
The first nationwide analysis of
state advertising campaigns
for children’s health insurance

programs (CHIPs) finds that the ads
are attractive and appealing and con-
vey basic information, but lack details
that participants in parent focus
groups have said they want before
they consider enrolling.

The study was sponsored by the
Kaiser Commission on Medicaid and
the Uninsured to create a baseline of
information about states’ marketing
efforts for children’s health coverage
programs and to identify common
approaches and messages states are
using as well as innovative approaches

and ideas. Kaiser Commission policy
analyst Christina Chang tells State
Health Watch that the effort is unique
in combining interviews with state
officials with an analysis of ads from
many states by public opinion
research firm professionals under con-
tract to the commission.

Interviews with state agency offi-
cials revealed that most states are giv-
ing their CHIP program an appealing
name so that it doesn’t sound like a
government program. “There’s defi-
nitely a movement for states to shape
a new identity for CHIP and even for

Oklahoma must be doing
something right. The state
has managed to find a way

to look after a large percentage of its
uninsured children and pregnant
women. While the average state
averaged a 2% increase to its insured
rolls between June 1997 and
December 1999, Oklahoma pow-
ered to the head of the class with a
39.1% tally.

It’s a big accomplishment, one that
others obviously find difficult to
match. 

So what has Oklahoma done that
everyone else can only envy? Analysts
and officials say Oklahoma had the
advantage of many variables falling

into place at one time, a feat nearly
impossible to plan in advance and
one in which the way the chips ran-
domly fall plays a large role.

What could cause aged and dis-
abled enrollment to shoot up 3.4% or
enrollment in families, children, and
pregnant women categories to swell
by 61.5%? 

Success, it’s often said, occurs when
preparedness and opportunity meet.
Preparedness is the variable that is
most controllable in this equation for
success. Oklahoma had it nailed
down.

“They did a bunch of the right
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things at the same time. They were ahead, for example,
of everyone on eligibility,” Julie Hudman, associate
director of the Kaiser Commission on Medicaid and
the Uninsured tells State Health Watch. “They had a bill
ready to go before CHIP [the Children’s Health
Insurance Program] passed. Other states were much
slower.”

During the early 1990s, leading up to CHIP’s corona-
tion in 1997, policy changes paved the way for a change
in Medicaid. During that ramp-up period, Oklahoma
outpaced its 49 competitors, edging out its nearest com-
petitor, the commonwealth of Massachusetts, which
posted an increase of 32.5% in its enrollment. The bot-
tom dweller, in a ranking by the Kaiser Foundation, was
West Virginia, whose enrollment dropped by 12.1%.
(See the total Medicaid enrollment list, p. 3.)

For the most part, the past three years have been suc-
cessful for increasing enrollments, but there have been
down periods, too.

“In 1999, the total number of uninsured individuals
in America decreased for the first time after steadily
increasing over the past decade. Both the booming
economy and expansions of public programs con-
tributed to this decline,” the Kaiser Foundation notes in
its report Medicaid Enrollment in 50 States. “From
December 1998 to December 1999, national Medicaid
enrollment increased by 1.1 million individuals, or
3.6%, with 43 states and the District of Columbia
experiencing growth.”

Streamlining the program
Oklahoma’s legislators and policy-makers saw the big

picture of the process and did lots of streamlining in its
drive to the top.

“We were way ahead on CHIP. The state legislature
in 1997 passed Title 19 expansion prior to creation of
the federal CHIP program,” Nico Gomez, of the
Oklahoma Health Care Authority in Oklahoma City,
OK, tells State Health Watch. “The legislature also raised
the [for enrollment] to 185% of the poverty level,
including children under age 18.”

Another key element of Oklahoma’s success, accord-
ing to Mr. Gomez: the state’s decision to expand its
Medicaid program, creating SoonerCare, instead of
starting its own separate CHIP division.

“That helped our total number of children enrolled,”
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he says. “After Medicaid expansion,
our number was then 275,685 chil-
dren. We then began an aggressive
outreach program. We had legisla-
tion in place that gave us the oppor-
tunity to do things the state needed
in order to address pregnant women.
That increased access and lowered
barriers.”

The majority of states have
expanded their Medicaid programs
and CHIP, on top of that, making
enrollment easier. 

Other states followed Oklahoma’s
lead but with less success, not
because there weren’t enough people
to fill the rolls of the uninsured but
because fewer people came in
through the door to sign up for
help.

So how specifically did Oklahoma
get the attention of those qualified
for the program?

“Oklahoma made some key sim-
plifications. They changed the appli-
cation from 17 to two pages and got
rid of the asset test. By dropping the
asset test, that makes the process eas-
ier to enroll in, it saves time,” says
Ms. Hudman.

Forms and functions
Mr. Gomez likes to point out a

key phrase for the asset test: It is not
a two-page form, he says, it is one
page, front and back. Processing time
for paperwork also was slashed to 20
days from 45.

One of the most important
changes Oklahoma officials made,
Ms. Hudman adds, was the creation
of the self-declaration-of-income
form.

“That’s where you say how much
you make per month or year, then
the state goes and checks it,” Ms.
Hudman says. “That took the place
of the face-to-face interview. Now
you can enroll in Medicaid through
the mail or over the telephone.
Before, the burden was on the family,
and that has changed.”Source: Kaiser Commission on Medicaid and the Uninsured, Washington, DC.



Another step in the right direction
from SoonerCare: Simplifying the
methods used to keep the uninsured
from falling off the rolls.

“We’ve reduced the application
days. A case does not automatically
terminate in six months,” Mr. Gomez
says. “Now it is proactive. We do a
redetermination and make contact
with the participants and redetermine
their eligibility. Before that, to stay on
the rolls, they came to us.”

From December 1998 to December
1999, nine states saw double-digit
growth in their total enrollment in
Medicaid, according to the Kaiser
Foundation. 

Those states are, alphabetically:
• Alaska: 19.6%
• Indiana: 12%
• Kansas: 12.7%
• Louisiana: 15.9%
• Maryland: 23.4%
• Missouri: 20.2%

• Oklahoma: 23.3%
• Rhode Island: 15%
• Wisconsin: 11.1%
Total Medicaid enrollment rose

3.6% during the same period, hitting
31.99 million from 30.89 million.
The states showing decreases in their
rolls were, alphabetically:

• Arkansas: -4%
• Georgia: -4%
• Iowa: -.02%
• Montana: -2%
• New York: -1%
• Pennsylvania: -.7%
• Texas: -1.6%
• West Virginia: -2.5%
There is still plenty more work to

be done. Nationally, there are about
2.5 million children who are eligible
for the CHIP program who are not
included on its rolls. In Oklahoma,
Mr. Gomez says statistics show that
more children are steadily being
added to the ranks of the insured. 

“I don’t think it has leveled off
yet,” he says. “Oklahoma still, as the
national trend will tell you, has a large
number of children who have not
been enrolled.”

Nearly 379,000 low-income resi-
dents of Oklahoma are uninsured. In
the next two years, Oklahoma offi-
cials will be studying eligibility
requirements to see if further adjust-
ments are needed.

“There may be an increase in
provider rates,” Mr. Gomez says. “We
will see what is effective for other
states, especially in outreach.” One of
the largest hurdles to overcome, in
Oklahoma and nationally, is over-
coming the negative stigma of being
on Medicaid rolls, he  adds.

[For more information, contact Julie
Hudman at (202) 347-5270, fax:
(202) 347-5274; and Nico Gomez at
(405) 522-7484.]  ■
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Medicaid,” Ms. Chang commented.
States use a combination of television,
radio, and print ads to promote the
program, and generally promote
CHIP and Medicaid jointly. The sur-
vey found that nearly two-thirds of
states make efforts to target specific
geographic areas or populations and
all states work with diverse commu-
nity-based organizations in their out-
reach efforts. 

Ms. Chang says states are trying to
make clear to the public, and even to
state agency personnel, that these are
not welfare insurance programs.
“They’re choosing new names that
appeal to parents, and they’re working
hard with community-based organi-
zations to supplement the advertising
and develop support in the commu-
nity to link families to the system.”

More than two-thirds of the states
say they have conducted some form of
evaluation of their ads’ success. “Most
states did this by tracking the volume
of calls or applications coming in and
asking callers to an 800 number where
or how they learned of the program,”
the study says. “Others have a ques-
tion on their application asking people
how they heard about the program. A
handful of states surveyed program
enrollees for their feedback. Some
states are now also asking callers what
they think could be changed about
the ads or applications that would
make the ads more effective and the
application process easier.”

Analysis of many ads from various
states found four common themes: “It
is affordable;” “This is working for par-
ents like you;” “Children need health
coverage;” and “You will have peace of
mind.” Kaiser researchers say that sec-
ondary messages emphasize concepts
such as the importance of health cover-
age to children’s development; the high
cost of health coverage today; the avail-
ability of a new alternative; differences
from the Medicaid program; the ease

of enrollment; and the many benefits
of coverage for children.

While there are subtle differences
among state advertising efforts, states
generally use many of the same
approaches to encourage enrollment.
First, ads for children’s health coverage
have the look and feel of ads for com-
mercial products, with a child-
friendly, optimistic feel, showing
visuals of diverse happy and healthy-
looking children. It is not readily
apparent that the ads are for a govern-
ment health program. Most of the ads
provide only limited information
about the program itself, rarely talking
about how the program works, who
qualifies, how to enroll, how much it
costs, and what services are covered.

The ads target working families.
There are no scenes of poverty and
urban settings are less prevalent than
rural locations. Affordability of the
program is stressed as often as the
assertion that enrollment is simple
and easy. Most states emphasize that
the coverage is just for children and
some ads feature the services that
CHIP and Medicaid cover, especially
checkups, medication, hospitaliza-
tion, and dental care. 

“Age limits, telephone numbers,
catchy slogans, and the program’s
name and logo are staples of most
children’s health coverage ads,” the
survey authors say. “The main mes-
sage that most states use is that
CHIP/Medicaid is affordable health
coverage for uninsured children in
working families. Previous focus
group research with parents suggests
this message has much appeal.” 

The professionals who reviewed the
ads were struck with how “polished”
they were, Ms.Chang says, looking
more like ads for commercial products
than the traditional state-produced
public service announcement.

The researchers say, however, that
the ad campaigns face two important
challenges — a lack of detail and a
need to target broader audiences,
especially those at the lower end of

income eligibility. “Focus group
research shows that some parents feel
that the current wave of ads is missing
key information. They want to know
specific facts about the program, such
as what services are covered, whether
they qualify, and how much they
would have to pay, before they call a
toll-free number. [And] although
most studies are targeting working
families at the highest end of the
income eligibility scale, some families,
particularly those without experience
with government health programs,
may not believe that they now qualify
for assistance. At the same time, few
states seem to be reaching out to for-
mer welfare beneficiaries with their
ads, despite the fact that many chil-
dren in these families still qualify for
coverage.” 

Kaiser says the next phase of CHIP
advertising will have to reach parents
who have not responded to the current
ads and perhaps will need to incorpo-
rate new messages while reinforcing
some of the original messages. They
suggest states should continue to:

• use appealing images of diverse
children and teens, while adding
images of children with disabilities to
show that the programs are also for
those with special needs;

•  address “peace-of-mind” themes,
while avoiding frightening images
such as children getting injured or a
very ill child, because studies show
such images may turn parents off to
the message;

• emphasize that CHIP and
Medicaid provide free or low-cost
health coverage;

• identify health services covered
by CHIP or Medicaid;

• make phone numbers and Web
site addresses even more prominent;

• stay focused on workers, perhaps
mixing in images of less-affluent fami-
lies and neighborhoods so that families
in the lower eligibility levels can see
that the programs are for them as well;

• emphasize that health coverage is
important for children to flourish and

Chips ads
Continued from page 1



January 2001 State Health Watch 7

that providing coverage is part of
being a good parent, avoiding any
language that implies blame for par-
ents who have uninsured children;

• give an example of how much a
family can earn and have children
who qualify; 

• keep saying that enrolling in
CHIP and Medicaid is easy, but make
sure that the enrollment process is, in
reality, easy for parents to access and
complete.

Ms. Chang says the two most
important factors seem to be includ-
ing some type of income guideline
and listing covered services. She says
that calling attention to covered dental
and vision services can be a hook to
get people to look into the program
further since they often have the hard-

est time obtaining those services.
The researchers say that parents also

want to hear that CHIP covers all fam-
ily members who are uninsured. If that
is not the case, they want to hear sug-
gestions on how to obtain coverage for
uninsured family members not covered
under CHIP or Medicaid. “A recurring
theme in a number of studies with low-
income parents is the desire for whole-
family health coverage,” the study says.
“Many parents dislike the notion of
insuring some family members while
other family members remain unin-
sured. In recent focus groups, some
parents objected to CHIP only cover-
ing children, and they recommended
that the program cover other uninsured
family members as well. They assert
that parents need health coverage, too,

and that sick parents cannot care for
their children nor can they hold down
a regular job. The whole family suffers
when even one member is uninsured.
While some states have expanded cov-
erage to families, most have lower eligi-
bility levels for parents, making the
parent unlikely to qualify for assis-
tance.” Expanding coverage to parents
may actually help reach more unin-
sured children, Kaiser says, as research
shows that eligible children are more
likely to be enrolled if their parents also
qualify for coverage.

Cindy Stamper, manager of eligibil-
ity and outreach for Indiana’s Medicaid
and Hoosier Health programs, tells
State Health Watch that her agency’s
most effective broadcast ad ran last
spring and “produced calls by the

The Kaiser Commission on Medicaid and the
Uninsured study of advertising for state Children’s
Health Insurance Programs (CHIP) points out that

in addition to effective advertising, states must work to
eliminate barriers that may keep parents from enrolling
their children. While marketing strategies focus on portray-
ing coverage in an appealing manner, studies have shown
that negative stereotypes of Medicaid are not reported by
parents to be the most serious barrier to enrolling children.
Rather, in focus groups and surveys, parents repeatedly
report that enrollment problems are the primary barriers to
enrolling their children in Medicaid or CHIP. “States must
continue to simplify the enrollment process and develop
additional strategies to broaden coverage if efforts to
increase [CHIP] enrollment are going to be successful,” the
report states. Four barriers that parents have identified are:

1. They don’t believe the program is for them. Some
parents say they do not think their children will qualify
and thus have not tried to enroll them. They assume that
they earn too much because they are workers and believe
that the program is for poorer families.

2. They are not aware of the program. Parents are not
part of any system where they would naturally learn about
CHIP and Medicaid. Another group in this category
involves those who do not speak English. Since broadcast
and print ads still are primarily in English, such parents
may have less opportunity to learn about the programs.

3. There is not enough information readily available.

Some parents say that all they know about CHIP or
Medicaid is the name of the program. They say that ads
don’t provide details they want such as what it covers,
income eligibility, and costs. Without knowing more
details, some parents are reluctant to call a toll-free num-
ber or contact the program.

4. The enrollment process is burdensome. Parents say
they must complete too much paperwork, miss time from
work, go to the welfare office, fill out a complicated appli-
cation, answer intrusive questions, and wait for many
hours to enroll their children. 

The commission suggests that states consider improv-
ing the enrollment process to live up to its advertising
that it is quick and simple. Ideas include having mail-in
enrollment forms or taking enrollments over the tele-
phone; immediate enrollment with forms to be com-
pleted later; enrollment offices open after working hours
or on weekends; automatic enrollment for children enter-
ing a school lunch program; enrolling at a doctor’s office
or clinics; and providing help from someone who speaks
the parent’s language.

“One specific suggestion made by states is to have
trained assistants to help parents complete the application
at all enrollment sites,” the report says. “State officials
claim that this is a successful way to help parents accu-
rately complete the application, thereby reducing the
number of applicants turned down because of incomplete
forms.”  ■

New ads look great, but enrollment barriers still dominate CHIP



thousands.” Ms. Stamper says it was a
general ad without income or coverage
specifics that tried to reach those who
had just become eligible due to a state
expansion of income guidelines to
200% of the poverty level.

Ms. Stamper says she has mixed
feelings about the commission’s rec-
ommendation to include income
information because “you can screen
people in but also screen them out.”
She says it is true that people who call
in to get more information often say
they were responding to a “catchy,
cute commercial,” but didn’t think
they would qualify and are surprised
to learn that they do.

In New York State, according to
Health Department spokesman John
Signor, Gov. George Pataki has made
enrolling every eligible child in the
state’s Child Health Plus program a
priority, even to appearing in commer-
cials himself. Ms. Chang praised the
governor’s involvement, saying it sends
a clear message to the community and
to agency staff about the importance
he attaches to the program. 

Mr. Signor says the result is that
enrollment has gone from 90,000
when Mr. Pataki took office to more
than 550,000 previously uninsured
children in the program now. “No
other state can match that enroll-
ment,” he says. “Much of it was due
to an aggressive media campaign that
includes benefits information.” The
state also has allocated $10 million to
use community-based organizations
as “facilitated enrollers,” working
evenings and weekends to be available
to parents who work and can’t enroll
their children during normal business
hours. The community groups are
also going out into neighborhoods to
find unenrolled families and bring
them in. And the state has started a
Family Health Plus program so entire
families can obtain coverage.

[Contact Ms. Chang at (202) 347-
5270, Ms. Stamper at (317) 232-
4906, and Mr. Signor at (518)
474-7354.] ■
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Faced with protests, the Illinois
Department of Public Aid has
backed away from its plan to

implement an emergency rule in
November that would change the
Medicaid reimbursement formula for
pharmacy and reduce dispensing
fees.

The protest came from the
American Society of Consultant
Pharmacists (ASCP), which said cuts
would be devastating to seniors seek-
ing medication and that the new rule
was created with no input from the
state’s pharmacists. The rule was to go
into effect Nov. 27.

“We’re talking with the industry to
discuss what was proposed, working
toward a compromise plan. We can’t
talk about what the final result is
likely to be and can only say that we
hope to resolve it as soon as possible,”
Matt Powers, agency administrator
for medical programs, tells State
Health Watch.

According to an ASCP action alert

to its members, the proposed changes
included:

• reimbursing brand name drugs at
wholesale acquisition cost plus 8%
plus a $3 dispensing fee;

• reimbursing generic drugs with a
$3.58 dispensing fee and the lowest
of either federal upper limit, state
maximum allowable cost, average
wholesale price minus 12%, or
wholesale acquisition cost plus 12%;

• reimbursing over-the-counter
items at 125% of average wholesale
price.

Mr. Powers says the agency is talk-
ing with industry officials about
using something other than the aver-
age wholesale price. It also is dis-
cussing instituting a dispensing fee
from the current flat and floating fee
that is correlated to the cost of drugs
and is seen as inconsistent in its
application.

While the agency’s goal, according
to Mr. Powers, is to “see the prescrip-
tion drug appropriation line behave

Illinois negotiating pharmacy 
for reimbursement changes 

State officials are carving millions of dollars out of Illinois’ Medicaid
drug costs. The savings stem from reducing the amount the state pays
pharmacists for buying and dispensing drugs and by cutting what it

pays for certain kinds of prescription drugs.
Officials of the Bureau of the Budget in Springfield also have introduced

new rules requiring doctors and pharmacists to use the cheapest prescrip-
tion drugs available, when possible, to treat Medicaid patients, according to
George Hovanec, deputy budget director.

Double-digit growth in Medicaid drug bills during the past three fiscal
years prompted the proposal, he said.

“At the end of fiscal year 2000 [June 30], Medicaid costs, including drug,
doctor, and hospital costs, had escalated by $60 million over projections,”
Mr. Hovanec said.

State planners project 20% per year growth in Medicaid costs, driven by
increases in the cost of prescriptions.  ■

Medicaid drug costs are cut in Illinois 
by lowering payouts to pharmacists



not as aggressively as it has been,” the
agency also wants to achieve consis-
tency with other major payers in
Illinois, including state government
and with commercial contracts.

ASCP officials say the department
expected to save $15 million in the
remaining six months of fiscal year
2001 under the changes, plus $30
million in fiscal year 2002 with the
change in dispensing fee. During that
same period, the association told its
members, the agency expected to save
another $40 million with the change
in reimbursement formula.

“Public Aid hinges [its] argument
to implement these changes on the
fact that drug expenditures continue
to escalate. However, this is contrary
to recent studies showing that this is
not due to dispensing fees to pharma-
cists, but because of increased utiliza-
tion of medications, greater numbers
of covered individuals, and increases
in drug product prices,” according to
the alert.

Points to press
The ASCP encourages pharmacists

to contact the state and press these
points:

• Decisions were made without
input from the pharmacy commu-
nity or forewarning that there were
any problems with current Medicaid
payment.

• Cuts will reduce access to medica-
tions for patients served by pharmacies. 

• Cuts threaten quality of care for
frail elderly seniors receiving
Medicaid benefits.

• Cuts are severe to pharmacies,
most of which already operate with
very thin margins.

• The cuts to dispensing fees are
approximately 30%.

• Dispensing fee reductions were
chosen arbitrarily and without any
cost studies.

• Increases in Medicaid drug expen-
ditures are not a result of increased
profitability of pharmacies.  ■

January 2001 State Health Watch 9

ABaltimore-based advocacy
organization for children and
youth says a qualitative study

of parents and pediatric offices shows
that a significant number of children
are having trouble accessing the
health care services they are entitled
to under Maryland’s HealthChoice
Medicaid managed care program.

In particular, says Advocates for
Children and Youth (ACY), Maryland
is not following federal law in the way
it covers newborns. Children face long
delays before they can see pediatric spe-
cialists, and thousands of children risk
losing their traditional doctors because
of the way managed care organizations
auto-assign children to specific doctors.

Carol Fanconi, health policy direc-
tor for ACY, tells State Health Watch
that the organization used three focus
groups made up of parents and inter-
viewed pediatric office managers at 34
practices with a combined staff of 121
doctors to obtain the data presented
in its qualitative report. Because of the
nature of the research, she says, the
organization cannot estimate the
extent of the concerns raised. 

However, every concern included
in the report had been voiced enough
times to convince researchers that it
was a systemic problem and not iso-
lated to a particular patient, physician
practice, or managed care organiza-
tion. Ms. Fanconi says a research
advisory group approved the nature
and methodology of the work.

Debbie Chang, deputy secretary
for health care financing with the
Maryland State Department of
Health and Mental Hygiene, tells
State Health Watch that the report’s
backers interviewed “a select group of
providers and families who were
solicited to talk about their problems.” 

She says the researchers who pre-
pared the report talked with six

providers, 31 office managers, and 42
parents from Baltimore; the program
has approximately 400,000 members
and more than 54,000 providers.

“The information in the report is
not representative of the program as a
whole and shouldn’t be generalized to
the program as a whole,” Ms. Chang
says.

Although state officials say those
surveyed only were asked to discuss
problems and never asked about any
positive aspects of the program, Ms.
Fanconi says the questionnaire used
with the pediatric office managers
specifically asked participants to first
list improvements that had taken
place during the three-year history of
the program. “

The office managers had a difficult
time identifying things that had
improved. The start-up year was
chaotic, and they think it’s still pretty
much chaotic,” she says.

Parents voiced concerns
The report’s findings look at gen-

eral concerns voiced by parents and
office managers and then at specific
problems relating to these issues:

• auto-assignment and continuity
of care;

• eligibility verification;
• provider directories;
• interruption of care;
• newborn eligibility;
• appointment scheduling;
• testing and lab work;
• dental and vision care;
• access to specialists;
• equipment and supplies;
• restrictions on medication choices;
• children with special health

needs;
• foster children;
• consumer complaint resolution;
• billing, payment, and reimburse-

ment issues.

Maryland HealthChoice program attacked 
by advocates for children and youth
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Many of the concerns are illus-
trated by descriptions of real situa-
tions with the names of the clients
disguised. Ms. Chang says the depart-
ment has asked for information on
the real-life cases so they could be
reviewed and help could be provided,
but ACY has refused to release the
information.

“We think that’s unfortunate
because we could be much more
help,” she says.

A key concern of both parents and
providers was that children frequently
are auto-assigned by managed care
organizations to practices that are
inconveniently located and have no
prior history with the children or
their families. Parents reported that
sometimes children in the same fam-
ily were assigned to different man-
aged care organizations and primary
care providers. 

Office managers complained about
cumbersome eligibility verification
processes that need to be followed
every time a child comes to the office.
They also said managed care plan
directories showing pediatric specialists
often are not accurate, listing doctors
who are not participating with the
plan or not taking new HealthChoice
patients. 

Continuing interruptions in cover-
age and service were reported, which
often did not come up until the time
a patient was in the physician’s office
or trying to fill a prescription. 

ACY officials complain that while
managed care organizations may be
following a state policy in denying
services for newborns who do not
have their own HealthChoice ID
number, their actions are contrary to
federal law, which requires plans to
reimburse under a mother’s name for
up to one year.

“Many practices said they feared
that parents were not bringing their
newborns in for services because they
believed babies were not insured until
they had their own numbers and that

the families would have to pay for
such services,” the report states. “In
addition, office managers said that
they have great difficulty securing ser-
vices from third parties, including
pharmacists, specialists, and medical
equipment suppliers, who were not
willing to provide free services.”

There were complaints from par-
ents about long waits for appoint-
ments and being sent for lab work to
facilities that were difficult to travel
to. Parents also said there were not
enough dental providers or pediatric
specialists. Office managers com-
plained about overly restrictive and
rapidly changing pharmacy formula-
ries and requirements that parents
obtain all equipment and supplies
from managed care organization sub-
contractors rather than from doctors
or nearby providers.

Practices said that too few children
qualified for the Rare and Expensive
Case Management program, a fee-
for-service system for children with
severe, complex, or unusual medical
conditions. They also said that pri-
mary care providers were not being
included in development or imple-
mentation of case management plans
for the children with special needs
who remain in HealthChoice.

Ms. Chang says the department
already is implementing many of the
changes that ACY called for.
Providers directories are being revised
and will be put on-line, she says, and
hospitals are being required to submit
newborn eligibility forms within 24

hours. She says they want to imple-
ment a single form for specialists to
use in communicating with primary
care providers and want to have more
regular involvement with the foster
care system.

Regarding concerns about the
assignment of newborns, Ms. Chang
says the state is following a procedure
that is acceptable under federal law.
She says ACY wants newborns auto-
assigned to the managed care organi-
zation that cares for their siblings
instead of the mother’s plan. Usually,
parents and children are in the same
plan, Ms. Chang says. But if they are
different, assignment is made to the
mother’s plan because that is the one
responsible for the birth outcome of
the newborn and thus has an interest
in providing high-quality care.

Ms. Fanconi says ACY recognizes
that because of the complicated
nature of implementing Medicaid
managed care, no single one-time
correction can solve all the problems.
So its key recommendation is that
Maryland initiate a continuous
improvement process modeled after
the Massachusetts Health Access
Networks.

“The Massachusetts concept is
built on a no-fault philosophy that
recognizes that all players want to do
a good job of delivering health care,
but each is isolated from important
information held by other stakehold-
ers. Such a process could promote
ongoing communication between
providers, MCOs, and local health
agencies, as well as advocates and con-
sumers,” Ms. Fanconi says.

The group recommends that the
Department of Health and Mental
Hygiene hold regular meetings that
include all stakeholders, perhaps 10
such meetings a year in each of five
regions.

Ms. Chang counters that her
agency has a number of advisory
groups already functioning, makes use
of representative focus groups, and has

“The bottom line is that we

believe Medicaid is a good

program with good benefits.”

Carol Fanconi
Health Policy Director
Advocates for Children 
and Youth
Baltimore
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other means to hear about problems
and obtain recommendations. There
also is a complaint-and-grievance
process, she says, that federal authori-
ties have said is a model for the
nation. In addition, there will be a
comprehensive evaluation of the
three-year-old program in preparation
for the application to renew its waiver.
With all of that, she says, they are
studying the Massachusetts system to
see if there is anything they want to
import to Maryland.

ACY provided 16 key recommen-
dations and additional supporting
recommendations for specific changes
in program design and practice,
including:

• a new auto-assignment algorithm
that assigns to a child’s historic doctor
and managed care organization;

• reimbursement for services to
newborns under their mother’s ID for
up to one year;

• corrections to provider directories
to ensure they reflect what physicians
are in the network and are accepting
new patients;

• a requirement for all MCOs to
have a 24-hour automated eligibility
verification hotline;

• a guarantee of eligibility for
HealthChoice for 12 months at a
time to reduce interruptions in care;

• enforcement of the requirement
that well-child visits be scheduled
within 30 days of a parent’s request;

• a requirement for MCOs to reim-
burse clinics, hospitals, and physician
offices for tests and lab work as long as
the facilities are certified.

“The bottom line,” Ms. Fanconi
tells State Health Watch, “is that we
believe Medicaid is a good program
with good benefits. We just want to
be sure that people can access the pro-
gram and its benefits and that we are
able to improve outcomes.”

[Contact Ms. Fanconi at (410) 547-
9200 and Ms. Chang at (410) 767-
4664.]  ■

Clip files / Local news from the states
This column features selected short items about state health care policy.

New plans for treatment of asthma given 
a breath of fresh air in New Hampshire

CONCORD, NH—Nearly 65,000 children and adults in New
Hampshire have asthma. For the first time in the state, managed care compa-
nies have developed a common set of guidelines for the treatment of asthma.
The guidelines, printed on a bright, 11-inch by 17-inch poster, will help physi-
cians assess, classify, treat, educate, and equip asthma patients. The Foundation
for Healthy Communities in Concord will send two copies of the poster to
every licensed internist, family physician, pediatrician, allergist, pulmonologist,
emergency room physician, and nurse practitioner in the state.

Asthma management specialists from Aetna U.S. Healthcare, Anthem Blue
Cross Blue Shield of New Hampshire, Cigna HealthCare, Harvard Pilgrim
Health Care, and the American Lung Association worked with the foundation
to produce the guidelines.

—The Foundation for Healthy Communities, Concord, NH

Many children in South Dakota going without insurance
because they don’t know of opportunities

SIOUX FALLS, SD—Some 24,000 eligible South Dakota children are not
enrolled in the Children’s Health Insurance Program, a publicly funded plan for
kids whose parents cannot afford coverage. The South Dakota Department of
Social Services attributes the shortfall to a lack of awareness about changes made
to the program last July. “Families don’t even realize they qualify,” said Mina
Hall, a registered nurse who chairs the South Dakota Covering Kids Coalition. 

When the program began in 1998 as an extension of the existing Medicaid
program, it covered uninsured children, ages 6 to 18, who were not eligible for
Medicaid and whose family income was no more than 133% of the federal
poverty line. A year later, the income eligibility level was raised to 140% and
applied to all children 18 and younger. In July, the program expanded once
again, this time lifting the family income ceiling to 200% of the poverty guide-
line. A family of four living in South Dakota, for instance, would now qualify
if it made no more than $34,000 after the costs of child care.

—Argus Leader, Sioux Falls, SD

More calls to NJ FamilyCare means adding new phones, staff
TRENTON, NJ—Due to the overwhelming response to the new NJ

FamilyCare health insurance program, the state is adding more phone lines
and staff at eligibility processing centers. It also is placing newspaper ads asking
the public to be patient with the enrollment process of the program providing
health insurance for low- and moderate-income adults and children.

The steps were announced by Michele K. Guhl, commissioner of the New
Jersey Department of Human Services. Ms. Guhl said the department has
been receiving almost 30,000 calls a week and sending out 1,100 applications
a day since ads featuring Gov. Christie Whitman promoting the program were
aired in November.

“Until we can get extra staff and phone lines in place, we may not be able to
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respond to these calls as quickly as we would like,” she said. “We don’t want
people to be frustrated if they experience some delays in enrolling in the pro-
gram. We encourage uninsured families to continue to apply.”

Since the program began accepting applications for adults in November,
36,800 adults have been enrolled, the department reported. More than 74,000
children have enrolled since the program began as NJ KidCare in 1998.
Applications are being processed for another 31,000 adults, the department said.
It is estimated that 125,000 and 157,000 children are eligible for the program.

—Associated Press, Nov. 29, 2000

Public sector picking up large share of the tab 
for mental health/substance abuse

ANN ARBOR, MI—Fifty-six percent of the funding for mental health and
substance abuse treatment in 1997 was paid by the public sector, up from
53% in 1987, according to a study conducted by the Medstat Group for the
Substance Abuse and Mental Health Services Administration (SAMHSA) in
Rockville, MD. The fastest growing public-sector payers were Medicare and
Medicaid for which the average annual growth rate for mental health and sub-
stance abuse spending were 11.7% and 9.9% respectively.

Spending for mental health and substance abuse treatment nationwide
reached $85.3 billion in 1997. Its growth rate, adjusted for general price infla-
tion, averaged 3.7% per year between 1987 and 1997, significantly below the
comparable rate of 5% for total health expenditures.

“Because so many Americans are affected by mental illness and substance
abuse, it’s critical that we understand our nation’s investment in this area,” said
Joan Dilonardo with the project office for the Center for Substance Abuse
Treatment (CSAT).

“Particularly troubling is a decline of 0.6% in private insurers’ real spending
for substance abuse services between 1987 and 1997, which highlights our
need to monitor how these trends are affecting patients’ health, said H.
Westley Clark, director of CSAT. 

—The Medstat Group
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