance alone or In combination with public coverage (34 percent).

Percelved adequacy of insurance coverage among CSHCN also varies noticeably by the impact of
the child’s condition. Children who are reporied by parents to have a condition that never affects their
abilities are the least likely to have inadequate insurance (26 percent), followad by children who are
340 346 sometimes affected by their condition {36 percent). Children who are affected usually, always, or &

7 : great deal by their condition are the most likely to have inadequate insurance; 41 percent of these
children are reported to have & plan that does not usually or always mest all of thelr needs.

Percent of Insnred CSHEN with
Inadequate Insurance:* Family Income
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