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Children’s Health Initiatives in California: The Experiences
of Local Coalitions Pursuing Universal Coverage for Children

| Gregory D. Stevens, PhD, MHS, Kyoko Rice, and Michael R. Cousineau, DrPH

Over the past decade, California has experi-
enced major changes in the financing of
health insurance coverage for families. In-
creasing national poverty rates, downturns in
employer-based coverage, and rising immigra-
tion rates have influenced the proportion of
state residents who have health insurance as
well as how they obtain coverage."* The most
salient changes have occurred among chil-
dren, for whom public program expansions
have more than offset major decreases in
employer-based coverage, resulting in an es-
timated net decrease of 117 000 uninsured
children between 2001 and 2003.?

Whereas approximately 8% of California
children aged O to 18 years (a total of
782000 children) remain uninsured, an esti-
mated two thirds are already eligible for but
not yet enrolled in existing programs such as
Medi-Cal and Healthy Families (California’s
Medicaid and State Children’s Health Insur-
ance Program, respectively).® In the case of
these children, the challenge is not changing
policy but expanding outreach and enrollment,
simplifying application processes, and increas-
ing retention among those already covered.
The remaining one third of uninsured children
do not qualify for existing programs as a result
of their family’s income level or, more com-
monly, undocumented immigration status.*

Because Medi-Cal and Healthy Families have
restrictions on providing assistance to undocu-
mented families, child health advocates have
sought alternatives to ensure that the estimated
200000 or so ineligible children without cover-
age can obtain care. One approach that is
unique to California is the formation of county-
based coalitions known as Children’s Health Ini-
tiatives (CHIs). CHIs have been convened by a
range of community-based organizations not
only to expand outreach and enrollment for ex-
isting programs but to design new insurance
programs (i.e., Healthy Kids programs) entirely
separate from other public programs in an effort
to cover otherwise ineligible children.
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Objectives. Many county coalitions throughout California have created local
health insurance programs known as Healthy Kids to cover uninsured children
ineligible for public programs as a result of family income level or undocumented
immigrant status. We sought to gain an understanding of the experiences of
these coalitions as they pursue the goal of universal coverage for children.

Methods. We conducted semistructured telephone-based or in-person interviews
with coalition leaders from 28 counties or regions engaged in expansion activities.

Results. Children’s Health Initiative coalitions have emerged in 31 counties (17
are operational and 14 are planned) and have enrolled more than 85000 children
in their health insurance program, Healthy Kids. Respondents attributed the suc-
cess of these programs to strong leadership, diverse coalitions of stakeholders,
and the generosity of local and statewide contributors. Because Healthy Kids
programs face major sustainability challenges and difficulties with provider ca-
pacity, most are cautiously looking toward statewide legislative solutions.

Conclusions. The expansion of Healthy Kids programs demonstrates the ability
of local coalitions to reduce the number of uninsured children through local health
reform. Such local programs may become important models as other states strug-
gle with declines in employer-based coverage and increasing immigration and pov-
erty rates. (Am J Public Health. 2007;97:738-743. doi:10.2105/AJPH.2006.088690)

The first CHI (and the first Healthy Kids
program) was initiated in Santa Clara County
in 2001 by a group of community-based or-
ganizations.” These organizations convinced
the county’s supervisors to allocate funds to
children’s health insurance, assembled a coali-
tion, and began working to design a compre-
hensive insurance program for uninsured chil-
dren. Obtaining a mix of public and private
funding and contracting with the Santa Clara
Family Health Plan to administer the plan,
the Santa Clara CHI launched its Healthy
Kids program in a period of only about 6
months. The large response to the program
that followed provided the impetus for advo-
cates elsewhere to develop similar programs.
Currently, 17 counties offer Healthy Kids pro-
grams and 14 are developing such programs.

Given this major county-based movement
toward universal coverage for children (includ-
ing those in families of undocumented immi-
gration status), understanding the experiences
of CHIs may provide important guidance for
California, as well as other states such as Ili-
nois and Massachusetts that are aiming to ex-
pand coverage for children. We examined the

progress of CHIs toward enrolling all eligible
children; variations in program design, financ-
ing, and sustainability; the leadership and
composition of CHI coalitions; outreach strate-
gies; provider capacity (the availability and
willingness of providers to serve Healthy Kids
enrollees); and experiences with a statewide
Healthy Kids legislative initiative.

METHODS

Between April and July 2005, we con-
ducted semistructured telephone or in-person
interviews with representatives from the 28
California counties or regions that were en-
gaged in any CHI activities at the time. Three
counties were not included (Napa, Placer, and
Sutter) because their programs were at the
earliest stages of planning, and thus most of
our questions were not relevant.

Interviews were completed with the indi-
vidual or individuals charged with coordinat-
ing the activities of each CHL If coordination
was a shared responsibility, group interviews
were conducted with the individuals involved.
Although we captured the perspectives of a
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total of 36 individuals, our unit of analysis
remained the CHI (n=28). Interviews were
recorded, transcribed, and then reviewed by
both the interviewers and respondents for ac-
curacy. Respondents from all CHIs completed
a follow-up questionnaire in January 2006 to
update their enrollment, financing, and
progress toward implementation status. The
findings described here reflect the status of
CHIs as of February 2006.

RESULTS

Current Status of CHIs

Most CHIs focused on 2 major aspects of
universal coverage: increasing outreach ef-
forts to enroll uninsured children who were
eligible for Medi-Cal or Healthy Families and
developing a new insurance program (Healthy
Kids) for children who would otherwise be in-
eligible. These approaches were usually inte-
grated in a single message delivered to the
community stating that all children whose
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families were under 300% of the federal
poverty level (as established by the US Cen-
sus Bureau) were eligible for coverage.

By February 2006, 17 of the state’s 58
counties had implemented a Healthy Kids
program (Figure 1). Although the number of
programs in operation was small, these pro-
grams were located in counties whose collec-
tive populations included more than 65% of
all uninsured children in the state.® Fourteen
other counties were actively planning a CHL
Some smaller counties were developing a
regional Healthy Kids program. At the time,
a significant effort was under way to unite the
counties of Sacramento, Colusa, El Dorado,
and Yuba so that coverage could be provided
through a single program.

Three CHIs in the planning stages had
opted, at least initially, to cover children
through a less comprehensive program, Cali-
forniaKids. This nonprofit private insurance
plan, available statewide and used to varying
degrees in different counties, offered primary
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FIGURE 1—Status of Children’s Health Initiatives in California as of February 2006.

care coverage and subsidized premiums to
children aged 2 to 18 years who were not eli-
gible for public coverage as a result of their
family’s undocumented immigration status or
income level. The program was implemented
by the CaliforniaKids Healthcare Foundation,
an independent, nonprofit organization. Cali-
forniaKids reported having served more than
62 000 children statewide since its inception.
Because the program did not cover inpatient
care, however, some respondents from CHIs
using CaliforniaKids (such as from Marin
County) reported aiming to offer a Healthy
Kids program in the future.

Healthy Kids Program Design and
Benefits Structure

All CHIs have sought to replicate a Healthy
Families coverage model for their Healthy
Kids program, with medical, dental, vision,
mental health, and inpatient coverage. In gen-
eral, children aged O to 18 years whose fami-
lies were below 300% of the federal poverty
level were eligible for Healthy Kids regardless
of their immigration status. Children who
were already eligible for Medi-Cal or Healthy
Families (the income cutoff for which is
250% of the federal poverty level) were en-
rolled in those programs first and foremost.

Most CHIs have established sliding pre-
mium scales and limited copayments for en-
rollees. In general, families paid no more
than $5 to $10 monthly per child, and often
rates were lower (e.g., in Riverside and San
Bernardino, the cost is only $20 per year). In
most counties there was a family maximum,
which was generally set at the cost of cover-
ing 3 children (usually no more than $20 per
month). Copayments were about $5 for pri-
mary care visits but varied somewhat across
CHIs for other services such as dental care,
mental health care, and emergency visits.

The consistency between Healthy Kids and
Healthy Families programs and across coun-
ties has been intentional. First, given that
most of these plans also served Healthy Fami-
lies clients, this consistency reduced confusion
for health plans and contracted providers re-
garding which children were eligible for
which benefits. Second, it reduced the difficul-
ties experienced by families whose children
were enrolled in both programs (e.g.,
instances in which 1 child was born in the
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United States and another was not). Third, it
simplified the program development process.
Finally, the presence of successful, nearly
identical programs in other counties bolstered
the ability of a CHI to raise support for pro-
grams that were successful rather than for
untested programs.

Progress in Enrolling Children
in Healthy Kids

As of January 2006, the 17 operational
programs had enrolled more than 85 000 of
the estimated 186 000 eligible children in the
study counties, reflecting an enrollment rate
of 46% of eligible children (Table 1). The
Los Angeles Healthy Kids program, by far the
largest CHI, enrolled almost 43 000 children
(about half of Healthy Kids enrollees state-
wide) in less than 2 years of operation, an en-
rollment rate of 61% of eligible children in
the county. Other CHIs enrolled between 1%

740 | Research and Practice | Peer Reviewed | Stevens et al.

TABLE 1—Reported Number of Children Eligible for, Enrolled in, and Wait-Listed for Healthy
Kids Programs: 17 California Counties, January 2006
Initiative No. of Children Enrolled No. of Estimated % of
Start Date, Age Age Children No. of Eligible
County Year (Quarter)  0-5y  6-18y  Total  Wait-Listed® Children Eligible ~Children Enrolled
Santa Clara 2001 (1) 2430 11030 13460 970 18000 75
San Francisco” 2002 (1) 780 3400 4180 0 5000 84
Riverside 2002 (3) 2460 4620 7080 2370 17000 42
San Mateo® 2003 (1) 900 5010 5910 0 7150 83
San Bernardino 2003 (3) 1810 1900 3710 1620 22000 17
Los Angeles 2003 (3) 7760 35180 42940 3970 70000 61
San Joaquin 2003 (4) 460 1650 2110 160 3000 70
Santa Cruz 2004 (3) 320 1440 1760 0 2300 i
Kem* 2004 (4) 100 e 100 e 2000 5
San Luis Obispo 2005 (3) 140 350 490 90 2200 22
Alameda 2005 (3) 30 550 580 0 11000 5
Santa Barbara 2005 (4) 50 130 180 0 4000 5
Fresno 2005 (4) 30 70 100 0 8550
Tulare 2006 (1) 0 0 0 930 6800 0
Solano 2006 (1) 110 750 860 0 2000 50
Sonoma 2006 (1) 340 1360 1700 100 2700 63
Yolo 2006 (1) 10 40 50 0 2350 2
Total . 17730 67480 85210 10210 186 050 46
Note. Enroliment and wait-list counts were rounded to the nearest 10, except for number of children eligible, which was
rounded to the nearest 50. Except where otherwise noted, eligibility criteria were children aged 0 through 18 years and family
income less than 300% of the federal poverty level according to the US Census Bureau.
®No program reported a wait-list for children aged 0 through 5 years.
®Age of eligibility was extended in San Francisco to O through 24 years.
“Income eligibility was 400% of the federal poverty level.
%Age of eligibility was O through 5 years.

(Fresno, which had just initiated its program)
and 839% (San Mateo) of eligible children.

Some CHIs have had to cap their enroll-
ments because of large program turnouts
and limited funding. Most of the capped pro-
grams have formed wait-lists so that as older
children graduate from the program or chil-
dren drop out, other children can be quickly
enrolled.” Among the 17 operational pro-
grams, 7 had a wait-list; wait-list counts
ranged from 90 children in San Luis Obispo
to 3970 in Los Angeles and totaled 9280
children statewide.

The wait-lists included only children aged
6 to 18 years because funding from First 5
organizations has been sufficient to cover all
eligible children O to 5 years of age. First 5
organizations are state and county organiza-
tions that were created in 1998 through the
California and Families First Act (Proposition
10), which allocated funds from a tobacco tax

to services designed to improve the health
and development of children aged O to 5
years. Although state and county First 5 or-
ganizations are independent from one an-
other, First 5 California (the state-level organ-
ization) usually matches the contributions of
local funds to CHIs at a rate of about $1 for
every $4 spent locally on insurance premiums
for children O to 5 years old.

Retention efforts in Healthy Kids have been
moderately successful, with respondents from
most of the operational CHIs reporting reten-
tion rates of 70% to 85%. Retention is a
challenge considering that many CHI en-
rollees are members of migrant families that
change addresses frequently. Respondents re-
ported using a variety of strategies to address
retention, including sending renewal forms
well in advance of the renewal date, sending
advance reminders with prepaid change of
address cards, engaging in aggressive out-
reach efforts by telephone, and allowing reen-
rollment by telephone.

Program Financing and Sustainability

Most respondents reported that in their
counties the cost of health insurance coverage
for 1 child is approximately $80 to $120 per
month ($960 to $1440 per year). Nonetheless,
each CHI must raise substantial funds (includ-
ing funds for administrative costs and outreach
and enrollment activities) to offer coverage to
eligible children, often from piecemeal sources.
Although local health departments and philan-
thropic organizations have often rallied to pro-
vide support, some CHIs faced major chal-
lenges in obtaining adequate funding.

By June 2005 (the month of our financing
survey), the 9 CHIs that were operational as
of that point had raised a total of nearly
$330 million to fund their programs. Most of
these funds (84%) directly subsidized premi-
ums, with the remainder allocated to plan-
ning, administration, or outreach and enroll-
ment. First 5 organizations have been the
primary financial supporter of CHIs,® ac-
counting for a striking 42% of total funding
statewide. Health plans account for 27% of
total funding, but this source exists in only 5
counties. Philanthropic organizations account
for 12% of funding, and county funds (11%)
and tobacco settlement funds (8%) account
for most of the remaining dollars.
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Nonetheless, CHI coalitions are concerned
about the sustainability of their programs.
More than one third of respondents (37%) re-
ported not having enough funding to continue
covering the same number of children during
the following fiscal year. About one quarter
(279%) reported having funding for approxi-
mately 1 to 2.4 years in the future, and 36%
had enough funding for 2.5 years or more.
Because of the longer-term commitments from
First 5 organizations, funding for children O to
5 years of age is usually more secure than
funding for children 6 to 18 years old. San
Francisco is a unique case, having committed
ongoing city funds to cover all children.

Steady March to Universal Coverage
The growth of CHIs has been aided by a
large degree of informal sharing of local expe-

riences across counties. Many coalition mem-
bers have consulted with representatives from
Santa Clara and the other counties that were
among the first to implement CHIs. As these
programs grew, California philanthropic organ-
izations that were early financial supporters
began facilitating this process by convening
grantees and interested county representatives
considering similar programs. Our respondents
also reported that the availability of technical
assistance groups (funded by philanthropic or-
ganizations as well) was essential throughout
the process of development.

Despite this extensive sharing of experi-
ences, progress toward implementation in in-
dividual counties has not necessarily been
expedited over time. Of the first 7 counties
to implement a CHI, 6 required 9 months or
less to become operational. As mentioned,
Santa Clara needed only 6 months to begin
enrollment. By contrast, Santa Barbara, San
Luis Obispo, and Fresno required 2 years or
more. Although this situation may seem
counterintuitive—given that forerunners
would be expected to streamline a path for
other counties to follow—there are several po-
tential contributing factors.

Some of the earliest CHIs had relatively
large amounts of political support and, in
some cases, access to ready and willing finan-
cial contributors. In addition, several of the
early CHIs were formed out of existing health
care coalitions that simply transferred their
focus to children’s health insurance coverage.
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Most of the early CHIs also had a readily
available managed care plan serving Medi-Cal
enrollees that was able to offer a Healthy Kids
product. In Riverside, San Bernardino, Los
Angeles, and San Joaquin, health plans were
actually coconveners of CHIs. San Joaquin is
unique because Healthy Kids was quickly
launched by the health plan, the county, and
the local First 5 organization; only later was a
full CHI coalition established to gather
broader public support for the program.

Leadership of CHI Coalitions

Many CHIs have reported difficulties in
establishing or implementing Healthy Kids.
For example, according to the respondents
representing the San Diego and Ventura
CHIs, the boards of supervisors in those
counties were interested in ensuring cover-
age for children, but San Diego policies re-
strict expenditures of county funds on undoc-
umented immigrant populations, and the
Ventura supervisors supported expanding
coverage but without the use of county dol-
lars. Overcoming such barriers, which were
reported in varying degrees by most respon-
dents, required strong leadership.

Organizations charged with leadership of
CHIs were frequently very influential in their
respective counties, and they commonly
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played a major role in Healthy Kids programs
other than by providing coordination (e.g.,
providing funding or leading outreach and
enrollment activities). In more than half of the
CHIs, the health department (26%) or a
county First 5 organization (26%) convened
the program. Managed care plans convened
14% of the CHIs statewide, and some CHIs
had been initiated by multiple organizations.

Diversity of CHI Coalition Stakeholders
One of most consistent findings across the
CHIs was the reported importance of devel-
oping a broad coalition of stakeholders to
provide guidance in the design and operation
of the initiative. Although no 2 CHI coalitions
were the same, most had assembled a com-
mon array of stakeholders (Figure 2) that had
helped shape the program, integrate the pro-
gram within existing public and private health
systems, raise critical funding, rally public and
policymaker support, and communicate the
program to potential clients and providers.
Overall, county health departments and
child advocacy organizations were among the
most common CHI coalition participants; rep-
resentatives from medical groups and hospi-
tals were more hesitant to join. Three quarters
(76%) of our respondents reported that the
health department participated, and county

40%

24%

Medical ~ Schools  Health
society plan

Business Funders Hospitals

Organization Type

Note. CHCs = community health centers; CBOs = community-based organizations. The Sacramento regional initiative was excluded.

participation (n=27): California, 2006.

FIGURE 2—Percentages of Children’s Health Initiatives reporting coalition stakeholder
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First 5 organizations were active in 60% of
the CHIs. More than half (56%) of CHIs had
community clinics represented, but hospitals
(28%) and health plans (24%) each partici-
pated in only about one quarter of CHIs.

The presence of a broad CHI coalition was
not, however, a singular determinant of devel-
oping a successful program. Just 3 organiza-
tions were represented in San Francisco’s
coalition—the city health plan, the mayor’s
office, and outreach workers—yet this city’s
Healthy Kids program was one of the earliest
to be initiated. The CHI coalition meets only
once per year, but the city and county (which
nearly alone funds the program) has commit-
ted to allocating the necessary budget to
cover all children every year.

Outreach and Enroliment Strategies
CHIs had emphasized outreach and enroll-
ment to ensure that children eligible for Medi-
Cal and Healthy Families enroll. Some CHIs
had reported enrolling approximately 2 chil-
dren in either Medi-Cal or Healthy Families
for every child enrolled in Healthy Kids.” The
most commonly reported strategy for en-
rolling children in all 3 programs, mentioned
by 83% of respondents (Figure 3), was
through community clinics and health centers.
Because these clinics and centers were often
already serving many uninsured families, sev-
eral CHIs have termed this strategy “in-reach.”
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FIGURE 3—Percentages of Children’s Health Initiatives (CHIs) reporting Healthy Kids

Schools were also a common setting for
conducting outreach. About two thirds of re-
spondents reported distributing informational
inserts in back-to-school packets, conducting
presentations at school events, and setting up
booths during sign-ups or school fairs. Few
reported attempts to have parents complete
applications at school events, noting the low
yield resulting from parents often not being
prepared with the necessary information.
More commonly, outreach workers made ap-
pointments with parents who expressed an
interest.

Challenges to Provider Capacity

Because most CHIs had selected health
plans with existing Medi-Cal and Healthy
Families provider networks to serve Healthy
Kids enrollees, the impact of these programs
on provider capacity was minimal. Rather,
most CHIs reported existing problems with
capacity that were magnified somewhat by
new programs. More than half (57%) of the
respondents reported difficulties with provider
capacity. Respondents most commonly re-
ported capacity problems associated with spe-
cialists and primary care providers (both re-
ported by 36% of respondents); 14% reported
problems with dental capacity. Among the
respondents reporting a problem with
provider capacity, almost half (42%) indicated
that the main reason was reimbursement.

Local Ambitions and the Statewide
Legislative Initiative

Building on the momentum of CHIs and rec-
ognizing the large and looming problems with
future program sustainability, child health advo-
cates developed legislative proposals to unite
CHIs through a statewide Healthy Kids pro-
gram using state funding. In early 2005, bills
in the state assembly and senate (AB772 and
SB437) found legislative sponsors. AB772 and
a corresponding financing bill, AB1199, passed
the senate and assembly, but both were ulti-
mately vetoed by the governor.™

Approximately 70% of CHIs formally ex-
pressed support for a statewide program, but
only 41% of respondents reported actively sup-
porting the initiative (e.g., participating in state-
wide planning meetings and testifying before
policymakers). Respondents acknowledged that
although a well-funded statewide program
would help resolve major sustainability con-
cerns, it would come at the cost of losing local
control. A majority (52%) of the respondents
reported concern about whether a statewide
program could maintain the efficient outreach
and retention processes that the CHIs have al-
ready implemented.

Specifically, approximately one third of the
respondents reported concern that a statewide
program would increase bureaucracy, paper-
work, and regulations while providing the same
level of coverage now being provided by the
CHIs. About one quarter (26%) of the respon-
dents reported being concerned that successful
local enrollment processes would be replaced
with more top-down approaches and less effi-
cient enrollment procedures. A smaller percent-
age reported concerns about opening up the
program to competing health plans (15%) and
sharing private information about undocu-
mented immigrant children with the state (7%).

DISCUSSION

Taken together, local efforts to expand
health insurance coverage for uninsured chil-
dren through Healthy Kids programs have
become a major and unique health policy
movement in California. By covering more
than 85000 children through new publicly
and privately funded programs and enrolling
many more children in Medi-Cal and Healthy
Families, CHIs have demonstrated the ability
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of community-based coalitions to accomplish
progressive health policy reform. Even as im-
migration issues continue to divide state gov-
ernments and the federal government, CHIs
have successfully mobilized communities in
an effort to ensure that children, regardless
of their immigration status, are eligible for
health insurance coverage.

Since this study was conducted, more coun-
ties have launched Healthy Kids programs,
and California has inched closer to universal
coverage for children. As of January 2007, 22
counties were offering Healthy Kids coverage,
and 6 more counties were in the planning
stages to provide coverage. Counties that have
not yet formed a CHI may indeed still do so,
especially as neighboring counties come on-
line and demonstrate the potential of the pro-
gram. Some counties, however, will probably
continue to face major barriers to initiating a
CHI, especially in areas where anti—illegal
immigration sentiment runs high, where man-
aged care plans do not serve Medi-Cal, and
where local funding resources are few.

Nonetheless, there are several important les-
sons that existing, planned, and even future
CHIs can learn from this analysis. First, CHIs
benefit from strong leadership and having a di-
verse coalition of stakeholders that help obtain
a broad base of public, political, and financial
support. Second, sharing experiences across
counties provides critical guidance in designing
programs, reducing the need to “reinvent the
wheel.” Third, the presence of foresighted local
contributors (such as First 5 organizations) that
will commit to long-term funding is not a guar-
antee, so CHIs should make efforts early in the
process to obtain as broad a base of long-term
financial support as possible.

Major challenges remain for California’s
CHIs. First, most of these initiatives currently
or will soon face large financial sustainability
problems. Although generous philanthropic
organizations and other funders continue to
provide financial support, there is no guaran-
tee that this support will not cease as new
health issues emerge and gain popularity. In
addition, piecemeal funding sources simply
cannot reduce the need for longer term sup-
port from broader state and federal sources.
A statewide effort to create a Healthy Kids
program continues to have wide public and
political support,"* but concerns continue to
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be raised by stakeholders regarding expendi-
tures of public funds on undocumented immi-
grant children. An initiative qualified for the
November 2006 ballot that proposed an in-
crease in funding for Healthy Kids programs
through a higher state tobacco tax, but this
measure was narrowly defeated.”

Second, even though there is now nearly
universal coverage in many California coun-
ties, enrollments in Medi-Cal, Healthy Fami-
lies, and Healthy Kids programs are still lower
than they should be. Much of this discrepancy
continues to be due to problems associated
with a lack of outreach and enrollment efforts
designed to inform families of the programs;
however, other factors are also likely to be in-
volved, including complicated application and
enrollment procedures, confusing program
eligibility requirements, and, potentially, the
stigma associated with many public programs.

Although national programs such as Cover-
ing Kids and Families (funded by the Robert
Wood Johnson Foundation) have helped sup-
port state coalitions addressing some of these
issues,™ more is needed to streamline the pro-
cess of enrolling and retaining families in pub-
lic programs. The recent increase of $72 mil-
lion for outreach and enrollment into
Medi-Cal and Healthy Families approved in
the 2006—2007 California state budget'
may provide counties with some level of as-
sistance, but these issues will continue to rep-
resent a major challenge for CHIs. m
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