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Executive Summary
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EXECUTIVE SUMMARY

To achieve a healthier California, policymakers and the public must start by improving the
health of the state’s youngest and most vulnerable residents. Access to comprehensive and
affordable health insurance coverage is an important precursor in determining the health of
children, their families and the broader community. Uninsured children are half as likely as
privately insured children to have well-child visits, office visits or hospitalizations. Children
and youth require a protective and preventive system of health coverage—one that helps
families anticipate and address needs on a preventive basis and coordinates services when
problems arise.

Even with important recent gains in expanding public health coverage to the state’s unin-
sured children, there are an estimated one million uninsured children under the age of 19.
Approximately two-thirds of these children are eligible for the state’s Medi-Cal or Healthy
Families programs, and one-third are ineligible due to their immigration status (180,000 un-
documented children) or because their family’s income is too high to qualify for public pro-
grams (161,000 children with family incomes above 250% of the federal poverty level).
Many of the state’s uninsured children are in mixed status families that include both citizen
and noncitizen members. With some children eligible and others ineligible for coverage
within the same family, parents must choose between insuring only some of their children
and leaving all of their children uninsured.

In addition, although employer-based coverage remains the predominant form of coverage
for California’s children, structural economic changes and four years of annual double-digit
health care premium increases have eroded the affordability of employer-sponsored cover-
age, particularly for dependents. A recent study by the Health Research Educational Trust
and the Henry J. Kaiser Family Foundation found that employee contributions towards fam-
ily coverage had increased by 49 percent. These factors combined likely explain why about
one in ten children still do not have access to health coverage.

California counties—which for more than two decades have had the primary responsibility
for providing health care to uninsured residents—have responded by creating a nationally
recognized model for expanding health coverage and creating systems change called the
Children’s Health Initiative (CHI). Santa Clara County launched the first CHI in 2001 with
a diverse mix of public financing and private foundation support. CHIs have established a
vision of health coverage for all children that are county residents.
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Pioneers for Coverage

Children’s Health Initiatives are innovative programs designed to:
e Cultivate new public-private partnerships for children’s coverage;
o Reform and streamline existing systems in the creation of a single “One Open Door”
enrollment pathway;
e Create an affordable and comprehensive Healthy Kids gap coverage product; and
e Maximize and coordinate with existing public health coverage programs including
the Medi-Cal and Healthy Families programs.

Through a broad and complex coalition-based effort, nine counties have implemented CHIs
and at least another 20 localities are attempting to follow suit as of the release of this guide-
book.

Why Have CHIs Taken Flight in Such Rough Conditions?

CHIs have taken flight in the face of seemingly insurmountable odds. Like other states,
budget shortfalls in California have prompted a close re-examination of Medi-Cal in order
to reduce future program costs. Thirty-four states this past year have dropped at least
500,000 children from Medicaid and/or SCHIP through restricted eligibility. Shortfalls at
the state level have created similar fiscal constraints at the county level, with a number of
counties cutting health, public safety, and a number of other programs to close budget gaps.

Yet interest in replicating the CHI vision and strategies has accelerated since 2001. There
are a number of reasons for this unexpected trend. First, it is clear from the results and the
testimony of those involved with CHIs that these programs are beneficial to families, local
government agencies, providers, health plans, community-based organizations, and local
policymakers. Second, CHIs are helping existing public programs work better and maxi-
mizing the return of the public’s investment in them. Much like SCHIP’s important spill-
over effects for Medicaid programs nationally, the new Healthy Kids coverage programs
appear to have had positive enroliment effects on Medi-Cal and Healthy Families locally.
Finally, the local and state commissions funded through Proposition 10—the California
Children and Families First Act of 1998—and several California-based foundations have
committed significant transitional funding to the CHIs to keep the momentum going and
allow time for statewide policy change to occur.

To date, CHIs have enrolled more than 50,000 children in their Healthy Kids programs and
covered tens of thousands more children under the Medi-Cal and Healthy Families pro-
grams. The next generation of CHI innovators is cultivating new approaches that will re-
flect local conditions while also navigating the challenges encountered by the first genera-
tion of CHIs. Emerging approaches include the expansion of local public plans outside their
service areas, partnership development with one or more commercial health plans, and coor-
dination of multi-county Children’s Health Initiatives.

Purposes of this Guidebook

This guidebook is designed to assist local and regional coalitions in designing and imple-
menting CHIs to provide health coverage to low-income children in their communities. The
guidebook’s focus is to (1) address practical issues associated with CHI planning and imple-
mentation; and (2) to inform policymakers, legislators, and state and local leaders of suc-
cessful approaches in expanding coverage to children through local innovation. It will also

viii



Executive Summary

be useful for health plans, providers, and vendors that want to know more about the scope of
a CHI and intend to participate in local and regional CHI planning and implementation ac-
tivities.

Drawing on the collective expertise offered by the Children’s Health Initiatives, this guide-
book lays outs the major design options and strategies that CHI architects must consider
during planning and implementation. A four stage conceptual framework highlights the de-
velopmental steps to achieve an operational Children’s Health Initiative. Because of the dy-
namic environment in which these programs are being created, this guidebook will be up-
dated through policy and issue briefings as these programs mature and new model variants
are developed.

Policy and Practice Considerations

Together, the Children’s Health Initiatives are reshaping social policy and expectations that
all children are eligible for health insurance — and shifting the burden of navigating many
different programs from families to the “behind the scenes” eligibility systems created to
support them. CHIs have demonstrated that localities can be creative and work to precipi-
tate broad scale changes that benefit children, families and communities.

Yet each CHI faces financing and sustainability challenges that will only be resolved with
state and federal policy change. Achieving affordable and sustainable health coverage for all
California children will require specific changes driven by high level leadership, diverse
financing, and joint state and local cooperation, including:

e State and local simplification of eligibility standards and enrollment systems
such as those pioneered through One Open Door and Express Lane Eligibility
(ELE);

e Redirection of current spending on health care services and administrative sav-
ings from system simplifications to finance expanded children’s coverage state-
wide;

¢ Identifying and securing a mix of financing contributions from government,
families, employers and providers to expand children’s coverage statewide;

o Developing approaches to coordinate with private employer coverage and en-
sure such approaches are well coordinated with public programs; and

e Forging long-term public-private partnerships across all areas of the health
care system that serve children and families, with the shared goal of ensuring
that all California children have affordable health insurance coverage and a
medical home.

California’s Children’s Health Initiatives exemplify the power of local communities in cre-
ating health policy change. Through their vision and action, the CHI pioneers will continue
to inspire and innovate to create solutions for the state’s uninsured children and families.







Introduction

1| PIONEERS FOR COVERAGE: LOCAL SOLUTIONS
FOR INSURING ALL CHILDREN IN CALIFORNIA

Introduction

A decade has passed since the last serious debate on reforming the na-
tion’s health care system. Continued growth in health care costs, a
sputtering economy and increasing instability in health insurance cover-
age for a majority of working families and individuals have again
prompted calls for action in 2004. Unlike the situation in 1994, how-
ever, the faces of the uninsured now transcend income strata, geogra-
phy, race and ethnicity. Access to affordable health coverage has
squarely hit home for all Americans.

In 2004, most states struggled to remain solvent and were often faced
with the challenge of maintaining rather than expanding health cover-
age to vulnerable populations. Like most other states, California ex-
perienced three consecutive years of budget shortfalls and is struggling
to keep its Medicaid and State Children’s Health Insurance Program
(SCHIP) programs affordable and accessible despite difficult budgetary
times, greater demands for coverage, and increasing cost of services.
Without increased revenues the State will need to make difficult deci-
sions around benefits and eligibility to balance the budget in future
years.

Like the rest of the nation, California also faces sizable challenges in
stabilizing its private insurance markets and containing health care
costs. As insurance premiums continue to increase, many employers
have reduced their benefit packages or eliminated health insurance for
workers and their dependents. A recent study by the Center for Study-
ing Health System Change found that declines in employer-provided
health coverage were pronounced for children younger than age 18 who
had coverage through a parent’s employer—dropping by nearly four
percentage points to 59.5% in 2003 from 63.4% in 2001." Data from
2003 indicate that California mirrors national trends in the declining
affordability and availability of employer-based dependent coverage.?

Employer-based coverage, however, remains the predominant form of
coverage for California’s children, with 55% of children receiving cov-
erage through a parent’s employer.® This percentage has been below
the national average for a number of years, and relates to both the
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higher percentage of uninsured children and the higher percentage of
children enrolled in public coverage.

The good news is that the rate of uninsurance among California’s chil-
dren, which peaked in 1998 at 21%, has declined to approximately 12%
largely as a result of public coverage expansions.* These expansions in
Medi-Cal and Healthy Families (California’s implementation of
SCHIP) have evolved over the years and cover as many as four million
children at any one point in time.> In spite of these gains, many of Cali-
fornia’s children — an estimated one million or 12% of children 0-18
years of age — remained uninsured in 2001.° Approximately two-thirds
(670,000) of these children are eligible for Medi-Cal and Healthy Fami-
lies and one-third (350,000) are ineligible due to their immigration
status or because their families’ income is too high to qualify for exist-
ing programs.” Many of the uninsured children are in mixed status fami-
lies that include both citizen and immigrant members.®

According to 2002 Current Population Survey data, California is ranked
first in the nation with the largest immigrant population at 28% of the
total foreign-born population.” California is also home to over 2.4 mil-
lion, or 26%, of the total 9.3 million undocumented immigrants in the
United States.'® One in two California children lives in a family where
either the child or at least one parent is an immigrant.** Immigrant chil-
dren are three times more likely to lack health insurance coverage than
U.S. born children. This lower coverage rate is due both to reduced
access to employer-based insurance for these children (less than 45% of
children in immigrant families have access to employer-based insur-
ance) and the absence for many children of qualifying documentation
status for existing public programs.*? Parental misunderstanding about
eligibility requirements and the possible immigration consequences of
seeking insurance for children also contribute to keeping eligible chil-
dren uninsured.®

Until policymakers and the public prioritize and commit resources to
providing affordable health coverage to all children, many children will
continue to fall into the uninsured or underinsured gap. At the same
time, the health care system will expend far more resources addressing
the consequences of children’s lack of insurance than the actual cost of
providing health coverage for this 12% of all California’s children.
Real costs borne as a result of lack of insurance for children include
costs for inappropriate treatment, lost parental work days, lost days in
school, and numerous behavioral and developmental interventions over
the course of a child’s first eighteen years."

Local Innovation and Momentum: Children’s Health Initia-
tives Take Flight

For more than 20 years, California counties have assumed the primary
responsibility for providing health care to the uninsured and underin-
sured. With the number of uninsured children hovering at or above one
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million, local coalitions have stepped up to the challenge by creating a
nationally recognized model for expanding health coverage and creat-
ing systems change for children and families called the Children’s
Health Initiative (CHI). Although the state’s fiscal situation has di-
rectly affected local budgets, since 2000 localities have advanced inno-
vative coverage solutions through their CHIs. Santa Clara County
launched the first of these in January 2001 with core financial support
from the County of Santa Clara and the City of San Jose, the local First
5 Commission, the local Medi-Cal managed care plan, and private
foundations. Two community-based organizations, one labor-affiliated
and one faith-based, played an essential organizing role in securing the
funding and policy resolve to launch the program.®™

To some degree the structure, financing, and political dynamics have
varied in each county with a CHI, but the vision, target population, and
expansion products have been fairly similar in scope. The programs
seek to reach all children living in families with incomes up to 300% of
the federal poverty level (FPL), who do not qualify for existing public
coverage.'® Through peer-to-peer support and external technical assis-
tance, the CHI model has been pioneered in a total of nine counties and
is under development in at least twenty others.” While their circum-
stances and approaches differ, most CHIs share a bold vision of health
coverage for all children and three key supporting strategies. These
strategies include:

Cultivating New Public-Private Partnerships for Children’s Coverage.
Many CHIs have evolved as a shared responsibility across the public
and private sectors, including various branches of local government,
public and commercial health plans, hospitals, physicians, community
clinics, educators, business, labor unions, faith-based organizations and
philanthropy.

Creating a Single “One Open Door” Outreach and Enroliment Pathway.
The CHI model has helped to facilitate the organizational transforma-
tion of several county social and human services agencies. Where once
they focused primarily on enrolling families in Medi-Cal, in most coun-
ties with CHIs these public agencies now provide a single point of en-
rollment for multiple programs and benefits and strive to better meet the
needs of the typical CHI “consumer”—families with children. As a re-
sult, agencies are implementing a single pathway, often called “One
Open Door,” for enrolling and retaining children in health care cover-
age. County staff and community-based assisters have been cross-
trained to enroll families in all available public programs. In some
counties, the One Open Door approach has been enhanced by a univer-
sal web-based application called One-e-App.'® The One-e-App stream-
lines an entire family’s enrollment into multiple programs by electroni-
cally routing client information to multiple agencies through a single
point of entry, making it much easier for families to apply for and re-
ceive confirmation of their children’s enrollment across multiple public
programs.

Introduction
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Creating a New and Comprehensive Healthy Kids Insurance Program.
Generally the CHIs offer health coverage to children in families up to
300% FPL, filling the numerous age, income and eligibility gaps across
all children’s health insurance programs. The local CHIs have created a
new coverage expansion called Healthy Kids, which typically mirrors
the Healthy Families program. Healthy Kids provides a comprehensive
scope of benefits (see Appendix F), and affordable premiums and cost-
sharing for families (an average of $4-$6 per child per month) who are
not eligible for Medi-Cal or Healthy Families and whose incomes are
below 300% FPL. Each of the nine operational CHIs partners with
their local public plan (or local initiative) or county organized health
system to administer their Healthy Kids product, which serves as the
designated health plan for Healthy Kids members.

Figure 1.1

Status of Children’s Health Initiatives in California

October 2004
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First Generation CHI Results

The first generation CHI pioneers have been tremendously successful in
articulating a bold vision and leveraging multiple financing sources to
support this vision. While some have had more success than others in
securing financing and facilitating systems change, as a group these
CHI pioneers have set a standard that other localities are now seeking to
understand and emulate. In a relatively short period of time they have
significantly increased the number of insured children in their areas and
helped maximize health-related revenues to the counties.

To date, the nine operating Children’s Health Initiatives have cumula-
tively enrolled more than 50,000 children in their Healthy Kids pro-
grams and covered tens of thousands more under Medi-Cal and Healthy
Families.”® Researchers from Mathematica Policy Research found that
in Santa Clara County the increase in Medi-Cal and Healthy Families
enrollments was 28% higher over the initial two year period (2001-
2002) than if the CHI had been absent.?® This increase in enrollments
brought an additional $24.4 million in state and federal revenues into
the county during the program’s first two years of operation. In addi-
tion, three CHIs—Santa Clara, Alameda and San Francisco—were also
important pioneers in the passage of AB495 in 2001. This legislation
expands the state’s SCHIP program by allowing counties to utilize their
own local funds to draw down federal SCHIP funding for children in
families between 250 and 300% of the federal poverty level .

Although local budgets remain severely constrained, the momentum
created by the first generation CHIs has been sustained through the
commitment and investments of local First 5 Commissions, several
large philanthropies, and First 5 California.?? Inspired by these pio-
neers, a second generation of innovators are currently working to de-
velop CHlIs across California, including regional collaborations in the
Sacramento Sierra Valley region, the San Joaquin Valley region and
along the Central Coast.

The Second Generation of CHI Innovators

Currently there are a number of counties and regions in the planning or
early implementation stages of Children’s Health Initiatives (for a com-
plete explanation of the four stages of CHI development, see Chapter
3). This second generation will develop new approaches to coverage
that reflect their environmental realities while navigating the challenges
identified by the first generation of innovators. While there is an estab-
lished base of learning that they can draw from, the second generation
CHIs will in many ways craft new approaches that will bring their own
set of implementation challenges. Several CHIs are in the early stages
of creating new CHI variations, including partnering with a licensed
commercial health plan, stimulating expansion of an existing public
plan into a neighboring county, and creating multi-county CHI coali-
tions.

Introduction
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Commercial plan participation. The Healthy Kids Kern program lo-
cated in the San Joaquin Valley is the first CHI to launch its Healthy
Kids program in partnership with a licensed commercial health plan,
Health Net of California. At least three other counties—Tulare, Sacra-
mento and Fresno—are likely to develop variations of this approach in
the coming twelve to eighteen months. This model is an important vari-
ant since 38 California counties do not currently have access to cover-
age through a local initiative or county organized health system. Unless
the State’s Medi-Cal redesign process expands Medicaid managed care
to some of these counties, expanding CHIs to include commercial
health plans is a viable alternative for smaller rural counties seeking to
provide coverage to uninsured children in their areas.

Public plan expansions. Two counties along the Central Coast are coor-
dinating their planning and pre-implementation activities with a single
public health plan, the Santa Barbara Regional Health Authority
(SBRHA). As a result of CHI planning in San Luis Obispo, where
SBRHA will administer the Healthy Kids product, conversations began
in earnest with the SBRHA to also administer a Healthy Kids program
in Santa Barbara County. Similar coordination may also occur in sev-
eral counties in the North Bay region.

Multi-county purchasing and collaboration. Two counties in the San
Joaquin Valley are coordinating in the planning and implementation of
One-e-App, and five counties in the Sacramento Sierra Valley region
are examining the feasibility of a regional Healthy Kids insurance prod-
uct. A regional CHI model has the added benefits of insuring portabil-
ity of coverage for families across county boundaries, increasing local
coalitions’ purchasing power and creating administrative economies of
scale. Joint planning and action also allows individual counties to share
expertise and build a broader base of political and public support. Re-
gionalization of CHIs in some areas may also facilitate small and rural
county participation in expanding children’s coverage statewide, as
smaller rural counties generally lack the infrastructure and provider ca-
pacity to fully implement a Children’s Health Initiative.

Establishing a Vision and Principles for Health Coverage
for All Children in California

The time has come to learn from earlier attempts at reform and subse-
guent incremental expansions and develop policy solutions that are as
bold in their approach as they are practical in their effect. As outlined
by the Institute of Medicine’s Committee on the Consequences of Unin-
surance, an important reform objective is to provide financial access to
appropriate and effective health services — and financial access is best
achieved when all Americans, and certainly all children, have afford-
able health insurance.?

A working vision, put forth for consideration by the Institute for Health
Policy Solutions and adapted from the American Academy of Pediat-




rics, the Institute of Medicine,* and a number of local stakeholder
groups, states that:

“All children in California will have comprehensive health cover-
age and access to a medical home that enhances their health, well-
being, and readiness to learn.”

Six core principles underlie this vision:

(1) AIl children should have comprehensive health care coverage, re-
gardless of income or immigration status.

(2) Health care coverage should be affordable and sustainable for all
children and families.

(3) Health care coverage should be stable and continuous for all chil-
dren and families.

(4) All children should have a medical home.?

(5) Health care coverage affects children’s health and well-being and
promotes access to high-quality care that is effective, efficient, safe,
timely, family-centered, equitable and culturally and linguistically ap-
propriate.

(6) Improving children’s health through access to affordable health
insurance will have positive long-term impacts on children’s readiness
to learn and participation in learning environments.

These principles are grounded in a significant body of research docu-
menting the costs and consequences of not providing health care cover-
age to children.?® Health care coverage has been shown to greatly fa-
cilitate children’s access to care for acute and chronic illness, and essen-
tial primary and preventive care.”’ Furthermore, there is strong evi-
dence that when children develop long-term relationships with a health
care provider as a result of being insured, they will receive more accu-
rate diagnoses, require fewer hospitalizations, and incur lower health
care costs.?

Improved access to timely and appropriate health care can improve
children’s health status over time, which has important implications for
their development and well-being as well as their families’ economic
well-being. Ensuring the affordability and accessibility of insurance
coverage reduces stress on parents and improves families’ quality of
life by reducing the financial risks uninsured families face.*® By im-
proving children’s health and reducing families’ stress, a 2003 evalua-
tion of California’s SCHIP program found that coverage had an impor-
tant bearing on improving children’s school performance and readiness
to learn.®® It’s clear that providing health coverage to all children
makes good sense on numerous levels — covering all children is good
for our society, good for our economy, and it will help to ease the strain
on our health care system by ensuring that parents seek and receive ap-
propriate and timely care for their children.®* Getting children insured
also sets an important expectation for parents that their children will
have access to health care throughout childhood and adolescence, and
this has crucial implications for children’s capacity to reach their full
potential and thrive as adults.

Introduction
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How to Use this Guidebook

This guidebook is designed to assist local and regional coalitions in de-
signing and implementing CHIs to provide health coverage to low-
income children in their communities. As such, this resource focuses
on practical issues associated with CHI planning and implementation.
A secondary, but equally important goal is to inform policymakers, ad-
ministrators, and state and local leaders of the successful approaches in
expanding coverage to children through local innovation. In addition,
health plans, providers, and administrative vendors that want to partici-
pate in local and regional CHIs may also find the guidebook’s practical
information helpful for their planning efforts.

The authors have drawn on the collective expertise offered by existing
Children’s Health Initiatives and the experience of providing technical
assistance to a number of the operating and emerging programs. Al-
though these experiences have informed the content, we readily ac-
knowledge that there is no single right way to accomplish all of the de-
sign and implementation tasks associated with creating a CHI. Thus,
although the necessary steps are discussed, readers should not conclude
that a particular approach is required or that other approaches will not
work. Each CHI must be tailored to local circumstances and condi-
tions.

In addition, the information contained herein offers approaches
that have been and will continue to be created in highly dynamic
environments. This has made the task of synthesizing and updating
CHI developments an ongoing and challenging endeavor. Our goal in
developing the guidebook has been to lay out the major design options
and decisions that architects of a CHI will need to consider. The guide-
book is intended to provide sufficient information about the various
options available to facilitate informed decision-making at each step of
the process. As they continue to expand and refine their programs, up-
dates on leading examples, lessons learned and in-depth profiles from
CHls will be available through the IHPS California Web Resource Cen-
ter (www.ihps-ca.org).

Contents Overview

The relative ease with which a Children’s Health Initiative can be
started and operated depends on factors that vary by county and by re-
gion. Key enabling factors that have been present in the environments
of operating CHls are introduced and discussed in Chapter 2. Chapter 3
includes a general discussion of the CHI’s evolution and presents a four
stage conceptual framework along with a brief description of key activi-
ties in each stage. This chapter also provides options for creating an
effective governance structure and securing the appropriate staffing and
technical assistance resources.

18



Chapters 4 through 9 focus on core functional areas of the CHlIs, includ-
ing financing, program design, budgeting, outreach/enroliment/
retention, plan and administrative vendor selection, and program
evaluation. Chapter 10 provides a glimpse ahead at the policy and sus-
tainability options in creating a seamless system of coverage for all
children in California.

Finally, this guidebook includes a number of tools and resources for
CHls to utilize in the creation of their own expansions. Most of these
resources have been “road tested” by and adapted from operational pro-
grams. Through their commitment and creativity, the CHI pioneers will
continue to inspire new approaches that could prove informative to
other local, state and federal programs seeking to provide health cover-
age for all children.
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2 | ESSENTIAL LEADERSHIP: CREATING A
RECEPTIVE ENVIRONMENT

Local Leadership and Political Champions

For communities developing a Children’s Health Initiative, there is no
substitute for strong local leadership. From the beginning, leaders who
are willing to leverage their organizational and professional resources
will be the most important drivers of institutional change, and political
and public support. These strong leaders provide vision and generate
essential community “buy-in,” conceptualize and implement strategies
to streamline outreach and enrollment, raise local and statewide finan-
cial support, and increase provider interest in caring for newly insured
children.

While many organizations are participating in expanding children’s
coverage and access to a medical home, several have assumed central
leadership roles. In Santa Clara County, the necessary leadership to
guide and build the CHI came from four main organizations: the health
and hospital system, the local public plan, a faith-based advocacy
group, and a local labor organization. In addition, financial support
from the county Board of Supervisors, the local public plan, the First 5
Commission, and several foundations was instrumental to the CHIs vi-
ability. Finally, a San Jose Mercury News editorial about why universal
coverage for children is not only practical but a crucial civic priority
provided additional community support.

In Santa Cruz County the CHI has been led by the First 5 Commission,
the local health and human services agencies, the local public plan and
a community foundation. In Los Angeles County the First 5 Commis-
sion, LA Care (the local public plan), the County Department of Health
Services and a statewide foundation have played leadership roles. The
health and human services agencies, local clinic consortium, a family
advocacy organization and the First 5 Commission provided leadership
in Sonoma County. In San Luis Obispo, the leadership has been shared
by the First 5 Commission, directors of the public health and social ser-
vices departments, local pediatricians, a local community foundation, a
local insurance agent, and the medical director of the local California
Children’s Services (CCS) program.

Established CHIs have had a multitude of “political champions” who
play a crucial leadership role for the initiative both at the local and
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Common CHI Leadership
Roles

» Establish and communicate the
CHI vision

» Provide leadership to the CHI
steering committee and sub-
committees

» Develop community support
through a CHI coalition

» Inform and participate in state-
wide health policy develop-
ment.

» Identify and recruit political
champions

» Dedicate staff to support the
CHI work plan

» Facilitate the institutional part-
nerships necessary to meet CHI
objectives

» Galvanize organizational
change that supports CHI ob-
jectives

» Solicit financial support
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statewide levels. These champions may assume different roles for the
initiative, but are generally considered the “ambassadors” or
“rainmakers” of the initiative. Community leaders from many sectors
have served in this role, including local public plan leadership, health
and human services agency directors, chief medical officers and other
physicians, members of county boards of supervisors, a county superin-
tendent of schools, and leaders of faith-based organizations.

Political champions mobilize strong local commitment and community
financial support for the initiative. They are particularly important for
fundraising efforts. In addition, CHI champions will create or maintain
close relationships with other potential political supporters within the
county and sometimes advocate on behalf of the initiative at the state
level. Perhaps most importantly, political champions elevate discus-
sions of universal coverage for children beyond the traditional health
care provider and advocacy communities.

Community Engagement and Support

Essential leadership must be supported by participation and input from
organizations and community members whose missions and interests
include the health, welfare and safety of children. Broad grassroots
participation is the vehicle for educating community members about
uninsured children and can be instrumental in motivating local organi-
zations and leadership to invest in the CHI.

Community coalitions with diverse public and private stakeholder inter-
ests have been the foundation for critical input into and support for
most CHIs. Coalition partners represent those organizations that will
contribute to, and be affected by, any initiative seeking to address unin-
sured children. Coalition composition varies based upon community
characteristics and must take into account those organizations that may
yield significant influence, funding, or staffing resources.

Educating potential program champions and community stakeholders is
an important step towards fostering community engagement and en-
couraging participation in the development of CHI principles and objec-
tives. This educational process begins with a discussion of the number
of uninsured children in the county and the financial, social and public
health benefits of providing comprehensive health coverage for chil-
dren. Stakeholders learn about strategies that have worked in other
counties, particularly streamlining enrollment into Medi-Cal and
Healthy Families and creating a new Healthy Kids coverage product.
As the coalition comes together it creates an ideal environment for dis-
cussing needs and access issues, and the roles that different organiza-
tions can play in shaping and supporting the CHI. Perhaps more impor-
tantly, the coalition serves as a forum for designing local coverage solu-
tions, including outreach and enrollment social service redesign, as well
as for developing the political and public will to sustain the CHI.




It is important for the coalition to recognize this dual role of not only
addressing the technical “how to” aspects of creating a coverage prod-
uct for uninsured children, but also of engaging the community about
why it is worthwhile to do so. The latter can be approached in a variety
of ways, including town hall meetings, community forums, and presen-
tations to specific community groups.

In general, framing the goals of the initiative in terms of institutional
and community benefit is essential to obtaining the buy-in of key stake-
holders. Increased enrollment in health insurance may also decrease
emergency room use and uncompensated care, typically a priority goal
for hospitals. Expanding insurance coverage also brings increased reve-
nues to clinics, hospitals, dentists and physicians, certainly a shared
goal for most community stakeholders.

The Role of Local Public Plans

For each of the first generation CHls, the local public plans have played
instrumental roles in the developmental leadership and on-going ad-
ministration of their county’s initiative. These publicly organized and
operated health plans are community-based organizations that special-
ize in serving Medi-Cal populations.> They are locally operated, mis-
sion-driven, and invest virtually all of their revenues in the local public
plan provider community, keeping health care dollars in the communi-
ties they serve. Their local commitment has helped protect safety net
providers in their communities, and thus they are natural stewards for
programs like Healthy Kids. They are also often leaders in local health
promotion and disease awareness efforts, and involve community mem-
bers in their governing board structure. The plans’ connections with
their communities have been instrumental in outreach and enrollment
initiatives, ensuring appropriate utilization and ensuring enrollee reten-
tion during the annual eligibility renewal period.

In Santa Clara, San Francisco, Riverside and Los Angeles counties, the
Local Initiative (LI) has played this role and the local County Organ-
ized Health System (COHS) has done the same in San Mateo and Santa
Cruz counties. Table 2.1 below lists the CHI counties with a participat-
ing local public plan.

Health plans in first generation CHI counties have created Healthy Kids
insurance products based on Healthy Families by modifying their exist-
ing Knox-Keene licenses. This approach has enabled them to use exist-
ing administrative infrastructure for Healthy Kids enrollment and infor-
mation management, ensuring appropriate utilization and supporting
annual renewal. This approach has also allowed LIs and COHSs to rely
on their existing physician networks to serve newly enrolled children.

Essential Leadership

Stakeholders Typically
Participating in CHI
Coalitions

» Health Services Agency

» Public Health Departments

» Social/Human Services Agency

» Local Community Foundation

» First 5 Commissions

» Hospitals & Hospital Consortia

» Community Health Centers

» Health Plans (Local Public
Plans and Commercial Plans)

» Community-Based Organiza-
tions

» County Office of Education

» School Districts

» Chambers of Commerce

» United Way

» Labor Organizations

» Migrant Education

» Advocacy Organizations

» Faith-Based Organizations

» Medical & Dental Societies

» Pediatricians & Family Physi-
cians

» Child Care Centers
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Table 2.1

Children’s Health Initiative by County Model of Medi-Cal

Managed Care

County Medi-Cal Managed Care Name of Local Initiative/County
Model® Organized Health System

Los Angeles Two-Plan Model L.A. Care Health Plan*

Riverside Two-Plan Model Inland Empire Health Plan

San Francisco | Two-Plan Model San Francisco Health Plan

San Joaquin Two-Plan Model Health Plan of San Joaquin

San Mateo County Organized Health System Health Plan of San Mateo
Santa Clara Two-Plan Model Santa Clara Family Health Plan
Santa Cruz County Organized Health System Central Coast Alliance for Health
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Developing Provider Support

The momentum generated through the CHI leadership development and
coalition building process must include as its foundation a positive rela-
tionship with community providers — physicians, dentists, vision and
behavioral health providers, hospitals and clinics. While this relation-
ship may already be established, particularly in counties with a local
public plan, counties with less of a history of working with providers
will need to work hard to reach out to them. Provider commitment to
the CHI’s objectives will be crucial to its overall success and will in-
crease provider participation in health plan networks. Known and re-
spected providers should be included in CHI planning from its incep-
tion, particularly on the steering committee and working subcommit-
tees.

Coalition partners can quickly identify a few providers who have the
respect of their peers and who have the professional stature and com-
mitment to serve as ambassadors on behalf of the CHI with the rest of
the provider community. These providers, as well as key leadership
from the local medical society, should be approached by CHI leaders
and invited to join the planning efforts, as they will be valuable in de-
veloping program components that will maximize provider participa-
tion. Providers that should be represented include pediatricians, family
practice physicians, pediatric mental health providers, dentists and pedi-
atric specialists.

In San Luis Obispo County, for example, local pediatricians have been
involved in the CHI leadership and planning from the outset and have
been instrumental in gaining additional provider support. CHI leaders
there have also met with all local pediatricians to solicit their input and
the health plan partner has begun to enroll pediatricians in the provider
network.




Similarly, provider engagement must also include community clinics
and public hospitals that typically form the safety net already providing
services to uninsured children and their families. While their issues and
concerns with Medi-Cal, Healthy Families and managed care plans may
differ from those of private physicians, their input is no less critical.
Their participation and leadership will be essential to understanding
current service utilization by children, developing successful outreach
and enrollment strategies, and designing contracts with public and com-
mercial health plans.

Focused proactive meetings with specific medical and dental providers
can address possible reimbursement concerns about a new Healthy Kids
insurance product. Moreover, a presentation to local hospitals and clin-
ics about the economic benefits of increased insurance coverage may
win their good will and financial support for the overall initiative.

With providers as firm coalition partners, CHI activities can move from
defining a common purpose to outlining the program components and
specific tasks necessary to achieve it. Over time, these tasks and activi-
ties generally are undertaken by an increasingly formalized and cohe-
sive coalition.

1. Editorial: City Shouldn’t Give Up on Kids’ Health Insurance. San Jose Mercury News. June 15,
2000.

2. Hurley RE and Rice C. An SOS for COHS: Preserving County Organized Health Systems. San
Anselmo, CA: Pacific Health Consulting Group, May 2004.

3. For more information about these and other managed care models, please visit the Medi-Cal
Managed Care Division website at http://www.dhs.ca.gov/mcs/mcmcd/html/Definitions.htm.

4. LA Care Health Plan is a not a local initiative or county organized health system per se. Rather,
it is an umbrella consortium of several local public health plans in Los Angeles County that to-
gether make up the local initiative plan of the Two-Plan Model.
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3| CHI EVOLUTION, GOVERNANCE & STAFFING

CHI Evolution: The Four Stages of CHI Development

Over time local Children’s Health Initiatives transition from an infor-
mal group of stakeholders with common objectives to a coalition of
aligned partners with formal policy decision-making and program over-
sight responsibilities. CHI evolution occurs across four developmental
stages with the amount of time spent in each stage varying based on
available financing, operational and systems capabilities and local con-
ditions.

In general, while advancement through each of the four stages is se-
quentially ordered in the conceptual framework, some activities in the
early stages may continue through subsequent CHI stages. For example,
community education and coalition building are essential at each stage
of a CHI’s development although the emphasis and specific activities
undertaken will vary. In addition, while the framework shown in Figure
3.1 provides a general mapping of the CHI development process there
is intrinsic variation across the nine CHIs. That is, CHIs may undertake
certain activities earlier or later in their development than others. As of
late 2004, second generation CHI counties fall within stages 1 through
3 but none are yet in Stage 4.

Stage 1: This stage consists of primary planning tasks and activities
such as engaging the support of local leaders and providers, inviting
stakeholder participation, building the coalition, and estimating the
number of eligible children. As described in Chapter 2, activities related
to the creation of a receptive environment begin and continue through-
out this stage. The transition from stage 1 to stage 2 usually occurs once
CHI stakeholders create and sign a project charter, or coalition partners
agree to the initiative’s vision and guiding principles.

Stage 2: This stage addresses more detailed program design issues, be-
ginning with governance and infrastructure development. It is during
this stage that a CHI will embark on activities to create a governing
board, recruit and hire program staff, develop an implementation work-
plan and timeline, establish fund holding arrangements, and establish
agreement on organizational roles and responsibilities. Joint planning
with the Social/Human Services Agency in the development of a single
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enrollment pathway and cross-training staff within the agency and out
in the community are essential activities in this stage. Other stage 2
activities include developing consensus on the scope of services and
cost-sharing levels for the Healthy Kids program, developing budget
and financial projections, designing outreach and enrollment strategies,
and fundraising. CHI partners may also choose to conduct a feasibility
assessment for the implementation of the One-e-App universal elec-
tronic application. Evaluation planning and design activities may also
begin in this stage.

Figure 3.1
The Four Stages of a Children’s Health Initiative

Stage 1:

Early Planning

Stage 2:
Design &

Development

Stage 3:

’| Implementation

Stage 4:
Established

oCommunity
education

oKey stakeholder
identification
oCoalition building
oData estimation
oProject charter
development
oGuiding principles
development
olnitial financial

oGovernance &
infrastructure

oHiring program staff
oBudgeting/financing

oFinancing/fundraising

oProgram design

oPlan/provider assessment

oRFP development
oMOU development

oFund Holder arrangements

oEvaluation planning

oSelection of
outreach &
enrollment entities

oSelection of health,

dental and vision
plans

0“One open door”
enrollment system
oMarketing/public
relations
oOptional: One-e-

oUtilization review
oQuality assurance
oPerformance
monitoring
oFundraising &
sustainability
oFraud protection

projections oOptional: One-e-App App implementation

feasibility and testing

If a local public plan partner is available, then discussions with plan
leadership should begin in this stage. For CHIs without a local public
plan partner, it is expected that Requests for Proposals (RFPs) for
health, dental and vision plans would be developed and released. The
CHI should expect that the process for selecting and negotiating with
one or more plans will take a minimum of three months. Fundraising
will also commence and remain a central activity throughout stages 3
and 4. Stage 2 usually comes to a close with the development of memo-
randa of understanding (MOUSs) or other types of agreements executed
between the CHI partners responsible for the program components
identified in figures 3.2 and 3.3.

Stage 3: CHI coalitions begin the implementation activities of stage 3
after the planning, design and organizational activities have been ad-
dressed. A CHI is considered as entering the implementation stage
when the outreach entities or contractors have been selected and
trained. In addition, the selection and execution of contracts with
health, dental, and vision plans for the Healthy Kids program should be
finalized. Plans for media coverage and a community event to offi-
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cially “launch” the Healthy Kids program will be underway. Ideally, a
CHI would be ready to implement a universal application system simul-
taneous to the launch of the Healthy Kids program.

Stage 4: CHls enter the fourth and final stage after twelve months of
operations. CHlIs in Stage 4 typically focus on fundraising to support
current and future enrollment targets and assessing their effectiveness in
reaching predetermined objectives, such as appropriate service utiliza-
tion and Health Plan Employer Data and Information Set (HEDIS)
quality measurement. Evaluators will collect data throughout stages 3
and 4 to assist the governing board in monitoring the performance of all
contractors and to gauge the initiative’s success in meeting the goals
specified in the project charter.

Organizational Involvement in Early Planning

Across many first generation CHlIs, the initial group of primary stake-
holders included the leadership from at least four organizations: the
First 5 Commission, the Health Services Agency, the Human Services
Agency, and the local public plan. The support of these organizations
has proven critical. First, the local First 5 Commissions have played a
lead role in providing the necessary anchor funding and guiding princi-
ples for Children’s Health Initiatives. The Health and Social Services
Agencies are also essential coalition partners in their role providing
health and public services to the target population. In fact, because the
local Social or Human Services Agencies are responsible for enrolling
children and families in Medi-Cal and assisting with Healthy Families
enrollment they have proven to be operationally critical to enrolling
children in the new Healthy Kids programs. Finally, the local public
plans, because of their unique community mission, presence, and estab-
lished linkages with local providers and community-based organiza-
tions, were early CHI catalysts and continue to provide core leadership
and administration of the Healthy Kids insurance product for first gen-
eration CHIs.

The early strategic planning phase—typically the first six to 12 months
of CHI planning—is often led by a “charter” group of key decision-
makers and conducted on a fairly informal basis. This group is often
composed of at least two of the four key primary planning partners al-
ready discussed, but may also involve members of the Board of Super-
visors, a provider champion, or an influential community leader. CHIs
have typically adopted this strategy of limiting the size of the charter
group to incubate the CHI and minimize opportunities for derailment
early in the planning process. Over time, however, this committee may
either transition or expand to a larger group of stakeholders for political
and operational reasons. Eventually the CHI’s charter members must
identify other essential community stakeholders to provide the hands-on
leadership through each of the four stages and collaborate with the
broader group of stakeholders.

CHI Evolution, Governance
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The Importance of Sound Governance: Governing Board
Roles and Responsibilities

Governance has become an important component of the Children’s
Health Initiatives, and marks the emergence of the next generation of
CHIs. Governance is the relationship between the CHI stakeholders,
staff, and the governing board of a CHI. Each of these groups has dif-
ferent responsibilities. When the groups are able to communicate
openly and independently, it is said that a CHI is exhibiting good gov-
ernance.

Most CHIs transition to a more formal governance structure once the
early planning process is complete. Generally, the governing boards of
operating CHIs have been called steering or oversight committees.
There are four primary reasons for creating a formal governance struc-
ture. First, members of the governing board will establish overall pol-
icy direction for the CHI, oversee project administration, and centralize
accountability for the overall initiative. Second, the board will also be
the primary entity under which financing for the CHI will be secured

Figure 3.2

CHI Organizational Roles and Relationships with a Local Public Plan Partner

Governing Board
«Policy Decision-Making
*Program Oversight & Monitoring
*Healthy Kids Oversight

Health/Social Services Agencies (SSA)
*Medi-Cal, Healthy Families Enroliment,
Medi-Cal eligibility determination
«Coordinates universal electronic application
*Optional: Healthy Kids enrollment &
eligibility determination

Health Plan

«Administers Healthy Kids Insurance Product

*Coordinates with SSA on enrollment/renewals

«Administers premium billing, member services,

quality assurance, utilization review and fraud detection
*Optional: Healthy Kids enrollment & eligibility determination

Administration
*Program
Staff

A 4

<

P 4

T~ a4-—"

Community Assistors
*Educate and assist families with Dental Plan Vision Plan

application/enrollment/renewals

A4 A 4

This figure illustrates the roles and relationships for most operational CHis as of Fall 2004, which have a
local public plan partner that functions as both the plan as well as the Healthy Kids program administrator.
This approach requires an accountable plan partner that can largely assume the coordination and other
administrative responsibilities for the Healthy Kids program.
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and fundraising strategies are executed. Third, the governing board will
be responsible for overseeing and monitoring the performance of the
health, dental and vision plans, and presumably one or more partici-
pants on this body will contract with a health plan or plans to provide
the Healthy Kids insurance product. Finally, this entity will need to
direct staff and consultants hired to implement the initiative’s objectives
and also assign responsibilities and tasks to the designated subcommit-
tees.

The inclusion of influential leadership in the governance structure cre-
ates a level of accountability for decision-making that is critical to a

Figure 3.3
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CHI Organizational Roles and Relationships with One or More Commercial Plan Partners

Governing Board
*Policy Decision-Making
*Program Oversight & Monitoring
*Healthy Kids Oversight

Administration
Program Staff,
Third Party Administrator,
or a combination of the two

/ \

Health/Social Services Agencies Health Plan(s)

*Medi-Cal enrollment and eligibility determination
*Healthy Families screening

*Coordinates universal electronic application
*Optional: Healthy Kids enrollment & eligibility
determination

*Administer Healthy Kids Insurance Product
«-—- Fund Holder +Coordinates with SSA on enrollment/renewals
< *Admin: premium billing, member

Services, quality assurance, fraud detection

So-- * Optional: Healthy Kids eligibility determination

1

Community Assistors
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application/enrollment/renewals
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This figure illustrates the various roles and relationships likely to exist between a CHI governing board,
Healthy Kids program administration activities, health plan contractor(s), the fund holder and local agencies
for CHIs without a strong local public plan partner. In this scenario, the administrative/program staff compo-
nent resides outside of the contracted plan(s) and assumes much of the oversight and coordination respon-
sibility for the program. Dedicated program staff will be integral to this approach because of the high de-
gree of coordination required. This approach may be seen in second generation CHIs pursuing a regional

CHI and/or those contracting with commercial health plans.
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program’s ultimate launch and sustainability. Governing board partici-
pation reduces the possibility that an initiative will become mired in
ongoing “processing and reporting” without progress toward actual im-
plementation. The governing board should meet regularly to discuss
such issues as the ongoing health and sustainability of the CHI, the
plans and their performance, and the overall impacts of the program. If
problems arise, it’s the board’s responsibility to address them before
they become serious.

Without leaders setting an expectation for accountability within their
organizations, facilitating inter-organizational collaboration, and work-
ing to raise the necessary financing, the CHI is likely to stall or never
come to fruition. Most CHIs have designated clear organizational roles
and responsibilities prior to program operationalization. They have cre-
ated memorandums of understanding (MOU) to designate the responsi-
bilities of key agencies for enrollment and eligibility determination,
fund holding, provision of the Healthy Kids insurance product, outreach
and administration (see Appendix C). Figures 3.2 and 3.3 depicts the
inter-organizational relationships that some counties have formed.

Governing Board Composition

Governing board members are integral to the program’s successful im-
plementation. Thus, the board membership should be comprised of ma-
jor funders, participating providers and other participants in a county-
wide leadership role. All governing board members should have deci-
sion-making authority for their organization, or possess sufficient influ-
ence in the broader community in order to effect change. Board mem-
bers should also be independent, and not in any way stand to personally
benefit from the CHI or its activities.

Examples of local leaders and organizations participating in the stew-
ardship of CHIs include: the local Board of Supervisors and their staff;
Health and Human Services Agency leadership, hospital and health sys-
tem leadership, community clinic leadership, pediatricians and private
physicians, the local medical society, local philanthropy, education, and
business. Community-based organizations, such as the labor-affiliated
Working Partnerships USA (WPUSA) in Santa Clara County or the
faith-based Fresno Metro Ministries in Fresno County, are also likely
candidates for participation on the governing entity. A children and
families advocacy group, such as the Family Action Network in So-
noma County, is another example of a likely community-based partici-
pant in overseeing and monitoring CHI activities. It is also highly ad-
vantageous to select members who will champion the CHI to local poli-
cymakers and other key stakeholders.

The model for emerging CHIs will likely change with regard to the
health plans’ involvement in the early stages of planning and govern-
ance when there is no publicly administered health plan. If a competi-
tive bidding process is anticipated (see Chapter 8), then a conflict of
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interest could arise in identifying one or more health plans to participate
on the governing board. For this reason, boards should be broad and
require potential conflict disclosure and processes by which board
members can recuse themselves. Any insurance carrier that may ulti-
mately compete for the Healthy Kids product may need to recuse itself
from a CHI’s governing board. However, health plans should be in-
vited to participate in subcommittees where their input is essential to
program design and improvement.

CHI governing board members in the operational CHI counties have
had many affiliations, as indicated in Table 3.4.

Table 3.4
Potential Governing Board Members

Funders Implementing Agencies Partners

Board of Supervisors Health Services Agency Education

Local First 5 Commission | Social Services Agency Labor

Community and Other Health Plans Faith-based organizations

Foundations Clinics (community and county) Physicians

Hospitals Health Systems Medical Society

Health Systems Community-based Organizations | Dental Society
Hospitals
Health Systems
Child Care Providers
Other Community-Based

Organizations

Business

The governing board is not the same as staff and does not have the
same responsibilities. Staff may make day-to-day operational deci-
sions, but major strategic issues require the board’s participation and
approval. A governing board should provide careful oversight of the
CHI and draw on its members’ expertise in areas such as outreach and
enrollment, financing, quality improvement, plan performance monitor-
ing and program evaluation.

An important balance to strike in designating members for the govern-
ing body is both the desire to be representative and the need to be able
to make decisions effectively. The board should be equipped with an
effective system to monitor staff and contracted plans and vendors.
Board size generally varies between seven and fifteen voting members
and generally only one member per organization sit on the board. Too
large a board can be unwieldy, whereas too small a board doesn’t allow
for the variance of perspectives and skills that are required for sound
governance. Although there may be strong political reasons to establish
a large and fairly informal governing entity, generally this approach is
not recommended. Decisions are generally made by consensus among
board members, however, an odd number of participants allows for a
tie-breaking vote if votes are split between governing board members.
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However, as on most other dimensions, each CHI differs in number of
coalition participants, level of health systems integration, and collabora-
tion history—all of which may influence a CHI’s governance structure
options. An informal governance structure has been adopted by the
Santa Clara CHI because of the unique conditions in which the CHI
operates: a well-integrated public health and hospital system, a rela-
tively small group of key stakeholders, and a multi-year history in col-
laborating on children’s coverage issues. The Los Angeles CHI, which
is relying on internal structure to provide functional, representative gov-
ernance, exemplifies another CHI governance alternative. In contrast to
Santa Clara and Los Angeles, San Mateo’s Board of Supervisors has
formally passed a resolution naming the county’s oversight committee
as the decision-making body for the CHI. San Mateo’s oversight com-
mittee members include the Health and Human Services Agencies, the
First 5 Commission, the local public plan, the hospital consortium, a
community foundation and the local labor council.

Subcommittee Composition and Structure

Most boards are divided into subcommittees, each of which focuses
more directly on specific components of the CHI. Some of them, such
as a governance committee, may be short term or optional. Most CHIs
have at least three to four subcommittees. Subcommittees focus on spe-
cific task areas of the CHIs, including but not limited to financing, out-
reach/enrollment/retention, health plan and provider participation, mar-
keting and communications, governance, and evaluation and perform-
ance monitoring (which may include quality and utilization review).
Their focus is to research options and operationalize activities identified
by the governing body. Examples of CHI subcommittees are included
in Table 3.5.

Subcommittees typically meet on a bi-weekly or monthly basis depend-
ing on their charge, status of specific activities under their purview and
the stage of the initiative. Throughout the early planning phase, for ex-
ample, the outreach/enrollment/retention subcommittee may need to
meet twice a month until the outreach plan has been completely formu-
lated. In asimilar vein, the program evaluation subcommittee may only
meet once or twice in the early planning and design phases, but ramp up
meetings once the CHI moves into actual implementation. CHI plan-
ners should exercise flexibility in setting forth meeting schedules and
agendas for the subcommittees, as they are likely to change over the
course of the initiative.

Developing a Project Charter and Implementation Timeline

CHls have found that program momentum may slow after establishing
a governing board due to a lack of clear consensus about program goals,
activities and timelines. Several first generation CHIs have acted to
avoid this by creating a charter document that defines the vision, princi-
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Table 3.5
Sample CHI Subcommittee Functions
Subcommittee Role/Function
Financing/Fundraising e Determine core operating budgets and financial projections

philanthropic sources

e Develop plan for financing the CHI from public, private and

e Meet with and/or make presentations to potential funders
e  Ensure program sustainability over the long term

Outreach, Enrollment & e Ensure program enrolls targeted eligibles

Retention e  Ensure families learn how to use the program

e Ensure enrollees stay enrolled as long as eligible

e Make recommendations regarding eligibility criteria, applica-

tion forms, required documentation

Kids, Medi-Cal and Healthy Families

e Examine outreach, enroliment and retention issues for Healthy

Health Plan Participation e Draft and review RFP to select health, dental and vision plans
to provide Healthy Kids coverage product
e Evaluate submitted bids and provide recommendation to

steering committee

Marketing/Community e Develop and recommend communication strategies, including

Relations messages and materials to reach various target groups, e.g.,
donors, community members, providers, policy leaders, com-
munity organizations, and low-income families with children

e Help to broaden coalition membership and insure adequate
communication to all community stakeholders

Program Evaluation e Oversee and design the evaluation process
e Design key research questions and components that will guide

the evaluation

e Select the evaluator

e Review the evaluation’s progress

e  Conduct performance monitoring

e  Quality assurance and utilization review

e Develop RFP to solicit evaluation proposals

ples and goals of the initiative. In some counties this document is
called a project charter. This charter is a living document that defines
the intent, scope, and breadth of the local children’s health initiative,
and may change at the recommendation of the governing board as the
initiative unfolds (see Appendix D). Other CHIs, such as Sonoma and
San Luis Obispo, have agreed to a set of guiding principles for their
programs.

The project charter or statement of principles serves as an “anchor” for
the initiative over the course of its development and implementation.
These documents set the framework under which individual organiza-
tions go back and secure the broader organizational buy-in and commit-
ment of resources to the CHI. For CHIs where there may be some diffi-
culty in achieving clear consensus on the breadth and scope of the ini-
tiative, the process for creating and adopting a charter document will
assist in alleviating potential misunderstandings as the initiative moves
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forward. In creating the project charter, it is recommended that the
group realistically identify key challenges and opportunities in the ini-
tiative’s implementation. The charter may also include a statement
about participation in the governance structure, and a general timeline
for program launch. The timeframe for actual implementation will vary
based on the availability of resources and a provider for the Healthy
Kids product, but the average time to implementation generally ranges
between nine and eighteen months. A sample implementation plan is
included in Appendix E.

Staffing and Technical Assistance Considerations

With the governing board in place and poised to begin Stage 1 tasks,
leadership should carefully consider specific staffing and technical as-
sistance needs. The work includes, but is not limited to, staffing com-
mittee meetings and community forums, developing numerous techni-
cal papers, preparing budgets and cost estimations, and managing con-
tracting processes for outreach, health plan administration and other
services. While the governing board members or staff from their respec-
tive organizations may take responsibility for some of this work, many
CHls have solicited expertise from outside technical consultants.

CHls also vary in their decision to hire dedicated full time staff to the
program. ldeally, funding can be secured through the key partners to
hire a dedicated, full-time project manager for the initiative prior to
commencement of subcommittee activities. This staff member can be
housed in any of various organizations, including the Health or Human
Services Agencies, the First 5 Commission, the health plan or a key
community-based organization participating in the coalition. The deci-
sion of where full-time staff are located will depend on a number of
factors, including the salary structure and benefits the fiscal agent
would provide, and the extent to which the staff member would be ac-
countable to both the fiscal agent and the governing board. A CHI pro-
ject manager should understand the relationships between key partici-
pating entities and have the ability to facilitate inter-organizational rela-
tionships. S/he may also be asked to staff one or more subcommittees
in addition to the governing board in order to provide a central linkage
between all the committees.

The funding source or sources for CHI staff will depend on which or-
ganization has available resources or the flexibility to underwrite staff
support. In the Santa Clara and San Mateo CHls, the local public plan
and the Health and Human Services Agencies provided full and part-
time staffing for the CHI. Other CHIs, including San Francisco, San
Joaquin, Riverside, Los Angeles and Santa Cruz relied heavily on staff
from the local public plan. Several second generation CHIs have re-
ceived grant support to cover the costs of dedicated full-time staff or
consultation for their planning process. Finally, a combination of
sources including a regional community foundation, the First 5 Com-




mission and the local United Way are supporting a full-time project
director for the Sacramento Cover the Kids by 2006 initiative.

Because a range of technical issues will need to be addressed during
stages 1 and 2, most CHIs have utilized the combined support of staff
and outside consultation. The issues and topics requiring expert re-
search, writing, and technical guidance include:

e Estimates of uninsured children: This addresses the scope of unin-
sured children in the county and/or region and to the degree possi-
ble, breaks down the estimates by demographic characteristics.
These estimates not only serve as the basis for financial projections,
but also serve as a rallying point for developing community sup-
port.

e Budget projections: This will be based on the estimated number of
children for a Healthy Kids product, benefits selected, premium
costs and other factors. The budget may also include estimating
costs based on enrollment projections by month and by year. The
projected premium costs for children covered by the Healthy Kids
product may need to be modeled in advance by outside experts.

e Financing sources: Research will be needed into the various state
and local financing sources that may be available to fund the CHI.
This assessment would include a feasibility study of tapping into
each potential source and the particular requirements associated
with each source.

e Health plan solicitation, evaluation and negotiation: Covering
children ineligible for Medi-Cal and Healthy Families with public
or commercial health plans will require expert knowledge of the
managed care environment, Request for Proposals (RFPs) develop-
ment and review, health plan negotiation and contracting arrange-
ments, and third party administrator (TPA) functions and contract-
ing arrangements.

e Local provider capacity: Achieving the goal of improving chil-
dren’s access to care in the county or region will require sufficient
provider capacity (physicians, specialists, dentists, clinics, hospi-
tals, mental health providers) to serve them. This assessment often
precedes the health plan contracting phase and utilizes both existing
data and some additional interviews and surveys. This can also ad-
dressed in the health plan RFP process.

e Qutreach, enrollment and retention infrastructure: Creating a
“One Open Door” outreach and enrollment system first requires an
assessment of the existing infrastructure and all of its complexities.
This may also include a feasibility study of implementing a One-e-
App electronic enrollment system.

CHI Evolution, Governance
& Staffing
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e Legal and actuarial issues: Legal issues may arise around govern-
ance, financing and fund holding, and contracting with health plans.
In the case of First 5 Commissions, issues may arise relative to the
0-5 funding restrictions. It is also highly recommended that an in-
dependent actuarial valuation of the scope of services be included
in the start-up budget for a CHI.

Each county with a CHI will address the staffing and technical assis-
tance needs differently and a number of options should be considered.
As discussed earlier in this chapter, CHI staff and external technical
expertise may also be provided by local community-based organiza-
tions and the Health and Social Services Agencies. In Fresno County,
for example, the staffing to the CHI coalition is provided by Fresno
Metro Ministries, a community-based organization. In San Luis Obispo,
dedicated CHI staff will be housed at no charge at the Human Services
Agency. In several of the first generation CHlIs, staff have been hired
as part of the local public plan. In addition, local agencies and commu-
nity-based organizations may also address some of the specific techni-
cal assistance needs discussed above. In particular, county counsel of-
fices may play an important role in addressing legal issues around the
use of First 5 funds, governance and contracting with commercial man-
aged care plans.

Finally, the relationships between the governing board, staff members
and consultants should be clearly identified and communicated prior to
implementation. The various staffing and technical needs are likely to
be identified in the implementation workplan, with specific activities or
tasks assigned by expertise area. It should be expected, however, that
certain responsibilities between staff and consultants will evolve over
time as local technical expertise is developed.
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4 | FINANCING

The Importance of Realistic Optimism

Financing is always the first major hurdle faced by start-up ventures,
whether for-profit or not-for-profit. Like all new ventures, Healthy
Kids programs have benefited from the creativity, vision, and determi-
nation of those who worked to get them financed. To date, nine CHIs
have moved forward to operation through systematic planning, judi-
cious goal setting, and realistic optimism. While their approaches have
varied and their efforts have often met with resistance, at least initially,
the message is clear: CHIs made up of committed organizations and
influential community members can bridge the financing gap and create
local coverage programs for children.

Financing Components

Essential CHI financing components and strategies are: 1) securing
planning and anchor funds; 2) securing local funds; 3) securing external
funds; 4) program staging to match financing with enrollment levels;
and 5) developing long term sustainability. While all five components
are essential, only the first four components are necessary for start-up.
Sustainability secured through long term federal, state and local funding
commitments is the fifth critical financing component.

Another key consideration that underlies each aspect of developing a
viable financing plan is ensuring adequate funder diversity. CHIs have
assembled a varied mix of funders. Table 4.1 lists the funding streams
of the nine operational CHIs and their sources. The funder mix and the
amounts they individually provide to the initiative are a result of each
county’s economic, political and organizational environment.

Planning and Anchor Funding

One major early role of CHI leaders and political champions is identify-
ing and cultivating financial support for planning activities. A planning
grant supports necessary staff and outside experts and also demonstrates
that funders have found merit in the proposed planning activity. CHI
planning grants have come from a variety of local sources including
local First 5 Commissions and community and private foundations. San
Mateo and Fresno CHIs also used Federal Healthy Communities Access
Program (HCAP) grants to fund their planning activities. Organizations
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participating in the CHI may also provide financial and in-kind staff
support through each of the planning and implementation stages.

As planning progresses and the initial budget requirements of the CHI
are projected, staff should develop a matrix of potential local and exter-
nal public and private funding sources and explore the feasibility of
accessing these sources within the community coalition. This matrix
should also identify the main gatekeepers to local funding sources, such
as tobacco settlement allocations, First 5 allocations, community foun-
dation funding, hospital, and hospital district resources. This matrix
serves as the key to identifying potential major anchor support for pro-
gram implementation and operation. Receiving anchor funding helps
CHls encourage other probable funders to “come to the table” and con-
tribute. CHIs have generally received anchor funding through the local
First 5 Commissions to support their planning and implementation ef-
forts and, in several cases, also to support several years of operation.

Table 4.1
Current Mix of Funding Sources for
Children’s Health Initiatives

Statewide Local
e Local First 5 Commission
e County General Fund
e California Children & .
o L e City General Fund
Public qullles Cqmml.sswn « Hospital District
(First 5 California) ospital Distric
o AB 495 e Plan Contributions
e Master Tobacco Settlement
Allocations
e The David and Lucile Pack-
ard Foundation
e The California Endowment e Community foundations
Private | e Blue Shield of California e Corporations
Foundation e Individuals
e California HealthCare Foun-
dation
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The funding assessment should evaluate the local dynamics and fiscal
realities within the county to secure funding from several sources. If
funding gatekeepers are not already participating on the governing
board or coalition, meetings should be set up between them and the CHI
leadership and/or political champions. Cultivating public support to
ensure available funding should be made a priority throughout a CHIs
development.

In the first generation CHI counties, local resources have been instru-
mental in CHI planning, infrastructure support and premium subsidies.
In these counties local contributors have included local First 5 Commis-




sions, local initiatives and county organized health systems, Master To-
bacco Settlement allocations, county and city general funds and local
community foundations.

Often one local funder steps forward with a planning grant or anchor
funding, thereby encouraging other funders and supporters to partici-
pate. These anchor funds have been provided by First 5 Commissions,
local public plans and Boards of Supervisors.

Hospitals in the community may also prove a source of funding as in
2002 they incurred nearly $330 million in uncompensated care state-
wide caring for children and youth.> Non-profit hospitals must provide
“community benefits” to satisfy their tax-exemption status and must
plan how best to spend those benefit resources with their community.?
District hospitals, which are publicly owned, may have resources to
support health insurance coverage for children in their service area. In
San Mateo County, for example, two district hospitals have contributed
significantly to the CHI.

Other local funders include community foundations, business, and phi-
lanthropies. California has also received some $950 million dollars in
Tobacco Settlement funds from the first installment in 2000 through
2002. Individual counties have used their allotments in a variety of
ways, including health service provision. However, careful coalition
building and strategic champion selection may enable a CHI to receive
some of these funds.

Perhaps most importantly, the existence of committed local funding has
helped leaders and political champions to solicit matching funds and
other resources from outside the community. In some instances, local
support may come in the form of in-kind leadership contributions, per-
sonnel time and technological expertise from public service agencies,
and political commitment from CHI champions. It is the amassing of
collective local resources—financial, in-kind and political—that dem-
onstrate local commitment, build momentum and attract other sources
of financial support.

Complementing Local Funding

Most CHI leaders have worked to balance local funding with a mix of
state (both public and private) and federal resources. Four private foun-
dations including The David and Lucile Packard Foundation, The Cali-
fornia Endowment, the California HealthCare Foundation, and the Blue
Shield of California Foundation have each made multi-million dollar
investments in children’s coverage statewide. Individual county First 5
Commissions have also made children’s insurance coverage a priority.
Cumulatively, local First 5 Commissions have invested over $50 mil-
lion annually to CHI planning and premium support for children under
age six. Significant resources have also been allocated by the Califor-
nia Children and Families Commission (State First 5 Commission)
through its Health Access for All Children program. Announced in

Financing
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Medicaid Administrative
Activities (MAA)

Federal resources are available to
support the following activities:
> Planning:
> Interagency coordination to
improve delivery of Medi-
Cal services (One-e-App
contract, CBO outreach
contracts, etc)
> Planning to increase Medi-
Cal system capacity
(working with community
partners to fill gaps in Medi-
Cal services)
» Outreach for Medi-Cal:
> Marketing the program by
distributing flyers, inform-
ing families of program
benefits, etc.
> Making referrals to applica-
tion sites
> Referring children and fami-
lies to Medi-Cal covered
health services (well-baby
visits, dentists, mental
health counseling, etc.)
» Medi-Cal Enrollment:
> Assisting with the Medi-Cal
application process
> Translating for the applica-
tion process
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early 2004, the Commission has made a four year, $46.5 million invest-
ment to assist with premium subsidies for children birth to age five who
are ineligible for Medi-Cal and Healthy Families and who are in fami-
lies with incomes below 300% FPL.

Established CHIs have negotiated state funding support for Healthy
Kids enrolled high-need children by working with the California Chil-
dren’s Services (CCS) program. Together they ensure that CCS-
qualified children who are at risk for or who have serious, chronic and
disabling physical conditions or diseases have their CCS-eligible ser-
vices paid for by the program. That is, the CCS-eligible services re-
quired by these children are “carved out” of what their health plan is
expected to provide, and the plan is not financially responsible for the
costs of these CCS-covered services. This approach requires the health
plan to have an MOU with the county CCS office that specifies this
“carve out” for eligible Healthy Kids enrollees.* Additionally, Healthy
Kids eligibles wll need to apply to a county CCS office and be accepted
prior to being CCS-qualified.

The Child Health and Disability Prevention (CHDP) program is another
state funded program that could pay the cost of CHDP services pro-
vided to eligible children enrolled in Healthy Kids. To date, there is no
“carve-out” for CHDP program services. Counties should track CHDP
services provided to CHDP-eligible children enrolled in Healthy Kids
programs in the event that such a carve-out arrangement is negotiated in
the future.

Federal funding through the Medicaid Administrative Activities (MAA)
program may also play a role in Healthy Kids programs because of the
links between outreach and enrollment provided to Medi-Cal and
Healthy Families eligible children and Healthy Kids eligible children
under a One Open Door approach to outreach, enrollment and retention
activities (See Chapter 7 for more information on the One Open Door
approach). MAA is a state-administered, federal cost reimbursement
program for counties, community-based organizations and school dis-
tricts involved in administering the Medi-Cal program. MAA reim-
bursements return to local Social Services Agencies as unrestricted dol-
lars. Under the One Open Door approach, which screens Medi-Cal,
Healthy Families and Healthy Kids eligibles, some of the costs associ-
ated with Medi-Cal eligibility screening can be reimbursed by MAA.

Federal funds may also support Healthy Kids programs through a
unique local to federal matching opportunity known as AB 495. The
program, administered by MRMIB, allows county agencies to transfer
local funds to draw down unused federal State Children’s Health Insur-
ance Program (SCHIP) funds® for children in families above the
Healthy Families income threshold of 250% FPL and below 300% FPL
but who would otherwise qualify for Healthy Families. For this reason,
the program may provide matching funds for some portion of Healthy
Kids eligible children in programs that go up to 300% FPL.




AB 495 is highlighted as an innovative national model, as federal
SCHIP funds typically require a state fund match. Counties will have to
put up their own matching funds to draw down the federal resources.
Moreover, the source of local matching funds will be carefully scruti-
