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I SSUE BRIEF: COVERING KIDS IN OREGON

INTRODUCTION

In November 2003, Governor Ted Kulongoski announced the
Children’s Charter, asking Oregonians to ensure that:

= Every child in Oregon is safe, healthy and has adequate food
and shelter

= Every younger child in Oregon is ready to enter school

= And every older child in Oregon graduates from high school and
is ready to join the work force or go on to college'

The Governor’s ‘call to action’ included a goal to expand access to
basic health care, including increasing the number of children with
health insurance. The Governor raised the asset limit for children
covered by the State Children’s Health Insurance Program, under
the Oregon Health Plan (OHP), from $5,000 to $10,000;
announced the development of a children’s health insurance
product to be available in March 2005; and announced that the
Department of Human Services would pilot expanded outreach
strategies for children.

Oregon provides low-income, uninsured children with health care
coverage through the Oregon Health Plan (OHP), which includes a
myriad of programs®, with the majority of children enrolled in
Poverty Level Medicaid and the State Children’s Health Insurance
Program (SCHIP). OHP provides coverage for children up to 19
years old and under 185% of the federal poverty level (FPL).
Currently, there are 212,410" children enrolled in OHP receiving
coverage under the OHP Plus benefit package.

The Family Health Insurance Assistance Program (FHIAP) also
provides coverage for many children in Oregon. FHIAP helps low-
income Oregonians afford private health insurance. This program
subsidizes health insurance premiums for private individual or
group coverage. FHIAP subsidizes a portion of the insurance
premium (50-95% premium subsidy, depending upon income
level, up to 185% FPL). Participants must re-enroll every 12
months and cannot exceed $10,000 in liquid assets. Currently,
there are 3,343 children under the age of 19 enrolled in this

program".

! The Oregon Medical Assistance Program enrolls children in several different

categories, depending on a child's age, family income level and other qualifying criteria.

Medical Assistance programs covering children include: Poverty Level Medicaid,

Transitional Aid to Needy Families (TANF), Aid to the Blind/Aid to the Disabled, Foster

Care/Substitute Care and the State Children’s Health Insurance Program.

PRIMARY SOURCES OF
HEALTH INSURANCE
COVERAGE FOR LOW-INCOME
CHILDREN IN OREGON

Poverty Level Medicaid:
» Children 0-5 yrs, up to 133% FPL
= Children 6-18 yrs, up to

100% FPL

State Children’s Health Insurance
Program (SCHIP):

= Children 0-18 yrs, 133-
185% FPL
» Children 6-18 yrs, 100-
133% FPL
= Limit of $10,000 in liguid assets
The Family Health Insurance
Assistance Program (FHIAP)
v 50-95% subsidy of health
insurance premiums
= Children 0-18 yrs, up to
185% FPL
= Limit of $10,000 in liguid assets



For myriad reasons, publicly funded insurance programs have
been unable to reach all eligible children or to ensure
maintenance of coverage. It is estimated that as many as
66,653" children in Oregon who are eligible for public coverage
remain uninsured. This brief will explore the importance of health
insurance, barriers to getting children covered, and discuss
possible strategies to reach all eligible children in Oregon.
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BACKGROUND

Why is health insurance so important? Research has clearly
shown the link between access to health insurance and access to
health care. Children lacking health insurance coverage are less
likely to receive preventive health services such as immunization,
dental and vision care’. There is a substantial amount of empirical
evidence supporting the important role of insurance in children’s
health status. Recent studies indicate that:



LACK OF COVERAGE LEADS TO UNMET HEALTH CARE NEEDS”!

= Uninsured children are less likely to receive preventive care, and
are half as likely to have seen a doctor in the past year.

= Uninsured children are over five times more likely to report
having an unmet need for medical care.

LACK OF COVERAGE IMPACTS THE USE OF EMERGENCY ROOM
VISITS AND HOSPITAL ADMISSIONSY"

= Lack of timely and effective ambulatory care can result in a
greater number of hospitalizations, especially for certain
conditions and among vulnerable groups.

= Preventive care linked to continuity of care with a provider can
lead to decreased hospitalizations for a Medicaid population of
children and adults.

LACK OF APPROPRIATE HEALTH CARE PUTS KIDS AT RISK AT
SCHoOOL

= Children with insurance experience a 25% improvement in
health and a 68% improvement in “paying attention in class”
and “keeping up with school activities™".

= Recent research suggests that school children with health
insurance miss school due to illness less than uninsured children
and have better school attendance®™.

LACK OF COVERAGE IMPACTS THE OVERALL COST OF HEALTHCARE™

» The uninsured are 30-50% more likely to be hospitalized for an
avoidable condition.

» The average cost of an avoidable hospital stay in 2002 was
estimated to be about $3,300.

RECRUITMENT BARRIERS

Children and families may encounter barriers when attempting to
access publicly funded insurance programs such as Medicaid and
the State Children’s Health Insurance Program (SCHIP). In
Oregon, SCHIP is seamlessly integrated with the Medicaid
program (OHP), making it difficult for the public to distinguish
between the two programs. Therefore, when Oregonians hear
that OHP is reducing enrollment, or reducing benefits, it may be
difficult for parents to discern that their children are not affected
by these changes. The fact that children’s eligibility is NOT tied to
parent’s eligibility for public programs should be made very clear
and enroliment should be made as simple as possible.

WHyY INSURANCE MATTERS

Having insurance improves
children's access to routine
well-child care. We//-child care
and having a regular medical
provider are very important for
children’s health. This continuity
allows  better monitoring of
children’s development: potentia/
problems are detected earlier,
when they are more responsive to
treatment. On average, uninsured
children:
" Are less likely to get routine
well-child care,
» Have worse access to health
care; and
= Use medical and dental services
less frequently than do insured
children.

Source: Institute of Medicine, Health
Insurance is a Family Matter, brief.
Pg 5., September 2002. Available at:
http://www.iom.edu/Object.File/Mast

er/4/161/0.pdf




To meet a statewide policy goal of covering all eligible low-income
children, Oregon should take steps to frame the program in such
a way that families will strive to get and keep their children
enrolled. Factors that may affect enrollment include:

PROCEDURAL ISSUES

= Although the OHP application is written at a sixth-grade reading
level, the application may still pose literacy and comprehension
challenges.

» The requirement to provide proof of income for three months
(FHIAP) or 4 months (OHP) can be an obstacle for many
families. For example, a parent who is paid weekly would have
to provide as many as 16 pay stubs in order to meet this
requirement. If there is more than one worker or source of
income, this documentation requirement can be prohibitively
burdensome.

= Disenrolling children because of a slight increase in their
parent’s income may provide inappropriate incentives. This
could mean a working parent may refuse a raise just so he or
she can keep health insurance coverage for their children.

ACCESS TO PROVIDERS

» Enrollees with coverage still have difficulty finding providers who
will accept the OHP medical card.

» The number of providers is limited in frontier (less than six
people per square mile) and rural areas of Oregon.

= Some providers across Oregon are limiting the number of OHP
and SCHIP patients they enroll/serve™.
STIGMA OF PUBLIC ASSISTANCE

= Some Oregonians distrust government, avoiding public programs
like OHP/SCHIP and FHIAP.

= Some perceive governmental assistance as an indicator of
weakness. They don't want a “hand-out.”

RACIAL AND CULTURAL ISSUES

= Language and cultural differences can be barriers to enrolling in
publicly funded insurance programs. African-American, Native
American and Hispanic children are less likely to be insured than
white, non-Hispanic children both locally and nationally.



REACHING MORE CHILDREN

Research shows that the most effective strategy to insure more
children is to insure their parentsx“; and that there is a direct
connection between a parent's uninsurance and their children
being uninsured*. However, expanding coverage to more low-
income adults may not be feasible. Oregon’s persistent budget
deficit has forced difficult decisions about reducing enrollment and
eligibility levels for adults. Some low-income adults may have lost
OHP coverage but have children who are still eligible for
enroliment. It is therefore critical to develop strategies to keep
parents informed regarding eligibility and benefits for their
children and to reduce administrative barriers to enrollment and

retention.

Furthermore, states’ decisions to undertake (or discontinue)
strategies are guided by the research literature yet appear mostly
to be budget-driven decisions (i.e., increase enrollment during
periods when budgets are adequate and eliminate those strategies
when budgets are tighter). It is clear that strategies are used and
sometimes discarded without strong evidence to predict or prove
their effectiveness. The following approaches have been tried and
have shown some positive results in other states.

CREATE SEPARATE IDENTITY FOR CHILDREN’S HEALTH INSURANCE

Many states have named, or ‘branded’ their SCHIP programs. Dr.
Dynasaur™’ is a program created in Vermont that targets
uninsured children up to age 18 and pregnant women. Georgia
has created PeachCare for Kids" that covers uninsured children
18 years and younger and ensures that each child has a primary
care physician who coordinates his or her care. In lowa, the state
has named their SCHIP program Hawk-/', Healthy and Well Kids
in lowa. Branding the SCHIP program provides a strategic
backdrop for all outreach efforts that occur and averts some
confusion when cuts or changes occur in the adult Medicaid
program.  Strategies would need to be developed to give
Oregonians an image associated with the program brand and
message.

DECREASE PERIOD OF UNINSURANCE

In Oregon, children and adults must be uninsured for six months
before being eligible for SCHIP and FHIAP. Nineteen states do not
require a period of uninsurance prior to SCHIP enrollment™".
Several states waive the period of uninsurance for SCHIP under

specific circumstances.



= South Dakota waives the waiting period when private insurance
coverage exceeds 5% of the SCHIP family's gross income.

= New Jersey waives its six-month uninsurance requirement if a
family drops private pay insurance but is under 200% FPL.

STREAMLINING THE APPLICATION PROCESSES
States have the discretion to eliminate the requirement of:

= An assets test. Oregon is one of only six states that still require
an asset test to enroll a child in Medicaid or SCHIP™™. Forty-
four states have dropped this requirement.

= Documents to verify income, residency and child’s age. Oregon
has only waived documents to verify the child’'s age, still
requiring income and residency documentation. Other states’
experiences have shown that when families are allowed to self-
verify income without necessary documentation, more families
enroll and the program integrity is not sacrificed™. This does
not mean income is not verified — these states use several
methods, including electronically verifying income using a
combination of state and federal databases. This process also
saves substantial dollars in administrative costs. A recent study
estimates that a simplified enrollment process could save almost
half of the costs typically associated with enrollment verification

XX

States also have the discretion to align OHP enrollment and
renewal periods with other state programs that low-income
families are eligible for, such as Food Stamps, TANF, and childcare
assistance programs. This would allow families to move through
and between these various programs with much less confusion,
thus reducing the risk of disenroliment.

There is an obvious trade-off between the conflicting goals of
administrative ease to reduce enrollment barriers and assurance
of program integrity. Additional research may illuminate which
administrative barriers are most detrimental to enrollment of
eligible individuals, and which, if any, are crucial to program
integrity.

MAXIMIZE AVAILABLE TECHNOLOGY

= Oregon should assure that all required forms and instructions for
completion and submission are readily available electronically,
via the Internet, and easily accessible to the public.



KEEPING KIDS COVERED

Research has shown that it is more cost-effective to keep eligible
participants continuously enrolled in health insurance programs
than to administratively re-enroll them over and over again®. This
is particularly true when the process of re-enrollment result in
gaps in coverage, which is often the case. For children especially,
gaps in coverage can result in a costly overuse of emergency
department services and delays in the preventive health care
services that are necessary to high-quality and cost-effective
care®™. There are several administrative strategies that could be
considered to encourage continuous coverage.

RENEWAL PERIOD

Once a client is deemed eligible and qualifies for coverage they
will be required to re-enroll and submit a new application to retain
coverage. States determine the renewal period, or length of time
between re-enrollment, for Medicaid and SCHIP. This period
varies between every six or twelve months. The re-enroliment
process every six-months in Oregon may be one barrier parents
face in keeping children enrolled in Medicaid and/or SCHIP.

PASSIVE RE-ENROLLMENT

States not only determine the length of time for re-enrollment but
also the process. In Oregon, at the time of re-enroliment, the
client must complete the same application and verification process
as they did in their original determination while in some states, a
person’s eligibility information is assumed to remain the same
unless they share information that shows changes have occurred.
At the time of re-enroliment, if the family does not report changes,
the child’s coverage is continued at the current level. Several
states use this strategy to reduce the burden of re-enroliment and
administrative costs.

CONTINUOUS ELIGIBILITY

Continuous eligibility means that once a client is deemed eligible,
they retain coverage for a defined period of time regardless of
whether their conditions change during that period. For example,
if income increases above eligibility limits during that period,
under continuous eligibility, they would remain covered until the
period runs out. This strategy has been implemented and
discontinued in several states, even though there is little data to
show the impact on families or administrative savings.

Twenty-five states, not including Oregon, guarantee 12 months of
coverage for children in either SCHIP or Medicaid, even if there

xxiii

are changes in family circumstances™".

ANNUAL RENEWAL

Forty states and the District
of Columbia allow children’s
coverage for Medicaid ana
SCHIP to be renewed annually
instead of every six months.



RECOMMENDATIONS

» Create an identity for health
care coverage for Kids,
including development of a
coherent outreach message
that will encourage enrollment
of children and support
parents to maintain coverage
once enrolled.

» Target outreach to hard-to-
reach communities, following
the work of other states to
partner with school districts,
reduced-fee lunch programs,
faith-based organizations and
community health providers.

= Reduce or eliminate the
required period of uninsurance
for kids.

= Reduce or eliminate
administrative barriers in
order to increase enrollment
of eligible children.

= Implement strategies found to
be effective in improving the
retention of enrolled children,
including continuous eligibility
and passive re-enrollment

PoLicy IMPLICATIONS

Oregon’s current fiscal constraints make it difficult to implement
any strategy, especially if the state’s general fund dollars are to be
tapped. However, political will does exist to provide health care
coverage for children, especially since many of the strategies
discussed have been shown to save administrative dollars.
Increasing coverage to parents, shown to be the most effective
method, is unlikely to be approved this session. Short of that,
removing as many barriers as possible and simplifying the
application/renewal process are the most feasible. In between,
there is a range of cost and effectiveness to the strategies used in
other states.

In order to accomplish long-term change in enrollment and
retention of children in Medicaid and SCHIP, Oregon’s agencies
should work collaboratively on outreach, eligibility and coverage
for children to develop (and agree to use) a simple, consistent
message for outreach and a plan to improve the current process.
The state’s agencies have done the best they can do given the
resources they have, but doing more of the same will not change
the level of enrollment and retention. An infusion of new ideas
partnered with existing efforts will maximize Oregon’s potential to
reach children who have been missed by current outreach efforts.

In conclusion, using methods described in this brief, Oregon can
decrease the number of children who are uninsured but eligible
for existing programs. The Governor has expressed support for
several strategies, including outreach expansion, development of
a kids-only health insurance product and raising the asset limit so
that more children will be covered. The next step requires
collaboration among those agencies charged with serving
Oregon’s children in order to capitalize on lessons learned in
Oregon and elsewhere. Oregon has the discretion, as all states
do, to utilize a combination of common-sense approaches and
previously tested strategies to increase the number of children in
Oregon with health care coverage. Piloting some of these ideas
will move the state from what “might” work to what reduces
barriers cost effectively in Oregon.
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