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. Nearly 10 million children are uninsured, often resulting in
difficulties in obtaining needed health care. To expand coverage
to low-income uninsured children, Congress enacted the State
Children’s Health Insurance Program (CHIP} as part of the
Balanced Budget Act (BBA) of 1997 (P.L. 105-33). This new
program allocates $20.3 billion in federal matching funds over
five years to states to expand insurance for children. States
can use the federal funds to expand coverage either through a
separate state program or by broadening their Medicaid
programs -- or both.

EuGIBILITY

The intent of CHIP is to expand health insurance coverage to
uninsured children under age 19 in families with incomes below
200% of poverty (Figure 1). Children with private insurance or
who are covered by or qualify for Medicaid are ineligible for
CHIP, as are those who are residents of public institutions or
whose families are eligible for state employee health benefits.
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Undocumented children and legally resident children arriving in
the U.S. after August 22, 1996 are ineligible for coverage but
may qualify for emergency Medicaid assistance. States that
implement their child health insurance programs through
Medicaid may use federal funds to cover legally resident
children in the country prior to August 22, 1996.

States that choose to operate a separate state child insurance
program can establish eligibility based on geographic area, age,
income and resources, residency, and disability status, as well
as limit duration of coverage. States cannot exclude children

Iiased upon a preexisting condition or diagnosis, and cannot

ver higher income._children._before lower income children.
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STATE CHILDREN’S HEALTH INSURANCE PROGRAM

If states use the Medicaid option, children become entitled to
full Medicaid coverage. States that have already broadened
Medicaid income eligibility levels above 150% of the federal
poverty level (FPL) can expand coverage to children up to 50
percentage points above the current level. For example, a state
with eligibility set at 175% FPL could expand to 225% FPL.

BENEFITS AND COST-SHARING

The benefit package options available to states fall into three
general categories: Benchmark, benchmark-equivalent, or
Medicaid.

+ Benchmark Packages: States can offer one of three
existing benefit packages: including the Federal Employees
Blue Cross/Blue Shield PPO plan; coverage available to
state employees; or coverage offered by the HMO with the
state's largest commercially enrolled population.

« Benchmark-Equivalent Coverage: States can use a
package with aggregate value greater than or equal to a
benchmark plan. Hospital, physician, laboratory and x-ray,
and well baby/child services must be included at a value at
least actuarially equivalent to the benchmark benefit
package. If prescription drugs, mental health, vision, and
hearing services are included in the benchmark plan, then
they must be part of the benchmark-equivalent coverage
with a value of at least 75% of the benchmark plan’s
actuarial value.

« Medicaid: States that expand Medicaid must provide the
complete benefit package, which includes well-child care,
immunizations, prescription drugs, doctor visits,
hospitalization, and EPSDT, as well as long-term care for
disabled children. The Medicaid benefit package for children
is broad and should satisfy the benchmark requirement in a
state that administers a separate CHIP program.

The Secretary has the authority to approve a different benefit
package that is determined to be appropriate for low-income
children. The existing New York, Florida, and Pennsylvania
child health programs are deemed to satisfy federal
requirements for benefits.

Under the new CHIP program, states cannot impose cost-
sharing for preventive services inciuding well-baby and well-
child care and immunizations. For children with family incomes
at or below 150% FPL, cost-sharing must be “nominal” as under
the Medicaid statute. Medicaid currently permits premiums of
$15 to $19 per month per family and co-payments of up to $3
per service.
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Cost-sharing for children with incomes above 150% FPL can
be imposed based on an income-related sliding scale, but total
cost sharing cannot exceed 5% of family income. Coverage
can be provided directly by the state Medicaid program, an
insurer, or any other entity qualified by the state.

FINANCING

The BBA authorizes $20.3 billion in federal funds from FY 1998
through FY 2002 and $19.4 billion over the second five years.
Over the ten-year period, the funds are allocated as follows:
$4.295 billion in FY 1998, $4.275 billion per year in FY 1999-
2001, falling to $3.15 billion annually in FY 2002 through 2004,
and then rising to $4.05 billion from FY 2005 through 2006, and
reaching $5 billion for 2007, for a total of $40 billion.

Figure 2

Federal Allocations for SCHIP,
FY 1998-2007
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Source: Federal Register, 1997.

Annual federal allocations to states are based on the states’
share of low-income and uninsured children using estimates
from the Current Population Survey, conducted by the U.S.
Census Bureau. The allotment formula changes over time to
adjust for reductions in the number of uninsured children.

States do not receive their allotments automatically. States
must have their child health plan approved by HHS and are
required to contribute state funds in order to draw down, or
“match” their federal allotment. The state share cannot include
beneficiary cost-sharing and is subject to the same provider tax
and donation limitations specified in the Medicaid statute.

Under the new state program, states receive an “enhanced”
federal matching rate based on their Medicaid matching rate.
The CHIP enhanced rate essentially reduces by 30 percent the
share states pay as compared to what they would contribute
under their Medicaid match. For example, a state with a federal
match of 60% under Medicaid would receive an “enhanced” rate
of 72% under the new program. In essence, the state would
pay 28 cents of every dollar spent under the new children’s
program. No state may receive a matching rate greater than
85% and the minimum annual payment for a state is $2 miliion.

States can receive an enhanced matching rate for providing
Medicaid coverage to an expanded group of children. All
Medicaid rules, including the entitlement to coverage, would

apply to the newly covered group of children. States would
continue to receive the regular Medicaid matching rate after

their CHIP allotment was depleted.

+ No more than 10 percent of federal and state spending can
be used for outreach, administrative costs or direct service
payments to clinics or hospitals. The Secretary can
authorize waivers to allow states to create community-based
programs or to purchase family coverage.

While the states have considerable latitude in designing a
structuring their CHIP programs, there are some limits on
federal CHIP payments can be used for:

- If states create a new program, they cannot adopt Medicaid
eligibility criteria that are more restrictive than those in effect
as of June 1, 1997. If states expand coverage under
Medicaid, they must maintaintain eligibility standards in
effect as of March 31, 1997

+ Maintenance of effort is also required in state-only programs
in New York, Pennsylvania, and Florida.

- Abortions cannot be covered by federal or state funds except
to save the life of the mother or in the case of rape or incest.

CHILD-RELATED MEDICAID PROVISIONS

In addition to the creation of the new state child health
insurance program, several changes to Medicaid were made to
strengthen coverage for children under the Balanced Budget
Act of 1997. States can now opt to:

- Extend presumptive eligibility to children -- This means
that services provided to uninsured children will be covered
by Medicaid before eligibility determination is complete. For
children who are determined to be eligible for the new
program, the costs will be paid through new program funds.

» Offer 12 month continuous eligibility to children -- States
can choose to provide up to one year of continuous eligibility
for children under Medicaid, regardless of any changes in
family income during that period.

« Accelerate the phase-in to cover poor children born
before September 30, 1983. In the past, states could
cover these children under Section 1902(r)(2) at state option
or through a Section 1115 waiver. The BBA of 1997
clarifies this option. Some 27 states have used these
options to expand coverage to older children.

States must also restore Medicaid eligibility to disabled children
who lost SSI under the 1996 welfare reform legislation. The
Balanced Budget Act also includes numerous provisions that
grant states increased flexibility over their Medicaid programs.
These include the ability to mandate managed care enrollment
without a waiver, greater control over provider payment through
the repeal the Boren Amendment, and a phase-out of cost-
based reimbursement for Federally Qualified Health Centers.
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The Balanced Budget Act (BBA) of 1997 creates new options
for states to strengthen and expand Medicaid coverage for
children. The new State Children’s Health Insurance Program
(CHIP) was enacted as part of the Balanced Budget Act
(BBA) of 1997. This new capped federal program allocates
$20.3 billion over five years in the form of a matched grant to
states to expand coverage to uninsured low-income children

rough either a separate state program or by broadening

edicaid -- or both. The funds became available on October

, 1997 and are targeted to uninsured children under 19 with
income below 200% of poverty who are not eligible for
Medicaid or not covered by private insurance.

Provisions of the Balance Budget Act also included some
important changes to Medicaid. [t clarifies the state Medicaid
option to accelerate the phase-in for children born before
September 30, 1983. In addition, the new law gives states
the option to extend presumptive eligibility to children,
meaning that services provided to low-income uninsured
children will be covered by Medicaid before the Medicaid
eligibility determination process is complete. States can also
offer 12 month continuous eligibility to children, regardless of
any changes in family income during that period.

SERVICES AND COSTS

Federal guidelines require that Medicaid cover a
comprehensive set of services with nominal or no cost-
sharing for children. Access to these services is important
because poor children experience more health problems than
more affluent children. Children with Medicaid are eligible to
receive physician and outpatient services, prescription drugs,
inpatient hospital care, and long-term care services.

Medicaid coverage also entitles children to early and periodic
screening, diagnostic, and treatment (EPSDT) services
cluding a comprehensive health and developmental history
id physical exam, immunizations, laboratory tests including
vlood lead levels, and health education. Children found to
have conditions requiring further attention are covered for
needed treatment.

The importance of health insurance in securing access to
health care services is well documented. Despite their
complex health and social needs, children with Medicaid
coverage have access to care that is similar to higher income
privately insured children (Figure 3).

" Figure3
Access to Care for Children by
Insurance Status, 1993
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In 1995, Medicaid spent $25.4 billion on health care services for
17.5 million children in low-income families and about $7.1 billion
for one million disabled children. The majority (93%) of the
expenditures for non-disabled children are for acute care
services, with one third for inpatient hospital care.

While low-income children represent half of the 35 million
Medicaid beneficiaries, they account for only 16.7% of overall
Medicaid spending. In 1995, Medicaid spent an average of
$1.175 per low-income child enrolled in the program. On
average, children cost less to care for than older Medicaid
beneficiaries, but some disabled children have very costly health
and long-term care needs. Medicaid spent an average of $6,421
per year per child qualifying on the basis of disability (Figure 4).
Figure 4

Medicaid Spending Per Enrollee By Age
and Eligibility Group, 1995
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ISSUES AND CHALLENGES

Expanding Coverage. To broaden coverage of low-income
uninsured children, Congress enacted the new State Child
Health Insurance Program and included provisions to allow
states to facilitate enrolliment and continuity of coverage under
Medicaid. Key issues facing state Medicaid agencies include
how the new children’s program will be structured, financed, and
implemented, as well as how it will be integrated with or build on
the state’s existing Medicaid program.

Participation. An estimated 3 million of the 9.8 million
uninsured children are eligible for but not enrolled in Medicaid.
This is largely due to enrollment barriers or lack of awareness of
the program. States can streamline the eligibility process and
facilitate enrollment. For example, 25 states allow mail-in
eligibility applications and 29 states have dropped the asset test.
Medicaid eligibility policy has also changed markedly as a result
of the 1996 welfare law, which eliminated the automatic link
between cash assistance and Medicaid. Ongoing and
intensified outreach and educational efforts will be necessary to
assure that all the children who are eligible for assistance under
Medicaid are enrolled.

Managed Care. In 1996, 40% of beneficiaries were enrolled in
managed care, mostly low-income children and their parents.
The BBA of 1997 expands state flexibility by allowing states to
mandate Medicaid managed care enrollment without requiring
states to obtain a Section 1115 or 1915(b) waiver. States will
still need a waiver to mandatorily enroll special needs children,
but will be able to enroll other non-disabled children. Managed
care has the potential to improve access to preventive and
primary care, but given the vulnerable nature of the Medicaid
population, it requires careful implementation and monitoring to
assure quality and access.
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In 1995 17 5 million chlldren 3- one-quarter of all children
under age 18—="had Medicai |d coverage for health care
services. Medicaid, the federal/state health program for the
poor, pays for a broad range of services for children including
well-child care, immunizations, prescription drugs, doctor
visits, and hospitalization, and a range of long-term care
services for children with disabilities.

Medicaid plays a particularly strong role for low-income
children, covering two-thirds (64%) of all poor children and a
quarter( 27%) of children with incomes between 100% and
199% of the federal poverty level (FPL). While employer-
based insurance coverage of children declined from 1987 to
1995, expansions in Medicaid have resulted in greater
coverage of children in low-income families (Figure 1).
During this same period, Medicaid enroliment grew from
about 10 million -- 15.5% of all children -- to 17.5 million
children (23.2%).

Figure 1
Trends in Coverage for Chlldren
1987-1995
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Note: Children under age 18
SOURCE Employee Benem Research Institute, 1997,

Despite the importance of Medicaid today, about 10 million
children are uninsured. Lack of insurance is particularly high
among low-income children. Seventy percent of uninsured
children are in families.with-incomes below 200% of poverty.
The new State Child Health Insurance Program, enacted as
part of the Balanced Budget Act of 1997, is intended to
provide coverage to this group.

ELIGIBILITY

Being poor does not automatically qualify a child for
Medicaid. In the past 15 years, Medicaid eligibility for children
has been broadened considerably through federal legislation
and state optional expansions. Prior to 1986, Medicaid
primarily served children who received AFDC cash
assistance. Today, children qualify for Medicaid based on
their age and income.

Medicaid coverage is especially prominent among young
children, covering 33% of infants and 29% of children ages 1
to 5. Because recent expansions focused on young

November 1997 ‘

children, older children are less likely to qualify for Medicaid.
Medicaid covers 22% of children between the ages of 6 to 12
years and 17% of teens between the ages of 13 to 18 years.

Medicaid Coverage of Children:

States are mandated to cover certain groups of children based
on age and income criteria. By 2002, all states will be required
to have phased-in coverage of children under age 19 with
incomes below poverty. States can choose to expand Medicaid
eligibility beyond federal minimum standards by raising age and
income levels for children (Figure 2). They can also use Section
1115 research and demonstration waivers to broaden eligibility.
In total, 41 states have expanded Medicaid coverage to children
in one or more age or income levels. Federal coverage
requirements for children are as follows:

Up to age 6 with family incomes up to 133% FPL. For
infants, 35 states have chosen to expand coverage beyond
133% FPL and 13 have expanded for children age one to six.

Age 6 to 14 with family incomes below 100% FPL. Fifteen
states have opted to expand eligibility beyond 100% FPL.

Age 15 to 19 if family income meets the AFDC criteria of
August 1996 (state average is 41% of FPkpwith coverage

phased-in for poor children born before 9/30/83. 2$(f,tates
have opted to accelerate this phase-in to cover older chnldre‘

up to age 18 with income below 100% FPL (Figure 2).

Children with disabilities also qualify for Medicaid assistance
on the basis of SSIi eligibility. Medicaid covers about 1 million
additional chlldren wnh physmal or mental disabilities.

Figure 2
States Opting to Accelerate Coverage of

Poor Children, 1997
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Because states established varied Medlcald income eI|g|b|I|ty
levels for children, and because of state variations in per capita

income there is considerable variation in Medicaid coverage,

ranging from 13% of children in Coloradotoi47% in West
Virginia. Similarly, Medicaid pays for 39%:0f all births
nationally, but coverage varies from 21% of births in
Massachusetts to 61% in Georgia.
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NATIONAL ACADEMY

for STATE HEALTH POLICY

Charting CHIP:

Report of the First National Survey of the
Children’s Health Insurance Program

Executive Summary

On August 7, 1997, President Clinton signed the Balanced Budget of Act of 1997, creating the
state Children’s Health Insurance Program (CHIP). Designed to provide increased access to
health coverage for children in families with incomes too high to qualify for Medicaid but too
low to afford private family coverage, the CHIP program will provide billions of dollars in
matching funds to states over the next 10 years. In doing so, it has the potential to expand health
insurance coverage to millions of America’s low-income children.

Within a year of CHIP’s creation, nearly every state had submitted a plan to the Health Care
Financing Administration, detailing how it intended to implement CHIP and requesting approval
from the Health Care Financing Administration (HCFA) for its plan. However, CHIP is a “work
in progress,” and it is anticipated that amendments to state plans will change the scope of the
program overtime.

In an effort to chart the first year of CHIP activity, to establish a baseline for further study of the
CHIP programs, and to share information among states, the National Academy for State Health
Policy conducted during the summer of 1998 a detailed survey of CHIP activity in each state.
The results of that survey are summarized here and detailed in the accompanying report as well
as in state-by-state comparisons of each CHIP program.

This report offers a baseline of information about the new CHIP program. It provides an initial
analysis of who is being served by CHIP, how they learn of the program and become enrolled,
and what services they receive. In addition, the survey results provide an in-depth look at how
states have structured their CHIP programs, how they are working to assure access and quality,
and how they will conduct ongoing evaluations of their programs. It is important to remember,
however, that much of the information contained here is preliminary. Only half of the 46 state
plans included in this report had received HCFA approval at the time the surveys were conducted
in June and July of 1998; only 24 had actually been implemented and were enrolling children.

Nonetheless, the enormous data and detail contained here reveal some larger truths: CHIP has
presented a tremendous opportunity and a daunting challenge to states as they have sought—with
limited administrative funds and time—to design and implement the largest public health care
expansion program in decades. That they have tackled this work with energy and creativity and
the desire to develop programs that address the unique needs and realities of their individual



states is evident in the tremendous variety of program designs that have been submitted to
HCFA.

Clearly, much work remains to be done: CHIP is in its developmental stages. Now that states
have designed their programs and begun to enroll children, they must turn greater attention to
such issues as access, quality, and evaluation.

Key findings

Within 12 months of CHIP’s enactment, 46 states (a number that includes the District of

Columbia, but not Alaska, Hawaii, Vermont, Washington, or Wyoming) had submitted CHIP

plans to HCFA for the agency’s approval. Twenty-three had opted to expand their Medicaid

program to cover additional children; 13 had chosen to create a stand-alone, state-designed CHIP

program; and 10 had designed programs that combined both options.

> CHIP is not a homogeneous program but a funding source supporting to date 56 different
programs in 46 states. The ten states with combination programs have, in effect, two
CHIP programs within their state. Consequently, this report examines 56 CHIP programs
in 46 states: 33 Medicaid CHIP expansions and 23 state-designed CHIP programs.

All but three states reported using managed care to deliver services to some or all of their CHIP
population. Alabama, North Carolina, and West Virginia use only fee-for-service programs to
serve CHIP beneficiaries. However, Alabama has a combination program and reported that it
would use risk in its Medicaid CHIP expansion program but not in its state-designed program.

Thirteen of the 46 states with CHIP plans reported enrolling a total of 433,916 children by the
summer of 1998. By December of 1998, HCFA reported more than a doubling of this number
with nearly a million new enrollees.

States are using CHIP to ensure that all children within a low-income family are eligible for

insurance coverage regardless of their age, eliminating the different age group eligibility levels

that are a part of Medicaid

> How states plan to determine a child’s eligibility for CHIP is one good indicator of the
diversity of approaches states are taking in designing their programs and the complexity
of the task before them. The seemingly simple tasks of deciding what counts as income
and who may be counted as a family member for purposes of eligibility have resulted in a
broad array of eligibility policies in the states.

> States are also working to ensure continuity of care: 70 percent of state-designed CHIP
programs and 30 percent of Medicaid CHIP expansions offer either 6 or 12 months of
continuous eligibility.

> While CHIP has helped ensure that all low-income children are eligible for coverage,
states vary on whether or not children in the same family will be covered in the same
program.

The National Academy for State Health Policy © April 1999



To minimize crowd-out, the majority of states use a waiting period to ensure that children with
previous coverage have been uninsured for a period of time before enrolling in CHIP; however,
most allow exemptions from these waiting periods for various reasons.

Cost-sharing is also an area of wide diversity and experimentation in CHIP programs, reflecting
different state policy goals.

> 87 percent of state-designed CHIP programs require some amount of cost-sharing.

> The majority of states allow a grace period before disenrolling for failure to pay cost-
sharing.

> More than one-third of the states that require cost-sharing have adopted a “shoe box”

system for tracking a family’s expenses. Families are instructed to save all receipts for
medical care and to notify the appropriate party when receipts total 5 percent of family
income.

States are working to link and coordinate their CHIP and Medicaid programs. This is most
evident in efforts to ensure that eligible children are identified and enrolled in the appropriate

program. Those efforts include joint applications and coordinated eligibility review processes for
CHIP and Medicaid. '

> Other linkages are also being forged. Nearly a quarter of all state-designed CHIP
programs require participating providers and plans to serve both CHIP and Medicaid
enrollees.

> 56 percent of state-designed CHIP programs are administered by the same agency as the
Medicaid program.

States are laying the foundation to develop quality oversight—but have not yet achieved it for
state-designed programs-by requiring significant and appropriate data collection.

For more information on Charting CHIP: Report of the First National Survey of the Children’s
Health Insurance Program or to order a copy of the full report ($70 for government/nonprofit,
$125 for all others), please contact:

National Academy for State Health Policy Phone:  207-874-6524
50 Monument Square, Suite 502 E-mail: info@nashp.org
Portland, Maine 04101 Website: www.nashp.org

Charting CHIP: Report of the First National Survey of the Children’s Health Insurance

Program was written by Cynthia Pernice, Trish Riley, Helen Pelletier, and Neva Kaye and was
funded by The David and Lucile Packard Foundation.

The National Academy for State Health Policy © April 1999
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Summary

The health of Florida’s children is to the social and cconomic stability of
Florida’s communitics and, hencc, to Floridu's future. Yet too many of Florda’s
children remain without health insurande or acccss to basic medical services,
Moreover, most of the children are at rigk of developing (me or more health behaviors
that contribute to preventable disease agd mortality, such as tobacco usc, yet few
programs exist to reduce these tisks and improve the health of IFlorida’s children.
This proposal highlights the medical hehavioral health problems confronted by
children in the state, including barriers jo existing health insurance programs, and
proposes concrete solutions to the probjem of uninsurance antong Florida’s children
as well as the medical risks associated Yith tobacco use and exposure.

FExpanding Children’s Health Tnsurapce: Children First

A now and comprchensive health insurdnece program is proposed, Children First, that
will incorporate currently existing progfams (c.g., Medicaid, Healthy Kids, etc.) into
onc prograim for which children betwcah the ages of 0 and 19 will be cligible for
health coverage.  This program will be funded by Title IXX and XX! funds and will
include participation by traditional Medicaid end Healthy Kid providers, as well as
other insurance praducts and provides orks. The purposc of the program is to
ensure acecss to hath health insurance dnd heelth carc providers at a low cost to all
wortking families. The program would provide comprehensive benefits to all eligible
childrem, regardless of the ultimate funding or insurance source. Moreover, it would
improve the intcgration of health care providers across regions of the state to fill gaps
1N SCIVICES.

Tobacco Settlement Programs

Florida's tobacco setticment comes at #n ideal time to provide targeted outreach and
media attention, as well as focused medical interventions to prevent tobacco use
among children and to reduce the ncgagve health cffects of tobacco use by children
and adults. This proposal outlines thrcd major iitiatives to ameliorate the effects of
tobacco on Florida’s population: Conugunity Collaborative Grants, Multi-year Health
Programs, and Mulli-Year Programs tojexpand medical outreach via telemedicine and
to cvaluate the impact of the tobacco and child health insurance programs on the
health of children in Florida.

Through the mwulti-year health programs, grants will be ewarded, via a competetive
bidding process, in three areas: 1) smoKing cessation ($10 million); 2) children and
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adolescent substance sbuse ($10 milliog); and 3) programs 10 underserved
populations ($10 million). The smoking cessation projects should provide
community and gubpopulation-specific fnterventions, that have been tested and
evaluated, to help youth and their famuljes who use tobacco to stop. The children and
adolescence substance abuse services gtants will target effective multi-substance
abuse prevention programs, especially those that include strong mental health and
behavioral health components. The grahts for underserved communities should
deliver needod medical services for mirjority communities as well as medically-
complex children and their families.

The Community Collaborative Grants wiil alsn he allocatcd via a competitive bidding
process, but targets community-bascd groups and agencies that have a history of
conumunity service and that develop collaborulive projects with other groups or
agencics in their communities. Thesc grants will target three arcas of interest: 1)
Asthma prevention and management fo} youth (333 aillion); 2) Disbetes screcning
and manugement for youth ($33 millior}): and 3) Outrcach and media campaigns
targeting tobacco use prevention and cegsation ($33 mithion).

The Multi-year prugrams to expand meflical outreach and outcomces assessment arc
focuscd in two primary arcas. Firat, to hid in the delvery of needed medical services
and health education in remole commugities in Florida, a pilot telemedicine project
will be funded (38 million) to bridge cammunities avd medical centers. To evaluate
the impact of the children’s health insutance expansions and tobacco intervention
programs, a consortivm of health outcomes researcher will be funded S years ($20
mijlion).
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To improve the health of Florida's childr
greaiest risk of prevemtadle disease and
safely nel, by developing programs that 1
minorities, and by providing rargeted hea

. espectally minority children who are at
réidity, by clasing gaps in the health incurance
et diseases which dispropartionately qffect

th programs that will both reduce the number of

chilfdren who use tobacco and reduce the dorbidity of children currently afjected by

tobacco.

Values

+ Maximize the number of children cov

d by heaith insurance

¢ Cover all poor families under 200% off the federal poverty line

* Create sewmnless system of jnsurance oproliment

* Provide continuous coverage for al leapt | vear

* Provide easy acccss to enrollment for working fumilies (c g., after-hours, mail-in)

s Ofler services to WAGES participantsjus eurly as possible

s Agsure coverage and sorvices to all ch

children

dren, especially (minority) disadvantaged

o Aasure family choice in health carc periders and support the development of provider-

family rclationships

e Improve the health of Florida's childn?n through the delivery of health prevention,

educstion and primary care scrvices
¢ Institute cost-effective means of imprq
based health education)

ving population health (1.¢., insurance, school-

s Involve Inca! agencics and providers iT service delivery planning

e Lvaluate the impact of expanded healt
term health outcomcs

h insurance and prevention on shori- und long-

s Implement minority-focused health programs

FRGE:
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4 Tobacco-Related Health Problamu'

. ﬁ Backgroond: Child Health a

In 1998, mote than 823,000 of Florida’s childfon are prujectod to be uninsured. This absence of
health insutance leads to insufficient preventative heaith care for children, incomplets childhood
immunizations apd screening, and the inapprepriate use of hospital emergoncy rooms as a source of
primary care servicos. Indeed, otitis media (efr infeotion) is one of the most common child
problems preschited at emsrgency 100ms.

National studies show that children with no
medical care than those with private insuranc
least one unmet health need than insured chil
And the absence of health insurance and a rc
tha poor, Of chifdren with unmet health core
$20,000.35,000, and 21 percent came from i
of all those with unmct aceds!

Ith insutance arc 6 times as likely to go without

, and uningured children are mare likely to have at

2 (25% vs. 8%; Nautional Health Survey, 1997).
lar soutce of care does not just affect the poorest of
5, 28% camc¢ from families with income of

ilies with incomes above $35,000 - a total of 49%

Furthermorc, the implementation of welfare rpform in Flonda in 1996 has moved many poor
Floridians into the workpluce, but many of the jobs secured by this population do not pravide health
insurance, nor do they pay sutficicnt to allowf family to purchase private insurance. Moreover,
work demands have limitcd the ability of famjlics who may be eligibie to apply or recertity for
Medicaid, Consequently, the proportion of whrking poor persons who have sccess to or income for
health insurance is only anticipsted to decreage in coming vears. And as adult and family coverage
declines, so does children’s coverage, leading (o 4 lcas healthy foundation for the future of Florida.

The Minority Communitics of Blacks and Hispanics

‘ Whiie the overall rater of uninsurance in Florjda arc disturbing, the absence of health insuranve for
minority gropa is even more significant. Th minctity communities of Black and Hispanic
Floridians are particularly disadvantagod in tdrms of health insurance and access to health care,
Black and Hiypanic children are significantly nore likely to be uninsured and without & regular
source of care than arc white children. This ifsurance disadvantage, compounded by inoome
inequitics, have led to greater disease among Black and Hispanic children than among white
children.

Smoking rates among Hispanic youth atc or great conoern, as 19.4 percent of Hispunics ages 12-17
smoked cigarettes in the precoding year. Thid was less than the 25.9% of whites in the same age
group but considerably more than the rate of §.8% for African American Adolescents.

Tobacco rednted problcms are at epidemic icviels in this country. Cancer ratcs are sosring. Several
studics have documentcd a rising lung cancerjrate among Hispanic males. For example, the
Colorado Tumor Registry reported & 132% ingrease in lung canver rates among Hispanic men -
batweon 1970 and 1980, oompared 10 a 12-popoent increasc amang white men.
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argeted interventions to help raise the levels of
| with White Flondians and to imaprove the

These communities necd special attention and
health insurance coverage to those at Icast ¢q
appropriate delivery o[ care to these comm

help children and their familics avert health ¢
example, diabetes and asthuma ere two major
and may be controlled 1o s wreat axtent through targeted family interventions and education.
However, outside of the, nffice or hospitalizat§m for an acute episade, health care providers do not
have sufficient resources or inocntives %o prowde adequate family follow-up or behavior
management education. Conyequently, many children cemain at risk of life-threatening episodes of
these discascs due to inadequate medication chntrul, poot diet or exposure to socond-hand smoke,
for cxampic, which couid have boen affocted by targeted family education programs.

blems tor which they may be at particular nisk. For
anlth conditions that can be prevented in some cascs

To reduce the rigks of proventable disease and avoidable hospitalizations, regional and Jnca)
projects aie useded across the State to implondent and tost interventions targeted at major childhood
disenses. A selected set of these diseases, mahy of which are the most deadly and/or the most costly
o the state in terms of health care costs and an rceolrce loss, are identifted and descnbed
briefly below o provide background for the proposed child health insurance and tobaceo settiement
plan

There is an epidemic of non-Type | dfwbetes among youth in the Black avd other minority
commiunities which is known 1o be relpted to obesity and inactivity. he Florida regional

program for children and vouth with dabetes has dbserved a phenomens! increase in non-
type § dibetes in minonity children.

Tobacce is a major risk factor for sevqndary complications of diabstes, which inciudes
kidncy, cardiovascular and cye discasq. Preventing tobacco use helps prevent diabetes
complicetions later in life.

A significantly larger proportion of the non-white population die of diabetes than the white
population. Approximately 32 per 109,000 non-white women compared 10 approximately

22 per 100,000 white females (Floridg Vital Statisties Annual Repott, 1995), and the death
rate has increased uver the past decadsy.

Whilc Florida by been a pioneert in trpating diabetes, many more programs arc nceded
acrosn the state, especially those that o community outreach in the schools and
communities. Behaviaral health progfams, including weight control and exercise regumens
are needed for youth. Seveening for npn-type 1 diabotes it alao needed

FAGE:
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The prevalence of usthmea amony voulp is growing, with children under age 15 acovunting
for more hospitalizations than al) othcy age groups. In 1990, 3.6 hillion was spent oo
medical care for asthmatics nationally] 56% of this was for hospital care — most of which
could have been prevetited by improved disease managsment.

ond-hand tobacco smoke, are knowt fo contribute
of childhood asthma. One study has shown that as
much as 34 pereent of asthma is attrl to matemal smoking. Significant public
education about the contributions of tghacco usc to tathma among childeen is nceded, as 1
programs to help parents manage theig children’s asthma.

Environmental poliutants, including s
significantly o the incidense and cou

One person is diagnoscd with AIDS ig Florida ¢very hour. Florida ranks third among the
states iu the number of reported AIDY cases, with 59,125 cases reported through Deocinber
1996. The ininority communitics havl been disproportionatsly affected by ATDS Hincks
and Hispanics in Florida comprise 53¢ of adult AIDS ouses and 89% of pediatric AIDS
cases, The most recently available daja show that of the 1639 cases of pedistric aids in
Florida, 63% are children under the age of 5, 14% are betwecn the ages of § und 12, and 22
peroent are aged 13-19 (1epartment of Health, September, 1997).

Tobacco use and its affecis have beent particularly harmfui 10 Florida’s minority children.
Atthuugh African-American chuldren hnd adults usc tobacco at Jower rates than whites, the
morbidity and mortality assaciated with tobacco use 13 gignificantly preater among blacks.

Smoking mtes among Hispanic youthlare or great concern, us 19.4 percent of Hispanics ages
12-17 simoked cigarettes in the preceding year, This was less than the 25.9% of whites in the
sAmMe age group but vonsiderably morg than the ruts o' 9.£% for African American

Adolescents.

Tahacen related problems are at cpiddmic levels m this country. Cancer rates are soanng.
Several studies have documentzd & riging lung cancer rate among Hispanic males. For
oxamplc, the Cotorado Tumor Registgy reported & 132% increese in lung cancer rates among
Hispanic men between 1970 and 198, voxnpared to u 12-percent increase among white men.
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The Plan for Child Health Insurance Fxpansions in Florida

I Outreach and Eorollment

Cyective:  Florida’s child healik program will be seamlass tn and Sfamily-friendly; the
program, tncluding Medicaid, Wil be renamed (o generaie greater acceptance by
the public; funding sources wiyl be "transparent” 1o families.

Disgussion

Although slightly mure than ono-balf of Florida's 1.5 miltion Mcdicaid patients arc children, nearly
294 000 uninswed Florida children are cligiblg for, but not enrolied in the current Medicaid
program. Familics choose not to earoll in Mcdicaid for many reasons. For example. fimilies have
reported the following types of problems:
~  difficulty enrolling in the progr
lack of information about the pro
—  the stigma associated with Medicdid and government assistance (“weltare”),

~  the enrollment process can be burfiensome, particulerly the extensive requirements for
income venfication;

- familics who ctvele on and off MeBicaid for categorical reasons may get “‘lost™ in the
system; :

- lack of transpottation to cnrollmcﬂl siles; and

¢

inconvenient hours of operation af enrcliment sites.

Scveral states huve taken steps to adiress thesp probiems. For cxample, some states have rolled all
of their child health programs, inctuding Mcdfeaid, into 4 single progrum with a new name 1
remove the stigma associated with the Medicqid program. Delawarc, for instance, calls its program
the Diamond State Health Plan. South Carolia not only renamcd jts program, but also created a
user-friendly, simplified eligibility form that frves as the required documentation for all of its child
health programs.

The foliowing exumple, while not intended tolbe prescripave, describes some of the clements of a
simplified outreach and enrollment process.

FRGE:
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Figure 1 — Simplificd Child Health Plan Qutrpach and Enrollment Process
T —
Promote New S!xul}céed
Chiid Heaith Plan Appitcftion Avallabie at Multipie Bites > TIDU
{Talevision, print ade,  Erployment Hllgnbnl{ty .
SRd ool media) Offices Determination
<Drivar'a Llcente
Offigsn
+ Qthor Bites
Family
Re-Applias
Annually
Bilglb litty
Determination
{8ingle entity)

i &lgibie:
«Family roowivon sinpgle Inauranae cerdfw ith Sohadule 4 or 2 benstie
sProvisicns Tor cholce connseling to R¢ D1QVider s4lo0tIOR
1 Enroliment attective for one yesr [conlinuous eiigibiiity)

Figure 2: “Childrgn First” Health I'lan

‘ Eligibility and Benafits
Eligibility ! Eligtbility !
0.6 200% FPL* L6190 100-200% FPL
6-19 100% KPL ’ Renctits
Benefits | o Schedule 2
» Schedule 1 (Traditional Medicaid t Providers
Benafits) ' e Florida Healthy Kids
Providers : « Dircct Contractore/Service
s HMOs or Medipass (choice } Networks
counseling) | Schedule 1 Providers
& CMS Network for children with | Insurers ‘
special heslth care neods Others |
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» 1dentify a single entity to be responpible for udiminisiering alt aspects of Florida’s now
child heaith program, including ¢ligfibility determination.
» Require the Departments o Health| Children and Families, and the Agency for Health

Cure Adminisuation, in conjunctiop with families and other affected parties, to develnp
a single simplificd ligibility form fhat will scrve as the required documentation for all
programs included in Flonda's new{child health plan.

» Require these entities 1o work wyefher to create  new umbrella name for Florida's child
liealth plan that includcs the traditignal Medicaid program, as well as other programs
financed with Title XIX or Title funds

» Require thesc agencies to ensure thpt applicants are enrolling in Florida's new child
health plan, and that the enrolimen process is kopt sepurate from the financing sousoe
(e.g. children cnwoll in the “child Health plan,” not in “Medicaid” — Title XIX ¢s the
tinancing source, not the program)

» Require these entities, working with community organizations, familics and advacacy
groups, to develop specialized o h initiatives targeted to specific populations (¢.g..
young children, school ege childred, tocnagers, parenta/caregivers),

> Ensure that outrsach activitics inv
sites (e.8., health care provider o
malls, driver’s license burcaus). |

‘ » Require providers to aceept Medi

ive community organizations and include a variety of
s, schools, churches, WAGES/craployment oftices,
hve community-based workers in antreach efforts,

id and Medicarc.

Costs indeterminate. However, Titls X300 aligws a state to use a percentage of its foderal funds for
outreach and admitistration,

"
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CRSUring 1hat the rmaximing
health care coverage under
Plscusyion

Title XXI of the lederal Bulunced Budget Act
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Florida will extablish unifofen child health eligibitiny standards targeted fo

number of low-income children have access
the new ckild health plan.

bf 1997 ¢reuies a new child health insurance program.

This new program presents unprecedented op?onunities not only to expand eligibility to more
al

groups of uninsurcd, low-income children, bu
seamnless, family-friendly system.

Medicaid
Eligihility for Florida's major child health pro

percent of the federal poverty level for infan

50 %0 retool Florida’s child health programs into a

pram for families with low incomes — Medicaid — is

10 & dramatic decline of only 28 percent of poverty

governed by aumerous categorical rcquircmqu. Currently, Medicaid eligibility ranges from 185

for children over ege 14. By law, statcs must

nerense eligibility to 100 pesoent of poverty for

chuldret: born after Scptermber 30, 1983, to agd 19.

L Current Medicaid Chfid Eligibility Coverages
- Age I povedy Level " Amnual Income
for Family of Your
Qupiol 185p FPL $29,693
1 through 5 133ps FPL $21,347
6 through 14 100p> FPL $16,050
15 wp o 19 2% FPL $ 4,494

Coverage of Childron Up te Age 19. States

ve the option 10 cover children born after September

30, 1983, with family incumes bclow 100 pergent of poverty up to age 19 through the regular
Medicaid program at the enhanced federal magch rate. Yor Florida, the Title XXI enhanced match
rate is about 69 percent fedoral and 31 perceny state. The major advaniage of exercising this option

is that it removes the historic inoquity in the
on their age, It would allow Florida to caver
agos of 15 and 19 who would not otherwise b

edicaid program between low-income children hased
¢ estimated $%.,000 uninsured children between the
eligible for Medicaid benefits.

The total cost of implementing the 15 to 19 c¢verage provision would decline from a highin FY
1998-92 of $22.3 million ($6.9 million sate/y
(587,000 state/$195.000 federal).

15.4 millien fadaral) to only $284,000 1 'Y 2002-03
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Presumplive Eligibility. Presumptive eligibiliy, in which un applicant is deemed to be covered by
Modicaid while the application is being proce:od. cwrently i3 only available to pregnant women
and infants. Presumptive eligibility for all chifdren who apply for heaith benefits means that
pruvidors who treat these patisnts duning the agplication processing period would be paid for those
services cven if the applicant is ultimately detgmined 1o be ineligible foy benefits.

Continuous Eligibility. Florida Medicaid doeqnot offcr continuous eligibility for its patients.
Continuous eligibility (also oalled guaranteed fligibliity or 12-menth eligibility) mesns that ance an
applicant is deemed cligible for Modicaid bengfits, he or she does not have to lose coverage even if
the family's income changes. The lack of congnuous eligibility contributes to the cyclical nature of
Mcdicaid, in which an individual may be eligible for benefits for a few months and then become
ineligible if the fam!ly’s inoome ohanges. If the family's income falls low ancugh to again qualify
for benefits, the fumily must respply. This cygle of going on and off Medicaid has 2 negative
impact on continuity of care, increascs the propability that en eligible tamily may not reapply for
benefits, and ingreases the sisk thut individualg will not receive vital preventive hoalth care sorvices.

Flogda Healthy Kidy

Eligibility for another major child health progfam, Florida Healthy Kids, is based an qualifying for
the fcdaral free and reduced schoo! lunch program. Florida Healthy Kids currently operates projects
{n 19 counties and six additioral countics arc §n the planning stages. ¥lorida Healthy K1ds provides
subsidized heslth insurance coverage for ahoug 39,000 children

Counties that choose 1o initiate a Healthy Kid4 praject must contnibute a local roatch. Match rates
currently range from five percent in the first yfar t 20 percent by the fifth year, with a longer
phase-in for rural countics. The matching reqhicement has created participation hamiers for a
number of counties that lack sufficient local rgsources to "buy into" the program, particularly rural
counties, Soms countics that already participges have indicated that the financial burden of the local
match may be toe much for them  continue gheir programs.
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Figare 3 Curvent Eligibility for Medicaid agd Fiorida Healthy Kids
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and Other Financing

Florida Healthy Kide “Plug”
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| Mcdicaid program to 200 peroent of the federal

poverty level without assct tosts fof all children up to age 6.

> Increnso eligibility for the tmditioral Medicaid progriun to 100% of the fodcral poverty
level withowt asset 1¢s1s for all chilfiren ages 15 to 19
» Ser eligibility for other child healt] programs financed with Title XXI funds {e.g,
Florida Healthy Kide) at 200% of the faderal poverty level without asset tests for
children ages 6 10 19,
» Require all programs m Florida's new child health plen to implement 60 days of
presumptive cligibility for childrery who apply for coverage.
» Institute 12-month continunus eligihility for alt childrer who apply for any of Florida's
new child health plan services
» Direst Flonida Healthy Kids to mogify, reduce or climinate the ineal mateh requirements
for counties based on faciors such s, but not limited to, the percentage of people in
poverty, per capita income. and thd lcvel of the ¢ounty’s isx base in order 10 increase
participation levels.
Fisga] Note
Bstimated Cost of Eiiqbimy Progosals (in mitlions)
swae 7Y 199798 FY 1998-99
(Jaruary Hlimplemcntation)
Total lPodml State Total Federal |  State
Increase Medisald eligibility to $59 $4 1 $IR $36.9 $250 | 5113
| 200% FPL (0w 6) TR B l
Fxpand Medianid to 100% FPL 534 23 st $221 $154 ‘ $6.9
(150 19) - ‘
*Expand Florida Healthy Kids $48 0 $13.0 $150 51178 %12 | 5366
§_Eligibility 10 200% IPL (6 10 19) _ .
Institute 12-month continucus $383 $21.4 $16.9 $76.6 $427 $339
eligibility {0 tv 19) .
Imploment 60 day’ of presumptivo Minimal fiscal gnpact anticipatad aswirring thet the majority of
sligibility for all children presumptively §ligible childiew will, in fact, be etigible for Title XIX or Title
2K services affer the oligibility detormination is complete. .
Modify/reduce Florida Healthy Xids | Indeterminate. K-ost doponds on the amount and number of countics 1t
local match for counties partiolpating injacai match
Source: Agency fiw Health Care Administration, Medzpaid Program.

*Assumos current [Fiorids Hoalthy Kids beneS( pldugl.
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Service Deltvery Networks

Objective:  Create Service Deltvery !
avallability; expand heall
contracting with Academ
Centers to provide targei

orks (o improve health service
care access at reduced costs hy direct
Health Centers and Community Health
services.

Discussion

Keeping our children and their famslies healt
acoess 1o health care. Rather, this goel 15 mo
integrated sevvice delivery netwurks (Pediatsi
gamut of health neads tor our children and thei
plans and one or more groups of providess t
but also emphasize provention, disseso mana

requises more than just health insurance o financial
effectively achievcd through the development of
Network or FEDS-NET) which pirovide the full
families, A PEDS-NET 3 composed of une or more
not only address the acute health needs of children,
am, sare coordingiion, and case management,

Proposal

Multiple PEDS-NET’s will be needed 10 rewh wl of Florida's ¢hildren.  Licenscd indemnity plans,
HMO's, PPO’A, CMS, and other traditioni iders will be ehigible to form these notworks.
Networks must be able 10 providc timely conyenicnt ascess to age appropniate primary care
providers and specialists. In many instances ¢lemcnts of soveral networks will develop agreements
with tlughly specialized centers to provide ter§ary care.

Similarly prinanry care networks may work
the children with spocia) nocds into the deliv

th CMS and the emcrging CMS network o intcgrate
system. CMS has o long history of developing

‘"andards and providing access to specialty cqre for children with special needs. CMS may provide

both primary and specialty care for groups ofchikiren through existing primary care programs and
the CMS network. Altemativoly CMS may fgnotion as providing wrap around coverage and
services for children and familics with specia)] needs in a manner which compliments the PEDS-
NET which prenides far the more routine carg of its members

Recognizing the unigus position of the weachipig hospitaly/programs and the public health units,
options for direct contracting will be availablg. This option will allow these Institution the
opportunity to form PEDS-NE1”s which con§nuc to scrve the high risk populations us they have
donc for so many yeors. Dircet contracting will alse allow the teaching institutions the opportunity
t0 presesve an appropoate paticnt population Pasa noecossary 1o meet their missions of education and
rescarch.

All entities who roceive funds from uny cfthl elements desceribed in this propasal will be required
10 furnish encountes Jevel data to ¢ data collegtion and analysis center selected by the swale w0
provide both quality and cost cversight. Quality and cost review may utilize nationally recognized
tools of analysie such as HEDIS or HEDIS-life systein, but must meet the NCQA standards

IR
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Child Yealth Insurance Bencfit Packhge

Objcctives: Provide a comprekensive and

Preventanive services, as well

Discussion

“All newborns, infants, children, adotescent
must have access to comprehensive henlth carg henefits that will ensure their optimal bealth and
well-belng” (AAP 1999), The American Acafiemy of Pediatrics recommends thot a comprebensive
sct of services that should be included in the
insurers, and that these services should be deljvered by appropriately trained and board
eligiblc/certified providers of pediatric care, 1
specialty pediatnc care.

Proposal

Based on the reconunendations of the Amer
constraints the following scrvices should be i

Mediocal care, including A) health supervi

sociwding 1o the AAP's “Recommendatio
diagnousis and treatment of acute and chro!

disorders and behavioral problems;
Surgical care

Mecntal health, substance abuse. and sarvi
crisis management, dey weatment and s

Post-cffecrive set of pediaric screening and

f primary care and (n-patient services.

tients through the age 21 years and pregnant womern

th plan benefit offered by all private and public

cluding primary, medical subspecialty, and surgical

Academy of Pediatrics and in light of real cost-
luded in the health care plan for all children,

jon with its preventative care and tmmunizations
g for Preventative Pediatnc THealth Care” and R)
ic illness, developmental disabilivies. learning

ges for other psychosoclal problems including therapy,
ential care. This should also include evaluations und

treatment of lenming disabilities and related disorders such as Attentivn Defieit Hypeructivity

Disorder (ADHD)

Emergency medical and trauma care servipes for children

inpatient hospital and critical care service for children

Pediatric critical carc, pediatric medical sghapecialty and pediatric surgical specarity
congulitations nceurring eithor in the inpatfent or outpatient settings

Family plraning services
Prognancy services

Carc of alt newborn infants
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Laboratory and pathology services, !nolu*ng soreening for motabolic and other congenital

disorders
Anesthesin services

Home health cars services

Intermediute of skilled nusing facility calr in lieu of hospital carc

Hospict care

Case management and care coordination
family as required by thost with special

iptegrared with child’s primary care provider and
th care needs

Madical and social scrvices to evalualc MT‘ treat suspocted child physical and sexual abuse ir:

both inpatient and outpatient settings
Transfer 1o a hospital or health facility
Prescniption drugs, medical and surgical

but not limited to thosc prescribed undes
conditions

spipplies and spocial nutritional supplemems, including
rutiunal clinical trials for AIDS/HIV and other

Reganding Mertal Health and Substance Abuje Services, the Florids Council for Community
Mental Health recommends the following, wllich should be included in a benefit packuge:

A basic benefit of 30 days of inpatinnt/r:.jldcnrial oare and 40 outpatient visits that allows [or

flexibility bascd on clinical nocds (¢ g,

A special nocds plen for children with s

de off of | tnpatient day far 2 outnatient days, etc.)

emotioral disturbarice or substance abuse

problems whose treatment noeds cxeced the basic benefits. This plan should offer the sane
mental health and substance abuse beneftl as those available to children enrolled in Flonda’s
Medicaid progiam (up to 45 days of inpatjont care and a range of cutpatient treatment options)

Fiscal Notc: Costs are catimated hased on thq Florida Healthy Kids benefit package.
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T2 COMMINITY COLLABORATIVE GRANTS

Objective:

Fund grants to iocal communi
of solutions (¢ loval foalth

; arganizations across the State for the develapmen
ems among youth, with a facus on hcalth pravextion

and edwzation, and assessmeny of the impart of these programs.

Discussion

Flonda's cocont tobacco sattleracnt gives the Jate a unique opportunity 10 improve ths health of its

citizens. Tobaoco use kills moro poople than
Lvery year, tobaceo kills more peopic than
combined, In Floride, iwbacco-related dise
number one preventable cause of death in the

Nationally, more than 3,000 ohildren become
MABSIVE CAmpaigns Aimad at young pcople, o
habit. Tobaceo use is also a gateway drug 10
marijuang among youth is up 17 percent

Tobacco has been particulerly harmful to A
African-American’s suffer from tobacco-rel
they ore less likely to smoke. In Florida, 16
smoke cigarctics  Yet, African-American
«ystem_ esophagus and oral cavity cancers th

As ol 1990, 23% of Hisputue wdults (aged 18
and 16.3% of womel, acoording to the Natio
the 20-24 age group wax 20.7% for Hispanic
than the 17.3% for African-Amenicans

ny other addiction and smokers start in their youth,

, homicide, traffio craghes, fires and drawnings -
account for 83 decths each day; 1obacco is the
State.

dicted to cigarcties every day. Because of the
r youth are oonstantly at risk to pick up this deadly
ther substancc abuse. For example, the use of

an-Americans and other minortics ir. the State.

o dis¢ascs at higher rotes than whites, even thaugh
of black adults, compared to 23.9% of white edults

and women have a higher incidence of respiratory
do whitc men and women,

older) smoked cigarcttes, including 30.9% of men
al Health Interview survoy., Smoking prevalance in
which as less than the 28.3% for whites but more

A vitel part of improving community health Intcomes is through investment in grassroots programs

ané projects developed in Flonda™s communi
with each reflecting uniquc patterns of social
community groups are often the best equip
iiterventions Local Honlthy Start Commi
upproach not only helps to assure the ‘buy-in

jes. Because Florida’s communitics are so diverse,
sctmomuc and health characteristios of the ares, focal
to design aud implement ettective health

a and similar community groups have shown that this
of community members and lesders but it results in

ore effective program impiementation and follow-up.

These progrnams must be based on a thorough
as welf uy their cultural preferences and beha
service dolivery und program impact.

assessment of the Jocal childron’s health care nceds,
ior patterns, and must include some tacking of

FRGE:
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The Community Collaborative Urants will bejalloceicd via a compctitive bidding process, but

targets community-based groups and agencie
develop collaborative projects with other gro
will target three arcus of interest:

that have a history of community service and that
ps or agencies 1n their communities. Theso grants

) Asthma prevention and managemdnt for youth (833 million).
2) Diabetes sereening and manngomgnt for ynuth ($33 million); and
3) Outreach and medis campaigns aggeting tobscco usc prevention and eessation ($33

million).
"These projects should provide both srong h

appropriate heglth intervetition components,
communitics, both black and Hispanic, who

1) Asthma

th education cotmponcrits hut also community-
cy should also have special focus on the minonty
e adversely affecied by these diseases.

QBJECTIVE: Florida's poor and minority fbpu.’auun will be provided

onhanced edwoation in the pre
Disgussion

Asthma now affliots about 14.6 million Ame
most common chrorye illnces affecting chiide
estimated at $1.79 hillion dollaws in 1990. De|
Survey (NH1S) indicate that the prevalence 1
3.2% 10 4 3% of all children younger than 18
documented that while hospitalization rates &
hospitalization ratcs for athma increased be
several countrics, including the United States
mortality due to asthma, with the most recen
especially for children 4 through 14 years of

Nonwhite children, children fiving in urban
offected, ruising questions about the acoess o
asthmatic childrcn DPoor children Jiving in in
hospitalized bacause of asthma, but are more
deprrtments,

OBIECTIVE: Fiorida's cammunitics will hoJ
asthma severity,

Riscussion

Tobacco smoke is the moyi Lmportant epvire
cipitant of asthmo symptems in childrem and
Jindal ct al, 1994; Ieuenberger e1 al. 1994). |

santion and treatment nf asthma.

cans, including 5 million children. It is the
in the United States, with the cost

from the Nutional Healtk Iterview

reased 32% between 1981 and 1988, from
-ears of age. Scvcral recent studies have

r most childhood conditions have declined,
n 1970 and 1987. Morcover, studies from
have demonstrated incrensod rates of

US study showing increasing mortality rates
| ge (Halfon, et al 1993).

ns, and the poor socti to be disproportionatedy
d quality of evailablc health scrvices for
her cities we not oonly more Jikely to be
likely lo receive routing ¢ase in emergency

edrcared vn the fuctors eontributing fo
ental indoor frritaut snd is a major pre-

dults {Ahbey et al, 1993; Greer et al. 1993,
indal aud colleagues (1994) found that

FRIZE:
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exposure of adults 10 environmental tobacco
of pulmonury function. increased requireten
fram work_ [n addition, expaxure to maternal
the dovelopment of asthmn in infancy (Arsh
(Frischer et al. 1992).

Recent studies indicate that exposures w: hig

(Sporik ¢t al. 1990; Peat &1 al. 1993) and envi
ure asgociated with an increased incidence nf
reducing these exposures may r¢sult in reduc

For sucoessful long-tcem asthma managemen
exposures 10 relevant allergens and irritarts a
ahown to increase asthma symptoms and/or p
fall into four catcgories: inhalant allcrgens, og
other factors,

oke is assvciuted with decreased levels

for medication, and more frequent absences
smoke has baen shown to hc a risk tactor for
and Hide 1992) and childhood

levels of house-dust mite antigen

nmental tobacco amoke (Martinez et ol 1995)
sthma among infanta, Thix suggests that

on i1 the incidence of asthma.

1t 15 esnential to identify and reduce

d to control other factors that have been
ipitate nsthma exacerbations. Thesc factors
kupational exposurcs, nonallergic factors and

Propased Solution: The development of community-based, family-centered, camprehensive

xervice programs that can provide a full cont
child and his or her family.

runm of nzeded services 1o the asthmatie

Community Collaborative partaerships such
locel oommunity hospitals, churches, Asea H
departments, schools as well as other local n

cncouraged to submit applications for funding.

Funding source: Tobssco Scttiement Outreac

2) Diabetes

OBJECTIVE:
eduoation in the preve

Ihscussion

There is a national epidemic of non-Type 1 (1
Rlack community and othor minority commu
pediatric ¢xperts with Flotida's regional pro
is artributed to increasing ohexity and inactivi
youth of theso vummunities.

: Community Health Centers. weaching or
Ith Educution Centers, local hezlth
-for profit arganizations should be

Funds

Florda's minority popiau'on will be afforded enhanced

ion and treatment of diabetes

pr-insulin dependont) diabetes affocting Flonidu's
itics (Hispanic, Native Amerioan), according 10

for children and youth with diabotes. The increasc
v, risk {actors that arc cspucially common among the

African American youth with rypical Type I-1

sulin dependent diabetes (which 13 also increasing in

frequency), are confrontcd with special problgms, even though Type I diabetes typically is more
prevalent among white youth. For examplie. chmplisnce with the treatment regimen is hindered by

kimitod financial resourccs for medications.

per diet and ather socoeconomic factors.

o0

FRGE:



FRom:

Alrzas 1505

THes

Tt -0d4-37 Freg 11350 FRGE: I3

Pagt 27

A disproportonate number of the non-white population dic of their diabetes. In Florida,
approximately 32 per 100,000 non-white worjen afflicted by the disease will succumb to it,

compared to approximately 22 per 100,00 white women per year (Florda Vital Statistic Annual
s Roport, 1995)

o According w0 another study "delay in diagnoss and trentment for diebetes complications may

increuse the likelihood of morc severe morbidity and disability” Nata is limited on the full extent of
the toll upon African Americans due to compjications related 10 diabetas. However, the data

suggests diabetes increases the risk of cardio

cular disease (including heart discasc and stroke)

amd hypertension. Cigarete smoking also is viowed as a risk factor incroasing the likelihood of

diabetes and for secondary complications of
disease.

intcrvention is entical. This can be achieved

abetes such 03 kidncy, candinvascular and eye

rough proactive identification of a predisposition

Because diabetes ranks in the top five ac an u*dcr]ying causc of death among adults, carly

toward the disease and reconfiguration of nut

OBJECTIVE:

jtion and fitness patterns.

Respond to the diobetsg "epidemic” by engaging th: participation of a

statewide network of clmmunity based health clin. s, state-funded healthcare

programs, public scho

Discusyion

s, churches and community-based centers

A seam]ess system of healthcars comprised oI muitiple partnets oF tcam members can Jnsure
0

continuity in the cducation and trcatmont of d

netwark would include (but not be limited to

¢ (Children's Medical Services
private clinical enterprises
educationul and outreach

Jocal churches

local public schools

local community centers
community based health clinios

Network Mcechanics

hates among klorida's minonty population. Sucha
the following organizationsy/agencies:

Network participation would be engaged as a#pmpnmc in thre basic

program components;
Ientification

. Children predisposed to non-Type |

abeter cal: be identified before

onsel of the discase by the risk factors of obegity, inactivity and
positive family history. This requires fimnds far datn oollection via

interviews, and data compilation, s well as {
such as blood testing.

Now-through activitics

21
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Agencies involved: publio schools, Flortda Tepartment of Health
Education

. Lifestyle/hehaviora! modification is ¢
discase; programs directed toward weight co
would be managed through the network Age
Henith, community bascd health clinics, Chil

nual in the both the prevention end treatment of the
1 and cnhancing the exercise regimen among youth
ics involved: public schools, Florida Department of
n's Mcdical Scrvices, private clinacsl enterprises.

. Relatng to the minority community
preventing the discasc ruquires information-s
communications campaign wall facibitaic this

danger of diabetes a:d the importance of
\ng and awarcness building; a targeted
mponent

Ageneics involved: Children's Mcdical Scrvi
Diabetes; private clinical emerprises; Area H,
local ¢hurches; local public schools; local cor

Treatment

s Healthcare providers would participutg in delivery of treatmont and other clinical services to
diabetes patients; the network will fecihitate a komprehensive teat approsch to diabetes treatment,
involving nurses, pyvohologists, social workers, and dictivians as well as physicians

: Florida Camp for Chuldren wud Youth with
th Eduocation Centers (AHIECs),
unity centers; community based health clinics

Agencies invalved: Children's Modical Sciviges, private clinical enterprisos such as Shands
HealthCare; community bascd health clinics TE

1) Outreach and Media

Objective: Yo provide a comprehensive autreach media campaign (v reduce the positive
impact of tobacco advertising pn minority groups

Discussion

In 1989, Aumcrican tobaceo companies spetit kn cstimaicd $421 million dollars on cutdoor
advertizing  In 1989 and 1990, surveys in Balhimorc, Detroit and Washington,

D.C. confirmed what residents had been saying all alony - billboard companics are saturating Jow-
income, minority neighborhoods with tobaceq ads. ‘I'he Detroit Planning

Cammission found the 55% to 58%% of the bilfboards in inncr city neighborhoods were

solling alcohol and tobacco, whilc the Baltimére study found that 76% of the ads in biack
neighbothoods advertisod tobacco and alcohql, compared with just 202 10 white neighborhoods.
Theso surveys supported earlier Bndings in SY Lowy, San Franoisoo, New

Orleans, Philadelphia, Atlana and other ditie

The campnigh to maintain aud increasc the bage of smokers among minoinites gacs well
beyond billboards and professiana! gports arepas, howsver. Event marketing abounds, such as
sponsurship of the Kool Jazz Festival and Seigm Music Legends.

Uncmployment, lack of education and littic of no awareness of tobecco’s hcalth vizks

"
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contribute 10 tobacco use among J atinos. 1.
I.atinos have the fowest average years of ¢d
Many Latinos, by virtuc of their immigration,
little or no English.

delibzrate practice of influencing beliefs end

oducated persons arc mare likely to smoke and
on among LS. ethnic groups.
ve little formai education and at least 25% speak

chaviors by sppoaling to the traditions, images and

Cultural nostaigia is a major theme in sdverti:ng to Latinos, and there seemstobe a

norms that many Latinos grow up with.

Cigarette smoking is a socially ascoptablc belvior among Latinos and maoy consider

the offer of a cigarette to be a polite gesture.

The imponanoe of smoking with fricnds

or at social gatherings is grenter for Latinos then for other groups.

The tohacco industry exploits cuch of these oy
Spauish-speaking people.

Itural traits in ad campaigns aimed at

Black, Hispanic, Asian and Native-americen
companijes for strategic advortising, The resu
health effocts, to these groups, unless a com
is mounted.

Proposal

Ethnic ypecific grassroots and statcwide adv
targeted audienges. One such proposal is list

University of Florida Centcr for Efficacy Tes

'Thes Center would develup and excoute a sys
tobacco-usc and smoking provention adverus.
undorstanding how Florida tcenagers react to
to 0) better utilize the many existing anti-toba
programs in other states, and b) gain insights
croated specifically for ivse in Flonida  Direct
advertisements will be available to tasgest pr
population of youths, Prevention wiil be stat
directly demonstrated.

Cost. $5,000,000

mmunties arc targeted by the tabacso
s will continuc to be devastating, in tenns of the
hensive camprign to combat the advertising efforts

19ing campaigns must be funded w penetrate the
below. :

for testing existing and new teenager-directed

g This work will provide a framework for better
ti-tobacco adverlising , enabling the State of fionda

television and radic commercials developed for

enhance the development of new commercials

csting will identify effective advertisements. The

ention activitics for all of Florida's diverse

widc, focuscd at adolescents and efficacy will be

71
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Multi-Year Heslth Progrums

To reduce tobacco use and its
of programs to raclal and sth

Objective: ects on Florida's children, with special targeting

ninorites.

Discuaston

Substance abuse ropresents an important publlc health probicm, causing significant dysfunction and
suffering in affected individuals and their faigilics, and is associatcd with steggering costs to
socicty. Most of what is known about the implications of substance abuse and ahout its prevention
and treatment is directed st adults. Yet, attituflcs toward substance abuse begin 10 be formed in
childhond, and substanoe use pattems often g4t established during edolescense, pointing to the
importance of these years in substance abuse prevention cfforta General yough educaiton '
compaigns have been impleinented for prevergion purposss, sush as the Drug Abuse Resistance
Education progtam (DARE), but have shown little evidence of actuslly reducing drug use. This

may be in part the resut! of not targeting thes
Certain groups of children and adolescents
abuse, notably children with disruptive behay
disorder or conduct disorder. Thus, children
targets for specific primary drug sbuse prev

The reduction of the effects of tobacoa on ¢hi
modal approach to the prevention and inferve
likely 1o start tobacco usc. as well as other su
Propesal

Through the multi-ycas health programs, gran
in thrce areas:

1) smoking cessation ($10 miliion),

cfforts at youths most susceptiable to drug usc.

at greatly inoreased risk for developing substance

¢ disorders such us attention deficit hyperactivity

ith these mental health disorder represent important
ion cfforts.

ren in Florida should be accomplish through a multi-

tinn of tohacco usc, targeting youth who are highly
stances.

s will be awarded, vin a compctotve bidding process.

2) children and adolescent substance bbuse ($10 million); and

3) programs to underserved populatid

1) Smoking Cessation

ps ($10 million).

interventions, that have been tested and evalu

ted, 10 help youth and their familics who use tobacco

The smoking cessation projects should pzovinId community und subpopulation-specific

to stop. Programs for amoking ccssation sho
youth as well as their family. These programs
are conducive to youth and family panicipatiﬁ

2) Children and adulescent substance abuse
The children and adolescent suhstance abusc

abuse prevention programs, especixlly those
components.

d focus on behavior modification and impacting the
should be available in schuols und other scttings that
.

rvices gronts will target effective inuli-substance
a1 include strong mental health and behavioral health

24
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An examplc program is the “Multi-Maodal Sulfstance Ahuse Prevention Projeet for High Rusk
Youth” developed by Dr. Regina Bussing, a ppychiatrist at the University af Flonda. This studv
will develop and test o tarteted drug abuse prwention interveation aimed af ¢lementary school
students at high risk for future substance abusp. The iotervention will be bused on the premise that
the nuclcar family plays a fundamentai mle i modciing substance use attitudes and behsviors for
children and thuse needs to be included in prepention efforts. The study calls for the dstection and
trcatment of mena! disordors iq (he family as part of the substance abuse prevention strategy. The
inmervention basically cansists of 3 componenjs: 1) substance ubuse education for children and
families with an initial core curricutum and s nent hooster sessions; 2) assessment und
treattocnt of mental health disorders of childrdn and family members, including possible existing
substance abusc in carcgivers: and 3) integraton of individual sntervention measapes into school,
ccommuynity and neighborhood cducation. cangnaigns for substance ahuse prevention, Puhlic
clementary schools will serve as the samplingjfrom for the study. Sclected schools will be -
randomly assigned to intervention or contro! gatus.

Cost: $4,000,000
3) Underserved Populations

The grants for underserved communitics should deliver necded medical scrvices for minority
communities as well a5 medically-complex cHiidren and their families.

7%
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Multi-Year Programs to Expand Mchlcnl Outreach and Ouicumes Assessment

Objeclive:  The objective of this program
schools and cammaunities that
evalusrion and modification
Statewlde, comprehensive on

Discussion

Critical health knowledge and services, as we
ofien unavailable to the communities that
planning activites and documents. Projects
and to rural communities, and tclemedioine is
addition, quantitative data on the impact of h
provide support and direction to new health

primary afeas. rirst, to aid in the dehivery of

to improve the linkages between medical and

i services; and 1o assist the stale in the on-golng
childron’s health programs by providing a

mes assessment of implemented programs,

s data on the outeomes of medical servioes, are
it most and are someimes {acking from health

¢ needed to bring medical cxpertise into the schools

ne vehicle that can help accomplish this. In
Ith care programs nn hcalth status are necded to
vention programs.

medical services and health education in

The Multi-year programs t expand medical 3:;:;?1 and outcomes assesament are focuspd it two

remote communities in Flonda, a pilot tolem
communities and medical centers.

Telemedicine

icine project will be funded (58 million) to bridge

A block grant to demonstrate the efficasy of tdiemedicine in sclected school systems and/or

communitics to enhance the health status of it
functions. The prant could demonstrate the uf
school age children.

Ouitcomes Assessmaont

To evaluate the impact of the children’s healil]
progrums, a consortium of health outcotrics re

childrett though preventativs health and educaiton
lity of tclemedicine as a diggnostic instrument in

insurance expunsions and 10L&co0 intervention
oczrchers trom the Univetsity of Florida, University

of South Flonda, Florida A & M Univereity agd Nova Southeastcm, will direct the project. The
cost of the effort will be approximatety $20,040,000 for the five year period.

The Oulcumes Assessment will include the t

Healtk Care Qutcomes

kung of, at minimum, the fotlowing measures.

A. Outreach and Enrollmeat - Reduction i number of uninsurcd children and pregnant

adolescents.

B. Eligibility - seduction in the numbcr of]

C. Companison of coverage plans for heal

under insurcd children and pregnant adulescents. |

k status and educational ouwcome indicators.

el
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‘ iJ. Maintonance of tertiary high intensiveJhigh acuity pediatric heelth carc in tesching hospitais

k. Reduction in tobaceo-related discase afiong children.

Education

A, A reduction in the adolesceat pregnangy rate.

B. A reduction in the ratc of diagnosis of pew AIDS related cases tn of rigk minerity
populations

C. Areduction in sdolescence tobacco ushpe rate.

Health Status Qutcomes
A. A reduction in perinstal morbidity and]mortality.
B. A reduction in the emergency room vight and Lospitalization rate for disbetes and asthma
C. Increased compliance with vaccinationystandsrds.
D A decrease in the numher of abused whmen and chuldren

F. Reductions in tahacco-related illness aTmng youth.

77
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Centers for Disease Control and Prevention

OVERVIEW

The Centers for Disease Control and Prevention (CDC) has been active in the fight against disease
for over half a century. The mission of CDC is to promote health and quality of life by preventing
and controlling disease, injury, and disability. As such, CDC works through partnerships with
state and local health departments, educational institutions, and other private and public
organizations to ensure healthy lives in a healthy world..

CDC has a long and unique history in this country and throughout the world of preventing disease
and disability in children. In fact, CDC spends close to half (42%) of its total $2.8 billion budget
on_activities related to children. Current child health activities at CDC include research,
surveillance, and interventions with an emphasj ention in immunization, lead poisoning,
birth defects, tobacco control, adolescent anfl school healthpfectious diseases, violence,

fonal injuries, nutritiok, physical activityy sexuall traWd diseases, oral health,
Ccre;elopmental disabilifi®s, and chronic diseases suc@ cdoad hec i

Considering the immense scope of CDC child health activities, the agency is limited in the number
of programs which offer direct services to children. In the broadest of terms, CDC’s children’s
outreach activities can be placed in five categories: immunization, childhood lead poisoning
prevention, sexually transmitted disease prevention, HIV/AIDS prevention, unintentional injury
prevention, and youth work-related/farm-related safety.

Immunization

CDC uses two mechanisms in its outreach activities for immunization: Section 317 grant funding
and the Vaccines for Children Program (VFC). CDC’s National Immunization Program also
maintains a hotline to answer any question concerning immunization or vaccine. From March

1997 to March 1998, the hotline handled over 30,000 calls.

Childhood Lead Poisoning Prevention

Using communities with demonstrated high risk for lead poisoning, CDC funds a grant program
aimed at screening at-risk children, identifying the source of the exposure, monitoring medical and
environmental management of lead-poisoned children, and educating the family
members/community about the effects of lead poisoning. It is estimated that there are over 1
million children in the nation with elevated blood lead levels. In 1996 alone, CDC programs in
state and local health agencies screened over 1.8 million children.

2D



Sexually Transmitted Disease Prevention

CDC currently funds several cooperative agreements to screen young women for STDs. Rates of
chlamydia and gonorrhea are highest among 15-19 year olds and STDs facilitate the sexual
transmission of HIV. Clinics and screening projects nation-wide serve well over a quarter of a
million women under 20 years of age each year.

HIV/AIDS Prevention

CDC has a variety of programs aimed at reaching high-risk youth associated with HIV/AIDS.
During FY 1997, an estimated $58.7 million was allocated to youth-serving programs at state,
local, and community levels, including 94 Community-based Organizations (CBOs). Of particular
interest is the National AIDS Hotline which received 65,333 calls from persons under 18 years of
age (the figure is not available for the Spanish speaking lines).

Unintentional Injim'es

Bicycle helmet usage and residential fire protection (through the use of smoke detectors) are two
unintentional injury programs whose target population is children. Through a grant program,
CDC funds states to conduct public education programs on bicycle helmet safety, helmet give-
aways, neighborhood canvassing, multi-lingual educational materials, etc. Residential fire
protection through the use of smoke detectors is aimed most specifically at low-income
households with children under 5 and adults 65 and older. Grantees make use of outreach
workers for door-to-door canvassing or other forms of public assistance programs (WIC, Head
Start, etc.) to identify those in need.

Youth Work-related/Farm-related Safety

CDC currently funds several community education projects focusing on young workers’ safety
and the hazards of farm work. Several of these grantees strive to reach unique groups of farming
and ranching using culturally sensitive approaches.

STRATEGIES FOR EDUCATING WORKERS

Because most of workers involved with CDC projects are grantees, CDC feels the best strategy
for educating these outreach workers is a tailor-made mailing which will focus on how a grantee
in a particular program might become involved in CHIP and how they can assist in outreach. For
instance, an outreach worker in the lead screening program who visits a high-risk home to screen
children for lead poisoning would also be encouraged to hand out information on CHIP and
possibly a mail-in application form. Another example is an occupational safety and health official
who visits migrant communities and farms to educate the workers on farm safety.



Another approach that CDC is proposing is some type of national meeting with state and local
health officials and state and local school education officials. Although it is possible that both of
these groups have had extensive dealings in devising their state’s CHIP plan, opportunities for
input and feedback should be afforded to any one of these groups which might be instrumental in
outreach.

EDUCATING FAMILIES AND ENROLLING CHILDREN

CDC has several strategies for actually reaching and enrolling children in Medicaid and CHIP.
Perhaps most importantly is the use of the state and local health departments and state and local
education agencies. CDC is the only federal public health agency with grant relationships with all
fifty state health agencies and all fifty state education agencies as well as most of the nation’s
largest cities. Each of the State agencies have access to a large number of children through
several different programs. CDC will encourage each of these agencies to ensure that a child is
enrolled some type of program every time a child is seen for whatever reason.

Another strategy involves using the national 800 number being set up for the CHIP program.
CDC has an extensive inventory of publications, pamphlets, educational materials, etc. which
routinely make their way into the states. An effective use of the 800 number would be to publish
the 800 number on all printed material sponsored by CDC.

Approximately 96,209,000 hits have been received on CDC homepage just in the past year. CDC
intends to provide a hot-link directly to the HCFA website for those wishing to learn more about
the program.

Several non-governmental agencies currently assist CDC with our school-based education
programs throughout the states. Among the organizations are the National Network of Runaway
and Youth Services; Advocates for Youth; the National School Health Education Coalition; and
Girls Incorporated. These types of groups are in a unique position to reach a large number of
children in a variety of settings. CDC proposes that these types of groups assist in outreach
through the use of educational matenials, enrollment applications, etc.

CDC is currently in the process of establishing the hot-link to HCFA and will soon begin
preparing the informational letters to grantees. Additional resources are required to conduct
educational meetings.

COORDINATION WITH OTHER PROGRAMS

CDC has several non-children’s health programs which by nature lend themselves to reaching
children in need. One such example is tthreMm CDC sees this
program as a link to mothers and grandmothers who may be inferested in learning more about
CHIP or who are Medicaid eligible. The diabetes screening programs also afford an opportunity
to reach fathers, mothers, and other family members.




Two important CDC programs with direct links to children but do not actually serve children are
the teen pregnancy program and the prenatal smoking cessation program. Both of these programs
could provide for immediate enrollment in either CHIP of Medicaid.

CONCLUSION

Although traditional health departments do not see the large numbers of low-income families they
once did, the state and local health agencies remain a critical link in the effort to identify and
enroll eligible children into either CHIP or Medicaid.

' Through our other grantees, CDC is also in a unique position to reach and assist in providing
information and enroliment forms to a large number of children. Except in the case of national
meetings with the health officials and school officials, little in the way of monetary resources is
needed. One of CDC'’s strengths is informatior: dissemination, and CDC would require access to
all outreach materials from all involved agencies (i.e., informational pamphlets, mail-in
applications, etc.).



HEALTH CARE FINANCE ADMINISTRATION
L. AGENCY PROGRAMS THAT SERVE MIDDLE TO LOW INCOME CHILDREN

The Health Care Financing Administration (HCFA) is a Federal agency within the U.S.
Department of Health and Human Services (DHHS) that administers the Medicare program (Title
XVIII of the Social Security Act); Medicaid (Title XIX of the Social Security Act); and the
State Children’s Health Insurance Program (CHIP) (Title XXI of the Social Security Act).
HCFA is the largest purchaser of health care in the U.S. - serving 72 million Medicaid and
Medicare beneficiaries and their families. HCFA’s mission is to assure health care protection for
beneficiaries.

Medicaid is a jointly funded cooperative between the Federal and State governments to assist
States in the provision of adequate medical care 1o eligible needy persons. It is the largest
program providing medical and health related services for low income Americans. Within broad
national guidelines which the Federal governme.it provides, each State establishes its own
eligibility standards; determines the type, amount, duration, and scope of services; sets the rate of
payment for services; and administers its own program.

In FY 1996, Medicaid served approximately 22 million children and 9 million adults who care for
these children. The 22 million children served by Medicaid represent about 30% of America’s
children. Of these, about 10 million are Caucasian, 5 million are African American, 300,000 are
Native American, 600,000 are Asian American, 5 million are Latin American and over | million
are of unknown ethnicity. About one-third of all babies born in the United States are covered by

Medicaid.

Although children constitute nearly half of all Medicaid beneficiaries, thev account for
approximately 16% of program expenditures. The Federal and State Medicaid expenditures for
FY 1996 amounted to $160 billion. The States contributed $69 billion (43%) and the Federal
government $91 billion (57%).

Title XXI provides $24 billion in Federal matcning funds over the next 5 years to assist States
provide health care coverage to the nation’s estimated 10 million uninsured children. This is the
largest expansion of insurance for low-income children since the enactment of Medicaid in 1965,
and it is among the Clinton Administration’s most significant health care achievements. HCFA, in
cooperation with the Health Resources and Services Administration (HRSA) has administrative
responsibility for the State Children’s Health L.surance Program.

II. PLANS FOR CHILDREN’S HEALTH OUTREACH
A. CURRENT ACTIVITIES IN CHILDREN’S HEALTH OUTREACH

HCFA, in conjunction with HRSA, held one national and eight regional conferences (which
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included all 10 regions) during January and February 1998, providing information on various
aspects of CHIP including a dynamic expert panel on outreach and marketing strategies.
Attendees included Federal, State and local officials, national and local organizations and
associations, providers, advocacy groups and vendors.

HCFA ROs are organizing interagency/interdepartmental workgroups reflective of the Central
Office (CO)Interagency Children’s Health Outreach Taskforce to provide CHIP education to all
Federal partners and grantees and to plan State specific meetings to further promote coordinated
outreach strategies germane to individual States and engaging both the public and private sectors.

All HCFA ROs are providing ongoing technical assistance to States, as requested, regarding
outreach as an essential part of the State Plan and holding teleconferences with State staff during
initial develop.uent stages of CHIP plans.

The regions are working with minority advocacy groups/organizations to identify appropriate
guidelines for cultural competence required in conducting outreach to special populations and
reducing barriers for enrolling minority populations.

HCFA Regional Administrators are actively promoting collaboration among respective States in
development of CHIP plans as well as encouraging them to utilize the State agencies,
organizations, and networks in reaching out and identifying potentially eligible children for
enrollment in the State programs.

ROs are working with their States to identify all potential outreach funds for CHIP and to assist
States to identify innovative methods to expand and target their Medicaid/CHIP outreach efforts.

Central Office (CO) staff are involved with the other Federal agency workgroup members in the
development of a brochure and other materials to provide workers who administer and operate
Federal programs with information about children from low income working poor families who
may be eligible for health insurance.

HCFA is developing partnership roles with existing programs, such as Medicare’s Information,

Counseling and Assistance (ICAs) grantees, who currently provide information to potential
Mromoﬁng opportunities for them to simultaneously \

engage in outreach to children for Medicaid/CHIP enrollment. . \)

HCFA staff are assisting the Taskforce by convening an interagency subgroup to explore \

simplification of the eligibility process across agencies as well as identifying and addressing .
potential barriers to such simplification. }

HCFA is participating in an interagency subgroup with other Federal agencies responsible for
providing services to Native Americans to identify and establish a coordinated outreach effort for
this population.




‘ B. EDUCATING WORKERS ABOUT MEDICAID AND CHI?
Federal Workers

HCFA is preparing an E-mail note, to be disseminated to all HCFA staﬁ' descnbmg the Federal
Outreach Workgroup effort for Medicaid/CHIP.

HCFA and HRSA hold bi-weekly conference calls with Regional HHS Staff. There are points of
contact (POCs) for each HCFA/HRSA RO. POCs organize and disseminate information to their
respective RO staffs. The agenda is open to allov for free exchange and discussion.

ROs are continuing to receive feedback from CHIP conference participants. This information will
be used to help develop CHIP outreach strategies.

The HCFA CHIP Steering Committee meets on a regular basis to discuss CHIP issues and to
keep HCFA CO and RO management up-to-date on all CHIP activities.

State Workers

HCFA offers guidance and direction to States through various vehicles. The series of recent CHIP

letters on financing, crowd out and outreach, ways to improve the enrollment/eligibility process,

questions and answers, and meetings with State officials promote CHIP as a vehicle for improving
. childrens’ health status. This is a critical part of HCFA’s role in educating State workers.

HCFA prepared a State Medicaid Directors letter (dated January 23, 1998) highlighting new and
existing opportunities for outreach to uninsured children. The letter described examples of and
options for successful outreach and enrollment and Federal funding available for these activities.
All CHIP letters are on the HCFA Internet site and HCFA will continue to post information and
issuances as they are released.

Where appropti.ce ROs are working with National American Indian tribes in an attempt to define
means to provide HCFA with correct counts of uninsured American Indian children.

HCFA RO staff participate regularly in public forums on CHIP Plan development and are
encouraging States and partners to share successful outreach models and strategies with one
another and disseminating this via the Internet, conferences, in public forums, in working together
at the grassroots level, etc.

RO staff are identifying innovative State outreach efforts (e.g., the use of Multi-Purpose
Collaborative Bodies (MPCB) to develop outreach programs specifically targeted to the needs of
individual communities and awarding State grants to community organizations for targeted
outreach.) ROs will follow up with specific States to share their experiences with others.




Other Workers

The New York RO has participated in meetings with the NY Chapter of the National Association
of Social Workers, the Women’s Club of the city of New York and Grant Makers in Health to
discuss the CHIP program.

C. EDUCATING FAMILIES AND ENROLLING CHILDREN IN MEDICAID AND CHIP

HCF A realizes that it is more important than ever that States have and pursue options to conduct
educational activities and enrollment of children in a wider array of community settings. HCFA is
encouraging, promoting and providing administrative funding for “presumptive eligibility”, the
outstationing of eligibility workers in communities, the use of mail-in applications, simplifying the
Medicaid applicatiun and eligibility process, using a single application for Medicai.. and CHIP,
eligibility screening, and the granting of 12-month continuous eligibility. An Interagency
eligibility workgroup is currently exploring ways to coordinate these activities by identifying
potential barriers and possible solutions to overcome them.

The agency has offered to assist States and local communities by facilitating the exchange of
information regarding successful outreach endeavors and information related to enrollment
simplification. Information on these topics, especially examples of promising strategies currently
practiced or being considered in various places, has been shared with our partners through
numerous vehicles (i.e., Internet, State Medicaid Director letters, conferences, etc.)

HCFA Regions are providing marketing materials to various City locations frequented by
potentially eligible families as well as providing technical assistance on a variety of program areas
to assist States to successfully implement this important program.

D. COORDINATION WITH OTHER PROGRAMS

All HCFA ROs are participating in HHS inter-agency workgroups to share knowledge of the
program, identify means to assist each other in training our respective audiences, and to provide
comments oin CHIP State Plan Amendments. We continue to encourage and work with States to
build effective outreach programs that assure children eligible for CHIP/Medicaid are identified

and enrolled.

Regions are working with States to improve coordination and linkages across public and private
child health care programs.

ROs are providing updates to Maternal and Child Health interagency Regional Taskforces.
1. PROPOSED OUTREACH ACTIVITIES

HCFA facilitates partnership development and network building between other federal agencies,




private and voluntary organizations, such as the American Hospital Association’s Campaign for
Coverage, the Department of Education, the National Education Association and the National
Teachers Association to leverage resources committed to outreach activities associated with
building a successful enrollment strategy for reaching uninsured children.

HCFA’s Communications Office will launch a coordinated effort with other HHS components and
States to develop a variety of media strategies directed at various subpopulations and minorities
and in support of the State operated children’s programs. They will solicit best practices from a
wide array of sources on outreach/enrollment, quality and access strategies and disseminate
information by:

. Establishihg a clearing house for information collection and dissemination; and
. Continually updating the HCFA Internet site with descriptions of best practices ..long with
contacts for :dditional information.

HCFA will prepare CHIP information and educational material, containing the national 800
Medicaid/CHIP number, to be included in the Medicare initial enrollment package. Central Office
will include the Medicaid/CHIP National 800# in the National Medicare Hotline Agent/partner
referral data. A\ special HCFA Customer Service Representative will access the data and provide
the 800# information to callers inquiring about CHIP.

The Center for Medicaid and State Operations staff will work with the Center for Beneficiary
Services to share information regarding both Federal and State CHIP outreach efforts with
Advocacy groups on a regular basis and encourage them to become active participants in all
outreach efforts (both Federal, State, city, local and private).

Through its existing contract, HCFA will enlist the support of Barents Group to provide technical
assistance in developing and testing messages including effective means of communicating these
messages in various communities. Contractor support will assist HCFA and State Medicaid/CHTP
Agencies identify ways of coordinating respective roles and enhancing and assisting State
Agencies in developing successful outreach strategies.

HCFA R@®s will be undertaking a myriad of activities over the next several months aimed at

educating all HCFA and other Federal agency RO staff, government leaders, providers, funding

agencies and service organizations. Among these efforts are:

. training courses, _

. outreach conferences which focus on facilitating partnerships among, government entities,
advocates, providers, parents and other stakeholders to network, exchange ideas and
models, and come away with fresh approaches to Medicaid and the new CHIP legislation,

. Federal Interagency forums to focus on strategies/ways agencies can disseminate
Medicaid/CHIP information to State/county/local staff,
. presentations to be made at other agencies’ staff meetings and conferences,

. CHIP updates Maternal and Child Health Interagency Regional Taskforces, and




’ establishing RO Consortia Workgroups for outreach.

CO staff will schedule a demonstration of the HUD Community Planning software for the CHIP
Steering Committee and other interested HCFA personnel. This software package has the
potential for assisting States in identifying those areas with the greatest number of potential
eligibles. States can then more accurately target their outreach efforts. We are exploring the
possibility of providing each State a copy of this software for $249 per State Medicaid agency.

HCFA ROs will provide a number of training sessions to Medicaid State agencies on this
initiative, stressing the need for intensive outreach in both Medicaid and CHIP. This issue will be
a continuing agenda item for RO Medicaid State Representative site visits as they occur. They
also will host State Medicaid Director’s meetings at which the Medicaid/CHIP outreach effort
will be extens:vely discussed with the States detailing our expectations from th.cir standpoint, and
requesting formal State itineraries for planned activities and due dates. State responses should
outline their commitments and plans to enroll uninsured children in this effort, with target dates
and anticipated increases in enrollees.

Central Office will participate in the Historically Black Colleges and Universities (HCBUs)
Conference and the Tribal Colleges and Universities (TCUs) Conference and EXPO, to provide

CHIP information.

This Spring HCFA will publish Child Care and Medicaid, Partners for Healthy Children, a
guide to provide information and technical assistance to child care programs regarding the
importance of health care and how child care programs may help to enroll children in Medicaid
and CHIP.

This summer, HCFA will provide a CHIP article which will be published in the quarterly
newsletter of the Healthy Mothers/Healthy Babies national coalition. This article will describe
how this national organizations’ local chapters can help in CHIP and Medicaid outreach efforts.

HCFA RO staff will work with their Federal counterparts to identify other sources for outreach
and intake of applications which currently exist (including WIC, Head Start, health Departments,
perinatal providers, advocacy groups, managed care organizations, SSA field offices and other
“enrollment centers”).

Region Offices will give presentations on a regular basis to Medicare contractors and various
provider organizations as part of their Balance Budget Act Legislation updates.

HCFA will continue to pursue the activities cited in Section I1.C.- Current Outreach Activities to
educate families and enroll children in Medicaid and CHIP.

HCFA will work with the Social Security Administration to place Title XXI literature in local
Social Security Offices. This should be accomplished by mid-summer.




ROs will work with their respective interagency workgroups to discuss outreach strategies and
determine how together they can make certain that low income families are made aware of the
Medicaid/CHIP programs, while not duplicating Federal efforts.

In the fall, HCFA and ACF plan to publish a guide for Head Start Programs to provide
information and technical assistance regarding enrolling Head Start and Early Head Start children
in Medicaid and CHIP.

IV. STATUTORY OR REGULATORY BARRIERS

Medicaid has no mandated outreach requirements and while CHIP requires a State to describe
outreach and coordination efforts, ultimately, we cannot mandate effective programs because
neither Title XXI nor XIX detail any specific statutory language that would make a State
noncompliant. Without specific regulatory or statutory language it is difficult to ensure that best
practices in outreach are utilized.

There are confidentiality issues surrounding the voluntary disclosure of a child’s social security
number for enrollment purposes. Since Medicaid requires an SSN for enrollment, it may cause
some States hardship to meet the screen and enrollment requirement of CHIP. A State raust enroll
a child in Medicaid, even if they apply for CHIP, if they are found Medicaid eligible. The child
would likely face a delay in coverage because the eligibility determination process will be
lengthened.

There is no funding available for the development of outstationed workers training programs
geared towards outreach workers hired for CHIP/Medicaid expansion implementation.

The outstationing of eligibility workers to sites such as Head Start Offices, WIC Offices, child
care centers, schools, etc. may be perceived as increasing workloads for this staff.

States now have the option of allowing eligibility workers for Head Start, WIC and child care
subsidies under the Child Care Development and Block Grant to give children temporary CHIP
and Medicaid e"gibility. Under the Ci..P program this authority may be extended to the 638
Tribal Health Program Workers who perform eligibility determinations for American Indians.
However, if the CHIP program is an extension of the State Medicaid program, since these
workers are not specified, they cannot make tnis determination for the Native American
population. :

States are required by law to review all eligible Title XIX children, however, there is no State
accountability to assure States are compliant in this requirement. by
(*)



DRAFT

' Indian Health Service

L. The Indian Health Service(IHS) is an agency within the Department of Health and
Human Services. It is the principle agency with responsibility for the provisions of health care
services to the approximately 2.5 million American Indians and Alaska Natives living in the
United States. The agency has responsibility for direct clinical medical services, Contract Health
Services, and serves a major advocacy role for obtaining needed clinical, preventive, and
rehabilitative services for American Indians and Alaska Natives. The Indian People are among
the most disadvantaged minority in this country not only in economic indicators, but in all aspect
of health status which demonstrate marked disparitics when compared with the general US
population. This also includes marked disparities in education levels. All of the funds which
are appropriated by Congress are directed toward American Indiars and Alaska Natives health
care needs. The IHS works in a decentralized format, with 12 regional administrative units
which are subdivided in 75 service units scattered through the US. The IHS participates in all
federal programs including collection of third party resources ( M&M and private insurance), and
has great interest in Title XXI, Children Health Insurance Program, (CHIP).

II. PLANS FOR CHILDREN’S HEALTH OUTREACH

A. Current activity in Children’s Health Outreach

-- Distribution of all HCFA communication to the Area Business Offices, and
. Clinical Staff.

-- Instruction on the use of Internet to enhance communication

-- Support to the tribes on participation at the state meetings on CHIP

-- Review of the state proposals by the HQ and Area Staff

-- Contribution to “ Comment request on the CHIP” by various organizations

-- Active participation in HHS workgroups on the CHIP

B. Education of Federal and Tribal Workers
-- The Director, IHS has a special Initiative on Youth, which has highlighted the

health status indicators and plans to address these issues.

-- Information distribution has been through the infrastructure of the agency
via division of Health Administration, Division of Managed Care, and thru
Division of Clinical and Preventive Services.

-- Discussions with state employees have been through regional meeting with the
Tribes and community members. This includes the Western Governors Assoc.,

who issues a resolution with “3 Points” focusing on AVAN children.

-- Great emphasis has been place on consultation with the Indian Tribes and




Native Corporations in providing information on the program.

. C. The information on CHIP has been included in all major Indian media outlets, and it has
been a major topic of discussion in all meetings between the agency and the tribal
leaders.

D. IHS has been working with HCFA to improve communication on the issues between the
agencies and in working on operational aspects of the program. The agencies have met on

a regular basis since the inception of the program and are scheduled to continue these

meetings in the future.

The IHS has also initiated interaction with the Bureau of Indian Affairs social service
workers at the local and regional levels to increase the interaction between the two
agencies.

The IHS is committed to working with the Interagency workgroup and will help direct a
subgroup addressing specific needs of the American Indian and Alaska Native youth who
are eligible for participation in the Title XXI program.

The IHS HQ’s has a small workgroup that is reviewing all state proposals for specific
references which may impact on Native American And Alaska Native youth.

E. Statutory or Regulatory Barriers

-- At the regional meetings and the questions asked by some states... There is
concern that the Indian Youths who uses IHS as their primary care source may not be
considered uninsured ... and found not eligible for CHIP by uniformed state workers

who don’t know that IHS benefits are discretionary.

-- [HS serves in an advocacy role and does not have authority to help enroll clients,
and works to only refer to the state officers ... the Indian Patient sometimes think of
IHS as being no different than other Federal or State agencies and think that presenting
information to THS will suffice in getting enrolled.

-- Dialogue with the states often have to go through the HHS sister agency route ( ie
Baltimore) rather than regional or local setting which cause some concern because HCFA
tells the States this is their program, . “we want to know what you want to do”, ..

However, in our discussion at the agency level there seems to be a desired level of
interaction and more specific interpretation of the program guideline. This leads to some
confusion for us when we meet with the tribes and the specific state workers.




From: LINDA SANCHES <lsanches@OSASPE.DHHS.GOV>

To: Washington.DC1 (JBonney)

Date: 3/23/98 10:56am

Subject: SAMHSA report on children's health outreach -Reply -Forwarded

Received: from SAMHSA-Message Server by SAMHSA.GOV
with Novell GroupWise; Thu, 19 Mar 1998 17:08:39 -0500
Message-Id: <s5115117.074@SAMHSA.GOV>
X-Mailer: Novell GroupWise 4.1
Date: Thu, 19 Mar 1998 17:08:20 -0500
From: Sheri Rucker <SRucker@ngmsmtp.samhsa.gov>
To: lsanches@OSASPE.DHHS.GOV
Subject: SAMHSA report on children's health outreach -Reply

Hi,

I have requested information from all division heads re: outreach

activities and expect to have by COB Monday. I think by Wed. at the very
latest I can send you a complete more up-to date report. If this is already
too much let me know. ’

Thanks for your help and it was great talking with you earlier.
8

Substance Abuse and Mental Health Services Administration

I. SAMHSA is an independent agency within the Department of

Health and Human Services. SAMHSA consist of three centers: the

Center for Mental Health Services (CMHS), the Center for Substance

Abuse Prevention (CSAP), and the Center for Substance Abuse

Treatment (CSAT). In Partnership with States and others, SAMHSA
strives to address the needs of individuals with substance abuse and
mental illnesses and address community risk factors which contribute to
these illnesses. With respect to substance abuse, activities are intended
to reduce incidence and prevalence, improve access to prevention and
tresatment programs, enhance effectiveness of services, and reduce
personal and community risks. With respect to mental health, activities
are intended to promote recovery and improve the quality of life for
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adults with serious mental illness and children with a serious emotional
disturbance and improve the overall mental health of the Nation's people
by promoting access to and increasing the development of systems of
integrated, comprehensive, community-based services for adults with a.
serious mental illness and children with a serious emotional disturbance.

SAMHSA's mission within the Nation's health system is to improve the
quality and availability of prevention, early intervention, treatment, and
rehabilitation services for substance abuse and mental illnesses, _
including co-occurring disorders, in order ro improve health and reduce
illness, death, disability, and cost to society. disturbance.

IT. Agency Programs That Serve Middle To Low-income
Children

Center for Substance Abuse Prevention: Program Descriptions:
FY 1998

Community Partnership Program

The Community Partnership Program supports and empowers

communities, schools and families to join together and work

towards solving their own problems e.g., substance abuse, violence,
HIV/AIDS, drunk driving, school failure, delinquency, etc. Community
Partnership grants permit representatives from government, business,

health, religion, academia, schools, criminal justice, and other individuals
to join together to assess, design, and implement community-wide

prevention efforts.

High Risk Youth

The High Risk Youth Demonstration grant program supports the

demonstration of innovative and effective models for the prevention of
alcohol and drug use among high-risk youth. This program serves

as the principle national vehicle for establishing what works in
preventing substance abuse among high-risk populations. These grants

are community based and differ with respect to (1) type of grantee; (2)
age, race/ethnicity, risk factors of the target population; (3) setting for
the project; (4) rural or urban environment; and (5) number and types of
intervention strategies.




Predictor Variables

The program is designed to enhance knowledge about preventing
substance abuse by determining the kinds of interventions that will be
effective in changing the developmental path for children at risk of
substance abuse and linking them with appropriate developmental
stages. The studies are designed to answer the following research
question: At what developmental stage(s) does enhancement of each of
the variables being investigated prove most effective in

preventing/reducing negative behaviors that are predictive of substance
abuse?

In FY 1996/7, CSAP awarded 11 grants designed to study four

behavioral characteristics and/or patterns of behavior in childhood and
adolescence that are predictive of more serious forms of adult disorders,
including substance abuse. These variables studied are: social
competence, self-regulation and control, school bonding and academic
achievement, and parental/care giver involvement.

Managed Care and Vulnerable Populations Cooperation

In September, 1996, SAMHSA's three Centers (CSAP, CSAT and CMHS)

funded the first set of fifteen cooperative agreements (five per center) to
study the impact of managed care on vulnerable populations. The

program is designed to enhance knowledge about how managed care in

the public sector affects the provision of substance abuse (SA) and

mental health (MH) prevention and treatment services. The purpose of

this cooperative agreement program is to generate knowledge on 1) the

types of SA and MH services provided in managed care environments
for publicly £

>>> LINDA SANCHES <lsanches@OSASPE.DHHS.GOV> 03/18/98
05:26pm >>>

Sheri: I tried severak times to call you at the
number listed in the departmental locator but
couldn't reach a real person or get a voicemail.
please let me know your actual phone number.

I would like to touch base with you about your

agency submission, make sure you are clear on the
guidance Jenny and I sent out yesterday. as you




know, we need reports friday morning. I'd
appreciate it if we could touch base in the morning.

thank you!
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February 18, 1998 Contact:

{54 Becky Fleischauer
N
B 202/624-5364

Nation’s Governors are Proud Partners in Effort to Expand Health Insurance to America’s
Children—

"States Act Quickly to Seek Out and Enroll Uninsured Children”

Washington, D.C.—The nation’s Governors are proud partners
in achieving the goal of extending health insurance to America’s
children. The Governors applaud President Bill Clinton and
Congress in helping to meet that goal and are pleased to be
partners in today’s Washington, D.C., Children’s Hospital news
conference highlighting the need to provide children with health
insurance.

Under the new State Children’s Health Insurance Program
(S-CHIP) included in the Balanced Budget Act of 1997, states
are making it a top priority to locate uninsured children, educate
families about taking advantage of the new program, and make

enrollment easy. S-CHIP gives states access to $24 b_||||on in First Lady Hillary Rodham Clinton and U.S. Health
federal grants over the next five years to create meaningful and  and Human Service Secretary Donna Shalala listen as
comprehensive health insurance programs for previously President Bill Clinton applauds nation’s governors for

uninsured children. The most important criteria that will be used  their efforts to expand health coverage to uninsured
to judge the success of the new children’s health program is a children.

decline in the number of uninsured children. State strategies to

find, reach, and enroll children in health insurance programs will

be key in achieving that goal, and early indications look

promising. In the first year alone, states are projecting they will

enroll more than 2.5 million currently uninsured children. More

than one quarter of the states have or plan to have programs up

and running by the end of March.

Governors remain committed to ensuring that children eligible for Medicaid benefits receive those
benefits. Beyond that, reaching the population of children living in working, low-income families
presents a new challenge for the nation. The federal government, states, and communities will
need to work together to develop outreach strategiss that inform and educate working families
and while preserving their pride and self-respect. The Governors believe that a constructive
solution to the difficult problem of locating and signing up millions of uninsured children lies in a
joint federal-state-local partnership.

in March the National Governors’ Association (NGA) Center for Best Practices will release an
Issue Brief discussing outreach and enroliment of children in the new State Children's Health
Iinsurance Program (Title XXI) and Medicaid. This paper will outline the requirements of the Title
XXl legislation for conducting outreach efforts, coordinating and facilitating enrollment with
Medicaid, and identifying state and national options for funding. This /ssue Brief will describe
successful state efforts to streamline enroliment and reduce administrative barriers for parents
and families, describes statewide media and awareness campaigns for health assistance and
health promotion, and highlight best practices for outreach activities. Following are highlights of
state success stories that will be described in the upcoming Issue Brief.

Seeking Out and Enrolling Every Eligible Child

Thursday, March 26, 1998 8:15 AM
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An impressive array of outreach activities is already at work across the nation. The creation of
S-CHIP through the Balanced Budget Act provides an opportunity to coordinate these outreach
strategies to find and enroll every child. States are aggressively locating uninsured families,
educating families about taking advantage of the new program, and making enroliment easy.
Sometimes this process is as simple as giving the program a name that attracts low-income
working families whose children are uninsured. Successful outreach programs have found that
health insurance programs are more attractive to low-income working families if they are not
associated with welfare programs. Marketing names like Arkansas’ Arkids, California’s Healthy
Families, Florida’s Healthy Kids, New Jersey KidCare, South Carolina’s Partners for Healthy
Children, and Vermont’s Dr. Dynasaur, provide the opportunity to educate the public about the
availability of health insurance for children and at the same time send a message promoting
healthy behaviors and prevention. Many states are working with schools and sending letters
signed by the Governor hame with every school child.

Acting Quickly to Insure Children

The first day new funding for states was available—October 1, 1997—several states began
enrolling children in the new program. This action was initiated before the first Title XXI children’s
health insurance program plan was even approved by the federal government’s oversight
agency, the Health Care Financing Administration (HCFA). Several states took these bold steps
to enroll children immediately, banking on negotiating approval of their plans with HCFA and
receiving the new enhanced federal matching funds.

¢ Florida increased enroliment in the Florida Healthy Kids program by 25 percent since
October 1997 because of an increased state appropriation. Florida plans to build on this
increase when their Title XXI plan is approved by HCFA. In anticipation of its approval,
Florida has put systems in place to fully utilize their Title XXI funds to launch an aggressive
outreach and marketing campaign.

< Idaho will mail more than 5,000 postcards to families who are no longer eligible for cash
assistance under the new welfare program, Temporary Assistance to Needy Families
(TANF), to advise them of expanded Medicaid eligibility. Since October 1, Idaho has
enrolled 755 new children into Medicaid—that represents 2.5 percent of potentially eligible
children.

< South Carolina initiated aggressive outreach and enroliment. Since an expansion in
August 1997, 30,000 additional children have enrolled in Medicaid, 27 percent of the
state's targeted population. By comparison, in the previous six months, 9,000 children
were enrolled in Medicaid.

+ New York made remarkable progress in expanding the Child Health Plus program
through aggressive marketing and outreach. Since June 1997, New York experienced a
fourfold increase in the number of new children enrolled per month, increasing from about
1,200 children in June to 5,000 in December.

Developing State Plans - Best Practices Underway in the States

California Gov. Pete Wiison proposed a multipronged outreach strategy in the state’s children’s
health plan. California is positioned to conduct a multimedia campaign and a primer for the
business and provider community, as well as to forge contracts with community-based
organizations to identify and help families enroll their children into Medi-Cal and the new Healthy
Families insurance program. California is considering offering a $25 one-time bonus to
organizations and individuals that successfully enroll children into the insurance program.

Colorado Gov. Roy Romer is using technology to extend the reach of his state’s program.
Colorado will market information about the new Child Health Plan Plus on the Internet, where the
public can access information about the program and complete applications on line. Most public
libraries have computers with access to the Internet that can be used by families without home
personal computers.

Connecticut Gov. John G. Rowland has proposed an ambitious approach to enroll children
eligible for Medicaid and for the new HUSKY Plan (Healthcare for UninSured Kids and Youth).
The state is using radio and television ads, a direct mail campaign to all households with incomes
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below 300 percent of the federal poverty level, brochures and flyers, videos, web sites, and
presentations by state staff.

Florida Gov. Lawton Chiles’ Healthy Kids program relies heavily on partnerships with schools to
identify and enroll eligible children. Marketing materials are written at a fifth-grade reading level
and are available in several languages. Florida took advantage of an eligibility database to identify
more than 80,000 children who receive food stamps but are not eligible for Medicaid. The Florida
Healthy Kids Corporation plans to reach out to those families vvith information and application
forms.

lllinois Gov. Jim Edgar continues to guide planning efforts for expansion of the Itlinois Child
Health Initiative. In phase one, the state will make special efforts to identify eligible migrant
children and homeless children through community-based organizations that provide food and
shelter to homeless families. Children with special health care needs and children living in rural
areas will also be the focus of targeted outreach efforts.

Massachusetts Gov. Argeo Paul Celluci proposes to offer mini-grants to community-based
organizations to find and enroll traditionally hard-to-reach populations, including adolescents,
seasonal workers, and young parents. Provider outreach and education is being coordinated with
the Massachusetts Medical Society and Hospital Association. MassHealth is a combined Medicaid
and state-designed health insurance program.

Michigan Gov. John Engler plans to award funds to counties for outreach and marketing of the
new MIChild health insurance program for children. The state will require the counties to involve
key stakeholders including public health agencies, schools, hospitals, temporary employment
agencies, Head Start, food banks, churches, the business community, and neighborhood
associations.

Ohio Gov. George V. Voinovich made increasing enrollment into Ohio’s Healthy Start Medicaid
program a top priority. Gov. Voinovich held numerous news conferences to announce and
advertise expanded eligibility. Ohio is also sending thousands of flyers, posters, and mail-in
application forms to medical centers, hospitals, schools, childcare centers, Head Start programs,
and social service offices and has established a new toll free children’s health insurance helpline.
Since January 1, 1998, 12,120 additional children have been enrolled into their Medicaid program.

Oklahoma Gov. Frank Keating's SoonerCare Plus and SoonerCare Choice programs are now
expanded to cover approximately 100,000 children and 4,000 pregnant women. Major changes
have been made to the application form that is now just one page, front and back, with
processing time reduced to less than three weeks.

South Carolina Governor David M. Beasley spearheaded a comprehensive outreach effort that
included contacting every school district, working with providers and pharmacies, and
streamlining enrollment forms and procedures. The Governor held four news conferences to kick
off the new health insurance program for children—Partners for Healthy Children. The program
uses a one-page, bright yellow form that is easy to complete and can be mailed in with copies of
pay stubs or tax forms to meet income eligibility requirements. South Carolina is also using
existing databases with income and age information to match up potentially eligible children.

Table 1 summarizes seven proven effective strategies states have employed to simplify and ease
the enrolliment process, which have subsequently increased enroliment of pregnant women and
children into Medicaid. For those states that will be creating a new state-designed insurance
program with their Title XXI funds, these proven strategies can easily be implemented and
applied.

Table 2 outlines the campaigns and the effective efforts that states employ to make pregnant
women and families aware of medial assistance programs.

Table 1. Strategies employed to simplify and ease the enroliment process
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tre s | Shortened | it A0 Ee ot omer |Combined | B
State Test Application | g e Sites Sites Forms Pregnant Women
Alabama * »>a * »* *
Alaska * »* * * *
Arizona * »* * *
Arkansas ' »* #*C * * #*
California * #* b * * *
Colorado * 3 * »* »* * *
Connecticut »* *C * »* * *
Delaware * #* D »* * * #* 8
Florida * »* * *
Georgia * * * »* * *
Hawaii * * %*C *
Idaho »* *
Ninois * * * * *
Indiana 1 * * *
lowa * * * *
Kansas * #* 4
Kentucky * *a * *
Louisiana * * 2 * * *
Maine * * * * *
Maryland »* * »* * *
Massachusetts * %*b #* * *
Michigan * * * »* * %6
Minnesota »* * *
Mississippi »* * * »* *
Missouri * »* * * *
Montana *
Nebraska * * * * »*
Nevada * »*
New Hampshire »* * »* »* *
New Jersey ¥* »* * * * *
New Mexico * * * * *
New York *2 * * * * *
North Carolina * * * *
North Dakota * * »*
Ohio »* * * #* »* *
Oklahoma * »*a * * »*
Oregon * * * * *
Pennsylvania * * 8 *a * * *
Rhode Island * * »* *
South Carolina * * *S * * *
South Dakota »* * ' »*
Tennessee #* »b * *
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Texas #*3 * * * *7
Utah * * * * »*7 #*
Vermont * * * »* * *
Virginia * * * * * »*
Washington * *C »* *
West Virginia * * * * *
Wisconsin * * %* * * »*
Wyoming *b * »* »* * *
TOTAL 40 44 33 47 27 18 27
Notes to Table 1.
2 For women only
b Applies to entire Medicaid population
¢ For children only
1 Indiana is reinstating the assets test for pregnant women.
2 New York has dropped the assets test for children born after August 30, 1983.
3 Texas has dropped the Assets test for pregnant women only.
4 Kansas is in the process of redesigning their application form.
5 South Carolina’s mail-in application forms are for the new Title XXI program only.
6 Michigan uses a joint income calculation form for WIC and MICH-Care (Medicaid program for pregnant women).
7 Texas and Utah have combined the Medicaid application with TANF and Food Stamps.8 Delaware began presumptive
eligibility in 1997.
Table 2. Efforts states employ to make pregnant women and families aware of medial
assistance programs.
Print Private/
Program Name Toll Free Radio v Coupons or School-Based
g Hotline | Campaign Media Campaign | Incentives | Corporate Efforts
State Assistance
Alabama Healthy Beginnings * *
Alaska Healthy Alaskans * |
Arizona Baby Arizona * * * * *
Campaign for Heaithier
Arkansas Babies/ Connectcare »* »* »* »* * »*
California BabyCal * * * * * »*
Family Heatthline/Baby
Colorado Care Kids Care * * * *
Connecticut Healthy Start ¥* * *
Delaware Resource Mothers *
Help them thrive birth to
Florida five/ Healthy Baby Helpline | %
Georgia Right from the Start * * * * *
Mothers Care for
Hawaii Tomorrow’s Children »* * * »* * *
ldaho Careline * *
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lNinois Help Me Grow Campaign »* »* *
Prenatal & Family Care
Indiana Coordination > * * * »*
lowa
Kansas * *
Kentucky * * * * L * »*
Partner’s for Healthy
Louisiana Babies * * * *
Maine Maine Children’s Alliance
Maternal and Child Healith
Maryland Hotline * * * * *
Massachusetts | *
Michigan * [ ‘J
Child & Teen Checkups
Minnesota Program * *
Mississippi Take Care / Delta Futures * * J * * l *
Temporary Medicaid
Missouri Pregnancy Program * *
Healthy Mothers Healthy
Montana Babies * * »* ¥* * *
Heaithy Mothers Healthy
Nebraska Babies Helpline * * * * * *
Nevada Baby Your Baby * * * »* *
New Hampshire {Lets Be Health Smart * *
New Jersey
New Mexico Outreach/
New Mexico From Day One * * * * * *
New York Child Health Plus * * * * * *
North Carolina  |First Step/Healthcheck * * * * * *
North Dakota Health
North Dakota Tracks »* | * | *
Ohio Help Me Grow * * * *
Oklahorma * * * »* »*
Oregon *
Pennsylvania  |Healthy Beginnings Plus *
Rhode Island Rite Care * *
South Carolina  |Careline * ‘ * J * |
South Dakota
TennCare/ Campaign for
Tennessee Healthier Bables * »* * »* * »* »*
Texas »*
Utah Baby Your Baby Program * * * * * * *
Vermont Heaithy Babies * * * *
Virginia * *
Washington > * * L 3
West Virginia * * * * *
Healthy Start Pregnancy
Wisconsin Outreach * »*
Help Me Grow/ Safe Kids/
Wyoming Best Beginnings * * * *
TOTAL X2 19 27 2X 1X 23 23
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CHIP (CHILDREN'S HEALTH INSURANCE PROGRAM)
HCFA/HRSA POINT OF CONTACT

Rich Pecorrella HCFA-BRO (817) 5685-1230 Rpecorrella@hcfa.gov
Room 2350 FAX (617) 565-1083 .
JFK Federal BUILDING
Boston, MA 02203
Barbara Tausey HRSA Boston (817) 585-1433 Btausey@hrsa.dhhs.gov
John F, Kennedy Federal Building FAX (817) 565-4027
Room 1828
Boston, MA 02203
REGION 1l “NEW:YORK
HRSA-New York (212) 264-2684 Gcardona-perez@hrsa.dhhs.gov
Gilberto Cardona-Perez 26 Federal Plaza FAX (212) 264-4487
Room 3337
New York, NY 10278
Sherry Mohamed HCFA/DMSO (212) 264-3948 Smohamed@hcfa.gov
Room 3800 FAX (212) 284-8814
26 Federal Plaza
New Ym, NY 10278
Ron Moss HRSA-New York (212) 264-2684 Rmoss@hrsa.dhhs gov
26 Federal Plaza FAX (212) 264-4497
Room 3337

New York, NY 10278




HILADELPHIA

Dennis Gallagher

HCFA-PRO
3535 Market St.
P.O. Box 7780
Philadelphia, PA 19101

(215) 596-1302
FAX (215) 5068-4162

Dgallagher@hcfa.dhhs.gov

Frank Heron

HRSA- Philadelphia (215) 566-8686 Fheron@hrsa.dhhs.gov
3535 Market Street FAX (215) 5968-0238
Mail Stop 14
Room 10200
Philadeiphia, PA 19104
REGION IV.=ALTANTA
Dr. Ketty Gonzalez HRSA- Atlanta (404) 331-5394 Kgonzalez@hrsa.dhhs.gov
101 Marietta Tower FAX (404) 730-2083
Suite 1202
Atlanta, GA 30323-2711
Andriette Johnson HCFA-AHRO (404) 331-0085 Ajohnson2@hcfa.gov
101 Marietta Tower FAX (404) 331-7064 HCFA
Suite 802
Atlanta, GA 30323
REGION V- CHICAGO
Barbara England HCFA-CRO (312) 353-8720 Bengland@hcfa.gov
105 W. Adams FAX (312) 353-5927
. 15th Floor
Chicago, IL 80603
Dorretta Parker HRSA- Chicago (312) 353-3770 Dparker@hrsa.dhhs.gov
105 West Adams Street FAX (312) 353-1212
17th Floor.

" Chicago, IL 80603




REGION Vi.: DALLAS

Marianne Davenport HRSA-Dallas (214) 767-3903 Mdavenport@hrsa.dhhs.gov
1301 Young Street FAX (214) 767-3038
10th Floor, HRSA-1
Dallas, TX 75202
bZ1%
-ShivoypBuncan- HCFA-DRO (214) 767-04%1 Sduncead@hain-goy
1301 Young Street FAX (214) 767-0322
Ar s Paga/l Room 833 Apaﬁa/)@h(,(ﬂ._jm/
Dallas, TX 75202
REGION VII - KANSAS CITY
Bradley Appelbaum HRSA- Kansas City (816) 426-5292 Bappelbaum@hrsa.dhhs.gov
601 East 12th Street, Room 501 FAX (818) 426-3633
Kansas City, MO 64108
Candice Hall HCFA-KCRO
801 E. 12th St. (818) 426-3405 Chall2@hcta.gov
Room 227 FAX (818) 426-3851
Kansas City, MO 84106
REGION Vil - DENVER
Joyce Borgmeyer HRSA-Denver (303) B44-5955 Jborgmeyer@hrsa.dhhs.gov
1961 Stout Street FAX (303) 844-0002
Room 498
* Denver, CO 80294
HCFA-DRO (303) 844-2121 Draisl@hcfa gov
Dee Rais! 1961 Stout St., FOB, 5th FI. Ext 444
Denver, CO 80294 FAX (303) 844-3763




REGION - IX SAN FRANCISCO

ima Honda

Rockville, MD 20857

HRSA- San Francisco (415) 437-8078 Ihonda@hrsa.dhhs.gov
50 United Nations Plaza FAX (415) 437-8003
Room 306
San Francisco, CA 84102
Karen Fuller HCFA-SFRO (415) 744-3576 Kfuller@hcfa.gov
75 Hawthome St FAX (415) 744-2933
San Francisco, CA 94105
REGION X : SEATTLE
Liz Trias HCFA-SRO (208) 815-2400 Ltrias@hcfa.gov
2201 6th Ave., M/S RX-43 FAX (208) 815-2435
Seattie, WA 98121
Doug Woods HRSA-Seattle (206) 615-2491 Dwoods@hrsa.dhhs. gov
2201 Sixth Avenue FAX (208) 815-2500
Mail Stop RX23
Seattle, WA 98121
CENTRAL OFFICE .
Marcia Brand HRSA-OA (301) 4434819 Mbrand@hrsa.dhhs.gov
Parklawn Building FAX (301) 443.2216
Room 14-A-03
5600 Fishers Lane
Rockville, MD 20857
Joy Homer HRSA-OA (301) 443-2064 Jhomer1@hrsa.dhhs.gov
Parklawn Building FAX (301) 594-1234
Room 14-A-03
5800 Fishers Lane

Julie Stellman

Bureau of Primary Health Care
4350 East West Highway
Room 8-10-B1
Bethesda, MD 20814

(301) 504-4465
FAX (301) 594-4989

Jstellman@hrsa.dhhs gov

December 7, 1997
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STATES IN EACH REGION

¥ Connecticut VI. DALLAS
Maine
Massachusetts
New Hampshire
Rhode Island
Vermont

New Jersey VII. KANSAS CITY
New York

Puerto Rico

Virgin Islands

Delaware VIII. DENVER
Dist. of Columbia

Maryland

Pennsylvania

Virginia

West Virginia

Alabama XI. SAN FRAN.
North Carolina
South Carolina
. Florida
Georgia
Kentucky
Mississippi
Tennessee

[llinois X. SEATTLE
Indiana

Michigan

Minnesota

Ohio

Wisconsin

Arkansas
Louisiana
New Mexico
Oklahoma
Texas

Iowa
Kansas
Missourt
Nebraska

Colorado
Montana
North Dakota
South Dakota
Utah
Wyoming

American Samoa
Arizona
California

Guam

Hawaii

Nevada

Alaska
Idaho
Oregon
Washington
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WE NEED YOUR HELP TO
REACH OUT TO IMPROVE THE
HEALTH OF OUR NATION’S
CHILDREN

[logo]

you can help children in your state
get free or low-cost health insurance

DID YOU KNOW --- THAT OVER 10
MILLION CHILDREN (BIRTH TO
AGE 19) IN AMERICA WHO HAVE
NO HEALTH INSURANCE?

. Most of these children are now or
soon will be eligible for some type
of government health insurance.

PURPOSE OF THIS BROCHURE:

To provide workers who administer or
operate Federal programs with information
about how children from low income _
working poor families may be eligible for
health insurance.

. More than 3 million of these
children are eligible for Medicaid
but are not enrolled and remain
uninsured.

. Several million more are eligible for
the new State Children’s Health
Insurance Program (CHIP). Most
States will develop and implement
programs in 1998.

We need your help in identifying and
enrolling children eligible for health
insurance. Many of these children or
their parents may be participants in the
programs you administer.

This brochure explains the government
program options, which children are eligible,
where you can get more information and
how you can help.

The Children’s Health Insurance Program
(CHIP) is a jointly-funded, Federal-State
program designed to providc health
insurance to children in families who have
too much income to qualify for Medicaid
and too little income to pay for private
insurance.

WHAT IS CHIP?

CHIP gives -States a fixed amount of funds
to cover children through:

* anew State insurance program,

* Medicaid expansion to cover eligible
children at higher family incomes; or

« combination of the two.

States are now developing and implementing
these health insurance programs to reach
uninsured children. Names of State health
programs will vary as States seck innovative
ways to reach eligible children.

WHAT IS MEDICAID?

Medicaid is a jointly-funded, Federal-State
program that covers 20 million of America’s
poorest children. Many more children are
eligible but have not cnrolled and are not
covered.

Both the CHIP and Medicaid programs
provide comprehensive health insurance
coverage at no or minimal cost to children
under 19 in lower income families.



Families that lose or are denied other
public assistance may still be eligible for
health coverage (e.g., children in families
who lose cash assistance, disabled children
denicd Supplemental Sceurity Income, ctc.)

HOW YOU CAN HELP?

By identifying children who participate or
whose parents participate in programs you
administer may be eligible for Medicaid or
CHIP.

*  When working with parents and families,
ask them if their children have health
insurance coverage.

¢ If not, then inform them that their
children may be eligible for health
insurance assistance and give them
contact information.

HOW CAN YOU IDENTIFY
CHILDREN THAT MAY BE
ENROLLABLE?

Here’s how you can help in identifying
children who may be eligible for the new
health insurance program.

» States set income levels within general
guidelines. In 1998, children in a family
of three:

- may be eligible for Medicaid with
incomes up to $18,000 per year
($1,500/month) if under age 6 and
$13,000 per year ($1,085 / month)
if age 6 or above .

- may be eligible for CHIP (varies)

with incomes up to $26,000 per
year ($2,170 / month) . '

Income limits arc higher in some States and
of course for families with more children.
Many States have not begun enrollment in
CHIP but all have Medicaid programs.

HOW CAN YOU ASSIST FAMILIES
TO ENROLL CHILDREN?

In some States, you can enroll children in
designated officces.

* Presumptive eligibility: States now
have the option to allow eligibility
workers for Head Start, WIC and child
care subsidies under the Child Care and
Development Block Grant to give
children temporary Medicaid and CHIP
eligibility.

* Outstationing eligibility workers:
States may receive Federal funds to place
eligibility workers in your offices.

Check with your State Medicaid and/or
CHIP agency to sce if you can participate in
these enrollment options or simply refer
potentially eligible children to these offices.

FAMILIES WHO APPEAR
ELIGIBLE SHOULD CALL THE
FOLLOWING NUMBER FOR
MORE INFORMATION:

STICKER WITH STATE’S
MEDICAID NUMBER # OR THE
NEW NATIONAL 800 #

HOW YOU CAN LEARN MORE?

Information on Medicaid & CHIP:

National information is available
through:

» Call: 410/786-xxxx

» Write: CHIP, HCFA, 7500 Security
Blvd. Baltimore, MD 21244-1850

* Contact: HCFA Regtonal Offices

» Internet: www.hcfa.gov

State information on CHIP will become
available as States implement their
programs. State Medicaid information
is available through:

STICKER MEDICAID STATE OFFICE
#

DON’T FORGET: ASK AND
REFER!
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INTERAGENCY CHILDREN’S HEALTH OUTREACH TASKFORCE

PURPOSE

Today health care coverage remains a major issue for many families. Over ten million children are
without health insurance coverage in the United States, the largest number ever reported by the
Census Bureau. About 90% of all uninsured children come from working households. Their

parents work, pay taxes, and meet commitments but cannot afford health care coverage.

Many poor children eligible for CHIP and/or Medicaid are currently in contact with one or more
Federal programs, making these programs appropriate markets for reaching out to uninsured
children. Most children are enrolled in child care programs, Head Start and schools. Many
participate in school breakfast and lunch programs. Others are enrolled in the Special
Supplemental Nutrition Program for Women, Infants and Children (WIC) and the Federal Food
Stamp Program. They attend public health clinics for immunizations and health care. Their

parents interact with the IRS, the Bureau of Unemployment and HUD.

The Federal Government is well positioned to do more to assist the States and the private sector
in developing and implementing outreach activities to ensure the enrollment of eligible children in
health insurance programs. This report contains the current and proposed outreach

activities and the coordinating efforts of each Department and Agency in the Federal Government

involved with low-income families and children.




BACKGROUND

Every child in the United States deserves a bright future. Access to quality, affordable health care
is a significant step toward that future. The Balanced Budget Act of 1997, a bipartisan effort,
provides $24 billion dollars to extend health care éoverage to children over the next five years.
The State Children’s Health Insurance Program (CHIP), Title XXIT of the Social Security Act,
defines the parameters of the new program to insure the poor children of the United States. The
Federal Government has established basic guidelines for the program but States have significant
latitude and flexibility to create a specific program to meet their individual State needs. The law
allows up to 10% of the state expendature for administration, outreach, énd direct health

services. An essential component to the success of CHIP is outreach.

Outreach is a dynamic process to identify, enroll and assure appropriate use.of health care
services. Paramount to the success of CHIP is the development of effective communication
networks to get the message of each State’s program to every uninsured child and family in the
state. Most importantly, parents, children, communities and providers need to know about the
programs ﬁnd how to enroll. Legislation is only the first step to resolving the problems of the
uninsured. The legislation must be translated into action and the information about the program
needs to be widely publicized and disseminated. This will asssure that families have information
about the program, the enrollment process and access to comprehensive systems of health care.
Outreach involves reaching out to potential clients and informing them of the program, facilitating
their enrollment in the program and finally, educating them to use the program. OQutreach calls for
network building across America to involve all providers, purchasers, public and private sector,

schools, religious institutions, child care centers, communities, with all working together to form




dynamic networks for information dissemination for the benefit of uninsured children. Outreach
at the Federal level begins with all Federal Agencies working together t.o educate all Federal
workers about the growing problem of uninsured children. They must work with the States and
local governments to meet the ultimate outreach goal of maximum enroliment. Effective outreach
requires enlisting the help of the community in devising new outreach strategies geared to diverse
populations, advertising widely on billboards, television and radio, and involving community
health advocates, children’s agencies and parents’ networks to spread the word. It calls for
streamlining the application and enrollment/eligibility process by shortening forms, accepting mail-
in applications, speeding up processing, and placing eligibility workers at convenient locations.
Use of a joint application form for different programs will enhance coordination of resources

across programs serving the same children.

PRESIDENT’S DIRECTIVE

. Why are these children without health coverage? The barriers are immense. Families don’t
know about the programs. The application process is long and arduous and beyond the ability of
many families. The stigma of social welfare remains strong in many areas. The President’s
challange is to remove the barriers, educate everyone involved with children about the programs

and, ultimately, enroll every elegible child in a health care plan.

The President has issued an Executative Directive to each Federal Department with programs
that focus on children to become involved in an intensive interagency outreach effort, beginning
with: 1) identifying all employees and grantees who work with the children, 2) developing and

implementing an educational strategy to insure the employees and grantees are educated about



the availability of Medicaid and the CHIP program, 3) developing an Agency specific plan as part
of the Administration-wide outreach plan and (4 identifying any statutory or legislative barriers
which impact identification and enroliment of uninsured children in a State program. The final
directive is to the Department of Health and Human Services to serve as coordinating Agency for
the development of a report of these activities and to ensure that Federal interagency activities are

complementary, aggressive, and consistent with the overall initiative to cover uninsured children.

INTERAGENCY TAKSFORCE PROCESS

The Interagency Children’s Health Outreach Taskforce with representatives from the eight
Departments (Health and Human Services, Agriculture, Education, Housing and Urban
Development, Interior, Department of Labor, Treasury, and Social Security Administration)
convened on 26 February 1998 by the Domestic Policy Council staff. The Department of Health
and Human Services is the coordinating Agency for preparing the report detailing each
Departments plan. The Taskforce agreed to meet on a weekly basis to discuss agency specific
programs, to coordinate effective education programs for the Federal Agencies involved in the
endeavor, and to elicit education and outreach strategies which each Agency could be responsible
for implementing. A 90 day agenda and timeline was established in addition to Agency specific
assignments and subgroups. Each Agency was tasked with developing an action oriented report
focusing on programs that serve low-income children. Several subgroups were formed to address
specific issues such as Native Americans, minorities, eligibility requirements across programs and
joint communications strategies. The Agency report includes a description of the programs
serving middle to low-income children and the current and proposed children’s health outreach

activities. Included in this are specific efforts each Department is commited to carry out to



educate workers about Medicaid and CHIP and its activity coordination with other programs.
’ The report includes recommendations and a suggested implementation time table from each of the

eight participating Departments.




PLEASE NOTE: THIS IS A DRAFT. SEVERAL ADDITIONS TO THE PROPOSED
OUTREACH SECTIONS ARE FORTHCOMING FROM HRSA’S BUREAUS.

- CHILDREN’S HEALTH INSURANCE OUTREACH
HEALTH RESOURCES AND SERVICES ADMINISTRATION

. INTRODUCTION

The Health Resources and Services Administration (HRSA) directs national health programs
which improve the health of the Nation by assuring quality health care to underserved, vulnerable
and special-need populations and by promoting appropriate health professions workforce capacity
and practice, particularly in primary care and public health. HRSA’s Bureaus take an active role in
working to achieve this goal. '

The Bureau of Primary Health Care

The mission of the Bureau of Primary Health Care (BPHC) is to increase access to comprehensive

primary and preventive health care and to improve the health status of underserved and vulnerable

populations who experience financial, geographic, or cultural barriers to care. BPHC funds a é;“

number of programs in order to achieve this goal. 1 _;-
[

The Community Health Center Program (CHC) is a Federal grant program funded under Section
330 of the Pugilc Health Service Act to provide access to case-managed, family-oriented
preventive and primary health care services for people living in rural and urban medically
underserved communities. The CHC program makes grants to public and nonprofit private
entities for the development and operation of CHCs. CHCs exist in areas where economic,
geographic, or cultural barriers limit access to primary health care for a substantial portion of the

population. They tailor the services provided to the needs of the community.

The Health Care for the Homeless Program (HCH) seeks to improve access by homeless
individuals to primary health care and substance abuse treatment. HCH grantees are encouraged
to develop, or actively participate in, local coalitions of health care providers and social service
agencies. This involvement has been important in identifying community resources for the
provision of shelter, food, clothing, employment training, and job placement for homeless
individuals. :

The National Health Service Corps (NHSC) seeks to,increase access to primary care services for /%

people in health professional shortage areas by assisting in the development, recruitment, and %
retention of community-responsive, culturally competent primary care providers. The NHSC is
committed to the team approach of providing primary and preventive care to people living in
health professional shortage areas. The primary health care team includes primary care physicians,
nurse practitioners, physician assistants, certified nurse-midwives, dentists, dental hygienists, and
mental health professionals including clinical psychologists, clinical social workers, marriage and
family therapists, and psychiatric nurse specialists.
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The Maternal and Child Health Bureau

The Maternal and Child Health Bureau (MCHB) provides leadership, partnership, and resources
to advance the health of all our Nation’s mothers, infants, children, and adolescents-including
families with low income levels, those with diverse racial and ethnic heritages and those living in

- rural or isolated areas without access to care. The Maternal and Child Health Bureau administers

three major programs: the Maternal and Child Health Block Grant, Healthy Start, and the
Emergency Medical Services for Children Program.

The Maternal and Child Health Services Block Grant has three components: formula block grants
to 59 States and territories, Special Projects of Regional and National Significance (SPRANS)
and Community Integrated Service Systems (CISS) grants. The purpose of the block grants to the
States is to create Federal/State partnerships to develop service systems in our Nation’s
communities to meet critical challenges in maternal and child health.

The Healthy Start Initiative funds the developmeiit of programs and strategies to reduce infant
mortality in targeted high-risk communities, and the replication of program successes across the
Nation.

The Emergency Medical Services for Children Program funds grants to the States to develop or
enhance EMS programs for children with critical illnesses and life-threatening injuries.

HIV / AIDS Bureau

The HIV/AIDS Bureau administers the Ryan White Comprehensive AIDS Resources Emergency
(CARE) Act. The CARE Act was signed into law on August 18, 1990 to improve the quality and

availability of care for people with HIV/AIDS and their families. The Bureau funds a number of 2>
programs to benefit low-income, uninsured and underinsured individuals and families affected by ’777

HIV/AIDS, including:

Title I provides formula and supplemental grants to EMASs that are disproportionately affected by
the HIV epidemic. These areas are eligible for Title I formula grants if they have reported more
than 2,000 AIDS cases in the preceding 5 years, and if they have a population of at least 500,000.

Title II provides formula grants to States, the District of Columbia, Puerto Rico and eligible U.S.
territories to provide health care and support services for people living with HIV disease. Grants
are awarded to the State agency designated by the governor to administer Title II, usually the
health department. Title II funds may be used to support a wide range of services, including home
and community-based health care and support services, continuation of health insurance coverage
through a Health Insurance Continuation Program (HICP), pharmaceutical treatments through an
AIDS Drug Assistance Program (ADAP), local consortia that assess needs, organize and deliver
HIV services in consultation with service providers, and contract for services, and direct health

and support services.
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Title III of the CARE Act supports outpatient HIV early intervention services for low-income,
medically underserved people in existing primary care systems. Medical, educational, and
psychosocial services are designed to prevent the further spread of HIV/AIDS, delay the onset of
illness, facilitate access to services, and provide psychosocial support to people with HIV/AIDS.

Title IV programs coordinate HIV services and access to research for children, youth, women,
and families in a comprehensive, community-based, family-centered system of care.

Office of Rural Health Policy

HRSA's Office of Rural Health Policy works within the DHHS and with other Federal agencies,
States, national associations, foundations, and private-sector organizations toseek solutions to
health care problems in rural communities. It also assists the Secretary in developing rural health
finance policy. In particular, the office advises the Secretary on how the Medicare and Medicaid
programs affect access to health care for rural populations. The office also examines the rural \

implications of Federal and State health care reforms. )éi

. CURRENT @UTREACH ACTIVITIES 2
Activities to Educate Workers about Medicaid and CHIP QEé
BPHC, HIV / AIBS, and MCHB have sent comprehensive letters to all their grantees and the zﬁ

PCA/PCOs about CHIP, Medicaid, and outreach issues as well as the need for grantee
participation in the collection of data on outreach efforts and children’s insurance status.

BPHC has identified successful, easily replicable outreach models for uninsured children and
special populations. These models will be printed in HRSA’s Reaching Our Children, whichis &
currently in the clearance process. §\2

BPHC has worked with NACHC, ASTH®, PCA/PCOs, NACCHO, NCSL to deliver important
messages on outreach and children’ s health to the community health centers.

Several Healthy Start outreach and case management programs have placed a major emphasis on
linking eligible women and their infants/children to all entitlement programs to which they are
eligible. To enable grantee and/or contract workers and providers of care to provide such
linkages, grantees have had to provide education to all “front line” staff on entitlement resources
available and what general eligibility criteria are for each type of program.

Title V programs are required to support to support a toll-free telephone number to provide
infomration about providers and practicioners who deliver health care services under Title V and
Medicaid to the target population.

BPHC has modified the UDS to include information relevant to outreach and children’ s insurance
status. This information will be valuable to central and regional office staff as outreach strategies
are implemented.




Activities to Educate Families and Enroll Children in Medicaid and CHIP

MCHB has close direct working constacts with organizations representing families, particularly
Family Voices, which represents families of children with special health care needs.

All BPHC and ORHP grantees provide clients with application assistance for Medicaid and other
programs.

All Ryan White grantees are required to assess clients for eligibility for Federal, State or private
health coverage before providing Ryan White CARE Act funded services.

MCHB works with Family Voices and a number of councils to identify and enroll children with
special health care needs 1n Medicaid.

BPHC has initiated a joint HCFA- HRSA multi-state demonstration project to expand Medicaid
enrollment, particularly among children and pregnant women by improving the utilization of
outstationed eligibility workers in FQHCs. Beginning in twelve States, the demonstration pilot
will encourage comprehensive and innovative approaches to Medicaid enrollment through
FQHCs, and document the impact of eligibility services provided through an FQHC on improving
Medicaid enrollment.

Coordination with Other Programs around Medicaid and CHIP

BPHC has commissioned the Texas Association of Community Health Centers (TACHC) to work
with PCAS in the five States receiving the largest CHIP allotments. TACHC will work with the
PCAs in each State to assess CHIP opportunities, to collect and disseminate information and data
about BPHC-supported programs and their services to children, and document the impact of the
CHIP design/implementation on RPHC-supported programs. Effective strategies for ensuring
BPHC-supported program participation in CHIPs will be identified, shared, and replicated in
other States.

As part of all case management and many outreach programs, the front line workers and their
supervisors assure linkages within and among programs serving the HS population. This often
includes linking health care providers with each other, such as substance abuse providers with
primary care. Linkages across provider networks have also been developed, such as connecting
health care providers with social service agencies or with non-traditional providers such as
churches or small community-based organizations. As part of the Year 02 Continuation
Application Guidance, HS has indicated that grantees are expected to coordinate with state and
local agencies on resource availability, especially Medicaid and CHIP.

Title V programs are required to coordinate their activities with other programs that serve

mothers and children, including Medicaid, EPSDT, WIC, health and developmental disability
programs, and family planning programs. States are directed to use their grant funds to develop a
simplified joint application for programs that serve children.



MCHB and BPHC have been meeting with a number of national organizations that affect their
target populations at the national level, including NACHC, ASTHO, PCA/PCOs, NACCHO,
NCSL, the MCH/Medicaid TAG, the MCH / ACF TAG, and the Secretary’s Advisory Council on
Infant Mortality. '

State Offices of Rural Health are encouraged to work with existing programs and coordinate
activities across the range of state and federal initiatives that help serve rural populations.

. PROPOSED OUTREACH ACTIVITIES

Activities to Educate Workers about Medicaid and CHIP - Federal

HAB could develop a Policy Directive requiring grantees to educate appropriate staff about
State-specific Medicaid and CHIP eligibility requirements and develop procedures for facilitating
client enrollment. Czse managers, benefits counselors, social workers, and others who assess
eligibility for services or make referrals for services could receive special training. No new
resources are needed, and it would be completed in 5 months.

BPHC is beginning NHSC training programs around community based issues and outreach with

field and state offices. This will serve as a vehicle for delivering messages about CHIP, Medicaid,

and outreach. No new resources are necessary and the programs should be completed by July 30,
-ompreted by July L,

1998.

Provision of technical assistance on child health and outreach to BPHC supported programs
focused on identification and enrollment of uninsured and special population children. This project
could be completed by October 1, 1998 and would require $50,000 of new resources.

BPHC is convening an outreach conference in Washington D.C., June 17-19, 1998. The
conference will provide workshops on funding mechanisms and policy recommendations for
outreach, and special skills building sessions for outreach workers. Issues around CHIP and
Medicaid will be included in panel discussions and workshops. Attendees will include policy
makers, community health workers, out stationed eligibility workers, health center executives,
HMO and private health industry representatives, and key persons from non-profit and community
based organizations.

BPHC intends to provide technical assistance on child health and outreach to BPHC-supported
programs and other Community Based Organizations. The technical assistance will focus on how
to find the uninsured and special population children, how to facilitate the enrollment of these
children into Medicaid or CHIP, and how to break down the barriers to ensure these children have

access to care.

Activities to Educate Workers about Medicaid and CHIP - State




BPHC is developing a campaign to educate all of its BPHC-funded School Health Programs on
CHIF and Medicaid eligibility and enrollment.

BPHC intends to disseminate State-based Medicaid and CHIP information to families through its
BPHC-funded health centers. In addition, center providers will be available to provide information
and educate families, and brochures on CHIP and Medicaid coordinated at the Department level
will be available. The brochures will be multilingual and culturally competent.

Activities to Educate Workers about Medicaid and CHIP - Other

BPHC development of a campaign to educate school health programs about CHIP and Medicaid
eligibility and enrollment. This should be developed by Summer 1998 and would require an
additior.al $20,000.

Activities to Educate Families and Enroll Children in Medicaid and CHIP

BPHC intends to integrate eligibility determination and enrollment services into the School Health
Program. This will be accomplished as of Fall 1998 and will require an additional $50,000.

BPHC is in the process of collaborating with the “Every Child by Two” program to assist with the
identification of Medicaid and CHIP eligible children. This will be in coordination with the

Administration for Children and Families.

Coordination with Other Programs around Medicaid and CHIP

Appropriate Ryan White staff could be trained to assess eligibility for Medicaid or CHIP and
enroll families in these programs. Similarly, Medicaid/CHIP eligibility workers could be on-site at
locations where women and children receive HIV/AIDS services. However, this would need to
be negotiated on a State by State basis.

BPHC is exploring the opportunity for collaboration with the “Together with Tots” program to
assist in the identification of Medicaid and CHIP eligible children. Collaboration will begin in the
summer 1998.

BPHC and the Border Health Program are exploring the opportunity for a demonstration project
that will integrate behavioral health and primary care services for at risk children ages 0-7 in two
border health centers. QOutreach to children will be a critical component of the program and the
evaluation. This also builds on the collaborative work between BPHC and SAMHSA on the
Starting Early Starting Smart demonstration projects. This project will begin in FY 1999 and will
cost $250,000 per border setting. Two border settings are proposed.

BPHC is exploring the opportunities for collaboration with the EZ/EC program within DHHS to
assist with the identification of Medicaid and CHIP eligible children-




Children’s Health Insurance Program (CHIP) Outreach
The Administration for Children and Families

ACF, together with its partners -- states, localities, and non-profit organizations, supports strategies and
creates opportunities for low-income and disadvantaged families and individuals to lead economically and
socially productive lives, for children to develop into healthy adults and for communities to become more
prosperous and supportive of their members. Because of its vast human services networks with states,
local and tribal government organizations, community-based organizations, child care and Head Start
Centers, ACF is in a unique position to assist in providing information, outreach and enrollment services
to assure that eligible children actually get enrolled in CHIP and Medicaid.

Our major program offices, as well as our ten regional offices, have submitted specific CHIP outreach
plans. These plans identify the following major areas for ACF focus: coordination efforts with federal and
state health agencies (including ACF involvement on regional interagency CHIP committees); review by
ACF of State CHIP plans; general information dissemination regarding CHIP; technical assistance and
training to ACF staff and partners regarding CHIP and outreach opportunities; and assistance with a
national media campaign.

L Agency Programs That Serve Middle To Low-income Children

Child Care ($3.1 billion): assists low-income families and those transitioning off public
assistance to obtain child care that is safe, healthy and affordable so that they can work or attend
training/education programs.

Target population: All children under the age of 13 and *all you youth under court supervision,
older you that are mentally and/or physically challenged to the age of 19. (*serving older youth,
over age 13 is a State option)

Child Suppeort ($12 billion): _locates parents, establishes patergjty and support obligations and
modifies and enforces those obligations (to assure financial support is available to children)

through State agencies who administer the program.

Target population: All children birth through *age of majority. (age at which a state determines
a minor is an adult, varies)

Child Welfare (3292 million): funds State programs that provide services focused at assisting
at-risk children and their families in achieving the best and most appropriate outcomes for the
children: preventive intervention services to strengthen the family unit; services to move children
more rapidly from foster care to safe, permanent homes; and reunification services to facilitate the
return home of the child if in the child's best interest.

Target population: All children, newborns to 18 years of age that may be at risk for abuse
and/or neglect.

Foster Care ($3.5 billion)/ Adoption Assistance (3701 million) /Independent Living ($70




million): for children who cannot remain safely in their homes, foster care provides a stable
environment that assures a child’s safety and well-being while their parents attempt to resolve the

‘ problems that led to the out-of-home placement or when the family cannot be reunified, until the
child can be placed permanently with an adoptive family. Independent Living programs provide
education and employment assistance, training in daily skills, and individual and group counseling
to youth reaching adulthood.

Target population: All children that are in foster care and teenagers who were or are in foster
care ages 16+.

Head Start/Early Head Start ($4.35 billion): provides comprehensive child developrent
services to children and families, primarily for preschoolers from low-income families through
grants to local, public and private nonprofit agencies.

Target population: Low income, pre-school children ages three to five. At least 10% of the
enrollment opportunities in each program must be made available to children with disabilities.

Temporary Assistance for Needy Families ($16.5 billion): promotes work, responsibility and
selfsufficiency and strengthens families through funding of State-designed and administered
programs that provide support to needy children and move their parents into work.

Target population: All families that meet new public assistance criteria according to “The
Personal Responsibility and Work Opportunity Reconciliation Act of 1996”

. A—%outh Programs ($58.6 million): support services from local agencies to reduce sexual abuse

of runaway, homeless and street youth; provide alternate activities for at-risk youth and further
the goal of providing safe passages for the nation's youth, giving them the tools they need to
successfully move from childhood to adulthood by stimulating positive development and
preventing high-risk behavior. (A major focus includes looking at what works in all areas of
development and disseminating best practices and proven products.)

Target population: Provides shelter, food, clothing, counseling and other supports to 80,000 +
young people ages 11 through 18.

II. Plans for Children’s Health Outreach
A. Current Activities in Children’s Health Qutreach

ACF staff are participating in interagency implementation/planning committees at Regional and
Central Office levels.

ACF is reviewing State CHIP plans, in cooperation with HCFA, to ensure that ACF
constituencies are being included.

Development of Website links to HCFA’s CHIP site.




ACF program offices are writing Dear Grantee/Colleague letters to inform these organizations
about CHIP implementation and the importance of their involvement in the process.

ACF is discussing the importance of involvement in CHIP implementation at grantee meetings and
conferences.

ACF staff participated in Regional CHIP Conferences hosted by HCFA.
B. Educating Workers about Medicaid and CHIP
Federal Workers

ACF Regional staff have have been working with HCFA staff to brief on CHIP implementation
and progress.

Conducting monthly ACF CHIP update meetings that involve representatives from regions and
central office staff.

Distributing information and materials from HCFA on CHIP to all ACF offices.

During regularly scheduled Regional/Central Office video conferences and calls include updated
information on CHIP.

State Workers

Develop and distribute Information Memorandums/Dear Colleague letters to State Weltare/ACF
Program Directors.

Invite and encourage them to participate in conferences and forums that contain CHIP
information and updates. '

Other Workers

In cooperation with HCFA staff, provide grantees and contractors with CHIP information and
briefings. (i.e., Understanding enrollment application procedures, etc...)

Invite and encourage grantees and contractors to participate in conferences and forums that .
contain CHIP information and updates.

Make CHIP a part of grantee and contractor meetings, conferences and forums.

Provide updates on CHIP implementation in news letters and bulletins that are targeted toward
ACF programs, grantees and contractors.

C. Educating Families and Enrolling Children in Medicaid and CHIP



Educating Families

‘ Encourage State IV-D offices to routinely petition court and administrative authorities to include
CHIP information in new and modified child support orders. :

Have public displays and distribution of CHIP (HCFA produced) promotional materials at
prominent and visable locations in States where ACF programs/grantees/contractors are located.
(i.e., Welfare/TANF Offices, Head Start/Early Head Start program locations, Tribal Government
Offices, etc...)

Periodic mailings to families with children in IV-D cases, especially those that have children with
no health coverage.

Focus CHIP promotional efforts in those communities that have families considered to be
“underserved” by State Primary Care Access Plans and Empowerment Zone/Empowerment

Community initiatives.

Supplement TA contractor for CHIP outreach activities to allow them to outreach to urban
Indians, off reservation groups and Native Hawaiians and Pacific Islanders.

Assisting with Enrollment

Encourage ACF programs, grantees and contractors to provide CHIP/Medicaid enroliment
. applications to customers/clients.

D. Coordination with Other Programs

Deghrtment of Health and Human Services

Coordinate efforts/work with HRSA and HCFA as they begin to outreach to their clients and
constituents.

Participate in any DHHS working groups/commuttees that will assist in the implementation of
CHIP when necessary and possible.

Other Agencies

Collaborate with other Federal partners in helping to identify potential customers and in
determining the best ways to serve this population.

I11. Statutory and Regulatory Barriers

Concerns about he length of proposed joint Medicaid/CHIP enrollment applications in some
- States. (i.e, California)
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Children’s Health Insurance Programs:

Strategies for Outreach and Enrollment

(CHIP) could cover most of the 11 million uninsured children in the

I n tandem with Medicaid, the State Children’s Health Insurance Program

United States. Nearly half of children without insurance are eligible for
existing Medicaid programs, and an estimated 4 million more will be eligible
under new CHIP rules.! The key to moving toward universal coverage for
children is outreach—making sure that every child who qualifies for the pro-
grams gains access to them. This issue of States of Health discusses some of the
most effective strategies for achieving that goal.

This summer, California launched
Healthy Families, its Children’s Health
Insurance Program, with a $21 mil-
lion media campaign. Yet in the first
month, only 5,000 of the year’s target
of 200,000 people enrolled—2.5
percent. A Los Angeles HMO with
enrollment projections in the thou-
sands enrolled only 18 people.?

Those figures imply a dismal fail-
ure, yet there is good information
from potential enrollees about its
cause—and about the kinds of out-
reach and program changes that might
produce better results. In focus
groups, parents of Medicaid-eligible
children told interviewers why they
hadn’t signed children up, despite a
strong desire to have insurance for
their children.
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One of many reasons was a mis-
understanding about eligibility. For
example, some parents thought they
didn’t qualify because they had a job.
Other parents thought the program
was expensive, with out-of-pocket
costs they might not be able to afford.
Many parents were repelled by the
stigma attached to participation and
an application process they perceived
as burdensome, demeaning, and an
invasion of privacy.3

For parents, these apprehensions
added up to a convincing argument
against enrolling their children in
Medicaid, an argument that also
serves as a lesson for other states and
other public insurance programs.

Getting the Word Out

Outreach should serve a broad pur-
pose. It should be used to inform and
enroll children not only for CHIP but
also for Medicaid and any other public
or private insurance programs for
which children are eligible.4 In addi-
tion, outreach should ensure that the
families of children already enrolled in

health insurance programs have infor-
mation about the whole range of avail-
able services—such as the thorough
diagnostic and treatment services
known as EPSDT.?

Across the country, stakeholders—
including health care and social service
providers, community, religious and
service organizations, unions and
employers—are collaborating with
state Medicaid and human service
agencies to improve outreach and
enrollment for children’s health insur-
ance programs. Advocates agree that
such collaboration is a key to success,
and the broader the better.

In Mississippi, for example, with
both a new CHIP and an expanded
Medicaid program, representatives of
130 organizations organized by
Catholic Charities are going through
the enrollment process step-by-step.
In the process, they are turning up
problems and barriers; task forces are
making recommendations to the state
for removing those obstacles to enroll-
ment.

This is not the only kind of collab-
oration taking place. In Ohio, the
health consumer group, UCAHN/
Ohio, is working with unions to reach
members whose children are eligible.
Many low-wage union members,
working as janitors, hotel laundry
workers, or nursing home aides,
receive either no health benefits or
benefits for themselves only.
UCAHN/Ohio, along with the
Cleveland-area AFL-CIO, Jobs with
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Health Insurance Coverage of Children

Alarge number of children in the United States lack health insurance and

may therefore have difficulty obtaining the health care services they need.

The State Children’s Health Insurance Program (CHIP), enacted in 1997 in response to concerns about

this situation, gives grants to states to initiate and expand health insurance programs for children in

low-income families.

To examine health insurance coverage of chil-
dren immediately prior to the implementation of
CHIR, parents were asked a series of questions
about their family’s health insurance coverage

at the time of the survey, including whether it
was private or public. The rates of uninsurance
reported here are lower than those commonly
reported, based on the Census Bureau's Current
Population Survey (CPS), because of differences
in the questions asked (see Appendix).

Nationally, 12 percent of children were
uninsured. The rate of uninsurance differed
dramatically by family income: 21 percent

of children in low-income families (below

200 percent of the federal poverty level) were
uninsured, compared to 5 percent of children

in families with higher incomes, a statistically
significant difference. The type of health
insurance coverage also varied significantly

by family income: 39 percent of children in
low-income families had some form of public
coverage (primarily Medicaid and other state
programs), versus 5 percent of children in fami-
lies with higher incomes. Moreover, only 40 per-
cent of low-income children had some form of
private coverage (either employer-sponsored or
privately purchased), compared to 90 percent
of higher-income children, a statistically
significant difference.

The likelihood of being uninsured varied
considerably among the 13 states surveyed.
Texas had the highest rate of uninsurance,
21 percent, and Massachusetts, Michigan,
and Minnesota had the lowest, 5 percent.

In the three states with the highest rates of
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This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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uninsurance—Florida, Mississippi, and
Texas—private coverage was below the
national average of 69 percent. In contrast,

the four states with the lowest uninsurance
rates—Massachusetts, Michigan, Minnesota,
and Wisconsin—had private coverage rates
above the national average. Among low-income
children, the rate of uninsurance varied from

32 percent in Texas to 12 percent in Michigan
and Washington.

While private plans are the leading source of
health insurance coverage for all Americans,
public insurance plays an important role,
particularly for low-income children. Public cov-
erage for these children varied from a high of
53 percent in Washington to lows of 27 percent
and 28 percent in Wisconsin and Colorado,
respectively. In some states, broad public
coverage offset low rates of private coverage.
For example, both California and Texas had
below-average rates of private coverage, but
California’s public coverage was above the
national average, whereas Texas'’s was not.

As a result, the 23 percent uninsurance rate for
low-income children in California was similar to
the national average of 21 percent, while the
32 percent uninsurance rate in Texas was well
above the national average.

Children (%) Covered by Health Insurance, 1997

Washington and New York were further exam-
ples: Both had below-average rates of private
coverage for low-income children but above-
average rates of public coverage. As a resul‘
both had below-average rates of uninsurance

In contrast, Colorado, with private coverage simi-
lar to the national average and public coverage

considerably below, had an uninsurance rate
that was higher than the national average.

Health Insurance Coverage of Low-Income
Children, by State, 1997
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Type of Insurance AL CA co FL MA M MN MS NJ NY X WA Wi us
Under 200% of poverty level

Private 392 298 425 371 399 479 468 358 441 350 286 349 580 397
Public 375 475 284 358 473 400 406  36.1 370 483 394 530 274 390
Uninsured 233 227 291 270 128 12.2 126 281 189 168 320 12.1 146 213
Over 200% of poverty level

Private 91.2 903 874 841 93.1 948 943 878 929 913 834 883 959  90.1
Public 44 5.0 7.2 8.1 4.6 3.2 33 6.5 2.7 39 6.1 75 1.7 5.0
Uninsured 44 4.7 5.3 7.8 23 2.0 24 5.7 4.4 48 105 42 24 49
All incomes

Private 66.2 60.0 7.9 61.5 7741 78.8 80.0 57.9 78.8 66.8 56.2 69.2 83.7 68.6
Public 20.3 26.3 14.6 214 17.5 15.7 14.5 23.6 12.6 23.2 22.6 238 10.0 19.5
Uninsured 135 137 135 170 5.4 5.5 5.5 18.6 8.6 100 212 7.0 6.4 11.9

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly ditferent from the national average. All figures i text, charts, and table are rounded.
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Health Insurance Coverage of Nonelderly Adults

eople who do not have health insurance often seek health care services

later and receive less care than people who do have coverage. Most federal
and state initiatives aimed at improving access to care have focused on extending insurance coverage.
These programs have been developed with the recognition that, although most adults between the
ages of 18 and 64 are enrolled in private health insurance plans, coverage is less likely to be provided
by certain types of firms and to low-wage workers. Moreover, not all states are equally ambitious in their
attempts to fill gaps in private coverage. As a result, health insurance coverage of nonelderly adults

varies widely across the nation.

To document the extent of this variation, non- Health Insurance Coverage of

elderly adults were asked a series of questions Nonelderly Adults, by State, 1997
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Nationally, 17 percent of nonelderly adults
lacked health insurance coverage. In families
with low incomes (below 200 percent of the
federal poverty level), 37 percent of adults were 40
uninsured. In contrast, 9 percent of adults with

higher family incomes were uninsured, a statisti-
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All Incomes adults and 3 percent of adults with higher
incomes, a statistically significant difference.
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This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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Patterns of insurance coverage varied widely
across the 13 states surveyed. Among all
nonelderly adults, the uninsurance rate ranged
from 9 percent in Minnesota to 27 percent in
Texas. Almost all of the disparity between these
two states resulted from differences in private
health insurance coverage. In fact, the five states
with the highest rates of private coverage—
Massachusetts, Michigan, Minnesota, New
Jersey, and Wisconsin—also had the lowest
rates of uninsurance. At the other extreme,

the four states with the lowest rates of private

Health Insurance Coverage of Low-Income
Nonelderly Adults, by State, 1997
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Nonelderly Adults (%) Covered by Health Insurance, 1997

coverage—California, Florida, Mississippi, and
Texas—had the highest uninsurance rates.

Only one state—Washington—had a lower
uninsurance rate than the national average ’
out a higher-than-average private coverage r:

The differences in insurance coverage of low-
income adults highlight the health policy choices
made in several states. Private coverage of low-
income adults was below the national average in
California, New York, and Texas. However, New
York's coverage of 27 percent of low-income
adults through public insurance produced an
uninsurance rate of 35 percent, which was com-
parable to the national average of 37 percent.
California’s 22 percent public coverage and
Texas's 14 percent did not offset the deficiencies
in private coverage. Consequently, both states
had higher-than-average uninsurance rates for
low-income adults—43 percent in California and
50 percent in Texas.

Wisconsin and Colorado offer an additional
perspective on the role of private insurance in
determining the uninsurance rate of low-income
adults. Although each of these states cover:
only 14 percent of low-income adults throug
public programs, private coverage in each

was above the national average. As a result,
Wisconsin's 28 percent uninsurance rate was

below the national average and Colorado’s
38 percent was comparable to it.

Type of Insurance AL CA co FL MA M MN MS NJ NY X WA Wi us
Under 200% of poverty level
Private 46.5 35.0 47.7 441 44.5 50.1 53.3 411 46.8 38.2 359 43.7 58.0 43.5
Public 17.9 220 144 16.5 25.3 215 25.7 221 19.8 27.2 14.2 25.9 141 19.9
Uninsured 35.6 431 37.9 39.5 30.2 28.4 21.0 36.8 334 34.7 50.0 30.5 27.9 36.6
Over 200% of poverty level
Private 88.3 86.3 86.9 83.2 91.0 92.6 91.5 86.1 90.1 89.9 82.1 86.3 93.7 88.0
Public 3.6 41 46 5.3 2.2 1.6 2.7 5.2 2.0 2.1 3.8 58 15 33
Uninsured 8.1 9.6 8.5 1.5 6.8 5.8 5.8 8.7 7.9 8.0 141 8.0 48 8.7
All incomes
Private 735 68.6 76.8 69.8 81.9 82.5 83.2 67.6 81.8 747 65.9 74.7 85.6 75.0
Public 8.7 10.2 71 9.1 6.7 6.3 7.7 12.2 5.5 9.5 74 1.2 44 8.1
Uninsured 17.9 212 16.1 211 1.4 1.2 9.1 20.2 12.8 15.8 26.7 14.1 10.0 16.9
Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
PN Source: Urban Institute
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Health

Confidence in the Ability to Get Children Medical Care

0 ne way of assessing how well the health care system is serving children

is by determining how confident parents are that they can get medical care

for their children when they need it. If the persistent number of children lacking health

insurance or the growing concern about the rights of patients in managed care has undermined

parents’ confidence, the system may not be meeting children’s needs.

Parents were asked to rate their confidence
about getting medical care for their children
when needed by choosing the phrase that best
described their feeling. Those who chose “not
confident at all” or “not too confident” were
classified as not confident.

At the national level, 8 percent of children under
age 18 had parents who were not confident
that they could get necessary medical care.
However, there was a considerable difference in
confidence between families with low incomes
(below 200 percent of the federal poverty level)
and those with higher incomes. Only 4 percent
of children in higher-income families had parents
who were not confident of their ability to obtain
needed medical care, compared to 14 percent
of children in low-income families. This is a
statistically significant difference.

There was little variation in confidence among
higher-income families across the 13 states sur-
veyed, and few states differed from the national
average. The one that differed most was Florida,
where 8 percent of children from higher-income
families had parents who were not confident
about their ability to get needed care.

Health

Children Whose Parents Are Not
Confident of Getting Them Medical Care,
by Family Income, 1997

15
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Percent

Under 200% of Over 200% of
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Source: Urban Institute
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This Snapshot presents findings Among low-income families, confidence in the Low-Income Children Whose Parents Are

from the National Survey of ability to get needed medical care for children Not Confident of Getting Them Medical
America's Families (NSAF), a varied considerably more. In six states, low- Care, by State, 1997
1997 survey of 44,461 house- income parents were less likely than the national i .
holds with and without telephones that average to lack confidence: Massachusetts, -
are representative of the nation as a Michigan, Minnesota, Mississippi, Washington, Wi
whole and of 13 states. As in all surveys and Wisconsin. In California, 18 percent of low- Mi
the data are subject to sampling variabil- income children had parents with no confidence MS
ity and other sources of error in their ability to get care, above the national WA
average of 14 percent. US
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Children (%) Whose Parents Are Not Confident of Getting Them Medical Care, 1997

Family Income AL CA Co FL MA MI MN MS NJ NY X WA Wi us
Under 200% of poverty level 14.1 18.5 15.5 15.0 9.6 10.5 6.8 1.5 14.7 14.6 16.9 1.5 10.1 14.2
Over 200% of poverty level 3.7 45 4.6 8.0 3.2 3.7 24 48 43 5.1 5.0 39 2.2 39
All incomes 8.7 11.5 8.3 1.3 5.1 6.0 3.7 8.6 7.3 9.2 10.9 6.6 48 8.3

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. Al figures in text, charts, and table are rounded.
Source: Urban Institute
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Health

Children and Nonelderly Adults with No Usual Source of Health Care

eople who lack a regular source of health care may not receive

services when they need them, leading to missed diagnoses,

untreated conditions, and adverse health outcomes. Maintaining regular

contact with a health services provider can be difficult for low-income people, who are less likely

to have health insurance coverage. People without insurance often rely on hospital emergency

rooms, which can raise overall costs and lessen continuity of care.

To determine the percentage of children and
nonelderly adults with no usual source of health
care, adults were asked whether they and their
children had a regular place or provider of care
and where they received care. Those who
reported that they had no regular provider or
that they went to a hospital emergency room
when they needed health services were defined
as having no usual source of care. This was in
contrast to individuals who reported that they
received care at a doctor's office, a health
maintenance organization (HMO), or a clinic.

Children and Nonelderly Adults with No
Usual Source of Health Care, by Income, 1997
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Nationally, adults were much more likely than
children to have no usual source of care:

18 percent versus 6 percent, a statistically sig-
nificant difference. This pattern held regardless
of family income. However, there were large
differences among adults and children across
income groups. Adults in families with low
incomes (under 200 percent of the federal
poverty level) were almost twice as likely to
lack a usual source of care as adults in higher-
income families—27 percent compared to

14 percent. The disparity across income
groups was even greater for children, with

10 percent of those in low-income families
having no usual source of care versus 3 per-
cent of those in higher-income families. Both
of these differences are statistically significant.

Among the 13 states surveyed, there was little
variation in the percentage of higher-income
children who lacked a usual source of care.

Only three states (Massachusetts, Minnesota,
and Wisconsin) were lower than the national
average of 3 percent, and no state was higher.

In contrast, the percentage of children in low-
income families with no usual source of care was
above the national average of 10 percent in four
states (Alabama, California, Florida, and Texas),
with low-income children in Texas almost twice
as likely as low-income children nationally to lack
a usual source of care.

Snapshot B-4 | Children and Nonelderly Adults with No Usual Source of Health Care



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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Low-Income Children and Nonelderly
Adults with No Usual Source of Health
Care, by State, 1997
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The percentage of low-income adults with no

usual source of care also varied considerably

by state. In California and Texas, more than
one-third had no usual source of care, a hig‘
proportion than the national average. The per-
centage of low-income adults with no usual

source of care was below the national average

of 27 percent in Michigan, Minnesota,
Mississippi, Washington, and Wisconsin.
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Children (%) and Nonelderly Adults (%) with No Usual Source of Health Care, 1997

Age AL CA co FL MA M MN MS NJ NY ™ WA Wi us
Under 200% of poverty level

Under 18 142 144 103 134 39 6.8 32 112 9.9 71 18.2 6.1 55 9.7
18-64 272 337 258 291 233 213 169 230 277 245 348 208 186 266
Over 200% of poverty level

Under 18 43 38 3.1 3.6 19 32 1.8 39 3.0 29 46 25 1.7 33
18-64 136 1563 127 178 113 121 85 1563 142 139 167 10.9 8.4 13.8
All incomes

Under 18 9.1 9.1 5.6 8.3 25 44 2.2 8.1 5.0 48 113 3.8 29 6.0
18-64 184 217 161 217 187 143 103 184 168 170 230 136 107 17.6

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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Health

Health Status of Nonelderly Adults and Children

Health status affects many aspects of people’s daily lives. For adults, poor health

can reduce earnings, increase expenses for medical care, and make it difficult to care for their

families. For children, poor health can limit their ability to attend school regularly and to interact socially

with other children. Although health status depends on heredity, environment, and a wide range of other

factors, policy makers may be able to improve health status by increasing access to medical care.

Differences in health status were determined by
asking adults between the ages of 18 and 64 to
classify themselves or their spouse and their chil-
dren as generally being in excellent, very good,
good, fair, or poor health.

Nationally, 12 percent of adults and 5 percent
of children under age 18 were in fair or poor
health, a statistically significant difference. This
discrepancy in health status was consistent
both in families with low incomes (below 200
percent of the poverty level) and in those with
higher incomes. However, health status among
adults and among children varied widely
across income groups. Among adults, 8 per-
cent of those in higher-income families were in
fair or poor health, compared to 23 percent of
those in low-income families, a statistically sig-
nificant difference. Only 2 percent of children in
higher-income families were in fair or poor
health, compared to 8 percent of children in
low-income families, another statistically
significant difference.

Across the 13 states surveyed, there was little
difference in health status within the higher-
income group. In no state did the percentage

of children in fair or poor health exceed the
national average for this income group, and only
in Alabama did the percentage of adults exceed
the national average. In three states, the percent-
age of higher-income adults with fair or poor
health fell below the national average—
Colorado, Massachusetts, and Minnesota.

Health

Nonelderly Adults and Children in Fair
or Poor Health, by Income, 1997
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Differences in health status were greater within
the low-income group. The percentage of low-
income adults in fair or poor health was signifi-
cantly below the national average in Colorado,
Minnesota, Washington, and Wisconsin. Low-
income children in Minnesota and Wisconsin
also appeared to be healthier than the national
average, with 5 percent and 6 percent, respec-
tively, in fair or poor health.

Snapshot B-5 | Health Status of Nonelderty Adults and Children
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Nonelderly Adults (%) and Children (%) in Fair or Poor Health, 1997

Age AL CA co FL MA M MN MS NJ NY ™ WA wi us
Under 200% of poverty level

18-64 290 275 182 232 210 215 153 297 240 234 270 18.2 179 231
Under 18 82 122 9.1 6.8 6.8 7.0 49 8.7 71 77 12.1 6.8 5.6 8.2
Over 200% of poverty level

18-64 9.5 8.1 6.0 7.0 51 6.5 5.8 9.4 6.9 8.9 8.3 7.3 7.3 76
Under 18 2.6 25 1.5 25 1.1 1.6 2.1 21 23 22 31 2.0 1.8 1.9
All incomes

18-64 16.4 14.8 9.1 12.5 8.2 10.0 78 177 10.2 131 149 10.2 9.7 121
Under 18 5.3 7.4 41 45 2.8 34 29 5.9 37 4.6 7.6 37 3.0 46

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
Source: Urban Institute
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Income and Hardship
Poverty among Nonelderly Americans

n 1776, Adam Smith defined poverty as the lack of those necessities
I that “the custom of the country renders it indecent for creditable people,
even of the lowest order, to be without.” Today, the federal poverty level represents the
amount of cash income people require to meet their basic economic needs. For a single parent with
two children, the poverty level was $12,641 in 1996. People living in families with incomes below the
poverty level are deemed poor; those in families with incomes below 200 percent of the poverty level

are considered low-income. Adults' reports of family income during the previous year were used to

determine the share of people under the age of 65 living in poor and low-income families.

The Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 produced
changes in programs designed to assist low-
income people receiving disability benefits, food
stamps, cash assistance, and child support
income. The poverty rate provides a simple way
to monitor the economic well-being of people
who depend on these programs. Nationwide,

15 percent of nonelderly people were poor

and 33 percent were low-income.

Children were more likely to be poor than adults:
The poverty rate reached 20 percent for children,
compared to 12 percent for adults, a statistically
significant difference. Furthermore, 43 percent
of children lived in low-income families, whereas
29 percent of adults did.

The poverty rate varied widely across the

13 states surveyed. The proportion of poor and
low-income people was below the national
average in Colorado, Massachusetts, Michigan,
Minnesota, New Jersey, Washington, and
Wisconsin. Of these seven states, three had
poverty rates below 10 percent (Minnesota,
New Jersey, and Wisconsin), and three had low-
income rates below 25 percent (Massachusetts,
Minnesota, and New Jersey). The poverty rate
was higher than average in five states: Alabama,
California, Mississippi, New York, and Texas.
Mississippi had the highest poverty rate:
One-quarter of all people in the state were poor.

Income and Hardship

Poor and Low-Income Nonelderly,
by Age, 1996
50
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This Snapshot presents findings
from the National Survey of

America’s Families (NSAF), a

The poverty and low-income rates also varied
widely by race and Hispanic origin. Nationally,
13 percent of whites lived in poverty, compared

Poor and Low-Income Nonelderly,
by Race and Hispanic Origin, 1996

B Below 200% of Poverty Level

1907wy 06 44.98) oo to 28 percent of blacks. Correspondingly, 70 | W Below Poverty Level
e 30 percent of whites had low incomes, com- 60
awo tepresentative. of e faion a5:a pared to 50 percent of blacks. In addition, 5
whosand of 19 sletes.nis Vel survegs, poverty and low-income rates were significantly
the daia de subjct o sarmping vanabl- higher than the national average among people § 40
Ry and otiver BOUNces of ermox of Hispanic origin, regardless of race: Almost S 30
one-third were poor, and almost two-thirds were p
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Poor and Low-Income Nonelderly (%), 1996
Income CA co FL MA M MN NJ NY X WA Wi uS
Below poverty fevel 198 114 153 108 108 9.6 94 169 189 127 89 148
Below 200% of

poverty level 394 28.4 38.2 22.5 26.8 24.2 221 335 39.7 29.9 25.5 33.2

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly ditferent from the national average. Al figures in text, charts, and table are rounded.
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SﬂﬂDShOtS of America’s Families

Income and Hardship
Poverty among Children

ecause poverty is associated with inadequate nutrition and health care,

the child poverty rate is frequently used as a tool by groups seeking to
monitor the well-being of children. In fact, the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 requires states to monitor child poverty rates as a means of assessing the

effects of new state assistance programs for low-income families.

Adults’ reports of family income during the Children below the Poverty Level,
previous year were used to determine the pro- by State, 1996

portion of children living in families whose cash
income falls below the federal poverty level. (For
a single parent with two children, the poverty
level was $12,641 in 1996.) While important, the
poverty rate is a relatively blunt measure of chil-
dren’s well-being because it is limited to cash
income. It excludes such government support
as food stamps, housing assistance, and the
earned income tax credit, as well as deductions
from income tax for essential child care and
health care spending.

Children below the Poverty Level, 0 5 10 15 20 25 30 35
by Family Structure, 1996 Percent
50 Source: Urban Institute

Nationally, 20 percent of all children lived in

a family with income below the poverty level.
Child poverty varied considerably across the
13 states surveyed, with rates exceeding the
national average in five states (Alabama,
California, Mississippi, New York, and Texas)
and falling below the average in seven states
(Colorado, Massachusetts, Michigan, Minnesota,
New Jersey, Washington, and Wisconsin).

The range of poverty rates in these states was
dramatic, with one in ten children in Wisconsin
living in poverty, compared to one in three
children in Mississippi.

Percent

Two-Parent One-Parent All
Family Structure

Source: Urban Institute
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This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without lelephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error
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Children living with one parent were much more
likely to be poor than children living with two
parents—44 percent compared to 11 percent—
because one-parent families typically rely on a
lone adult for economic support. Even with sup-
port from the noncustodial parent, some children
in one-parent families remain poor.

Mirroring the national figures, child poverty
rates in the states also varied greatly by family
structure. Nearly two-thirds of children living in
one-parent families in Mississippi were poor,
compared to less than one-third in Wisconsin.
Poverty rates for children in two-parent families
varied somewhat less, although rates were
above the national average in California and
Texas and below in Massachusetts, Michigan,
Minnesota, New Jersey, and Wisconsin.

Children (%) below the Poverty Level, 1996

Children below the Poverty Level,
by Family Structure and State, 1996
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Family Structure CA Co FL MA M MN MS NJ NY X WA Wi US
One-parent 493 343 27 40.3 34.7 348 61.9 385 50.3 478 347 292 441
Two-parent 193 8.7 9.5 6.2 5.5 6.3 13.0 5.1 10.9 16.0 9.3 5.1 10.5
All families 284 14.3 21.8 15.5 13.7 12.5 335 13.3 24.1 254 15.2 1.4 20.5

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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Income and Hardship

Employment

Helplng families and individuals become self-sufficient through increased

employment is a major goal of the Personal Responsibility and Work

Opportunity Reconciliation Act of 1996, as well as many other federal and state

income support programs. Many people receiving public support now face benefit reductions

or termination if they are not working or preparing for work. Among those affected are adults in families

receiving support from the Temporary Assistance for Needy Families program and childless adults

receiving food stamps. Moreover, as public support for nonworking low-income Americans declines,

the pressure on working low-income adults to remain employed increases.

These changes prompt a number of questions
about the role of work in low-income families.

Do adults in these families work as much as the
adult population at large? What share of low-
income adults held jobs as federal welfare reform
began? Did that share vary by state or by family
type? To answer these questions, adults between
the ages of 25 and 54 were asked about their cur-
rent employment status when interviewed in 1997.

Nationally, 82 percent of adults worked in a full-
or part-time job. In families with low incomes
(below 200 percent of the federal poverty level),
62 percent of adults worked; 89 percent of adults
in higher-income families worked, a statistically
significant difference.

Employment rates varied by family situation and
were particularly uneven among parents with
children living at home. Married mothers were
the least likely parents to work (68 percent did),
whereas married fathers were the most likely (94
percent). Among unmarried parents, 74 percent
worked. Although 83 percent of all childless
adults had jobs, only 57 percent of low-income
childless adults worked.

Low-income parents in general, and unmarried
low-income parents in particular, worked consid-
erably less than adults as a whole: 65 percent
of all low-income parents and 63 percent of
unmarried low-income parents had jobs.

Full-Time or Part-Time Employment of Adults Age 25-54,

by Income and Parental Status, 1997
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Higher-Income Adults
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This Snapshot presents findings
from the National Survey of
America’s Families (NSAF), a
1997 survey of 44 461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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In the 13 states surveyed, employment of all
adults ranged from 77 percent in Alabama and
Mississippi to 88 percent in Wisconsin. Employ-
ment exceeded the national average of 82 per-
cent in Colorado, Massachusetts, Minnesota,
and Wisconsin and trailed the nation in Alabama,
California, Mississippi, and New York.

Employment among low-income parents was
lower than employment among all adults in
every state studied, affirming the national trend
across a variety of circumstances. In the majority
of states, 60 percent to 70 percent of low-income

Full-Time or Part-Time Employment

of All Adults and Low-Income Parents,

by State, 1997

I Al Adults Age 25-54
I Low-Income Parents Age 25-54

parents held full-time or part-time jobs, about

15 percentage points lower than the rates for all
adults in these states. Low-income parents fared
particularly poorly in comparison with other adults
in Massachusetts and New York, with less than
60 percent employed, but they matched the
national average for low-income parents in
Alabama and Mississippi, the states with the
lowest employment overall.
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board, its sponsors, or other authors in

the series

Unmarried parents were the adults most likely to
need public support, since they usually had low
personal incomes and no second breadwinner or
caregiver in the home and they were less likely to
work than adults as a whole. In many of the

states, as in the nation, around three-fourths of 0 20 40 60 80 100

unmarried parents worked, but those rates were Percent

about 6 percentage points below the rate for Source: Urban Institute

adults in general. Only in Wisconsin did employ-

ment of unmarried parents (85 percent) nearly

equal that of other adults (88 percent). Unmarried

parents fared particularly poorly relative to other

adults in Massachusetts and New York.
Adults (%) Age 25 to 54 Employed Full-Time or Part-Time, 1997
Parental Status AL CA co FL MA M MN MS NJ NY 1) WA Wi us
Under 200% of poverty level
All parents 64.7 61.4 69.5 67.8 58.7 704 70.8 65.4 61.8 56.8 645 621 744 65.0
Over 200% of poverty level
All parents 86.1 846  86.2 879 876 869 90.9 89.3 84.5 86.2 86.4 85.2 90.7 87.1
All incomes
Unmarried parents 68.8 69.3 77.8 75.7 7.2 76.7 81.0 69.1 722 64.0 70.8 749 85.4 73.6
All parents 783 75.3 81.9 806 814 82.6 86.4 79.2 79.7 76.3 77.5 79.0 86.9 79.8
All adults 774 78.7 83.5 82.3 83.6 83.1 87.0 771 824 79.4 80.6 80.8 87.7 81.5

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.

Source: Urban Institute
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SﬂﬂDSth of America’s Families

Income and Hardship
Affordability of Housing

ecent public policy initiatives are aimed at promoting work so that

families can pay for their basic needs. However, even people who work may
have problems paying their housing expenses. The Department of Housing and Urban Development
reported recently that many people working full-time at the minimum wage have difficulty affording

decent-quality housing in the private rental market.

Because states now have increased flexibility Adults with Problems Paying Their Mortgage,
in designing social support programs and their Rent, or Utility Bills, by Income and Parental
links to housing assistance, it is important to Status, 1996 -1997

know how many people have difficulty affording B i St e e

housing. To arrive at an answer, parents and Bl Above 200% of Poverty Level

adults without children were asked whether they I Al incomes

had experienced housing hardship - that is,
whether they had been unable to pay their
mortgage, rent, or utility bills at any time during
the previous 12 months.

Parents

Nationally, 16 percent of parents had experienced Childless

housing hardship. Among families with low Adults

incomes (under 200 percent of the poverty level),

28 percent had experienced housing hardship, 0 5 10 15 20 25
as opposed to 9 percent of families with higher Percent

incomes, a statistically significant difference.

Low-Income Parents with Problems
Paying Their Mortgage, Rent, or Utility Bills,
by State, 1996 -1997

Among the 13 states surveyed, 12 percent to
20 percent of all parents had experienced
housing hardship. The percentage was higher

than the national average in Alabama, New York, co
and Texas and lower than the national average CA
in Colorado, Minnesota, and Wisconsin. Wi
Of low-income parents, 24 percent to 39 percent xz
had experienced housing hardship. Percentages MN
exceeded the national average in Massachusetts, WA
New Jersey, and Texas. Colorado was below the FL
national average. M

39
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Source: Urban Institute
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This Snapshot presents findings Nationally, 8 percent of adults without children Childless Adults with Problems Paying

from the National Survey of reported that they had been unable to pay their Their Mortgage, Rent, or Utility Bills,

America's Families (NSAF), a mortgage, rent, or utility bills at some time during by Income and State, 1996-1997

1997 survey of 44,461 house- the previous 12 months. The rate was 17 percent B Bolow 200% of Poverty Level ‘
holds with and without telephones that for childless adults with low incomes, compared Bl Al incomes
are representative of the nation as a to 5 percent for childless adults with higher

whole and of 13 stales. As in all surveys, incomes, a statistically significant difference.

the dala are subject to sampling variabil-
Across the states surveyed, 14 percent to

22 percent of low-income childless adults had
experienced housing hardship. The percentage
of these adults with housing hardship was higher
than the national average in Mississippi and
lower than the national average in Wisconsin.

In all states, two to three times as many low-
income as higher-income childless adults had
experienced housing hardship.

ity and other sources of error.
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Adults (%) with Problems Paying Their Mortgage, Rent, or Utility Bills, 1996-1997

Parental Status AL CA Co FL MA M MN MS NJ NY X WA Wi us
Parents

Under 200% of poverty level 313 24.8 241 29.0 38.6 30.3 28.2 274 33.2 309 32.7 28.5 259 28.4
Over 200% of poverty level 8.9 8.8 8.5 9.8 9.1 9.0 8.0 79 8.9 12.6 9.3 11.1 7.3 9.1
All incomes 17.9 15.6 13.0 17.4 15.8 149 13.1 16.9 14.3 19.2 19.7 16.3 12.0 16.0
Childless Adults

Under 200% of poverty level 18.9 15.6 14.7 18.0 15.4 14.1 18.4 21.6 214 21.0 19.5 14.8 135 171
Over 200% of poverty level 5.0 6.1 39 5.1 6.0 42 45 6.2 5.6 7.6 6.6 5.4 4.1 5.4
All incomes 9.5 8.9 6.5 9.1 7.6 6.3 71 11.8 8.3 11.0 10.2 7.8 6.0 8.3

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. Al figures in text, charts, and table are rounded.

Source: Urban Institute ‘
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SHaDShOIS of America’s Families

Income and Hardship

Food Concerns and Affordability

M ost Americans eat regularly, without fear of running out of food because

they lack money. In some households, however, limited buying power produces uncertainty

about—and interruptions in—the availability of food. These situations heighten stress and can cause

hunger or even poor nutrition. The nation’s largest effort to ensure that families can buy food is the

Food Stamp Program, which issues vouchers to low-income families.

To determine how many families worry about
or experience difficulty buying food, adults
between the ages of 18 and 64 were asked
whether (i) they or their families worried that
food would run out before they got money to
buy more, (i) the food they bought did run out,
or (iii) one or more adults ate less or skipped
meals because there wasn't enough money
for food. These questions indicate financial
stresses related to food but not caloric intake
or adequacy of a family's diet.

Nationally, 75 percent of adults and children
lived in families that had not experienced any

of these food-related problems in the previous
12 months. Twenty-five percent of people lived
in families that had experienced one or more of
the three problems; of these, 20 percent had
encountered shortages of food, and the remain-
ing 5 percent had worried about shortages.
Nearly 50 percent of people in low-income
families (below 200 percent of the poverty level)
experienced some worries about or difficulty
affording food, compared to 14 percent of those
in families with higher incomes, a statistically
significant difference.

Income and Hardship

More children than adults lived in families that
worried about or had trouble affording food:

32 percent, compared to 23 percent, a statisti-
cally significant difference. This disparity does
not necessarily indicate that children’s food
intake was more constrained than adults’. Other
research has shown that, as money runs out,
adults reduce their own food consumption
before that of their children.

Adults and Children in Families with One
or More Food-Related Problems, by Age,
1996-1997
35
30

25

20
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This Snapshot presents findings In each of the 13 states studied, around 50 Children in Low-Income Families with

from the National Survey of percent of low-income children lived in families Food-Related Problems, by State, 1996-1997
AT PO Bk 8 that worried about or had difficulty buying food,
; ; . I No Food-Related Problems
1907 survey:of 44.461 house- ranging from 61 percent in Texas to 47 percent B One or More Food-Related Problems
holds with and without telephones that in Wisconsin. Compared to the national average, 100
are representative of the nation as a fewer low-income children in Wisconsin lived in 53|50|48147 46145145145145|43143|41|39
e families of this kind, whereas more low-income
the data are subject to sampling variabil- children in California and Texas did. 80

ity and other sources of eror
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Children (%) Living in Families That Worried about or Experienced Difficulty Affording Food, 1996-1997

Food Problems AL CA co FL MA M MN MS NJ NY X WA Wi Us
Under 200% of poverty level

None 466 411 447 449 450 481 499 430 448 426 395 459 532 461
Some 534 589 563 562 550 519 501 570 552 575 605 541 468 539
Over 200% of poverty level

None 858 848 830 822 848 864 867 875 863 817 849 826 879 846
Some 142 1562 170 179 162 136 133 126 138 183 151 17.4 121 154
All incomes

None 67.0  63.1 699 643 728 734 757 618 743 648 624 694  76.7 68.2
Some 330 369 302 37 272 266 244 382 257 32 376 306 233 318

Figures in color represent statistically significant ditferences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
Source: Urban Institute
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SﬂﬂDSth of America’s Families

Adults’ Environment and Behavior
Parental Participation in Volunteer or Religious Activities

evelopmental psychologists have long noted that parents serve as role

models, shaping the behaviors and habits of their children. Children whose

parents act as strong positive models may be more likely to withstand harmful pressures from peer

groups. One way parents act as role models is by demonstrating citizenship through volunteer work.

Another way is by participating in religious activities, which may enhance the importance of moral

and spiritual values in their children’s lives.

The new work requirements of welfare reform
may make it harder for some low-income parents
to find time for volunteer or religious activities.
However, if a parent’s work adds structure and
routine to household functions, families might find
it easier to incorporate such activities into their
lives. In turn, the social support and structure
these activities provide may help parents cope
with the changes required by welfare reform. An
additional benefit is that higher levels of volunteer
work in a community may strengthen the private
support system for families in need.

Nationally, 59 percent of children lived with a par-
ent who reported participating in religious activities
at least a few times a month, with 55 percent of

Children Living with a Parent Who
Participated in Volunteer or Religious
Activities, by Family Income, 1997

70 Il Under 200% of Poverty Level
I Over 200% of Poverty Level
60 Il Allincomes
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Religious
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Source: Child Trends and Urban Institute

Adults’ Environment and Behavior

low-income children (below 200 percent of the
poverty level) and 62 percent of higher-income
children in this category, a statistically significant
difference. Thirty-eight percent of all children
lived with a parent who volunteered a few times

Children Living with a Parent Who
Participated in Volunteer or Religious
Activities, by State, 1997
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This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.

Copyright © January 1999, Urban Institute
Permission is granted to reproduce this
document with attribution to the Urban
Institute and Child Trends. The views
expressed are those of the authors and
do not necessarily reflect those of the
Urban Institute, its board, its sponsors, or

other authors in the series

a month, with 30 percent of low-income children
and 43 percent of higher-income children in this
category, a statistically significant difference.

In the 13 states surveyed, 49 percent to 71 percent
of children lived with a parent who participated in
religious activities a few times a month or more.
Percentages were above the national average in
Alabama, Minnesota, Mississippi, and Texas and
below in California, Colorado, Massachusetts,
Michigan, New Jersey, New York, and Washington.

Between 32 percent and 44 percent of children
lived with a parent who volunteered at least

a few times a month. Percentages were above
the national average in Alabama, Colorado,
Minnesota, and Washington and below in New
York and Texas.

Between 45 percent and 68 percent of children in
low-income families lived with a parent who partici-
pated in religious activities a few times a month or
more. Percentages were above the national aver-
age of 55 percent in Alabama, Mississippi, and
Texas and below average in Michigan, New Jersey,
Washington, and Wisconsin.

Of children in low-income families, 26 percent to
35 percent lived with a parent who volunteered
a few times a month or more. In Mississippi, the
percentage was above the national average of
30 percent, and in Texas it was below.

Low-Income Children Living with a
Parent Who Participated in Volunteer or

Religious Activities, by State, 1997 ‘

Il Volunteer
B Religious
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Source: Child Trends and Urban Institute
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Children (%) Living with a Parent Who Participated in Volunteer or Religious Activities, 1997

Parent's Activities AL CA co FL MA Mi MN MS NJ NY X WA Wi us
Under 200% of poverty level

Volunteer 324 285 338 30.6 294 31.6 29.5 35.5 271 21.5 26.5 35.1 30.0 30.5
Religious 63.8 53.9 51.9 51.9 50.2 48.0 52.1 68.0 48.4 52.7 61.0 455 50.3 54.7
Over 200% of poverty level

Volunteer 51.8 46.2 45.0 43.5 39.9 423 46.1 438 40.2 36.2 38.4 49.5 411 433
Religious 749 56.7 54.4 60.6 52.9 58.7 69.2 759 58.6 57.2 64.9 50.3 66.4 61.9
All incomes

Volunteer 42.5 374 411 37.3 36.8 38.7 411 39.0 36.4 324 325 443 375 378
Religious 69.6 56.3 53.5 56.4 52.1 55.1 64.0 714 55.7 55.2 63.0 48.5 61.2 58.8

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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SHﬁDShOlS of America’s Families

Adults’ Environment and Behavior
Parental Aggravation

H igh stress and aggravation in parents are associated with poor cognitive
and socioemotional development of young children. In addition, maternal emotional

distress has been linked to less responsive, even hostile, parenting practices.

Mandated employment, time limits on benefits, Children Living with a Parent Who Felt
shifts in child care arrangements, and fluctua- Highly Aggravated, by State, 1997
tions in income are some of the challenges fac-
ing low-income parents under welfare reform.
The added stress of these challenges may
increase parental aggravation. However, work
experiences that provide opportunities for social
interaction, support outside the family, and eco-
nomic self-sufficiency may reduce stress and
hence parental aggravation.

Aggravation was assessed on a scale that
summed a parent’s estimates of how often in
the last month he or she felt a child was much

Children Living with a Parent Who Felt
Highly Aggravated, by Family Income and

Parent’s Marital Status, 1997 Percent
Bl Under 200% of Poverty Level Source: Child Trends and Urban Institute
I Over 200% of Poverty Level
20 | WM Aiincomes

harder to care for than most, the child did things
that really bothered the parent a lot, the parent
was giving up more of his or her life to meet the
child's needs than expected, and the parent felt
angry with the child.

Nationally, 9 percent of all children lived with a
parent who felt highly aggravated. Of children

in families with low incomes (below 200 percent
of the poverty level), 14 percent lived with such
a parent, compared to 6 percent of children in
families with higher incomes, a statistically signif-
icant difference. Children of parents who did not

Percent

With a Without a All Parents have a spouse were significantly more likely than
Spouse Spouse other children (16 percent versus 7 percent) to
Parent’s Marital Status be living with a highly aggravated parent.

Source: Child Trends and Urban Institute

Aduits’ Environment and Behavior Snapshot D-2 | Parental Aggravation




This Snapshot presents findings In the 13 states surveyed, 6 percent to 14 per- Low-Income Children Living with a Parent

from the National Survey of cent of children lived with a highly aggravated Who Felt Highly Aggravated, by Parent’s
America’s Families (NSAF), a parent. In six of the states, the percentage was Marital Status and State, 1997
1997 survey of 44,461 house- above the national average: Alabama, Florida, B Faronts with a Spouse ‘
holds with and without telephones that Mississippi, New Jersey, New York, and Texas. Bl Parents Without a Spouse
are representative of the nation as a The percentage was below average in Colorado, g
whole and of 13 states. As in all surveys, Minnesota, and Washington.
the data are subject to sampling variabil- WA

In low-income families, 9 percent to 21 percent
of children lived with a highly aggravated parent. ~ MN
In five states, that percentage was higher than

ity and other sources of error.
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This four-item scale was adapted from a component of the National

Evaluation of Welfare-to-Work Strategies (NEWWS), the evaluation NY
of the Job Opportunities and Basic Skills (JOBS) program.
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Children (%) Living with a Parent Who Felt Highly Aggravated, 1997

Parent’s Marital Status AL CA (0{0] FL MA M MN MS NJ NY ™ WA wi us
Under 200% of poverty level

With a spouse 1.4 9.3 6.1 129 225 9.9 9.3 128 156 104 111 6.8 10.4 105 -
Without a spouse 204 18.8 13.2 22.0 19.1 214 15.8 25.6 25.7 239 21.2 13.8 21.2 18.0
All parents 16.3 13.0 8.7 17.2 208 15.7 11.8 20.2 20.4 17.4 15.1 9.1 14.8 13.7

Over 200% of poverty level

With a spouse 6.3 6.1 5.1 6.7 55 59 4.0 5.0 6.8 4.8 6.8 6.0 7.1 48
Without a spouse 1.3 134 5.0 79 9.3 94 8.0 49 13.9 13.7 8.2 10.2 8.7 1.2
All parents 6.9 7.3 5.1 6.9 5.9 6.3 44 5.0 75 6.2 7.0 6.4 73 5.6
All incomes

With a spouse 79 74 5.4 9.0 8.7 6.8 52 8.1 8.5 6.5 8.5 6.2 79 6.6
Without a spouse 18.6 171 10.1 18.4 15.8 17.9 12.8 22.6 214 210 183 12.4 16.8 16.0
All parents 11.4 10.1 6.3 1.9 10.3 9.5 6.6 13.7 11.2 1.1 11.0 74 9.7 9.0

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. Al figures in text, charts, and table are rounded.
Source: Child Trends and Urban Institute
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SH&DShOIS of America’s Families

Adults’ Environment and Behavior

Mental Health of Parents

A

child’s well-being depends in part upon the mental health of his or her

parents. If a parent's mental health is compromised, he or she may be less able to nurture,

love, care for, and pay attention to the child. Several studies indicate that single mothers on welfare

with young children are at considerable risk of exhibiting symptoms of depression. Parents with such

symptoms provide less emotional support and tend to employ harsh disciplinary practices. Further,

children of depressed parents exhibit more behavioral problems, frequently display deficits in social

and academic competence, and are in poorer physical health than children of nondepressed parents.

It is not certain how changes in welfare programs
will affect the mental health of parents. Mental health
may worsen if parents have difficulty obtaining or
keeping a job or if they have difficulty complying
with more demanding welfare program rules. On the
other hand, mental health may improve if a parent's
job enhances family income or the parent's social
contacts. The effects may not become apparent
until after parents have taken on new employment
or reached welfare time limits.

Children Living with a Parent Whose Symp-
toms Suggested Poor Mental Health, by Family
Income and Parent’s Marital Status, 1997

I Under 200% of Poverty Level

Il Over 200% of Poverty Level

35, EE Alincomes
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Source: Child Trends and Urban Institute
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Children Living with a Parent Whose
Symptoms Suggested Poor Mental Health,
by State, 1997
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Parents were asked to rate their feelings of anxiety
and depression, loss of behavioral or emotional
control, and psychological well-being during the
past month. A score of 67 or less out of 100 points
was considered indicative of poor mental health.

Nationally, 17 percent of children lived with a parent
whose survey responses suggested poor mental
health. Of children in families with low incomes
(below 200 percent of the poverty level), 25 percent
lived with a parent who had symptoms of poor men-
tal health, compared to only 10 percent of children in

Snapshot D-3 | Mental Health of Parents



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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families with higher incomes, a statistically signifi-
cant difference. Children of parents without a
spouse were significantly more likely than other
children to be living with a parent in poor mental
health—28 percent versus 13 percent.

In the 13 states surveyed, 13 percent to 24 percent
of all children lived with a parent who exhibited
symptoms of poor mental health. Three states had
higher percentages than the national average:
Alabama, Florida, and Mississippi. Five states had
percentages below the national average: Colorado,
Michigan, Minnesota, Washington, and Wisconsin.

Of children in low-income families, 20 percent to
34 percent lived with a parent whose responses
suggested poor mental health. The percentage

of low-income children living with a parent in poor
mental health was higher than the national average
in Massachusetts, Mississippi, and New Jersey.
The percentage was below the national average

in Colorado and Washington.

In low-income families where the parent did not have

a spouse, 24 percent to 40 percent of children lived
with a parent who had symptoms of poor mental
health. The percentage was above the national aver-
age in Mississippi and New Jersey. In Washington,

it was below average.

The five-item mental health scale (MHI-5) was constructed for the
Medical Outcomes Study (MOS) using questions from the 38-item
Mental Health Inventory (MHI). Ware, J.E., and D.C. Sherbourne. 1992.

The MOS 36-ltem Short-Form Health Survey (SF-36). Medical Care
30:473-81.

Low-Income Children Living with

a Parent Whose Symptoms Suggested
Poor Mental Health, by Parent’s Marital
Status and State, 1997 ‘

Il Parents with a Spouse
Bl Parents Without a Spouse
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Source: Child Trends and Urban Institute
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Children (%) Living with a Parent Whose Symptoms Suggested Poor Mental Health, 1997

Parent’s Marital Status AL CA Co FL MA M MN MS NJ NY D WA Wi us
Under 200% of poverty level

With a spouse 236 208  16.6 241 317 202 215 265 246 212 226 175 208 20.9
Without a spouse 335 379 286 311 321 282 267 402 389 333 336 240 312 316
All parents 29.0 215 211 274 319 242 235 344 314 215 210 19.7 25.0 25.4
Over 200% of poverty level

With a spouse 9.2 8.7 1T 9.6 9.3 7.3 8.6 10.7 1.1 9.2 94 99 9.1 8.7
Without a spouse 18.7 15.8 18.8 17.5 18.8 10.2 18.4 138 234 21.9 19.9 14.3 14.3 19.6
All parents 10.3 9.9 9.0 10.8 10.3 7.6 9.6 1.1 12.5 1.2 10.6 104 9.6 10.1
All incomes

With a spouse 13.8 13.7 10.1 14.8 135 102 115 16.9 13.7 129 14.6 12.2 1.9 12.7
Without a spouse 30.7 313 249 215 216 230 236 363 332 30.1 30.6 202 252 28.1 .
All parents 19.3 18.6 13.2 188 168 13.2 138 245 17.9 18.3 18.7 13.7 14.5 16.6

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.

Source: Child Trends and Urban Institute
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SH&DShOlS of America’s Families

Adults’ Environment and Behavior
Attitudes Toward Welfare and Working Mothers

S ome critics of the welfare system have argued that welfare programs
contribute to the creation of a society in which the values and beliefs of
people receiving public assistance are fundamentally different from those

of people not receiving public assistance.

To examine attitudes toward welfare and working Needy Families program (or its predecessor) or
mothers, parents were asked if they strongly the Food Stamp Program at the time of the survey.
agreed, agreed, disagreed, or strongly disagreed
with the following statements: (i) Welfare makes
people work less than they would if there weren't a
welfare system; (ii) A working mother can establish
just as warm and secure a relationship with her
children as a mother who does not work; and (iii)
When children are young, mothers should not work ~ There was also little difference nationally by income
outside the home. group, although the difference was statistically signifi-
cant. Seventy-four percent of parents with low family
incomes (below 200 percent of the federal poverty
level) agreed that welfare provides a work disincen-
tive, compared to 81 percent of parents with higher
family incomes. However, parents in families receiv-
ing public assistance were much less likely to agree
that welfare provides a disincentive to work than

parents in families not receiving public assistance:
Parents Who Agreed or Strongly Agreed with 64 percent versus 80 percent, respectively, a

Statements Regarding Welfare and Working statistically significant difference.
Mothers, by Family Income, 1997

Nationally, 78 percent of parents agreed or strongly
agreed that welfare provides a disincentive to work.
Variation among the 13 states surveyed was slight:
The greatest agreement was 81 percent, in Florida,
while the least was 72 percent, in Massachusetts.

The responses reflect the attitudes of the parent
or primary caregiver who knows the most about
the health care and education of children in the
household. Parents were classified as receiving
public assistance if someone in their family was
a beneficiary of the Temporary Assistance for

Nationally, 78 percent of parents agreed or strongly
Il Under 200% of Poverty Level ) )
Bl Over 200% of Poverty Level agreed that working mothers can establish as warm
Il Alincomes and secure a relationship with their children as moth-
ers who do not work. Again, there were only slight
differences between the states, ranging from a low
of 71 percent agreement in California to a high of
81 percent in Massachusetts and Minnesota.

There was also a statistically significant, but small,
difference nationally by income, with 75 percent of
parents from low-income and 79 percent of those
from higher-income families agreeing or strongly
agreeing that working mothers can establish as
warm and secure a relationship with their children
as mothers who do not work. There was almost no

Percent

Welfare makes A working mother When children are

people work less can establish just young, mothers

than if there weren't as warm and secure should not work

a welfare system a relationship with outside the home
her children

Source: Urban Institute g )
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This Snapshot presents findings Parents Who Agreed or Strongly Agreed difference in agreement between parents in

from the National Survey of with Statements Regarding Welfare and families receiving public assistance (79 percent)
America’s Families (NSAF), a Working Mothers, by Welfare Status, 1997 and those in families not receiving assistance
1997 survey of 44,461 house- Bl Receiving Assistance (77 percent).

holds with and without telephones that I Not Receiving Assistance

Finally, only 49 percent of parents nationally
agreed or strongly agreed that when children
are young, mothers should not work outside
the home. This statement provoked more varied
responses by state than the other two, ranging
from 43 percent agreement in Wisconsin to 59
percent agreement in California.

are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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agreed or strongly agreed that mothers of young
children should not work, while 53 percent of
low-income parents did, a statistically significant,
but modest, difference. There was also very little
difference in agreement by welfare status. Fifty-

; two percent of parents in families receiving
Welfare makes A working mother ~ When children are : :
people work less  can establish just  young, mothers public assistance agreed or strongly agreed,
than if there weren't as warm and secure should not work " -
awelfare system  arelationshipwith  outside thehome ~ COMpared to 49 percent of parents in families

e chicren not receiving assistance.
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Parents (%) Who Agreed or Strongly Agreed with Statements Regarding Welfare and Working Mothers, 1997 ‘

Statement AL CA co FL MA MI MN MS NJ NY X WA Wi us

Below 200% of poverty level
Welfare makes people work less than
if there weren't a welfare system 772 734 738 768 747  66.7 758 745 710 683 77.0  69.7 7.5 73.5

A working mother can establish
just as warm and secure a

relationship with her children 790 644 735 764 803 793 751 758 700 714 713 689 79.3 75.0
When children are young, mothers
should not work outside the home 444  65.6 604  52.8 55.0 458 508 419 556  55.8 550 61.0 48.7 53.3

Above 200% of poverty level

Welfare makes people work less than
if there weren't a welfare system 832 770 786 838 716 772 78.1 85.9 758 772 828 76.0 75.4 81.1

A working mother can establish just
as warm and secure a relationship

“with her children 776 76.8 766 791 815 80.0 833 771 828 825 776 785 80.5 79.4
When children are young, mothers

should not work outside the home 457 532 474 459 419 452 408 464 466  43.0 45.0 52.2 40.9 46.7
All incomes
Welfare makes people work less than

if there weren't a welfare system 804 753 774 80.7 724 737 74 799 746 736 80.1 739 74.2 781

A working mother can establish just
as warm and secure a relationship

with her children 78.3 7.3 75.7 77.9 81.2 79.7 80.9 76.4 79.4 779 746 75.3 80.1
When children are young, mothers
should not work outside the home 451 58.9 516  49.0 455 454 437 440 490 484 498 551 431

Figures in color represent statistically significant ditferences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. Al figures in text, charts, and table are rounded.
B Source: Urban Institute
—
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SﬂﬂDShOIS of America’'s Families

Children’s Environment and Behavior

Family Structure

M ost American children live in two-parent families, whether biological or

adoptive. Many children, however, do not live with both of their biological parents. Divorce and

separation, births outside of marriage, remarriages, and child abuse or neglect are among the reasons

these children spend at least part of their childhood with only one or neither biological parent.

Families are the primary source of a child’'s
economic and emotional resources, and the
adults with whom children live are their earliest
role models. The time and economic resources
associated with raising children may be less for

a single parent, especially if he or she is the only

breadwinner. Children raised by two parents are
more likely to benefit from higher household
income and more attention from their parents.
Recognizing the importance of family structure
to the well-being of children, lawmakers have
turned their attention recently to developing
incentives for the formation and maintenance of
marriage. The promotion of two-parent families
is also a goal of the Personal Responsibility and
Work Opportunity Reconciliation Act of 1996
and of the Temporary Assistance for Needy
Families program.

Children’s Family Structure, 1997

No-Parent

3%

One-Parent

27%

Blended

8%
Two-Parent

63%

Source: Urban Institute

Children’'s Environment and Behavior

Children’s Family Structure, by Income, 1997

B Above 200% of Poverty Level
B Below 200% of Poverty Level

100

Percent

20

Two-Parent  Blended  One-Parent No-Parent

Family Structure
Source: Urban Institute

Primary caregivers were asked about their rela-
tionship to the children living in their household.
On the basis of their responses, children were
grouped into one of four types of families. Two-
parent families consist of children living with two
parents, whether biological or adoptive. Blended
families contain one biological or adoptive parent
married to one stepparent who has not adopted
the child. (Children who have been adopted by
the stepparent are likely to have greater access
to the stepparent’s resources than children who
have not been adopted.) One-parent families are
headed by a biological or adoptive parent and
may or may not include an unmarried partner or
related adults living in the household. Children

Snapshot C-1 | Family Structure



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of efror.
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living with relatives other than their parents or
with unrelated adults are grouped into the no-
parent family category.

On the national level, 63 percent of children lived
in two-parent families, and the vast majority of
those parents were married—only 3 percent of
children lived with two unmarried biological or
adoptive parents. Twenty-seven percent of chil-
dren lived in one-parent families. Relatively small
percentages of children lived in the other family
structures: 8 percent in blended families and

3 percent in no-parent families.

As pointed out above, children living in
one-parent or no-parent families are far more
likely to experience economic hardship than
children raised in two-parent or blended fami-
lies. Nationally, 31 percent of children in two-
parent families and 35 percent of children in
blended families had low incomes (below 200
percent of the poverty level), compared to 70
percent in one-parent families and 67 percent
in no-parent families.

The structure of families with children also varies
by state. Among the states surveyed, Minnesota
had the highest proportion of children living in
two-parent families, 72 percent, and the lowest
proportion of children in one-parent families,

20 percent. In contrast, 48 percent of children

Children (%) Living in Various Family Structures, 1997

in Mississippi lived in two-parent families, and

37 percent lived in one-parent families. Compared
to the national average of 63 percent, six stat

had more children living in two-parent familie'
Colorado, Massachusetts, Minnesota, New

Jersey, Washington, and Wisconsin. Fewer chil-

dren in Alabama, Florida, Mississippi, and Texas
lived in this type of family.

Children’s Family Structure, by State, 1997

Bl No-Parent
Il One-Parent

Bl Blended
I Two-Parent

100 7555 33323232 3 2

17332{3:,,;)7\\37’| [29]26 |0 (23|54 |22(22(20

80

60

Percent

40

20

Family Structure CA C0 FL MA M MN NJ NY X WA Wi Us
Two-parent 63.1 66.4 546  68.2 642 723 70.1 603  59.0 679  66.6 62.6
Blended 5.1 8.4 8.2 42 7.7 59 49 5.0 9.5 8.2 7.7 7.6
One-parent 292 224 323 245 257 200 22.2 35 270 219 234 26.7
No-parent 2.6 2.9 5.0 31 2.4 1.7 29 3.2 4.5 2.1 23 3.2

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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SHﬁDShOtS of America’s Families

Children’s Environment and Behavior
Children Born Qutside of Marriage

B etween 1978 and 1996, the number of babies born to unmarried women

doubled, from just over 500,000 to over 1.2 million. Although this dramatic rate

of increase has slowed in recent years, 32 percent of all U.S. births are still to unmarried women.

These children are more likely to be poor than children born to married women.

Legislators have made an effort to curb births
outside of marriage. The Personal Responsibility
and Work Opportunity Reconciliation Act of
1996, for example, made it easier for states to
design welfare programs that serve married
parents as well as unmarried parents. It also
established $20 million bonuses for the five
states that show the greatest decrease in births
to unmarried women and set aside $50 million
for abstinence education.

To examine poverty among children born outside
of marriage—defined here as children under
age 18 born to unmarried parents who were not
married to each other at the time of this survey—
mothers were asked about their marital status

Child Poverty, by Maternal
Characteristics, 1997

Bl Currently Unmarried White Mothers
Who Had Their Child before Age 25

I Currently Unmarried Mothers
60  HH AlMothers

Percent

Children Born Children Born
Within Marriage Outside of Marriage

Status at Birth
Source: Urban Institute

Children’s Environment and Behavior

Children Born Outside of

and Within Marriage, 1997
Children Born

Outside of Marriage
18%

Children Born
Within Marriage
82%

Source: Urban Institute

when their children were born, whether they
were currently married to the children’s biological
father, and their income. It is important to note
that although 32 percent of births nationwide
occurred outside of marriage in 1996, only 18
percent of all children under age 18 fell into this
category. These figures differ both because the
proportion of births outside of marriage has risen
over the past 18 years and because some par-
ents of these children later marry each other.

Nationally, 50 percent of children born outside
of marriage lived in families with incomes below
the poverty level, compared to 14 percent of
children born within marriage, a statistically
significant difference. Among all children living

Snapshot C-2 | Children Born Outside of Marriage



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.

Copyright © January 1999. Urban Institute.

Permission is granted to reproduce this
document with attribution to the Urban
Institute. The views expressed are those
of the authors and do not necessarily
reflect those of the Urban Institute, its
board, its sponsors, or other authors in

the series.

with just their mother, 59 percent of those born
outside of marriage were poor, compared to
37 percent of those born within marriage, a
statistically significant difference.

Including other maternal characteristics further
reduced the differences in poverty rates between
children born outside of and within marriage, but
it did not eliminate them. For example, 56 percent
of children who were born outside of marriage to
a young (under 25) white woman were poor. In
contrast, 45 percent of children born within mar-
riage to a young white woman were likely to be
poor, a statistically significant difference.

The proportion of children born outside of
marriage varied among the 13 states surveyed.
Mississippi had the highest, with 29 percent;
Minnesota and Washington, at 13 percent each,
had the lowest. Five states had a lower percent-
age of children born outside of marriage than the
national average (Colorado, Minnesota, New
Jersey, Washington, and Wisconsin), and five
states had a higher percentage (Alabama,
California, Florida, Mississippi, and New York).

Children (%) Born Outside of and Within Marriage, 1997

Parents’ Marital Status

CA C0 FL MA M MN MS

Children Born Outside of Marriage,
by State, 1997

0 5 10 15 20 25 30

Percent
Source: Urban Institute

NJ NY X WA Wi us

Unmarried
Married

211 13.8 214 164 185 128 29.2
789 862 787 836 815 8§72 70.8

16.1 20.8 16.9 12.8 144 18.2
83.9 792 832 872 856 81.8

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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Children’s Environment and Behavior

High Engagement in School

C

hildren’s future economic status and productivity in the workforce are

determined in part by their performance in school. Research has shown that

children and adolescents who are highly engaged in school perform better in terms of test scores,

attendance, and advancement from grade to grade. Studies also indicate that low-income children

are less successful in school than children from families with higher incomes.

Changes in welfare are likely to prompt changes
in the lives of low-income children that may
affect their engagement in school. Children
whose parents obtain stable employment may
be better able to focus on schoolwork. Knowing
that they need to work as adults, these children
may become more engaged in the learning
process. Conversely, children whose parents
end up in unstable, low-paying jobs with shifting
work schedules may find it harder to become
engaged in the educational process.

To assess school engagement, parents were
asked about the extent to which their children did

Children Highly Engaged in School,
by Age and Family Income, 1997
Bl Under 200% of Poverty Level

Bl Over 200% of Poverty Level
B Allincomes

1217
Age
Source: Child Trends and Urban Institute

6-17

Children’s Environment and Behavior

schoolwork only when forced to, did just enough
schoolwork to get by, always did homework, and
cared about doing well in school. The responses
to these four questions were combined to gener-
ate a measure of school engagement.

Nationally, 41 percent of all children were
described as being highly engaged in school.
In low-income families (below 200 percent of
the poverty level), 34 percent of children were
highly engaged, compared to 45 percent of
children in higher-income families, a statistically
significant difference.

Differences in engagement by family income
were evident in young children and in adoles-
cents. Of children age 6 to 11, 38 percent in
low-income and 47 percent in higher-income
families were highly engaged. This gap widened
somewhat for children between the ages of 12
and 17, with 30 percent and 44 percent, respec-
tively, being highly engaged.

In the 13 states surveyed, 35 percent to 43
percent of all children were highly engaged

in school. None of the states was above the
national average, but four were below it:
Alabama, California, Colorado, and Mississippi.

Among children from low-income families,

28 percent to 38 percent were highly engaged

in school. Texas was above the national average;
Alabama and Mississippi were below it.

For children age 6 to 11 in low-income families,
29 percent to 40 percent were highly engaged in
school. None of the states surveyed was above

Snapshot C-3 | High Engagement in School
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the national average of 38 percent, but Alabama,
California, Massachusetts, and Mississippi were
below it.

Among 12- to 17-year-olds in low-income
families, those highly engaged in school ranged
from 26 percent to 37 percent. In Texas, the
percentage was above the national average

of 30 percent, but none of the states dropped
below the national average.

0 10 20 30 40
Percent
Source: Child Trends and Urban Institute

The engagement scale was developed by Jim Connell and Lisa
Bridges at the Institute for Research and Reform in Education.

Children (%) Highly Engaged in School, 1997

Age AL CA co FL MA Ml MN MS NJ NY X WA Wi us
Under 200% of poverty level
6-11 286 314 381 331 304 386 379 325 395 378 397 355 388 382
12-17 211 331 274 310 341 287 307 266 278 338 372 263 334 298
6-17 219 321 334 321 322 340 346 297 342 360 385 315 363 344
Over 200% of poverty level
6-11 446 435 395 459 419 424 426 477 503 466 388 503 445 471
1217 445 442 327 402 452 373 406 362 425 424 470 415 413 438
6-17 445 438 362 431 434 397 415 414 467 445 428 459 428 454
All incomes
6-11 365 375 390 399 384 410 412 386 473 427 392 449 425 433
12-17 373 394 30 39 419 347 380 311 385 391 425 369 391 386
6-17 369 384 352 379 401 378 396 348 433 410 408 411 408 410
Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
., Source: Child Trends and Urban Institute
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SHﬁDShOlS of America’s Families

Children’s Environment and Behavior
Reading and Telling Stories to Young Children

C hild development specialists have long noted that reading books to children

or telling them stories triggers their imagination and sharpens their literacy

skills. Poverty may jeopardize the quality of the home environment, particularly by reducing the quality

or amount of time parents have for literacy activities with their children. This can limit a child’s readiness

for school, putting him or her at an educational disadvantage.

Under welfare reform, some low-income parents
may find it more difficult to find time to read to
young children because of the additional
demands of job training and employment.
However, for other parents, less worry about
money and a more structured lifestyle may
make daily reading more feasible. Monitoring
these changes in family life will be important

to shaping society’s response to low-income
children’s cognitive needs.

Parents were asked how many days during the
week they read or told stories to their children.
Nationally, 17 percent of all children age 1to 5
were read to or told stories fewer than three days
per week. Children in low-income families (below
200 percent of the poverty level) were more than
twice as likely as other children to fall into this risk
category (24 percent versus 10 percent).

In the 13 states surveyed, 13 percent to 24
percent of children were read to or told stories
fewer than three times a week. In three states,
the percentages of children in this risk category
exceeded the national average: California,
Mississippi, and Texas. A lower-than-average
percentage of children fell into this category

in Colorado, Massachusetts, Minnesota, New
Jersey, and Wisconsin.

Among low-income children in the surveyed
states, 16 percent to 33 percent were read to
or told stories fewer than three times a week.
In California, Mississippi, and Texas, the

Chiildren’s Environment and Behavior

percentage of children in this category exceeded
the national average of 24 percent. In contrast,
smaller-than-average percentages of low-income
children fell into this category in Minnesota,

New York, and Washington.

Children Age 1 to 5 Read to or Told Stories
Fewer Than Three Days per Week, by
Family Income, 1997

25

20

15
€
S
4
10
5
0
Under 200% of Over 200% of All Incomes
Poverty Level  Poverty Level
Family Income

Source: Child Trends and Urban Institute
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This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error.
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Children (%) Age 1 to 5 Read to or Told Stories Fewer Than Three Days per Week, 1997

Children Age 1 to 5 Read to or Told

Stories Fewer Than Three Days per Week,

by State, 1997

(6]0)
MA
MN
Wi
NJ
WA
Mi
NY
FL
us
AL
CA
MS
1R

0 5 10 15
Percent
Source: Child Trends and Urban Institute

20

25

Family Income CA (o) FL MA Mi MN MS NJ NY X WA Wi usS
Under 200% of 206 309 207 254 233 249 175 296 287 178 330 163 199 240
poverty level
Over 200% of 129 8.9 75 7.7 93 109 153 78 128 136 12.1 9.2 10.5
poverty level
All incomes 22.7 13.2 162 126 147 131 23.8 142 151 24.3 13.8 129 16.8

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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Children’s Environment and Behavior
Participation in Extracurricular Activities

Participatlon in extracurricular activities encourages personal

accomplishment and the development of interpersonal skills.

For adolescents, these activities offer an opportunity to assume meaningful roles and

responsibilities. The sense of efficacy gained from these experiences can be an important

protective factor for children growing up under adverse circumstances. Research finds, for

example, that participation in religious organizations and leadership in school clubs are

associated with a lower risk of school-age motherhood.

For many children, participation in extracurric-
ular activities is not an option, because of
economic constraints, limited opportunities

in neighborhoods or schools, or a parent's
need for assistance at home. Changes in
welfare may affect family economic resources
and family schedules. With more income,
families may be able to afford activities and
lessons for their children, or they may enroll
children in schools where activities are more
readily available. However, the demands

of parental work may increase children’s
obligations at home, thereby limiting their
participation in extracurricular activities.

Children Participating in Extracurricular
Activities, by Age and Family Income, 1997

I Under 200% of Poverty Level
I Over 200% of Poverty Level
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Children Participating in Extracurricular
Activities, by State, 1997
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Participation in extracurricular activities was
assessed on the basis of parents’ responses
to questions about children’s involvement

in lessons, clubs, sports, or other activities.
Children who participated in at least one

of these activities in the past year were
categorized as involved in activities.

Nationally, 83 percent of all children age 6 to
17 participated in at least one extracurricular
activity, including clubs, sports, or lessons. Of
children in families with low incomes (under
200 percent of the poverty level), 73 percent
participated, compared to 90 percent of chil-
dren in higher-income families, a statistically
significant difference.

Snapshot -5 | Participation in Extracurricular Activities



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a

1997 survey of 44,461 house-

In the 13 states surveyed, extracurricular
participation ranged from 78 percent to

87 percent. The percentage of all children
participating was above the national average

Low-Income Children Participating
in Extracurricular Activities, by Age
and State, 1997
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Children (%) Participating in Extracurricular Activities, 1997
Age AL CA co FL MA M MN MS NJ NY X WA Wi us
Under 200% of poverty level
6-11 682 700 701 710 727 707 721 650 722 682 656 698 759 725
12-17 686 744 706 719 747 750 775 789 767 718 723 824 810 734
6-17 684 719 703 714 736 727 747 717 743 698 687 753 783 729
Over 200% of poverty level
6-11 886 911 924 893 945 863 916 852 926 911 890 898 892 904
12-17 889 914 879 83 915 890 897 875 911 920 876 922 885 899
6-17 888 912 902 878 931 877 906 865 919 916 883 910 88 902
All incomes
6-11 782 807 846 807 880 807 856 732 869 810 779 825 846 827
12-17 805 841 824 794 865 847 865 829 871 841 806 892 863 837
6-17 794 823 836 801 873 87 81 782 870 825 792 857 855 832

Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. All figures in text, charts, and table are rounded.
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Children’s Environment and Behavior
Behavioral and Emotional Problems in Children

Several family and neighborhood characteristics are associated with

the development of behavioral and emotional problems in children.

For example, studies have linked greater parental depression and stress with emotional and

behavioral problems. Further, living in a neighborhood with more low-income residents is

associated with a higher incidence of behavioral problems such as destroying property or

feeling worthless.

If welfare reform results in low-income families
living in improved communities and reduces
parental stress and depression, behavioral
and emotional problems in children may
decline. However, if long or erratic hours of
work reduce parental supervision and control
or increase parental aggravation and stress,
then children's problems may increase.

Parents were asked about the extent to which
their children exhibited signs of external dis-

tress (not getting along with other kids, acting
too young for their age, or lying and cheating)
and internal distress (sadness, depression, or

Children with High Levels of Behavioral
and Emotional Problems, by Age and
Family Income, 1997
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Children with High Levels of Behavioral and
Emotional Problems, by Age and State, 1997

6

CA

6

Cco
Bl Ages-11
B Age 12-17

WA
us
M
MN
NJ
wi
AL 10
FL
MA
Ms

NY

0 5 10 15
Percent
Source: Child Trends and Urban Institute

feelings of worthlessness) in the last month.
A measure of behavioral and emotional prob-
lems was derived from their responses.

Nationally, 7 percent of children age 6 to 11
exhibited high levels of behavioral and emo-
tional problems. That figure rose to 10 percent

Snapshot C-6 | Behavioral and Emotional Problems in Children



This Snapshot presents findings
from the National Survey of
America's Families (NSAF), a
1997 survey of 44,461 house-
holds with and without telephones that
are representative of the nation as a
whole and of 13 states. As in all surveys,
the data are subject to sampling variabil-

ity and other sources of error

in families with low incomes (below 200 per-
cent of the poverty level). It dropped to 4
percent in families with higher incomes,

a statistically significant difference.

Nationally, 9 percent of 12- to 17-year-olds
showed high levels of behavioral and emotional
problems. Adolescents in low-income families
were three times as likely to be troubled as

Low-Income Children with High Levels
of Behavioral and Emotional Problems, by

Age and State, 1997 '
co !

WA

B Ages-11

EA B Age12-17

adolescents in higher-income families— FL
TP — 15 percent versus 5 percent, a statistically N
Rkt R e i 2 significant difference.
SSSTINRENARAAEY RAS NI In the 13 states surveyed, 6 percent to 9 per- e
e dnd Cold Trerids: The wens cent of all younger children and 6 percent to MN
expressed are (hoserol drauthors and. 12 percent of all older children had high levels -
ta Dk neceaac hy refiact those ol b of behavioral and emotional problems. None
Urban Institute, its board, its sponsars. ot of the states had percentages above or below MS ™
B s the national average in either age group. Wi
In low-income families, the percentage of =
children age 6 to 11 with high levels of behav- A
ioral and emotional problems ranged from 7 D
percent to 13 percent. None of these percent-
ages was above or below the national average. At
Among adolescents in low-income families, NY 0 .
high levels of behavioral and emotional prob- 0 5 10 15
lems ranged from 10 percent to 18 percent. Percent
None of the states surveyed had percentages Source: Child Trends and Urban Institute
above the national average, but three states
had percentages below it: Colorado, Florida,
and New York.
Children (%) with High Levels of Behavioral and Emotional Problems, 1997
Age AL CA co FL MA Mi MN MS NJ NY X WA Wi us
Under 200% of poverty level
6-11 12.9 82 72 84 125 114 102 115 91 127 125 73 112 9.6
12-17 128 105 96 95 109 130 126 177 114 103 125 103 157 149
Over 200% of poverty level
6-11 21 3.3 53 1.5 6.5 4.6 5.3 5.1 55 5.3 6.1 4.6 5.2 4.2
12-17 7.3 5.8 5.7 85 5.6 5.4 8.0 5.0 42 49 5.7 5.3 5.3 5.2
All incomes
6-11 76 5.7 6.0 79 83 70 68 89 65 8.5 9.1 5.6 7.2 6.5
1217 95 7.8 6.9 9.0 71 7.7 9.2 17 62 7.0 8.8 6.8 8.3 8.8 -
Figures in color represent statistically significant differences from the national average at the .05 confidence level. Figures in black are not statistically significantly different from the national average. Al figures in text, charts, and table are rounded.
g Source: Child Trends and Urban Institute
“=Assessing
the New
Federalism Children’s Environment and Behavior Snapshot C-6 | Behavioral and Emotional Problems in Children
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New Jersey Outreach Practices

» Designed a family-friendly enrollment program which simplificd the application proccss and

developed a joint Medicaid/CIIIP mail-in application.

First State to be approved as an AmeriCorp VISTA volunteer pruject site; six outreach workers
provide grassroots outrcach to thc community and assist in corolling cligiblc children.

Developed innovative partnerships with other State agencies.
NI KidCare is partnering with WIC agencies to do outreach and entollment,

Division of Motor Vehicles mails KidCare materials to families with driver's license and vehicle
registration renewal forms.

The Division of Taxation provides addresses of NJ residents meeting the NJ KidCare income
guidelines. NJ KidCare mails program information to thesc familics.

The Department of Health and Senior Services provides birth registry data to NJ KidCare program
and 1,500 new parents are notified weekly about NJ KidCare.

There will be a check off box about NJ KidCare on the application for the Free and Reduced Cost
Lunch program. Parcnts can indicatc their willingness to reecive information about NJ KidCare.,

Partnered with School Districts to provide NJ KidCare materials for distribution to parents
through their children.

Enrollment evenls held at schools during registration for Kindergarten and Pre-K and at other
times.

Trained school nurses and child study team members about eligibility criteria and application
completion.

Partner with Public Service Llectric and Gas Company to provide outreach material. There are 16
customer service centers where information about NJ KidCare will be available. When a caller to
PSE&G is on hold, there will be a recorded message about NJ KidCare. There will be a looped
video tape about NJ KidCare playmg in PSE&G Service Centers. PSE&G will insert information
about NJ KidCare in customers' bills.
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e Many legislative offices are enrollment sites and constituent relations staff are trained to assist in
application completion.

about NJ KidCare. Also, therc arc billboards and bus posters announcing NJ KidCare. Over 500

movie theaters display a fifteen second informational-commercial about NJ KidCare before the
feature movie.

. e There is an extensivc media campaign which includes radio, tclevision and cable announcements

e Partnered with over 500 communily based organizations and faith based organizations. These
include health care providers, social service agencics, home care agencies, cultural and civic
organizations, etc.

e NJ KidCare has brokered with major food chains to providc information about NJ KidCare.

@ _Return to Children's Health Insurance Program Pagc
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CHIP Database Search Results

Your State Query for TX has been submitted, the following is a summary of available information:

http://158.72.83.3/childhealth/chipentry.cfm

Title:

Organization:Department of Health and Human Services
Administration tor Children and Families

Location:

Address: 1200 Main Tower Building

City:Dallas

State: TX

Zipcode:75202

Phone: 2147679648 Fax: Email:

T v ——
Title:Commissioner
Organization: Texas Department of Health

Location:

Address: 1100 West 49th Street

City:Austin

State: TX

Zipcode: 787567446

Phone: 5124587376 Fax: 5124587477 Email:

Name: Jack Baum D.D.S.
Title:Chief
Organization: Texas Department of Health

Bureau of Children's Health

Location:

Address: 1100 West 49th Street

City:Austin

State:TX

Zipcode:787563179

Phone: 5124587700 Fax: 5124587203 Email: jbaum@wecl.tdh.state.tx.us

Name: Connie Berry

Title:

Organization: Texas Department of Health
Community Oriented Primary Care
Location:

Address: 1000 W. 49th Street

City:Austin

State:TX

Zipcode: 78756

Title:Executive Director
Organization:TX Commission on Alcohol and Drug Abuse

Location:Suite 105
Address:9001 North IH 35
City:Austin
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State:TX
Zipcode:787535233

Phone: 5123496601 Fax: 5128374123 Email: terry bleler@tcada state.tx.us

Name Jose Camacho »-
Title:Executive Director
Organization: TACHC, Inc.

Location:

Address:211 E 7th Street, Suite 818

City:Austin

State: TX

Zipcode: 78701

Phone: 5124768188 Fax: 5124767949 Email: Jcamacho@tachc com

Name Laura Jordan
Title:Executive Director
Organization:Center for Rural Health Initiatives

Location:

Address:211 East 7th Street, Suite 915
City:Austin

State: TX

Zipcode:787671708

Phone: 5124798891 Fax: 5124798898 Email: lauraJordan@marl capnet state.tx.us

http://158.72.83.3/childhealth/chipentry.cfin

Name Slster Mary Jane Strauch

Title:
Organization: Texas Rural Health Association

Location:

Address:6505 Almeda Road

City:Houston

State: TX

Zipcode: 770212001

Phone: 7137418298 Fax: 7137474707 Email: mary}aneodpmrcro net

Name Thomas Wells M D M PH.

Title:

Organization:

Region VI

Location:10th Floor, HRSA-4

Address: 1301 Young Street

City:Dallas

State:TX

Zipcode:75202

Phone: 2147673003 Fax: 2147678049 Email: twells@hrsa dhhs.gov

Name: Linda Wertz
Title:Medicaid Director
Organization:Health and Human Services Commission

Location:

Address:P.O. Box 13247
City:Austin

State: TX

Zipcode: 78711
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. 'll)hone: 5124246517 Fax: 5124246585 Email:

Thank you for searching the CHIP Online Database!

’ Return to: CHIP Database Search Page
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.C'*HIP Database Search Results

http://158.72.83.3/childhealth/chipentry.ctm

Your State Query for CA has been submitted, the following is a summary of available information:

Name:

Title:

Organization:Department of Health and Human Services
Administration for Children and Families

Location:

Address:50 United Nations Plaza Room 487

City:San Francisco

State:CA

Zipcode:94102

Phone: 4154378481 Fax: Email:

Title:CEO
Organization:California Primary Care Association

Location:

Address: 1201 K Street, Suite 1010
City:Sacramento

State:CA

Zipcode:95814

Phone: 9164408173 Fax: 9164408172 Email: ccastellano@cpca.org

Name: Maridee A. Gregory M.D.

Title:Chief

Organization:California State Department of Health Services
Children's Medical Services Branch

Location:

Address:714 P Street, Room 750

City:Sacramento

State:CA

Zipcode:95814

Phone: 9166540832 Fax: 9166538271 Email:

Name: Fred Johnson

Title:Liaison

Organization:California Health and Welfare Agency
Rural Health Policy Council

Location:

Address: 1600 9th Street, Room 439 C
City:Sacramento

State:CA

Zipcode:95814

Phone: 9166542991 Fax: 9166542871 Email:

Name Andrew MM eccaD rPH —
Title:Director

~ Organization:Governor's Policy Council on Drug & Alcohol Abuse

1 of 3

Location:
Address: 1700 K Street, 5th Floor, Executive Office
City:Sacramento
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-State:CA

Zipcode:958144037
Phone: 9164451943 Fax: 9163235873 Email:

http://158.72.83.3/childhealth/chipentry.ctm

Name Tamelon Mitchell

Title:Deputy Director

Organization:California State Department of Health Services
Primary Care and Family Health

Location:

Address:714 P Street, Room 450

City:Sacramento

State:CA

Zipcode:95814

Phone: 9166540265 Fax: 9166570796 Email: tmtchel@hwl .cahwnet. gov

Nflme Doug Porter
Title:Deputy Director of Medical Programs
Organization:Department of Health Services

Location:Room 1253

Address:714 P Street

City:Sacramento

State:CA

Zipcode:95814

Phone: 9166540391 Fax: 9166571156 Email:

Name Anna Ramlrez

Title:Chief

Organization:California Department of Health Services
Office of Primary and Rural Health Care

Location:

Address:714 P Street, Room 550

City:Sacramento

State:CA

Zipcode:95814

Phone: 9166540348 Fax: 9166545900 Email:

Name Ana Ramlrez

- Title:

20f3

Organization:CA Department of Health Services
Primary Care & Rural Hith Systems Branch
Location:

Address:714 P Street, Room 550
City:Sacramento

State:CA

Zipcode:95814

Phone: 9166542334 Fax: 9166545900 Email: aram1rez@hwl cahwnet. gov

Name Rugmml Shah M. D

Title:Chief

Organization:California State Department of Health Services
Maternal and Child Health Branch

Location:

Address:714 P Street, Room 750

City:Sacramento

State:CA

Zipcode:95814
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Phone 9166571347 Fax: 9166573069 Email:

Name Mary Smlthberger

Title:

Organization:California Department of Education
Child Development Division

Location:

Address:560 J Street, suite 220

City:Sacramento

State:CA

Zipcode:95814

http://158.72.83.3/childhealth/chipentry.ctim

Phone: 9163231342 Fax: 9163236853 Email: msmlthbe@smtp cde.ca. gov

Name Herrmann Spltzler

Title:
Organization:California State Rural Health Association

Location:

Address:770 Tenth Street

City:Arcata

State:CA

Zipcode:95521

Phone: 7078268779 Fax: 7078268638 Email:

Name Jlm Stratton M. D M P, H
Title:State Health Officer
Organization:California Department of Health Services

Location:

Address:714 P Street

City:Sacramento

State:CA

Zipcode:958146401

Phone: 9166571493 Fax: 9166573089 Email: jstratto@dhs.ca.gov

Thank you for searching the CHIP Online Database!

Return to: CHIP Database Search Page
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Your State Query for MI has been submitted, the following is a summary of available information:

Title:Co-Director
Organization:Michigan State University
Center for Rural Health

Location:C 219 Fee Hall

Address:

City:East Lansing

State:MI

Zipcode:488241316

Title:President
Organization:Michigan State Rural Health Association

Location:

Address:P.O. Box 845

City:East Lansing

State:MI

Zipcode:488260845

Phone: 5174321066 Fax: 5174320007 Email:

Name: Stephen Fitton

Title:Chief

Organization:Michigan Department of Community Health
Bureau of Child and Family Services

Location:

Address:3423 Martin Luther King Jr. Blvd.

City:Lansing

State:MI

Zipcode:48909

Phone: 5173358969 Fax: 5173359222 Email: fittons@state.mi.us

Name: Virginia R. Harmon
Title:Deputy Director
Organization:Michigan Department of Community Health
Community Living, Children, & Families

Location:

Address:3423 North Logan/MartinLuther King Jr. Blvd, room 218
City:Lansing
State:MI
Zipcode:48909
Phone: 5173359371 Fax: 5173358560 Email: harmon(@state.mi.us

Name: Deborah Hollis

Title:Chief

Organization:Program Policy Division

Bureau of Substance Abuse Services

Location:

Address:320 South Walnut Street

‘ City:Lansing

1 of 3 8/4/99 2:28 PM
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" State:MI

Zipcode:48913
Phone: 5173350278 Fax: 5172412611 Email:

http://158.72.83.3/childhealth/chipentry.ctin

Name Dav1d R Johnson M D M P H
Title:Chief Executive and Medlcal Officer
Organization:Michigan Department of Community Health

Location:

Address:3423 North Martin Luther King, Jr. Blvd.
City:Lansing

State:MI

Zipcode:48909

Name Sandy thtle N
Title:
Organization:Family Independence Agency

Location:

Address:235 South Grand Avenue, Suite 504
City:Lansing

State:M|

Zipcode:48909

Phone: 5173353610 Fax: 5172419033 Email:

Name Patr1c1a Martm

Title:
Organization:University of Missouri

Location:119 Hillcrest Hall- Stephens Campus

Address:

City:Columbia

State:Missouri

Zipcode:65211

Phone: 5738840579 Fax: 5738840598 Email: hdfspm@showme missouri.edu

Name: Sucanne Mlel Vken

Title:

Organization:MI Department of Health
Division of Managed Care

Location:

Address:3423 North Logan/ MLK Blvd.
City:Lansing

State:Ml

‘Zipcode:48909

Phone: 5173359488 Fax: 5173359239 Email:

Name Klm Slbllsky
Title:Executive Director
Organization:Michigan PCA

Location:

Address:2369 Woodlake Drive, Suite 280
City:Okemos

State:MI

Zipcode:48864
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Title:Chief Executive Officer
Organization:Department of Community Health
Medical Services Administration

Location:

Address:400 South Pine

City:Lansing

State:MI

Zipcode:48909

Phone: 5173355001 Fax: 5713355007 Email:

Thank you for searching the CHIP Online Database!

Return to: CHIP Database Search Page

http://158.72.83.3/childhealth/chipentry.ctm
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Your State Query for AL has been submitted, the following is a summary of available information:

Title:Director

Organization: Alabama Department of Primary Health
Bureau of Planning & Resource Development
Location:RSA Tower, Suite 8§40

Address:P.O. Box 30317

City:Montgomery

State:AL

Zipcode:361303017

Phone: 3342065396 Fax: 3342065434 Email:

http://158.72.83.3/childhealth/chipentry.ctm

Name: Clyde Baringer

Title:Director

Organization: AL Department of Public Health
Office of Rural Health

‘Loecation:RSA Tower, Suite 840

Address:201 Monroe Street
City:Montgomery
State:AL
Zipcode:361303017
Phone: 3342065396 Fax: 3342065434 Email: cbaringer@adph.state.al.us

Name: William B. Deal M.D.

Title: Associate Dean

Organization:University of Alabama - Birmingham
Alabama Rural Health Association
Location:University Station, Meb 310

Address:

City:Birmingham

State:AL

Zipcode:35294

Phone: 2059341997 Fax: 2059340333 Email: medaoll@meb3.meb.meb.uab.edu

N
Title:Executive Director
Organization:Alabama Primary Health Care Association

Location:

Address:6008 East Shirley Lane Suite A
City:Montgomery

State:AL

Zipcode:36117

Phone: 3342717068 Fax: 3342717069 Email:

Name: J. Christine Kendall M.S.W., M.B.A.

Title:Director

Organization: Alabama Department of Rehabilitation Services
Children's Rehabilitation Services

Location:

Address:2129 East South Boulevard

City:Montgomery

8/4/99 2:29 PM



CHIP Database Online Query

20t3

State:AL
Zipcode:361110586
Phone: 3342818780 Fax: 3342811973 Email: ckendall@rehab state.al.us

http://158.72.83.3/childhealth/chipentry.cfm

Name Thomas M Mlllex M. D M P. H
Title:Director

Organization: Alabama Department of Public Health
Bureau of Family Health Services

Location:The RSA Tower, Suite 1368

Address:

City:Montgomery

State: AL

Zipcode:361303017

Phone: 3342065675 Fax: 3342062950 Email: thosmlller@pol net

Name Rosemary Mobley |
Title:
Organization:

Location:Gordon Persons Building Room 5333
Address:50 North Ripley Street
City:Montgomery

State: AL

Zipcode:36130

Phone: 3342428199 Fax: 3342420496 Email: rmobley@sdenet alsde.edu

Name O'Neill Pollmgue

Title:Director

Organization:Department of Mental Healtl/ Retardation
Substance Abuse Services Division

Location:

Address: 100 North Union Street

City:Montgomery

State:AL

Zipcode:36130

Phone: 3342423952 Fax: 3342420759 Email:

Name Gwendolyn Wllllams
Title:Commissioner
Organization:Medicaid Agency

Location:

Address:501 Dexter Avenue
City:Montgomery

State:AL
Zipcode:361035624

Phone: 3342425600 Fax: 3342425097 Email:

Name Donald E. Wllllamson M D
Title:State Health Officer
Organization: Alabama Department of Health

Location:The RSA Tower, Suite 1552
Address:201 Monroe Street
City:Montgomery

State:AL

Zipcode:361303017
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« «. Phone: 3342065200 Fax: 3342062008 Email: 72054.1120@)compuserve.com

Thank you for searching the CHIP Online Database!

‘ Return to: CHIP Database Search Page
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