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EXECUTIVE SUMMARY

The San Mateo County ChildrenOs Healthalinie (CHI) began ifdanuary 2003, as an
effort to improve the health of low-incomeilciien in the county byssuring that they have
health insurance coverage aaatess to care. Multiple public and private organizations have
collaborated to fund and oversee fthitiative. Among dter activities, th&€HI partners reach
out to and enroll children in the health inswra program they are tted to. The county has
established the Healthy Kids program (administdrg the Health Plan 8an Mateo) to cover
children who are not entitled tmy other insurance program.

In 2003 the county funded the Urban Institutbing with its partnersonsultant Dana
Hughes of the University of California, SaraRcisco; Mathematica Policy Research; and JBS
International, Inc., Aguirre DivisionNto conductfive year evaluation of the CHI. This report
summarizes key findings from the evaluation. Miofermation is contained in other evaluation
reports and briefs. (See AppendiXds a project bibliography.)

The CHI outreach and enroliment activities@&anplemented quickly in the first year,
resulting in rapid enrollment grdtvin the new Healthy Kids program. Enroliment leveled off in
subsequent years. As a result, the county hagetdiad to establish a waiting list as has been
done in other counties withddlthy Kids programs. Enrollmem Healthy Families (the
California SCHIP program) has grown moderathce the CHI began, and enrollment in Medi-
Cal has been steady (during a period of relag@nomic prosperity). Unfortunately, there are
no accurate data to assess precisely how itigtive has affected the number of uninsured
children in the county.

The Healthy Kids program has had a subshimpact on the lives of enrolled children
and their families. The program has resulted in:

I Dramatic increases in thegmortion of children with asual source of medical and
dental care (30 and 45 percentagit increases respectively).

I Substantial increases in the proportion of aleitdwith a medical or dental visit in the
past six months (18 and 41 percget@oint increases respectively).

I An almost 20 percentage point rise in gmeportion of children wittpreventive care in
the past six months.

I Reductions in the proportion of children with avernight hospital al in the past six
months (but no change in emergency room use).

I Substantial reductions in unmet need for roaldand dental car@d3 and 10 percentage
points respectively), as well as a virtual eliation of cost as a reason for unmet need of
either type.

I Reductions in the proportion of childremamiss school due to health problems.



Another positive finding from the evaluation is that the use of key services targeted by
the CHI for improvementNpreventive care and demateNcontinues to improve after children
have been enrolled in the pragn continuously for three years.

Given the programsO eligibiligvel of 400 percent of the &eral Poverty Level, one key
goal for the CHlI is to prevent crowd-out ofy@ate insurance. The evaluation shows that few
children who enroll in Healthy Kids (or their félgnmembers) have acce&sprivate insurance.
In addition, while enroliment fochildren in higher income gups (2500400 percent of poverty)
grew faster than for other children in thetfinso years of the CHI, enroliment leveled off
recently and accounts for only a very small percentdgéildren in that income group in the
county.

There are some areas for continued conaethimprovement as the CHI enters its sixth
year. For example, while many children have raEnéalth needs, few children are yet receiving
mental health services through the Healthgigprogram. Continuddhproved collaboration
between the agencies serving such childred,calturally appropriate outreach to families,
should help to ensure that children and themifi@s receive the help they need. Also, while
most parents are very satisfied with the quatditgare their child olains under Healthy Kids,
some parents feel there are areas for improvement such as their need for after-hours care and
better communication with providers.

A major area of concern for the future susthilitg of the CHI is tke cost of the Healthy
Kids program, and the ability of the county tetin financing without help from the state or
federal government. Costs have climbed pddchrimarily in the areas targeted for
improvement such as ambulatory care and deata. In addition, support from private sources
(foundations) has declined, resngiin more county funds being spent to fund Healthy Kids. As
an economic downturn approaches, these fingnooncerns could become more severe.

Still, the strong positive findings from thevaluation demonstrate that the county has
effectively used its investment to improve tives of many of the countyOs most vulnerable
children. These lessons should be used byr dtlsal governments i€alifornia and around the
country to accomplish similar goals.
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CHAPTER1
INTRODUCTION

This final report presents results fraive-year evaluation of the San Mateo

County ChildrenOs Health Initiative (CHThe San Mateo CHI has a goal of achieving

universal health insurance coverage fbfaav-income children in the county, thereby

improving access to care, use of appropriateices, and health status. A new insurance

program, Healthy Kids, was implemented to@ochildren who have no other source of

health insurance and are not eligifide any other public insurance program.

This report summarizes a wide-rangegluation of the CHI, beginning in May,

2003, that includes tHellowing activities:

Three comprehensive one-weste visits in the first ttee years of the evaluation,
with updates in person and by telephanthe last two gars, designed to
document the implementation of t@&il, including both successes and
challenges.

Two rounds of focus groups with parents of Healthy Kids enrollees. The focus
groups were designed to collect in-deqthalitative information on parentsO
perceptions of the program.

In-depth interviews with medical and denpabviders, to obtain their views of the
program, and with employers, to assess their knowledge of the program and
whether Healthy Kids potentiallsrowds out private insurance.

Two waves of a parent survey, designed to collect information on the
characteristics of enrolled children, thagcess to care andrgiee use, and their
health status. The Wave One survey codldaata on a cross-section of enrollees
in 2004. The Wave Two survey colted data in 2006 for two groups of
childrenNthose just recently enrolled attibse enrolled for one yearNin order to
measure program effects on key outcomes.

Analysis of annual data from thesHlth Plan of San Mateo, comparing
characteristics, use, and cost of Heakids enrollees over time to children of
the same age enrolled in Medi-Cal (Medicaid) or Healthy Families (SCHIP).

L wave One results were reported in an earlieruatan report, so data in this report come from
Wave Two. Appendix A provides more detail on the design of the survey and the impact analysis.



I Four comprehensive reports (three annuabres in the first tree years and this
final report).

I Three topical briefs and a Odata bookO documenting early Wave Two survey
findings.

I Numerous conference presertas and a journal article.

I Two issue briefs that use data from t@ialuation combined with results from
two other county CHI evaluations (Los Angeles and Santa Clara).

See Appendix B for a bibliography of these documents and presentations.

The evaluation is designed to address the evaluation questions outlined in Table I-
1. The table also shows the data sourcesafeatised to address each evaluation question.
Each of the reports described above addcesse or more of the evaluation questions,
but only this report summarizes fimgjs across all evaluation questions.

The evaluation was conducted by a teamsgsting of the following organizations
and individuals:

I The Urban Institute (lead organization): Embry Howell, Genevieve Kenney,
Brigette Courtot, Louise Palmer, Ari€lein, Jamie Rubenstein, Holly Stockdale,
and Jennifer Sullivan;

I University of California, San Francisco: Dana Hughes;

I Mathematica Policy Research: Martha Kovac and Betsy Santos; and

I JBS International, Inc., Aguirre Division: Carmen Sum.

The remainder of the report is organized in eleven chapters. The following
chapter documents the implementation ef @HI from its inception until today. Nine
subsequent chapters each address key odsqaestions, and the final chapter provides

conclusions and recommendations toa $ateo County and organizations and

individuals interested iexpanding health insure@ coverage for children.



Table I-1
Research Questions and Data Sources for San Mateo County CHI Evaluation

Site Visit
Interviews

Provider
and
Employer
In-Depth
Interviews

Parent
Focus
Groups

Health
Plan of
San Mateo
Encounter
Data

Parent
Survey

Research Questions

Who is served by the San Mateo
CHI? How has the composition of
enrollees changed over time?

What is the impact of Healthy Kid
on access to care and use of
medical services? Mental health
services? Dental services?

oY

What services do Healthy Kids
enrollees receive and what is the
cost of their care? What are the
trends over time?

Does Healthy Kid®iave an impact

on the health status of children who

enroll?

What is the impact of Healthy Kid
on insurance status and crowd-oy
of private coverage?

oY

—

Did the CHI increase community-
wide collaboration to address
issues of the uninsured?

Are parents satisfied with the
Healthy Kids program and its
services?

P: Primary
S: Secondary




CHAPTER II
BACKGROUND

History of the San Mateo County Children’s Health Initiative’
In early 2001, the priorities of several committed individuals, agencies, and

foundations in San Mateo County convergeolund the goal of broadening childrenOs
health insurance coverage. One catalystifamge was the countyOs declining economy
(following the dot com boom and bust) andtlhhousing prices, which put lower income
families at increasing financialsk (Huening 2006; Huening 2007).

Neighboring counties, Santa Clara and $aancisco, had recently implemented
ChildrenOs Health InitiativéSHIs) to further the same goal. A paper by Toby Douglas, a
student who would later join the Health Sees Agency staff, highlighted the need for
more active outreach and enroliment of unnesl low-income children into available
public programs. Several foundations dinel First 5 San Mateo County CommissionN
funded by CaliforniaOs Proposition 10 tobaegaevenue to support health, education,
and childhood development of children ages BNchose expansion of childrenOs health
insurance coverage as a nemority. The county receivedew funds through a federal
grant to provide outreach and enroliment sewiat clinics. The Hipital Consortium of
San Mateo also expressed an interestmodght the potential dinancing for some
uninsured children through taxes in two heahtihe districts. Shortlthereafter, a task
force was formed including members from the Health Services Agency, First 5 San
Mateo, the Human Services Agency, the HtasConsortium, the Peninsula Community
Foundation, the Health Plan of San Ma{elPSM), and the Labor Council. These

organizations were the main participanteanly discussions of CHI implementation. In

2 More detail is contained in the tierannual reports fahe evaluation.



May 2002, a countywide OsummitO meeting ddrehOs health insurance gained the
financial support of the counBoard of Supervisors.

These discussions led to a program concept that includes outreach and enrollment
activities for all three public programs (lnding Medi-Cal and Healthy Families), and
the new insurance program, Healthy KideaHlhy Kids was launched as a new health
insurance product for children in January 2008% #dministered bthe Health Plan of
San Mateo, the county-sponsored health planitisures all Medi-Cal children and about
40 percent of Healthy Families children. Dughe high cost of living in San Mateo, this
new health insurance is available to uniesuchildren up to 400 percent of the federal
poverty level (FPLY. Additionally, undocumented children are covered, thus providing
coverage to many children who had poasly been excluded from other public
programs.

Administration for the CHI has, until vergcently, been housed at the Health
Services Agency (later renamed the Sanddaounty Health Department). In March
2007, CHI administration moved from the Hedltbpartment to the Health Plan of San
Mateo. The move is designed to foster actalitity and program improvement within
the HPSM, which administers Healthy Kid$e move in location closely followed a
transfer in CHI governing abrity from the County Board of Supervisors to the HPSM
Commission.

An Oversight CommitteeNconsisting ohany of the same members as the
original task forceNmakes major deaisis for the CHI, guided by several sub-

committees. The Oversight Committee, whitg a formal legal entity, has provided

% This decision gave the San Mateo CHI the distinction of being the only such initiative in the state to cover
children at such a high income level.



broad community input aradvice throughout the CHIOs gear history. Many people
initially involved with the CHI continue tbe involved, ensuring ctinuity of leadership

throughout the initiative.

Outreach and Enrollment

One of the CHIOs primary goals isrprove outreach and enroliment for all
public childrenOs health imance programs in San Mateo County, both Healthy Kids as
well as Medi-Cal and Healthy Families.

The CHI has worked to increase enrollment in several ways. These include
educating the public about insurance optiand assisting with enroliment paperwork,
staffing a hotline for questions or concerns; disseminating flyers; and maintaining a web
site. The CHI places outreach workers at camity sites such as schools and clinics, as
well as at one-time events such as commumagith fairs. At schools, outreach staff send
flyers home with students in order tajtest information on the childrenOs health
insurance status, and in some schools #@dss Lane Eligibilityprocess combines a
public health insurance applitan with an application fofree or reduced price lunch.

In order to expedite the enroliment presgthe CHI promotes the use of the One-
e-App, an on-line system whose purpos istreamline application preparation and
processing and to provide a single applmafior all three public programs. By fall 2004
many outreach staff were using One-e-Ampg by late 2005 it was fully operatiofial.

Having improved the enrollment procetse CHI has adopted new outreach
priorities. One priority is an increased fsoon renewal of a childOs insurance, because
many children drop out of Healthy Kids at tif@e of renewal, even when they remain

eligible. The CHI has implemented severahtgies to counteract this problem. While

* San Mateo County was the first county in California to fully implement One-e-App for a public program.



members of community-based organizations previously made reminder calls to families
who are due for renewal, CHI and HPSKff now place these calls and provide

assistance with renewal applications via teleghdime CHI is better able to monitor the
outcome of each renewal application, &wad found that Healthy Kids retention has
improved from 68 percent in December 2006 to 82 percent in November 2007 (based on
data from the Health Plan of San Mat2o).

Figure II-1 shows enrollment growth Healthy Kids from February 2003
through December 2007. While enroliment folldden ages 0 to 5 rose quickly after the
programOs launch, it leveled off at a8 children in late 2003 and has not grown
much since then in spite of continued outheafforts. Enrollment for children ages 6 to
18 continued to increase until it leveled affabout 5,500 in late 2006. Consequently (in
contrast to most other counties with HeglKids programs) the county has not had to
establish a waiting list for the program.

Figure II-2 shows enrollment growth San Mateo County for the other two
public programs, beginning in 2001 prior te tAunch of Healthiids. Enrollment in
Medi-Cal grew steadily during ¢hrecession years in the egobrt of the decade, leveling
off at about 26,000 children in 2004. It is possitilat CHI efforts, combined with the
One-e-App on-line application system, havépbd to prevent a @éine in Medi-Cal
enrollment that would have occurredths recession waned in the mid-decade. In
contrast to both Medi-Cal and Healthy Kidiealthy Families showed a steady increase
in enrollment throughout the time for whichtdare available (January 2002 to October

2007).

®> A more detailed examination of renewal rateSam Mateo CountyOs Medi-Cal, Healthy Families, and
Healthy Kids programs appears in another report (Howell et al. 2006b).



Number Enrolled

Figure II-1
Number of Healthy Kids Enrollees in San Mateo County, by Age
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Figure II-2
Number of Medi-Cal and Healthy Families Child Enrollees in San Mateo County

30,000 : 2001-2007
25,000 E
20,000 - 5 E
c
S50
© .
-1
15,000 - 8 '
X |
>
£
10,000 - T
[oh
I
5,000 1 '

e e LT e e
09\ ,\S)\ S \9\ «Qq, NN «Q"b NI N S ‘SN aNg \’Qb‘ «g) «g) \’Qb \9% «Qb &DQ’ \’Q‘b \60 «6\ «6\ ’Q'\ \/6\
50?9 5\\005:2, VQ 5\\005@?9 5\\005@?9 sooosfva sooosfva SQOOSQVQ O O
—e—Medi-Cal —%— Healthy Families |
Sources: Medical Care Statistics Section (Medi-Cal enrolliment for January 2001 to December 2005); Human Services Agency (Medi-Cal

enrollment for January 2007 to October 2007); and Managed Risk Medical Insurance Board (Healthy Families enroliment).

Note: Some monthly enrollment counts are not available.



The Healthy Kids Program
San MateoOs Healthy Kids program mtesimedical, dentajsion, and mental

health coverage to children ages 0 to I®se family incomes are up to 400 percent of
the federal poverty level. To discoueag family from dropping private insurance
(Ocrowd-outO), there is a six-month wgifieriod during which the child may not be
covered by employer-sponsored insurai@eace an application is completed, the
processing time is only about five days until enroliment.

Once enrolled, a Healthy Kids membieceives the following benefits:

I Medically necessary hospitalization

I Physician, outpatient, and surgical services

I Prescription drugs

I Well child services

' Family planning

I Mental health

I Occupational, alcohol, and drug treatment services
I Physical and speech therapies

I Lab and X-ray services

I Dental and vision services

Parents pay a $5 co-pay for their childreviéis and prescription drugs, with some
exceptions including preventive care visitbere is a maximum of $250 per year per
family in co-payments.

Healthy Kids families are responsible for quarterly premiums of between $12 and
$60 per child, depending on incofneVhile parents may pay the premium each quarter,
90 percent of Healthy Kids parents pay thoiildOs premiums annually and receive a
Obuy 3 quarters, get 1 freeO incentive.rnalg 2008, 15 percent of enrollees used the

hardship fund, which assists families whawat afford their portion of the premium.

® Premiums have essentially been stable since tiiariieg of the CHI, excegior an increase from $18
per quarter to $36 per quarter for children with fariripomes at 201-250 percent of the FPL, in order to
be consistent with the Healthy Families premium structure.



This fund is promoted to needy families bylRSM retention specialist, whose efforts
have helped reduce the number of disenm@fita due to nonpayment of premiums from
40 disenrollments in January 2007 to 11 disenrollments in December 2007.

The Health Plan of San Mateo (HPSManages care for Healthy Kids enrollees.
At the time of enroliment, parents choaseare assigned an individual primary care
provider. The HPSM contractgith a network of public, nonpfib, and private providers,
including 26 pediatric practices, 18 famityedicine practicesand six hospitals.
However, the main network provider in theplis the county-opated public hospital
and clinic system. The HPSM has triedriorease private provider participation by
increasing reimbursement rates from 123pnt of the Medi-Cdlee schedule to 133
percent in March 2006.

In addition to the premiums parentsy/pthe HPSM receives a monthly premium
from the CHI. The premium was just over $92 per child per month until reGently
Because Healthy Kids service costs have lsagmficantly lower than expected, the CHI
Oversight Committee recently approvedecommendation to lower the monthly
premium to $74 per child. This changepiemiums enables the CHI to cover more
children under Healthy Kids.

More ongoing follow-up with Healthy Kidsixembers has developed as the CHI
has identified areas for improvement. For eghanin the past two years the CHI has
adopted more concerted efforts to encoanatijization and make the program user-
friendly. At enroliment, Heality Kids families now receivaore patient education and

welcome calls from the HPSM. Additionally, BRI staff make periodic calls to promote

" Premiums have been lowered gradually since the program began. The initial premium was $95.25 per
child per month in 2003, and was lowered gradually to $92.13 in June 2007.

10



utilization of medical, dentaBnd mental health servicamong those who have not used

care.

Financing the CHI
A diverse funding base supports CHI aities for outreach/enrollment, Healthy

Kids premiums, and administration. Premiugng by far the biggest expense, comprising
about 80 percent of the CHI expenses for 2004 to 2007.

Figure 11-3 shows the level of CHIrfancing for 2004 to 2007, by year and type
of funding. (More detail is mvided in Appendix Table 1I-1.) Annual costs have been
from about $7 to 8 million. Funding from First 5 has held steady at about $1.5 million per
year. Other public funding (primarily frothe county, but with some federal/state
involvement) has increased from $2.2 roiflito $3.5 million during the four years for
which data are available.gdlth care district funding Bdbeen constant at about $2
million per year. Private foundation funding deelihfrom $1.6 million in the first year to
less than a million dollars each year since.

While the role of private philanthrogas waned somewhat, it continues to be
important to the funding baskight private foundations ke contributed during 2004D
2007, with four contributing ove$500,000 during the four yeperiod. Efforts continue
to identify new sources of funding. In additi due to lower-than-anticipated expenses
for services to Healthy Kids enrolleeése HPSM accumulated a reserve. Beginning in
2006, the HPSM returned 80 percent of excegsnues to the CHI. This has filled a
funding gap created by a decline in foundatiunding and has accommodated the slow

growth in enrollment for children ages 6D18.

11



Figure II-3
Financing for the San Mateo County Children's Health Initiative
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Source: San Mateo County Health Department.

Note: See Appendix Table II-1 for more detail.

The future outlook for CHI financing is gartain, given that the CHI must apply
for most of its funding sources each year aade is completelyexure. Increasingly the
county is looking to té state for help with financing the CHI.

In the past few years, there have been several attempts, through coalitions across
the state, to create a gfaide Healthy Kids program by expanding Healthy Families to
cover all uninsured children (including undocmted children) up to 300 percent of the
FPL. The most recent effort again failed do¢he stateOs large budget deficit. However,
Governor Arnold Schwarzenegger and otheipsuiers have expressed a commitment to
keep working on health care reform (Trd}f}08). At the time of this writing, advocacy
groups are working to haveballot initiative in Novembr 2008 that would increase the

tobacco tax in order to fund a childreh@alth insurance expansion statewide.

12



Given the uncertainty at the state lewels important for the San Mateo County
CHI to continue to seek local funding soes to sustain the CHI. In the absence of
statewide health care reform, in the niemm San Mateo County hopes to continue the
CHI activities with its existing funding base, lehworking with others in the state on
longer-term health reform efforts.

Recognizing that many parents of dnén covered by CHI efforts remain
uninsured themselves, many of those involvetthe CHI have advocated for expanding
its efforts to cover uninsured adults.2806, the county created a Blue Ribbon Task
Force on Adult Health Care Coverage Expamswhich gave a recommendation in 2007
to provide health care coverage foe 86,000044,000 uninsured low-income adults ages
19D64 living in San Mateo County (BIR&ébon Task Force 2007). The county has
enrolled over 2000 adults, with an ultimgi@al of covering all low-income uninsured

county residents.

13



CHAPTER III
WHO IS SERVED BY THE SAN MATEO CHI? HOW HAS THE
COMPOSITION OF ENROLLEES CHANGED OVER TIME?

The Healthy Kids program has experiensatistantial stability in the types of
children who enroll in the program, but thereéalso been some important changes. In
this chapter we present thenalegraphic profile of children o have enrolled in Healthy
Kids over time. Data come from the HPSMyich collects demographic characteristics
for all enrollees. In additionNbecause thaplenrolls all Medi-Cal children in the
county and about 40 percenttééalthy Families childréfiwe also present data
comparing Healthy Kids enrollees to Med#@nd Healthy Families children who are
enrolled in the plan.

Table IlI-1 shows trends in age, gendanguage, family income, and child
citizenship among new Healthy Kids enrolleash year from 2003 (when the program
began) to 2006
Age and Gender of Healthy Kids Enrollees.

In all four years the program enralenainly school-aged and adolescent
children, with about 45 percent of enrolleesha first year beig ages 6 through 12 and
about 33 percent being ages 13 throughlb®. age profile of new Healthy Kids
enrollees shifted some with an increaséhe proportion ofoung children. By 2006, 2.6
percent of enrollees were infants and abouyp@®&ent of enrollees were ages 1 through 5,

an increase from 0.8 and 21.4 percent respy in 2003. This increase is due to

& From July 2006 to June 2007, 42.7 percemiend enrollees in Healthy Families within San Mateo

County enrolled in the Health Plan of Santéta according to county administrative data.

° Only children who remain enrolled for one year after enroliment are included. Thus the sample is not a
cross-section of children in the program at a point in time.

14



Table 11I-1
Demographic Characteristics
of Healthy Kids Enrollees

2003-2006
Total
2003 2004 2005 2006
N 4,375 2,000 1,829 1,417
Percent
Age
<1 0.8 1.6 2.6 2.6
1-5 21.4 21.8 26.0 28.3
6-12 44.5 44.0 41.4 40.0
13-18 33.3 32.6 30.0 29.1
Gender
Male 52.1 51.6 50.5 51.4
Female 47.9 48.4 49.5 48.6
Language
English 9.9 12.0 15.6 13.8
Spanish 86.9 83.6 79.4 79.3
Other 3.2 4.4 5.0 6.9
Family Income
<151% of FPL 74.7 71.8 67.9 68.9
151-250% of FPL 15.8 12.6 11.7 9.9
251-300% of FPL 5.3 8.9 12.5 11.6
301-400% of FPL 4.2 6.7 7.9 9.6
Child Citizenship or Legal Residency
Yes 7.1 14.3 20.2 20.3
No 92.9 85.7 79.8 79.7

Source: Health Plan of San Mateo.

Notes:

(1) Includes only children continuously enrolled during their
first year of enroliment.
(2) Appendix Table IlI-1 presents demographic
characteristics separately for ages 0-5 and ages 6-18.
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increased outreach to families with young chifdr8lightly more boys than girls enroll in
Healthy Kids, a proportion that did not change over time
Language

Spanish is the preferred language fweaiving materials and applications for
most of the families of Healthy Kids enredls. In the first year of the program, 86.9
percent of enrollees were most comforeabbmmunicating in Spanish, compared to 9.9
percent who communicated in English and@Bcent who preferceanother language.
As the program grew, the proportion oféBsh speakers dropped slightly, and the
proportion of speakers of English and otlarguages grew. By 2006, the proportion of
Healthy Kids enrollees speaking Englishotiner languages was around 20 percent.
Family Income

The majority of Healthy Kids enrollees live in families with incomes below 151
percent of the Federal Powettevel (FPL), with 74.7 percéibelonging to this group in
2003. Over time, the program enrolled a semat lower proportion of low-income
children and somewhat higher proportiorhajh-income children. By 2006, about 69
percent of new enrollees évn families with incomebelow 150 percent of the FPL,
about 10 percent live in families with incomes between 151 and 250 percent of the FPL,
and just over 20 percent live in familiegtlwincomes above 250 percent of the FPL.
Child Citizenship or Legal Residency

While the majority of Healthy Kids eallees are undocumented, there has been a
sizeable increase in the proportiwho are citizens or legedsidents of the U.S. In 2003,
only 7.1 percent of enrollees were citizemdegal resident8y 2006, this proportion

more than doubled, with 20.3 percent beingeitis or legal residents. The trend toward
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more documented enrollees is consistent Wightrend toward higher-income enrollees
and aligns with increased new outreach approaches targeting families with incomes
above 250% FPL.

Comparisons with Medi-Cal and Healthy Families

Compared to Medi-Calral Healthy Families childrenewly enrolled in the
HPSM, Healthy Kids enrollees are older andenoften Spanish-spkiag (Table 111-2).

In particular, a large propoain of Medi-Cal enrollees are itdren under age one. This is
due to Medi-CalOs more generous income #ligilevels for thisage group and the fact
that newborns are typicallyitizens of the United Statel 2006, oveb0 percent of
Medi-Cal children newly enrolled in#éhHPSM were less than one year old.

The proportion of Healthy Kids enrollees whose families speak Spanish (79.3
percent in 2006) is higherah in both other programsjtivthe contrast particularly
strong for Medi-Cal (only 45.8 percent in thergayear). This difference reflects Healthy
Kids coverage of immigrant children whosenities are only recently arrived in the U.S

and do not meet eligibility criterifor Medi-Cal or Health Families.
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Table IlI-2
Demographic Characteristics of Children
Enrolled in the Health Plan of San Mateo
for One Year

2006
Healthy Kids  ealthy Medi-Cal
Families
N 1,417 969 4,725
Percent
Age
<1 2.6 2.8 52.8
1-5 28.3 37.2 16.8
6-12 40.0 40.3 15.8
13-18 29.1 19.7 14.6
Gender
Male 51.4 49.8 49.2
Female 48.6 50.2 50.8
Language
English 13.8 29.2 50.8
Spanish 79.3 63.7 45.8
Other 6.9 7.1 3.4

Source: Health Plan of San Mateo.

Notes:
(1) 2006 enrollees continuously enrolled
during their first year of enroliment.
(2) Healthy Families data for children enrolled through
the Health Plan of San Mateo only.
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CHAPTER 1V
WHAT IS THE IMPACT OF HEALTHY KIDS ON
ACCESS TO AND USE OF MEDICAL CARE?

Lack of health insurance createsajor barrier to accessing and receiving
medical care (Families USA 2001; Stagr2®i02; Doyle 2005; Haas and Goldman 1994;
Hadley 2007; Tilford et al. 200&nd Institute of Medicin2002). Uninsured children are
more likely to go without any medical care htave unmet healthcare needs, or to lack a
personal doctor or nurse, compared &irtinsured counterparts (Covering Kids and
Families 2005). For children, access to a hezdtle provider is important not only to
ensure timely treatment for periodic or chroaiflieess, but also for preventive health care.

The major goal of the San Mateo CHI istwsure that all children in San Mateo
County have health insurance, have acceasdoappropriately use health services, and

consequently have improved health statu® [Bigic model showing these relationships is

as follows.
Figure IV-1
Logic Model for Expected Impact of Healthy Kids
Improved
Increased Health__—7 Satisfaction
Care Use and
New Healh Improved Health > ;
Insurance Care Access Prevention and
Treatment
\ Improved Health

Status

This chapter examines whether Healthg«has had an impact on access to and

use of primary, preventive, and specialty ngaticare services. The major data source for
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this chapter is the 2006 paresnirvey of Healthy Kids enliees. The survey includes a
sample of children who recently enrolled irdithy Kids (Onew enrolleesO) and a sample
of children who recently renewed coverageiabne year in the program (Oestablished
enrolleesO). Responses from new enrolleenfsaadout their child@scess to care and
use of services in the sixanths prior to enrolling in Elalthy Kids (while most were
uninsured) are compared to parent respofsesstablished enrollees about the six
months prior to the surveyvhile the children were ealled in Healthy Kids).
Throughout the report, we provide descriptsomparisons betwe@&ew and established
enrollees in tables, and figures we compare regression-adjusted means indicating
estimates of the impact of the progrdhThe impact estimates are augmented with
gualitative information on access from site visterviews with key stakeholders in each

year of the evaluation, as well as dtan focus groups with parents.

Usual Source of Care

Access to healthcare iscaucial gateway to facilittng continuous service use,
and is widely measured by whether or npeason has a regular pamy care doctor, or
Ousual source of medical @@r(Starfield 1992). In therpat survey, we asked the
following question: Do you have a particulaapé that your child usually goes if he/she
is sick or you need advice about his/her health?

Enroliment in Healthy Kids has significéyincreased the pportion of enrollees
with a usual source of mediazare, and therefore, accesséwe (Figure 1V-2). AlImost
all children (89.1 percent)lwo have been enrolled for one year have a primary care
provider whom they usually go to when thesed to see a doctor, compared to only 59.4

percent of newly enrolled children. Thisdiing holds for both age groups, suggesting

19 More detail on how impact estimates are computed is contained in Appendix A.
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that access to care has improadigr enrolling in Healthy KidsThis is consistent with
other evaluations of Healthy Kids prograimn Los Angeles and Santa Clara Counties

(Trenholm et al. 2007).

Figure V-2
Percent of Healthy Kids Enrollees Who Had a Usual Source of
Medical Care in the Past Six Months, by Age

2006
100% -

92.7**

80% -

60% -

40% -

Regression-Adjusted Percent

20% A

0% A
New Established New Established New Established

ALL AGE 1-5 AGE 6-18

** Significantly greater than new enrollees, p<.01, one-tail test.
Source: Healthy Kids parent survey, 2006.

Note: A hospital emergency room is not considered a usual source of care for this analysis.

Parents who report that their child does Imate a usual source of care are asked
why. Their responses reveal that it is alwtays an access problem as is conventionally
thought. For example, almost half of paseat established enltees and just over a
quarter of new enrollee parents report bhésause their child rdyefalls ill (Appendix
Table IV-1). Cost is a comom barrier for new enrollees (28.2 percent) but much less

often for established enrollees (12.9 percent).
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Place of Usual Source of Care

Among those with a usual source of care, we asked the parent to name their
childOs usual source of caFable V-1 indicates thatfter enrollment a higher
proportion of children with a usual sourcecafe report that they use clinics/health
centers as usual sourcesafe (from 50.9 percent to 79.5 pent of those with a usual
source of care). This trend is consistacitoss age groups. A shift away from the
emergency room as a usual source of camgoist marked for older children (9.5 percent
of new enrollee parents repanis compared to onl$.3 percent for established
enrollees). This suggests that the parenthiddren who newly acquira usual source of

care after enroliment idealthy Kids are mostly choosimfjnics for their childOs primary

care.
Table IV-1
Type of Usual Source of Care for Enrollees
with a Usual Source of Care, by Age
2006
Total Ages 1-5 Ages 6-18
New Established New Established New Established
Type of Usual Source of Care** Enrollees Enrollees Enrollees Enrollees Enrollees Enrollees
Percent

Private Physician 25.3 15.1 26.5 19.8 24.9 14.1
Clinic or Health Center 50.9 79.5 47.9 745 51.8 80.5
Kaiser 3.2 0.0 3.0 0.0 3.2 0.0
‘C):::)n\;ic(jzgt3|de the county or unknown 13.0 23 21.1 37 106 21
Hospital Emergency Room 7.6 3.1 1.5 2.0 9.5 3.3
N 450 627 155 156 295 471

** Distributions for new and established enrollees are significantly different for all enrollees and both age groups, p<.01, two-tail test.

Source : Healthy Kids parent survey, 2006.
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The survey provides information about cweristics of enrolleesO usual sources
of care (Table IV-2). There are few difaces between the two groups in these
characteristics. About 40 percent of botbugrs live within 15 minutes of their usual
source of care. About 80 pent say they aredated respectfully and about 90 percent
would recommend their usual source tailg or friends. There are a few minor
significant differences. Fewer established eemparents report they need advice when
their childOs usual sourcecafe is closed and more parents of children ages 1 through 5
report their child has a persdémctor or nurse. Thus, whileany more children have a
usual source of care after enrolling and thergome shift towards clinics in where they
go regularly, there is no major shift in paremisf@eptions of their childOs usual source of

care once they have one.

Table IV-2
Characteristics of Usual Source of Care for Healthy Kids Enrollees in
San Mateo County, by Age

Total Ages 1-5 Ages 6-18
New Established New Established New Established
Characteristic of Usual Source of Care Enrollees Enrollees Enrollees Enrollees Enrollees Enrollees
Percent

Time to get to usual source of care

Less than 15 minutes 373 37.6 37.0 35.4 37.4 38.1

15 to 30 minutes 40.0 37.8 40.0 42.7 40.0 36.7

30 minutes to 1 hour 17.2 18.3 21.0 17.6 15.9 18.4

More than 1 hour 55 6.4 20 43 6.7 6.8
Needed advice when usual source of care closed 19.8 13.4* 25.0 24.2 18.1 11.0*
Child has a personal doctor/nurse 59.9 66.7 61.7 75.7* 59.3 64.7
Doctors always explain things in a way the parent understands 59.7 58.9 66.0 61.4 57.7 58.4
Doctors always speak a language the parent understands well 68.9 65.2 71.0 771 68.2 62.6
Parent always has difficulty communicating with doctors 23 2.6 0.0 0.5 3.0 3.0
Doctor always treats parent/child with respect 81.4 84.3 79.9 78.7 81.8 85.5
Very satisfied with amount of time spent with doctors 54.8 51.8 56.1 57.2 54.3 50.6
Would recommend usual source of care to family/friend 92.3 92.9 94.7 90.6 91.5 93.4
N 419 606 153 152 266 454

* Significantly different from new enrollees, p<.05, two-tail test.

Source: Healthy Kids parent survey, 2006.

There is room for improvement in some areas. For example, roughly 46 percent of

all parents would like more timeith their childOs doctand only about 60 percent of
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parents report thatéir childOs doctor always explaihigs well. These concerns are
corroborated by discussions with parentfoicus groups. Some complained about wait
times at clinics or found it difficutio schedule appointents around work:

The doctor gives an appointment for three oOclock, and they donOt take me

in at three; they keep yowaiting for over half an hour.

1tOs sometimes difficult [to take myildken to the doctor] because of the
appointments. They donOt have atitemappointments and thatOs when |

have more flexibility with respect tmy schedule as well as my childrenOs.

In summary, while parents are generallggsied with their childs usual source of

medical care, there is room for improvementipalarly in the areas of flexible clinic

hours and communication skills.

Use of Services

The American Academy of Pediatrics (AAP) recommends that children between
the ages of 12 and 18 months have agméve care visit every three months and
thereafter every six months until their third birthday. From age three to 21, AAP
recommends preventive care visits on anual basis (American Academy of Pediatrics
2000). In the parent survey we asked aboutythe and number of provider visits in the 6
months either before enroliment (for newalees) or just before the survey (for
established enrolleeshhe questions include:

I Did your child see a doctor or any otleralth care professional such as a
physician assistant or nurse?

I Did he/she see a doctor or health pssional for preventive care, such as
a check-up, well-child visit, shetor physical examination?

I Did your child go to a hospital emergency room?

I Did your child see a specialist?
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I Did your child have an overnight hospital stay?

Enroliment in Healthy Kids increaseseusf several important health care
services After adjusting for differences betwethre two groups, almosixty percent of
established enrollees have an ambulatory wighe six months prior to the survey
compared to just 40.7 percent of new enroli@égure 1V-3). Moreyoung (ages 1 to 5)
established enrollees visit the doctor, canegl to older (ages 6 to 18) established

enrollees (67.8 percent and 5p&cent respectively).

Figure IV-3
Percent of Healthy Kids Enrollees with a Medical Visit in the Past Six Months, by Age
2006
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ALL AGE 1-5 AGE 6-18

** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Preventive health care also increased &ieollment in Healthy Kids (Figure IV-
4). Established enrollees are almost 20 peeaggnpoints more likely than new enrollees
to have had a preventive health care wsthe past 6 months. Younger children have

higher use of preventive care, and the incr@afigeir preventive care use is equally large
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as for older children. Increased use of prewe care led to abothree-quarters of
established enrolleesO recerglyeiving vaccinations, compat to only 6.4 percent of
new enrollees (data not shown). These findergsconsistent with the findings from the

evaluation of the Healthy Kids program$anta Clara County (Trenholm et al. 2005).

Figure IV-4
Percent of Healthy Kids Enrollees with a Preventive Care Visit in the Past Six Months, by Age
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Enrolliment in Healthy Kids did not increathe use of specialists in San Mateo
County (Figure 1V-5) in comast to findings from th&anta Clara Healthy Kids
evaluation. Use of specialtyrs&ces was already quite high for San Mateo new enrollees
in the 6 months before joining Healthy Ki¢isl.1 percent). Thisould be related to the
design of the health system$an Mateo County. Safety rainics in the county are well
connected with hospitals and specialty sesjgotentially providig access to specialty

care for uninsured children.
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Figure IV-5
Percent of Healthy Kids Enrollees Who Visited a Specialist in the Past Six Months, by Age
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Source: Healthy Kids parent survey, 2006.

Note: No statistically significant differences between the new and established enrollees.

There also is no significant decline inemgency room use with Healthy Kids, in
spite of a shift away from the emergency roasma usual source cére and an increase
in preventive care. Just ovés percent of both new and dsdtahed enrollees used the
emergency room in the past 6 months (Fegiu-6). This findingis consistent with

similar results from the Santaath and national SCHIP evaluations.
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Figure IV-6
Percent of Healthy Kids Enrollees with an Emergency Room Visit in the Past Six Months, by Age

25% -

Regression-Adjusted Percent

New Established New Established New Established
ALL AGE 1-5 AGE 6-18

Source: Healthy Kids parent survey, 2006.

Note: No statistically significant differences between new and established enrollees.

In contrast, enroliment in Healthy Kidisd to fewer inpatient hospitalizations in
San Mateo County (Figure 1V-7). Significanflywer established enrollees (2.4 percent)
had a hospital stay than new enrollees (4.6gv)cThis result is g important since it
suggests a possible cost redoetirom the program. The finalj is consistent across age
groups but is not statistically significaait conventional levels for young children
(p<.09). Reductions in hospital use hand been evident in other Healthy Kids

evaluations or the national SCHIP evaluation.
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Figure IV-7
Percent of Healthy Kids Enrollees with an Overnight Hospital Stay in the Past Six Months, by Age
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Source: Healthy Kids parent survey, 2006.

* Significantly less than new enrollees, p<.05, one-tail test.

Unmet Health Care Needs
Needing medical care, but not receivingstanother measure of access that

highlights barriers to getting care. We askadents the following questions about unmet
medical needs for their children:
I During the last six months, was therg/dgime that your child needed to see a
doctor or other health professional becanfsan illness, accident, or injury

but did not go?

I Needed to see a doctor or other headtre professional for preventive care
such as a well-child visit, checkup inysical examination but did not go?

I Needed to see a spdigabut did not go?
I Needed a prescriptionuy but did not get it?
A child whose parent answered yes to antheke questions was considered to have an

unmet medical need.
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Across all age groups, enrollment in Hbg Kids substantially reduces the
proportion of children going without needegkdical care (Figurl/-8). In the six
months prior to enrolimeng8.5 percent of children arep@rted to have an unmet
medical need, compared to 16.0 percent obéisteed enrollees in h6 months prior to
the survey. The level of unmet need for youniddedn and older children is very similar,

as is the level of reduction in unmet medical care need.

Figure IV-8
Percent of Healthy Kids enrollees with Any Unmet Medical Need in the Past Six Months, by Age
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* Significantly less than new enrollees, p<.05, one-tail test.
** Significantly less than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Focus group findings support the surveydfngs. Parents said their childOs unmet
needs were much greateithout Healthy Kids.

| didnOt take them [to the doctor witih Healthy Kids]. Only when they
were gravely ill, only then did | take them to the emergency room.

Parents of older children were als&ed whether their child had a delay in

getting needed vision care, an importamviee that is potendlly tied to school
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performance (Figure IV-9). Abowix percent of new enrolleeexperienced a delay in the
six months prior to enrollment in Helayt Kids, compared to just 1.7 percent of
established enrollees in the six monthspiaothe survey. Thus, after enrolling in
Healthy Kids, almost all school age childrere able to get the géses or other vision
care they need.

Figure IV-9
Percent of Healthy Kids enrollees with a Delay in Needed Vision Care in the Past Six Months, by Age
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** Significantly less than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

We also asked parents who said theildchad an unmet medical need the reason
for the unmet need. In particular, we exaadmwhether cost was the major barrier to
obtaining medical care. As shown in Figure 1¥-1his reason for unmet medical need is
virtually eliminated for children who have beenrolled in the program for a year. Cost
prohibited only 1.3 percent of parents of esditeld enrollees from taking their child for

needed medical care.
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Figure IV-10
Percent of Healthy Kids Enrollees Reporting Cost as the Reason for Unmet Medical Need
in the Past Six Months, by Age
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** Significantly different from new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Table IV-3 presents descriptive, unadggsmeans for the reasons parents gave
for their childOs unmet needs. The resultsesighat once the barrief cost is removed,
the predominant reason for a childOs unetihneed relates to scheduling problemsN
whether because the parent had problemsngar keeping an appointment due to

conflicts (such as work) or the inability get through on the appointment phone line.
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Table IV-3

Reasons for Unmet Medical Need in the Past 6 Months

New
Reason for Unmet Need** Enrollees

Established
Enrollees

Scheduling problem 1.2 10.9
No plan approval 0.7 4.2
Did not accept Healthy Kids plan 0.8 4.2
Cost 62.0 8.2
Didn't know where to go 3.7 3.0
Missed appointment/scheduling conflict 17.2 44 .4
Other 9.3 15.2
More than one reason 51 9.9
N 195 112

** Distributions for new and established enrollees are significantly different,

p<.01, two-tail test.

Source: Healthy Kids parent survey, 2006.
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CHAPTER V
WHAT IS THE IMPACT OF HEALTHY KIDS ON
ACCESS TO AND USE OF MENTAL HEALTH CARE?

Background
Mental health care has been showprevent juvenile delinquency and improve

cognitive, academic, and social outcomesctuldren (Ramey and Ramey 1998; Zigler,
Taussig, and Black 1992). However, for wais reasons, not all idiren with mental
health needs access necessary services. Wibial health needs affect one in five
children living in the United &tes, only a fifth of all children nationwide who need
mental health services receive them (Jeliaeal. 1999; U.S. Department of Health and
Human Services [HHS] 1999). Thimmet need for mental Hdaservices is especially
high for Latino children relativio other children.

In the case study site visits we learaddut the mental health service delivery
system in San Mateo County, and accesgitith such servies for children under
Healthy Kids'. Mental health benefits for childieare generous under all three public
programs (Healthy Kids, as well as Healtfrgmilies and Medi-Cal), with few limits
imposed on them and limited cost-sharing. Tloeinty Mental Health Services Division
(renamed the Behavioral Health and Reco&sgyvices Division) organizes and manages
services for childrethrough contracts with providers. While the County has contracts
with both public and private pviders, our previouanalysis shows #t over 80 percent
of Healthy Kids enrollees receivesih services from public providers.

It is understandable that many cindd enrolled in Healthy Kids might

particularly need mental health servicesegi that most of themecently moved from

M A previous report (Howell et al. 2006a) and brigdlfer et al. 2007) provide an overview of mental
health issues and services for the Healthy Kids program in San Mateo County.
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another country and have had the stress apt@ag to a new school and a new culture. In
focus groups of parents of children with nartealth conditions, #y talked about the
stress caused by such life events, and abowttheir childOs mental health problems
were first noticed:

| thought it [the mental health cotidn] was because we left him in
Mexico. Then we brought him [to the U.S.] and he became aggressive.

My child suffered a depressionaf moving countries, because of
language and everything.

| did [first noticed the mental healttondition] because he said he felt
nervous to go to school.

In the focus groups, parents also said tlveye satisfied with the mental health
services they received and thia¢y were readily accessibletteem, once they tried to get
services:

Immediately after | told the pediatrasi that my son could not sleep, [a]
few days later they called mewabrk and gave him an appointment.

The doctor contacted me withetipsychologist [information] and
everything was fast.

These parents, who had already used atéwatalth services for their children,
gave some reasons why other parents nbghteluctant to recognize mental health
problems in their children and seek help for them:

One of the problems that we as Hisjearhave is that in Latin America,
thereOs a stigma about seeing a psychologist.

The school told me and | had alreadyiced it [her ghiIdC)s mental health
condition] but honestly, I felt | was tdame, | didnOt want to come to
terms with it.
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As summarized in the previous report dmief, in spite of the fact that about 20
percent of Healthy Kids children have a memhiahlth problem identified by their parents,
only about 5 percent of Healthy Kids eneds had a claim/encounter record with a
mental health diagnosis ingtperiod July 2004 through June 268%o0r this small group
of childrenNlikely including children withmore serious conditionsNthe cost to the
Healthy Kids program is high, over three tintleat for children without mental health
care. The higher cost comes both from highentalehealth care cosind higher cost for

other care.

Descriptive Survey Analysis
In the two waves of the survey we askealents with children ages 6 and above
about their childOs mental health conditions:

I In the past month did your child oftesometimes, or never have these
experiences:

ISlCanOt concentrate or pay attention for long.
NHas trouble getting to sleep.
NIs unhappy, sad, or depressed.
NDoesnOt get along with other kids.
In addition, parents were asked:

I Does your child currently have any physjdahavioral, or mental conditions that
limit or prevent his/her ability to do actives usual for his/her age? (If yes) What
is the condition?

Table V-1 provides data from theseotgquestions showing the proportion of

parents who report that their child often bag of the four problems listed above. About

2 50me mental health services from public providers may not have been billed and consequently not
identified in the claims/encounter data.
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20 percent of parents report that their clhiés a mental health problem using these
measures. New enrollees havelightly higher rate of sucproblems (21.8 percent) than
established enrollees (17.8 peyehut the difference is natatistically significant. The
two groups also have very similar rates far garticular problems identified by parents,
with one exception. For the question, OO&&nOt pay attention for longONa proxy for
Attention Deficit/Hyperactivity DisordefADHD)Nthe rate is 12.5 percent for new
enrollees and only 7.5 for established emed| a significant difference. Since Healthy
Kids has increased the use of ambulatory,cgeshown in the previous chapter, it is
possible that children are receiving treatmarguch settings for their hyperactivity.

Table V-1
Current Emotional/Behavioral Problems Identified by Parents of
Healthy Kids Enrollees

Ages 6-18
New Established
Problem Enrollees Enrollees
Often can't pay attention for long 12.5 7.5*
Often has trouble getting to sleep 6.5 6.8
Often unhappy, sad, or depressed 6.1 4.9
Often doesn't get along with other kids 3.4 3.0
Other problem 3.0 2.1
Any of the above 21.8 17.8
None of the above 78.2 82.2
N 484 519

* Significantly less than new enrollees, p<.05, one-tail test.
Source: Healthy Kids parent survey, 2006.

Note: All conditions occurred in the month prior to the interview.
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Impact Analysis
Given that most children are uninsure@pto enrolling in Healthy Kids, that

many have mental health problems, arat #nrolling in the program provides new
access to a wide mental health network, vkedgjuestions in the parent survey about
receipt of mental health services.

For children ages 4 and above, we asked:

I During the past six months (or the six mwprior to enrolling for new enrollees)
did your child see or talk to a mentadith professional such as a psychiatrist,
psychologist, psychiatric nursey, clinical social worker?

We examined whether Healthy Kids hadimpact on use of mental health care
for children ages 418, using an approactiai to that in the previous chapter
concerning medical care. After adjusting fifferences between the groups, only 3.8
percent of new enrollees and 4#&cent of established enrollgegies 4b18) had visits to
mental health providers in the past signths, and the difference is not statistically
significant (Figure V-1). The low rate of@iseported by parents in the survey is
consistent with the level of use reportedhe earlier repontising claims/encounter
records. Given that access to mental hesdttrices has improved under Healthy Kids
according to case study findings, this low uge raay be linked to some of the other

barriers identified in focus groupsich as the stigma parents feel when seeking formal

mental health services for their children.
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Figure V-1
Percent of Healthy Kids Enrollees with a Mental Health Visit, a Developmental Assessment, and Anticipatory Guidance
in the Past Six Months
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

The youngest children might not have redegd mental health problems yet, but
in the course of regular preventive or primary care they may receive developmental
screening or guidance from provideghat address very earyental health problems. We
ask the parents of children adeto 5 the following questions:

! During the past six months, did yoehildOs provider do a Odevelopmental
assessmentO? (The parent was also giverfiarude types of activities in such an
assessment, and asked whether the prosiglaxd if the child did those activities.)

I During the past six months, did your clidlgl provider give you guidance on the
following topics? (Then a list dbpics is read to the parent, such as Ohow your
child is getting along with other children.O)

We examined the impact of HdaltKids on receipt of a developmental

assessment or of anticipatayyidance on 5 or more topics, for children ages 1b5 (Figure

V-1). About 40 percent of neenrollees ages 1D5 had a depmental assessment in the
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past six months, not significantly lowtttan established enrollees (49.3 percent).
However, the rate of receipt of anticipey guidance is significantly lower among new
enrollees (16.6 versus 35.9 percent). Thieglthy Kids may be making a difference in

identifying and addressing mental ttegroblems early among young children.
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CHAPTER VI
WHAT IS THE IMPACT OF HEALTHY KIDS ON
DENTAL CARE ACCESS AND USE?

Dental disease is the most commorocit disease of childhood (US Department
of Health and Human Services 2000poth decay is a sigficant problem among
California elementary school children: 54 partof kindergartener@nd 71 percent of B
graders have a history of tooth decay, a8gercent of children in both grades have
untreated tooth decay. Poor children and caidf color, particularly Latino children,
are much more likely to have tooth deeand suffer the consequences of untreated
disease. For example, 72 percent of Lathiddren have a history of decay (Dental
Health Foundation 2006).

Dental Services Under Healthy Kids

The administration of dental serviagsder Healthy Kids is managed through a
contract between the HPSM and Delta Deméiich has a large dental provider network.
A previous report and brief (Howell et @006a; Hughes 2007) showed that the majority
of Healthy Kids enrollees obtain dental sees from private dentis, rather than in
county clinics. There were 25 private indivadwentists, and 15 dental groups, that billed
for Healthy Kids services dumj the study period. However, ean the private sector is
concentrated heavily in a few private providevg individual dentits saw more patients
than all of the remainingdividual dentists combined.

There is evidence that a wider networlpaf/ate dentists is potentially available
to serve Healthy Kids. In 2006, CHI staff cdll2l private dentists and dental groups on
the list of Delta Dental partigating dentists and found thailt of them currently accept

Healthy Kids patients with relatively shavkiting times for appointments (one to three
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weeks). This is in contrast to waiting ti;y®r county clinics, which are one to four
months for dental care.

We interviewed 10 dentists to better uredand potential barriers to access to
dental services. The dentistsr@@inaware of the extent ofalability of private dentists
to serve Healthy Kids although they wereaagvthat private deists often serve low-
income children on a pro bono basis. They peead a preference fwrovide services for
free, rather than to seek rdinrsement from public programs.

The San Mateo County CHI has taken salsteps to improve dental care access
and utilization. These efforts include the efishment of a dentavorkgroup as part of
the CHI Oversight Committee and plans fd?$M staff to contact parents of children
who do not utilize dental servicesfarilitate appropriate utilizatiot?.In addition, the
CHI has attended the Delta Dental provider regional meetings to familiarize providers
with Medi-Cal, Healthy Families and Healthy Kids.

The HPSM is taking steps to provide-going education to families about the
value of regular oral health care and segrof services, such as providing one-on-one
education to members and updating the codetytal provider list om quarterly basis.
This list is routinely disseminated to outreach and enrollment staff.

Impact Analysis

We analyzed the impact of Healthy Kids access to and use of dental care from
the parent survey, using a similar approtcthat above concerning medical care.
Healthy Kids had a dramatic impact on selveraasures of dental care access and use.

For example, while only 41.9 percent of new deas have a usual source of dental care,

13 Delta Dental does not actively promote utilization of services.
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86.6 percent of established enrollees do (Fegdir1). This strong impact is found for

both young children (ages 4D5) antder children (ages 6D18).

Figure VI-1
Usual Source of Dental Care in the Past Six Months
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Regression-Adjusted Percent
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New Established New Established New Established
ALL AGE 4-5 AGE 6-18

** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Enrollment in Healthy Kids also hasmgnificant impact on dental care use
(Figure VI-2). Only 26.5 percent of new elees have a dentalsit in the past 6
months, compared to 67.3rpent of established enre#s. The strong improvements
apply to both age groups (Figure VI-3ubstantial differences are also found in
preventive dental visits ardental treatment. Only one qtexr of new enrollees have a
preventive dental visit compared to 65.2qeert of established erdlees (Figure VI-3).
Among new enrollees, only 15.4 percent haverdalevisit for treatment of a problem in
the past 6 months compared to 45.5 percent of established enrollees (Figure VI-4). Again,

this degree of improvement occurs across both age groups.
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Regression-Adjusted Percent

Regression-Adjusted Percent

Figure VI-2
Children with a Dental Visit in the Past Six Months, by Age
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Figure VI-3
Children with a Preventive Dental Visit in the Past Six Months, by Age
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

44



Figure VI-4
Children with a Dental Visit for Treatment in the Past Six Months, by Age
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45.5*
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ALL AGE 4-5 AGE 6-18

** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Finally, as with medical care, the HésltKids program significantly reduces the
likelihood of having an unmet need for dertate. Nearly 22 percent of the parents of
newly enrolled children say that in the pagtrsionths their child needed dental care but
did not go, compared to only 11.2 percent okpés of established enrollees (Figure VI-
5). Unmet need is essentially eliminatadong young children ages 4D5. The percentage
of children for whom cost is the reasom tmmet dental need dropped from 17.2 percent

among new enrollees to 0.7 percent amongbéished enrollees (Figure VI-6).
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Regression-Adjusted Percent

Regression-Adjusted Percent

Figure VI-5

Percent of Children with Any Unmet Dental Need in the Past Six Months

25% 23.6

New Established New Established

ALL AGE 4-5

** Significantly less than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

Figure VI-6

Cost Is a Reason for Unmet Dental Need, by Age

25% -

20%

15%

10%

5%

0.7+

0% -
New Established

** Significantly less than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.
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CHAPTER VII
WHAT ARE TRENDS IN USE AND COST OF SERVICES?

The past three chapters have exameamkss to and use of medical, mental
health, and dental services untlee Healthy Kids program, ung primarily data from the
parent survey of 2006. Administrative datanfrthe HPSM, which are routinely collected
as part of paying for services, can be useeixamine trends in the program over time.
These data have the advantage over survey data of being for all children, giving a
consistent picture of how service usawges over time, and providing information on
the cost of service¥.

We obtained data from the HPSM for @tlildren who enrolled in each year of the
program from 2003 to 2006 who stayed diebfor a full year. This included 4,343
children enrolling in 2003; 1,969 enrolling 2004; 1,781 enrolling in 2005; and 1,380
enrolling in 2006. While the children who arentinuously enrolled for one full year are
not the full group of Healthy Kids enrolleesethare a large majority of enrollees. In
another study (Howell et al. 2006b), we showleat almost 90 percent of children who
enrolled in 2003 stayed enrolled for d@nths (although many dropped off the program
at renewal just after 12 months). The study alsamined differences in use and cost for
continuously and discontinuousprolled children and found them to be very similar.
Consequently, the data provided here ortinoously enrolled children represent well the
full group of Healthy Kids enrolledn their first year on the program.

Trends in Use of Services
Table VII-1 shows very substantial increasn the percent of children receiving a

preventive care visit in their first year efrollment (from 33.4 percent for the first cohort

14 Because data are collected in a different manrexfardifferent time periods, the utilization estimates
presented in this chapter differ somewhat from those in Chapter IV and Chapter VI.
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enrolled in 2003 to 57.0 percent amdhgse who enrolled in 2006). The HPSM
concentrated on improving preventive care,dter receiving initial data on the
relatively low proportion receivingreventive care in the firyear of Healthy Kids. The
largest boost came between 2004 and 2003n@ease from 39.6 percent to 52.3
percent), a period of time when the plan had received the initial data on use from the
evaluationOs first annual report and wagnméng to obtain HEDIS data on similar
measures. Consistent with this trend, theamiscrease in all ambulatory care use from

69.2 percent using ambulatory care in 2003 cohort to 80.2 peent in the 2006 group.

Table VII-1
Trends in Annual Use of Services by Healthy Kids Enrollees

Enroliment Year

2003 2004 2005 2006
Type of Service Percent
Had Preventive Visit 33.4 39.6 52.3 57.0
Had Any Ambulatory Visit 69.2 73.7 78.4 80.2
Had Emergency Room Visit 12.2 12.0 15.3 16.4
Had Hospital Stay 0.8 1.2 0.9 0.9
Had Dental Visit 56.2 55.6 53.5 56.4
Had Vision Visit 8.3 8.9 8.0 8.4
Had Prescription 32.6 33.0 34.3 37.8
N 4,343 1,969 1,781 1,380

Source: Health Plan of San Mateo

Notes:
(1) Includes only children continuously enrolled for first year,
and utilization in first year of enroliment.
(2) Data for children less than one year old are excluded.

Perhaps less encouragin@is increase in emergency room visit use from 12.2
percent (2003 cohort) to 16.4rpent. The greatest increaseors in the same period as
the preventive care use increase, suggetitiigpreventive cardid not immediately

offset ER use.
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Use of other types of services (hoshitkental, vision, and prescription drugs) has
not changed substantially dng the period. In particular, hospital use remains low. Only
about one percent of children have a hospiay documented in the claims/encounter
data in their first year of enrollment in eagkar. Since this is a lower rate of hospital use
than reported in the paresurvey, it is possible that sorhespitalizations are covered by
Emergency Medi-Cal and not billed to Healthy Kids.

Trends within Cohorts

Another important trend is shownkigures VII-1 through VII-3, which provide
data on the use of preventive, ambulatory, dertal care for children who remain on the
program for one, two, or thrgears continuously. The figurehow, for example, the use
rate in the first year of therogram for all children enrolled for one full year, the use rate
in the second year of the program for aildien enrolled for twdull years, and the use
rate in the third year of the program for all children continuously enrolled for three full
years. Annual use of preventive, ambubat@nd dental care climbs steadily for the
cohorts initially enrolled in 2003 and 2004 (iay two cohorts with three years of post-
enrollment data available). This suggests thate is an education effect concerning the
value of preventive and dental care that targs to increase parentsO awareness of and
use of such services when children aretioolously enrolled for three full years. The
increases are also consistent with the planigives to increase esof preventive care
for all children enrolled in Healthy Kids, apdovide another view of those effects. An
important caveat to this analysis is that thildren who remainontinuously enrolled for

three years are a small profpon of all childran who enroll (only about a third).
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Figure VII-1
Trends in Use of Preventive Services Within Cohorts of Healthy Kids Enrollees
2003-2006
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Source : Health Plan of San Mateo.

Notes:
(1) Data for children less than one year old are excluded from this analysis.
(2) Continuously enrolled, 1-3 years.

Figure VII-2
Trends in Use of Ambulatory Services Within Cohorts of Healthy Kids Enrollees
2003-2006
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Source : Health Plan of San Mateo.
Notes:

(1) Data for children less than one year old are excluded from this analysis.
(2) Continuously enrolled, 1-3 years.
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Figure VII-3
Trends in Use of Dental Services Within Cohorts of Healthy Kids Enrollees
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Source : Health Plan of San Mateo.

Notes:
(1) Data for children less than one year old are excluded from this analysis.
(2) Continuously enrolled, 1-3 years.

Comparisons to Medi-Cal and Healthy Families

Since all Medi-Cal children and about gércent of Healthy Families children are
enrolled in the Health Plan of San Mateas ipossible to examine use of preventive care
in those programs and compare them to use for Healthy Kids enrglkgeshown in
Figure VII-4, Healthy Kids who enrolled 2006 are more similar to Healthy Families
children in comparable age groups in prdixencare use, and both of those programs
have substantially higher use than Meai-€hildren. For example, among school-aged
children ages 6D12 in 2006, abb&tpercent of both Healthgids and Healthy Families

children use preventive care in the firey they enrolled in the program, while only

15 Dental care for Medi-Cal and Healthy Families isvaged by other organizations, so dental service data
are not available for those programs.
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about 25 percent of Medi-Cahrollees do so. According to HPSM staff, HEDIS data

also show a low level of preventivare use among Medi-Cal childréh.

Figure VII-4
Use of Preventive Services for Healthy Kids, Medi-Cal, and Healthy Families Enrollees in the
Health Plan of San Mateo
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Source : Health Plan of San Mateo.

Notess:
(1) Healthy Families data are for children enrolled through the Health Plan of San Mateo only.
(2) Includes only children who enrolled in 2006 and remained continuously enrolled for first year. Utilization is presented for first year of
enroliment only.

Cost of Services

Table VII-2 shows trends in the averagstdor Healthy Kids in their first year
enrolled in the program from 2003 to 2006 eTdverage cost peritthincreases from
$440 in 2003 to $719 in 2006. The average clistbs by 30 percent from 2003 to 2004,
levels off between 2004 and 2005, and thenlazt again by 30 percent between 2005 and
2006.

The table also shows the cost per merfor each cohort. Costs are going up most

rapidly for ambulatory care (where utilizati has increased) andegcriptions, each of

18 Because some primary care physicians receipgatad reimbursement from the HPSM under Medi-
Cal, this may explain some of the lower preventiaee use reported in the claims/encounter data.
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which more than double in the period. Goate also growing for emergency room
services (where utilization also has incredsadd dental servicdsut not for hospital
services.

Table VII-2
Trends in Average Cost Per Type of Service
for Healthy Kids Enrollees
2003-2006

Enrollment Year
2003 2004 2005 2006

Type of Service Average Cost Per Year
Total Ambulatory $ 166 $ 231 $ 268 $ 366
Outpatient/Clinic 129 173 191 255
Other Physician 37 59 77 110
Emergency Room 21 23 26 32
Hospital 34 73 27 32
Dental 182 200 191 235
Vision 7 7 6 6
Prescriptions 23 28 25 47
Other 8 15 1 1
Total $ 440 $ 577 $ 545 § 719
N 4,343 1,969 1,781 1,380

Source: Health Plan of San Mateo.

Notes:
(1) Includes only children continuously enrolled for first year,
and utilization in first year of enroliment.
(2) Data shown are for cost per child.
(3) Data for children less than one year old are excluded
from this analysis.
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CHAPTER VIII
WHAT IS THE IMPACT OF HEALTHY KIDS ON HEALTH STATUS?

The ultimate goal of the San Mateo Cou@tyildrenOs Health Initiative is to
improve the health status of newly insudddldren in the county. Such effects could
have long-term positive consequenceascfuldren throughout their lives, through
improved health, school performance, and employment (Case and Paxson 2006). The
evaluations of the Los Angeles and Sabkara ChildrenOs Health Initiatives found
impacts on health status for children enrolie¢iealthy Kids in those counties (Howell
and Trenholm 2007; Howell, Dubay, and Palmer 2008).

In those studies, and in previous aalmeports for the San Mateo evaluation, we
describe the health status of children eelih Healthy Kids, showing that they are
generally in poorer health than childneationwide. In addition, they have numerous
conditions that can be amelioratedatingh regular contact with primary care.

In Wave Two of the parent survey weked a series of questions of both new and
established enrollee parents to determinetivr the Healthy Kids program improved
childrenOs health status in their firsayof enrollment. These questions include:

For all children:

I In general, would you say your child®@salth is excellent, very good, good, fair or
poor?

I Does your child currently have any physjdahavioral, or mental conditions that
limit or prevent his/her ability to do actiwts usual for his/her age? (If yes) What
is the condition?

| What is your childOs weight and hetdht

I Has a doctor or other health care pssienal ever said that your child has
asthma?

" Height was asked only of adolescents; since many parents of younger children did not know their childOs
height in the Wave One survey.
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I Does your child have any troubleeggy (even when wearing glasses)?

I In the past 12 months has your dhilad a dental problem that caused you
concern?

I Baseline health status: Why did you dhyour child in Healthy Kids? When
parents said they enrolled the child td geedical care or a prescription covered,
the child was considered to barolled for a medical reason.

For children ages 1-5 only:

I In the past month has your child ha accident, high fever, or any other
condition that worried yoa great deal? (If ye$¥/hat was the condition?

I Concerns with child development: the@at is asked about nine different
developmental areas (for example, how thild talks and makes speech sounds),
and whether they are concerneddd® Oa little,O or Onot at all.O

| Baseline health status: Thinking backtte first year of your childOs life, was
his/her health better than, the samse or worse than other infants?

For children ages 5 and older only:

I How many days of school did your childssibecause he/she was sick during the
past four weeks?

For children ages 6 and older only:
I Baseline health status: Thinking baclatben your child started school, was
his/her health better than, the samseor worse than other children?
This comprehensive set of questions allasto take a broad view of the health
of children enrolled in the San Mateo HeglKids program, and to examine their health

status from various perspectives.

Baseline Health Status
Table VIII-1 shows a comparison beten the health status of new and

established Healthy Kids enrollees prioetdering the program. This is important to

examine, because it gives a picture of whether these two groups are similar or different in
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Table VIII-1

Baseline Health Status of Healthy Kids Enrollees

2006
Percentage
New Established
Enrollees Enrollees

Health in Infancy (Children Ages 1-5)

Better Than Other Infants 43.8 40.9

About the Same as Other Infants 49.8 51.1

Worse Than Other Infants 6.4 8.0
N 221 162
Health When Starting School (Children Ages 6-18)

Better Than Other Children 23.5 26.3

About the Same as Other Children 73.5 70.8

Worse Than Other Children 3.0 29
N 484 519
Enrolled for a Medical Reason 37.3 35.9
N 705 681

Source : Healthy Kids parent survey, 2006.

Note: There are no statistically significant differences between new and established

enrollees.
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their health status at a tinbefore the program could efft their health. Two measures

are provided: whether the parent indicatesirtbhild was in worse, similar, or better
health than other children theige prior to enrollment (either infancy or at the time of
school enroliment) and whether the paremtolled the child for a medical reason
(indicating that the child hadraedical problem at the time of enroliment). As shown, the
two groups are very similawith about the same percentages enrolling for medical
reasons (around 35 percent), or being in whesdth than othertheir age either in

infancy (6 percent for new enrollees and 8paet for established erlees) or at school
enrollment (3 percent for both groups). Thare no statistically gnificant differences
between the two groups. These variables are included aentrol variables in the

regressions for the impact analysis.

Descriptive Results

About 25 percent of both new and establiskarollees are in excellent health (as
perceived by their parents) and another Ir'tgx@ of new (and 19 percent of established)
enrollees are in very good health (TaWld-2). While the rates of children with
excellent or very good healtéire similar to those found Banta Clara CountyOs Healthy
Kids evaluation, they are substantially lowlean national or statede rates for children.
For example, in 2005 in California 75.1 percehprivately insurd children were in
excellent or very good health.

The table also shows tipercent of children agesand above who missed school
in the past month due to health reaséwgin, the two groups of children (new and
established) are similar, but slightly makthe established gup have no missed school

days (59.2 percent) than thew enrollees (52.5 percent).
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Table VIII-2
Health Status of Healthy Kids Enrollees

2006
Total
New Established
Enrollees Enrollees
Health Status
Excellent 25.3 25.8
Very Good 17.2 19.3
Good 34.2 33.5
Fair 22.2 20.4
Poor 1.1 1.0
Limitation in Normal Activities 6.6 4.3
N 705 681
School Days Missed Due to lliness in Past Month
(Age 5+)*
None 52.5 59.2
1-2 29.6 26.7
3-4 7.5 9.3
5-10 7.0 4.5
More than 10 3.4 0.3
N 529 563

* Distributions for new and established enrollees are significantly different, p<.05, two-
tail test.

Source: Healthy Kids parent survey, 2006.

A descriptive profile of the types obnditions from which Hdthy Kids enrollees
suffer can be constructed from the various qoastasked in the survey listed above. It is
not a complete list, since it comes from pareports (not clinical exams) and not all
guestions were asked of both young and oldédrem. Still, it provides a qualitative look
at the conditions causing health probleansong Healthy Kids enrollees (see Appendix
Table VIII-1). About 30 percent of parentpoeted some condition needing medical care

in their children shortly before or at the time of the interview. This percentage is almost
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identical for new and established enrolleess #lso quite close to the percentage who
enrolled their child for a medical reason, giyisome confidence that about one-third of
Healthy Kids children have a medical conalitineeding primary cai@ any given time.
The list illustrates thahe health needs of Healthydsi enrollees are wide-ranging, from
mild problems to more serious chronic conaioAlmost all are potentially treatable by
accessible primary care. For two conditicalkergies/sinus problems and orthopedic
problems, the percentage of new enrollegb mroblems is significantly higher than for
established enrollees.

Obesity is a growing problem amongSJchildren. A recent paper showed Latino
girls to be almost twice as likely to be oweight as their non-Ltano white peers (Haas
et al. 2003). Previous analysis providedtia evaluationOs second annual report shows
that Healthy Kids enrollees are generaliyigar in weight to their national age/gender
group. In addition, the body mass index (enbmation of weight and height for
adolescents is also similar.

We here present new information from the most recent survey, which allows us to
examine the body mass index of adolescentsjiist they enroll irHealthy Kids and
then one year later (Figure VIII-1). Whikeseems unlikely that enrollment in Healthy
Kids would increase or decisabody mass index (BMI) fohdse at a normal weight for
height, it could affect thosgho are abnormally small or large and thus change the
distribution. More likely, just being in the lilad States an additional year for these youth
could lead to increased weight for ¢ief, through the adoption of unhealthy eating

habits. While none of the differencesween new and established enrollees are

18 See:http://www.cdc.gov/nccdphp/dnpa/bmi/childrens BMI/childrens BMI formula.htm
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statistically significant, perhaps due to snsa@inple sizes within age/gender groups, there
is a consistent pattern of slightly high&l after one year of enroliment for each
age/gender group showhThis is particularly true for girls. At ages 13D15 new enrollee
girls have an average BMI of 21.8 and est&gltsenrollee girls have an average BMI of

22.8. At ages 16D18, the BMIs are 24.3 and 26.5 respectively.

Figure VIII-1
Average Body Mass Index (BMI) of Adolescents
2006
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Sources : Healthy Kids parent survey, 2006; and NHANES 1999-2002 data from Ogden et al. 2004

Impact Analysis

The design of the Wave Two survey allofes an analysis of the impact of the
Healthy Kids program on healftatus during the first yeaf enrollment, by comparing
the health status of new and establishedlkes, after adjusig for differences in
characteristics of the two groups. Given ttia impact of the Healthy Kids program on

access to and use of medical care is veopg@unced as shown in Chapter 1V, and that

19 Caution is advised since 45% of parents do not know either their adolescentOs weight or height, or both,
leading to a large amount of missing data.
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many of the conditions that Healthy Kidsrellees have are amenable to good primary
care (as shown above), we hypothesize thatéladth status of children could improve.
Given that it is only possibl® study impacts after one ateof enroliment, there are
possibly longer term effects on health stahat are not detected with this evaluatidn.

Figure VIII-2
Percent of Healthy Kids Enrollees Reporting Excellent or Very Good Health Status, by Age

100% +
90% -
80% -
70% A

60% - 55.2

Regression-Adjusted Percent

New Established New Established New Established
ALL AGE 1-5 AGE 6-18

Source: Healthy Kids parent survey, 2006.

Note: No statistically significant differences between new and established enrollees.

Figure VIII-2 shows no significant impaet Healthy Kids on perceived health
status. (This corresponds to the descrgtesults noted above in Table VIII-2).
However, when we divide the children irtttose who enroll for medical reasons and
those who do not, there is a significanpnovement among children who enroll for

medical reasons. In this group, 25.0 percemesy enrollees are in excellent/very good

20 An impact on the health status of young children in Los Angeles was not detected in the cross-sectional
design (similar to the San Mateo analysis), but was evident from a longitudinal analysis (Howell, Dubay
and Palmer 2008).

61



health, in contrast to 34.3 pent of established enrolleesafd not shown). While this is
promising, Oregression to the meanO coulddpensible for some of this improvement.
(See Howell and Trenholm 2007 for more discussion of this issue.)

Similar results are found for the percehthildren with atvity limitations
(Figure VIII-3). While results are in the hypatsized direction, thegre not statistically

significant (data not shown).

Figure VIII-3
Percent of Healthy Kids Enrollees Aged 6-18 Reporting Activity Limitations and Missed School Days
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25% -
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Regression-Adjusted Percent

10% ~

7.0
0% - T T
New Established New Established

Activity Limitations Missed Any School Days Due to lliness
in the Last 4 Weeks of School

* Significantly less than new enrollees, p<.05, one-tail test.

Source: Healthy Kids parent survey, 2006.

Still, in spite of the insignificant findgs concerning perceidehealth status and
activity limitations, the program did have a piee impact on school attendance. Figure
VI11-3 shows the impact of Healthy Kids on $sing any school days in the past month
due to health problems. Significantly fewestablished Healthy Kids enrollees missed
school days due to health in the month praothe interview (40.7 peent) compared to

new enrollees (48.1 percent). In addititre impact is concentrated among those
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children who do not enroll for a medical reassuinggesting that regression to the mean is
not a major contributor to the finding. Thessimilar to a finding in the Santa Clara
Healthy Kids impact study, which alsound a significant effect on missing 3 or more
school days among children who didt enroll for medical reasons.

Figure VIII-4
Percent of Healthy Kids Enrollees Aged 1-5 Reporting Episodic Health Problems
and Parent Concerns about Child’s Development
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54.4
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20% -
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10% A

0% -

New Established New Established
Child Had an Episodic Health Parent Has Concerns about Child’s
Problem in the Past Month Development

Source: Healthy Kids parent survey, 2006.

Note: No significant differences between new and established enrollees.

To further investigate the younger chédOs health (ages 1D5), we asked some
special questions of parents concerningrtbieildOs development and episodic health
problems. As shown in Figure VIlI-4, diffarees between the new and established young
children are in the hypothesid direction but are notatistically significant. For
example, 25.0 percent of new enrollees hadmsodic health problem (such as a fever,
cold, or stomach problef)in the past month, while 18.7 gent of established enrollees

had such a problem.

2! accidents were excluded from this measure.
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CHAPTER IX
WHAT IS THE IMPACT OF HEALTHY KIDS ON INSURANCE STATUS AND
CROWD-OUT OF PRIVATE COVERAGE?

A key question about San MateoOs Hedditlg Program is to what extent the
new program substitutes forNor Ocrowds outONemployer-sponsored insurance coverage.
This issue is of particular concern$an Mateo County, because the program expands
eligibility to children whose family incomes are up400 percent of the Federal Poverty
Level (FPL), and the potential for crowd-asithigher at higher incomes (CBO 2007). In
order to minimize the potential for crowd-othe Healthy Kids program requires that
children have a six-month period with no eoy@r-sponsored insurance coverage, if they
have voluntarily dropped their previousverage before enrolling. In addition, the
sliding-scale premium includes premiufos all income levels, though families can
apply for assistance to help them pay the premfms.

This chapter presents new information on this issue from the 2006 parent survey.
The analysis draws on questions asked ofiia of establisheehrollees about their
childOs health insurance coverage prior tollérg in Healthy Kids, as well as questions
about the familyOs health insuranceerage at the time of the suré&A similar
analysis was provided in the Second AdrRR@port using data from the 2004 parent

survey.

22 The premiums charged for higher-income families tend to be lower in San MateoOs Healthy Kids
Program compared with the rest of the nation. Natioewfdhe 15 states that offer SCHIP at 251 percent

of the FPL and charge premiums, the average quarterly contribution is $168 per child (Selden et al. 2008)
compared to $36 per child in San Mateo.

% Data for new enrollees are not presented, but reangtsimilar to those shown for established enrollees.
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Coverage Prior to Enrollment

Few Healthy Kids parents reporttttheir child had employer-sponsored
coverage prior to enrolling in the progrgTable 1X-1). Over 40 percent have no
coverage whatsoever prior to enrolling, andyMew have privateaverage (9 percent).
Of those that do, most lost private coverbgeause their parentsioemployer-sponsored
coverage or because the private coverage not affordable (data not shown). The

coverage patterns are similar for childrenha younger (ages 1 to 5) and older (ages 6 to

18) groups.
Table IX-1
Coverage Status of Children Just Before Enrolling
in the Healthy Kids Program
2006
Percentage
Total Ages 1-5 Ages 6-18

Uninsured 41.7 42.0 41.7
Private Coverage

Employer-Sponsored Insurance 8.9 6.4 9.4

Private Non-group 24 2.0 24
Public Coverage

Emergency Medi-Cal 42.2 37.9 431

Medi-Cal 6.2 10.8 5.2*

Healthy Families 55 5.2 5.6

Healthy Kids 0.1 0.0 0.1

WELL Program 5.0 1.6 57
Insurance Program in Another Country 0.4 0.4 0.4
Other 6.5 6.0 6.6
N 681 162 519

* Difference between age groups is significant at the .05 level, two-tail test.
Source : Healthy Kids parent survey, 2006.
Notes:
(1) Estimates are derived from the sample of established Healthy Kids enrollees.

(2) Percentages do not sum to 100 because more than one type of coverage
could be reported.
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Understanding how Emergency Medi-@#kracts with the Healthy Kids
program is important because EmergencylMeal may be a source of financing for
some of the services used by HK enrolléxger 40 percent have Emergency Medi-Cal
prior to enrolling. Among thaschildren, 44 percent still i@ Emergency Medi-Cal at
the time of the survey, 7.1 percentpafrents are not sure, 8.5 percent dropped
Emergency Medi-Cal around the time of@iment, 15.2 percent dropped Emergency
Medi-Cal before enrollmentna the rest said that theihild no longer has Emergency
Medi-Cal and dropped it at some paodatiter Healthy Kids enroliment.

The survey also shows that some pareatdinue to use Emergency Medi-Cal to
cover their childOs héakare after enrollmeim Healthy Kids. Parents of 3.8 percent of
established enrollees reporingthe Emergency Medi-Cal @hto cover services while
their child is enrolled in Healthy Kids. Gtie few established enrollees whose parents say
that they have used the Emergency Medi€gaatl, 30 percent say that the visit was for an
emergency or for urgent care; 17 percenttbay did not have their Healthy Kids card
yet or could not find it, 17 percent say fhrevider preferred Medi-Cal or only accepted
Medi-Cal, and 15 percent say they are swe which card the provider used. These
estimates are imprecise, given the very ssathple size (30 childng, but suggest that
more study on this topic is warranted.

In addition, the use of Emergency Medi-@gabears to be growing in San Mateo
County. In the 2004 survey, 22 percent of HeaKids parents repothat their child had
Emergency Medi-Cal either alone or in candiion with some othecoverage prior to

enrolling in Healthy Kids; by 2006, thagure has grown to 42 percent.
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Access to Employer Coverage

Access to affordable employer-sponsohedlth insurance coverage is very
limited for Healthy Kids enrollees and veigw Healthy Kids enrtees are foregoing
subsidized employer-sponsored coverage. While overall one in five live in families in
which there is an offer of dependent coverggst one in ten haveependent coverage
available that has some type of subsidy ftbmemployer (Table 1X-2). Moreover, this
likely overstates the degree to which #wailable employer-sponsored coverage is
affordable since few of the parents themesliiave coverage under these plans. Only 5.6
percent of enrolleesO parentgehan offer of subsidizedependent coverage which the
parent has taken up for him/her self. Youngemllees have somewhat greater access to

private coverage that already includesttipairents than older enrollees (9.5 vs. 4.8

percent).
Table IX-2
Access to Employer-Sponsored Coverage Among Healthy Kids Enrollees
2006
Percentage
Total Ages 0-5 Ages 6-18

Dependent Coverage Offer Through Employer 19.0 22.3 18.4
Dependent Coverage Offer, and
Employer Pays Some or All of the Premium 9.9 14.6 9.0
Dependent Coverage Offer, and
At Least One Parent Has Employer Coverage 13 138 108
Dependent Coverage Offer,
Employer Pays Some or All of the Premium, and 5.6 9.5 4.8
At Least One Parent Has Employer Coverage
N 681 162 519

Source: Healthy Kids parent survey, 2006.

Notes:
(1) Estimates are derived from the sample of established Healthy Kids enrollees.
(2) Children whose parents have insurance from Kaiser are included in percentages of children
whose parents have employer coverage.
(3) Some enrollees are excluded from analysis if survey responses that indicate the
availability of employer-sponsored coverage have missing values.
(4) There are no significant differences between ages 0-5 and ages 6-18.
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Coverage Patterns of Parents and Siblings

Because eligibility for different publimsurance programs for children (Medi-
Cal, Healthy Families, and Healthy K)d$epends on a childOs age and immigration
status, it is possible for pars or other children in the same family to qualify for
coverage under different public programs (andome instances, not to qualify for any
program). Having people in the same familyhwdifferent forms of coverage may cause
difficulties for families because it can mean ttie families need to deal with different
administrative rules and provider network&mong the Healthy Kids enrollees who have
siblingsNwho constitute about three quadef all established enrolleesN31.4 percent
have a sibling with Medi-Cal, 21.3 percentéa sibling with Healthy Families, and

about 10 percent have an uninsd sibling (Table 1X-3).

Table IX-3
Coverage Patterns Among the Siblings of Healthy Kids Enrollees
2006
Percentage
Total Ages 0-5 Ages 6-18

Healthy Kids Enrollees With One or More Siblings

At least one sibling enrolled in Medi-Cal 31.4 35.3 30.7

At least one sibling enrolled in Healthy Families 21.3 15.9 22.3

At least one sibling uninsured 9.3 3.8 10.3
N 460 94 366

Source : Healthy Kids parent survey, 2006.

Notes:
(1) Includes established Healthy Kids enrollees who have one
or more siblings (77.6 percent of the total established enrollees sample).
(2) There are no significant differences between ages 0-5 and ages 6-18.
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Most Healthy Kids enrollees (66.4 percemiye a parent who is uninsured (Table
IX-4). Among the parents who have tlthansurance, many report limited public
coverageN23.7 percent repdhat they are enroliein the WELL Program? and about
10 percent report that theyyeaEmergency Medi-Cal. Whil&0 percent have coverage
from Kaiser and about 13 percent have pevasurance, it is rafer both parents to
have private coverage (data isbibown). This suggests ththe costs associated with
dependent coverage deter covering other family members beyond the employee.

Table IX-4
Insurance Status of Healthy Kids Enrollees' Parents
2006

Percentage of Enrollees with
At Least One Parent in Category

Uninsured 66.4
Private Coverage
Employer-Sponsored Insurance 13.1
Private Non-group 0.5
Kaiser 10.0
Public Coverage/Other
Emergency Medi-Cal 9.9
Medi-Cal 27
WELL Program 23.7
Other 25
N 681

Source: Healthy Kids parent survey, 2006.

Notes:
(1) Includes established enrollees ages 0-18.
(2) Percentages do not add to 100 because children can have
parents in more than one category.

2 A county-based program that offers reduced-cost outpatient care.
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Enrollment/Take-Up among Higher-Income Children
According to administrative data frotine HPSM, in February 2008, 844 Healthy

Kids enrollees had incomes between 251 and 400 percent of poverty, constituting 13.6
percent of all Healthy kids enrollees (Tab{eb). The percentagef all enrollees who

are in the higher income group grew fromly 5.6 percent in the first month of the
program to over 10 percent two years laterwieeer, the percentage has leveled off at
about 14 percent of the total Healthy Kids caseload.

Table IX-5
Number and Percentage of Healthy Kids Enrollees
in High-Income Families

2003-2008
251-400 percent of Federal Poverty Level

Number of Percentage of Total
Enrollees Enrollees

February 2003 41 5.6

February 2004 462 9.4

February 2005 602 11.3

February 2006 769 12.8

February 2007 849 13.5

February 2008 844 13.6

Source: Health Plan of San Mateo.
Estimates from the American Community Survey suggest that 13,534 children in
San Mateo County have incomedvbeen 300 and 400 percent of poventhus, about

3 percent of children in that incomeabket are enrolled in Healthy Kids.

% Urban Institute Tabulations of the 2006 American Community Survey.
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CHAPTER X
WHAT IS THE EFFECT OF THE CHI ON
COLLABORATION AND THE LOCAL HEALTH SYSTEM?

The health care delivery system fow-income children and families in
California is a confusing patclosk of inadequately financed programs. The result is an
array of uncoordinated services, placing a burden on families and providers to piece
together comprehensive care.

In order to reduce the burden on famikesl county administrative systems, the
San Mateo CHI seeks to improve Osystemegration,O that is to improve the
communication and co-ordination betweenvhe&ous programs that serve low-income
children and their families. Some of the desired outcomes of this process include:
simplification of the public program alpgation and enroliment process; better
organization of services to ensure that ciaeteive the care they need; and streamlined
administrative functions to avoid duplicani of functions and dkice costs. One CHI
staff member described the goal as followshéi@lea is to create a system that is
seamless for the clients.O

To evaluate progress towards this goad,interviewed representatives from each
of the organizations that have participaitethe process. This includes the following
agencies: the Health Plan of San Mateo; the Human Services Agency; the Health
Department; and other partners, for exargghools and community based organizations.
We sought their opinions both about whas occurred and about how it has improved

the county systems for low-income families.
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Key informants report that systemsegration efforts have produced greater
satisfaction among agency staff, througlpioved understanding of each othersO goals,
activities, and challenges, as well a®tilgh more streamlined processes for program
enrollment and improved service linkages.

Improved Organizational Linkages

Within the CHI, one cornerstone of sgsts integration is close communication
across child-serving organizations. Comnaation occurs primarily through the CHI
Oversight Committee which is comprised of teadership of the HPSM, the HSA, First
5, the Health Department, the Hospital Gaotism of San Mateo, and the Silicon Valley
Community Foundation. In the first few yearfsthe CHI, the Oversight Committee met
on a monthly basis, which led to enhancedimunication and continual improvements
in the process of enrolling children ip@opriate programs arptoviding appropriate
services. Currently, it meets less frequerdigice program oversight has shifted to the
HPSM. There is a general consensus tiaiCommittee is effective as a means for
information sharing and decision making.

Communication has also been enhartbedugh the relocatioaf the principal
CHI staff from the health department to tHESM. This has enabled staff from these two
key players to regularly plan and execptegram improvements collectively through
more frequent contact and communication. Agx@mple, this collaboration is viewed as

having improved the quality of the new member packets and orientation process.
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Table X-1
San Mateo County Children’s Health Initiative Committees

Committee Name Membership Meeting Schedule

County and community Monthly
CHI Oversight Committee | partners: Silicon Valley
Community Foundation;
CAAs, HPSM, clinic
representatives, HSA, CHI
staff

Healthy Kids Policies and | CHI, HSA, Legal Aid, Monthly
Operations Workgroup HPSM, CBOs, San Mateo
Medical Center

South County Health CHI, HSA, clinic Bi-monthly
Coverage Outreach representatives

Committee

North County Health CHI, HSA, clinics Bi-monthly
Coverage Outreach representatives

Committee

One-e-App internal CHI, HSA, HPSM Bi-weekly
workgroup

CHI Evaluation Committee| CHI, HSA, HPSM, CBOs Quarterly

HK Retention Workgroup CHI, HPSM, CBOs Monthly

Note: CHINChildrenOs Health Initia; HKNHealthy Kids; CAANCertified
Application Assistor; HSANHuman Serees Agency; HPSMNHealth Plan of San
Mateo; CBONCommunityBased Organization.

There are also a number of oversight sub-committees with broad membership
where issues associated with the specifictoare discussed (s€able X-1). Because of
overlapping, comprehensive membership, éh@smmittees provide an opportunity for

information sharing and collaborative problepiving. Most of the sub-committees also

function across health insurance programs (ingahat they address issues related not
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just to Healthy Kids, but to Medi-Cal ahktkalthy Families as well). This enables all
programs and services to be knowledgeableut other programs and services.

As an example of organizational linkagesa more operational level, the San
Mateo City School District recees a grant from the Healibepartment specifically to
align the work of the CHI and schools. Stafitded by the grant amaced in schools to
seek out uninsured children and assistrtparents in enrollinghem in appropriate
programs. This effort to place CAAssthools, has promoted better coordination
between schools and healtidasocial services agencid$e school district provides
space and internet access for the CAAsQHhk provides the CAAs with promotional
materials, training, and other forms of support.

One key informant described the partnership between schools and the CHI as a
Owin-win situation,O because the schools fieasier to meet the needs of their students
with the support of the CHIna the CHI is able to use schaattings to extend health
insurance to children and their parents.

Other efforts are underway to achieve &etbtegration between medical, dental
and mental health services. For example,marare more routinely being informed about
mental health benefits by CAAs and offeéiuggestions about wieeto obtain care if
needed. Similarly, CHI staff arathers are looking for ways to inform clients that they
are eligible to seek dentaioviders in the privateestor, where waiting lists are
significantly shorter than at publdental clinics. To identyf children who need referrals
to services, the CHI and the HPSM also raeltimreview utilizationdata to identify and
contact clients who have noilited preventive medicalral dental services within 6

months of enrollment.
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Improved Tools and Systems

The establishment of the CHINwith ifecus on Medi-Cal, Healthy Families and
Healthy KidsNhas led to the developmeartd use of new common systems and tools
across the three child public health insurgm@grams. In particular, the agencies that
determine eligibility and facilitate enrollmehave worked together from the beginning
of the CHI. For example, the agencies sleam®liment data bases and staff receive the
same training across all three programsaAssult, all staff communicate to clients the
same information about program benefits, howbtain access to services, and how to
re-enroll.

The most important example of thesaovations is the One-e-App, an on-line
application system used by all certified apalion assistors (CAAs) when they assist
parents with applications. \@espread use of the One-e-App has had many benefits. In
particular, it has promoted system int&tgpn by providing on-line linkages between
programs. Key informants report that thidkage has greatly simplified the enrollment
process both for CAAs and for families that are eligible for more than one public

program.
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CHAPTER XI
ARE PARENTS SATISFIED WITH THE HEALTHY KIDS PROGRAM
AND ITS SERVICES?

Studies show that a lack of health ireuce causes parents to feel worried and
stressed, in addition to creagifinancial hardships (Lave at 1998). Indeed, evaluations
of SCHIP and Healthy Kids in other Califoa counties show that having coverage
successfully reduces the financial and eoral stress of trying to access affordable
health care for their childrefiowell, Dubay and Palmer 2008; Trenholm et al. 2005;
Kenney et al. 2007; Kenney 2007). Parent satisfiaevith the qualityof services is an
indicator of satisfaction with the program ahe impact it has had on the quality of life
for the families of children enrolled in Healthy Kids.

This chapter presents evaluation finditigat assess whether parents are satisfied
with the program and the quality of serviceseived through it. To answer this question,
we draw on the following two sources of data:

= 2004/2005 focus group discussions wpdrents of enrollees; and
= The 2006 parent survey.

From the parent survey we use several questions:

Confidence in getting care: During the past six months, how confident were you
that your child could get healttare if he/she needed {{Possible responses are very
confident; somewhat confident; not vexgnfident; and not at all confident.)

Satisfaction with quality of care: During the past six months, how satisfied were
you with the quality of health care yourilchreceived? (Possible responses are very
satisfied; somewhat satisfied; somewtizsatisfied; overy dissatisfied.)

Health care causes financial hardship: During the past six months, how often did

your childOs health care neeghate financial difficulties? @sible responseare a lot;
somewhat; a little; or not at all.)
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_ Health care needs cause worries: How worried were you about meeting your
childOs health care needs? (Possible resparesesry, somewhat, neéry, not at all).

Healthy Kids enrollment increases pareatisfaction with the quality of their
childOs health care services (Figure XAlhost 70 percent of pants of established
enrollees are very satisfied compared to p@&ent of parents of new enrollees. This
pattern is consistent for botlye groups, although the difface in the estimates for the
youngest enrollees is not stéiially significant at conventimal levels (p=.07). Data from
focus groups with parents support the surveglifigs that most parents are pleased with

their childOs providers and the sms their children receive.

Figure XI-1
Percent of Parents of Healthy Kids Enrollees Very Satisfied with the Quality of Services Received
in the Past Six Months, by Age
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

On the other hand both survey data and focus group findings suggest there
remains room for improvement. For example, according to the survey, about a third of

parents of established enrollees are not gatisfied with their childOs health care
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quality. Focus groups suggest that this iscwee to poor quality medical care in most

cases, but rather to the need for improverrentinic staffOs customer service skills.
Healthy Kids also increases parent confrkethat they can get needed health care

for their child (see Figure XI-2). Only 41.0rgent of parents of new enrollees are very

confident compared to 65.8ngent of established enroll@arents. Although parents of

the youngest children are less confident oliettee percentagpoint increase in

confidence as a result of theogram is about the same between the two age groups.

Figure XI-2
Percent of Parents of Healthy Kids Enrollees Very Confident that Child Could Get Care in the Past Six Months, by Age

100% -

80%

65.8" 67.1"

Regression-Adjusted Percent

New Established New Established New Established
ALL AGE 1-5 AGE 6-18

** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

The program also reduces parent waipput meeting theithildOs health care
needs (Figure XI-3). The proportion of pat®who worry about meeting their childOs
needs is much lower for parents of estdigds enrollees than new enrollees (27.3 percent

versus 48.5 percemnspectively).
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Figure XI-3
Percent of Parents of Healthy Kids Enrollees Very Worried about Meeting Child’s Health Care Needs
in the Past Six Months, by Age
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** Significantly less than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

In the focus groups parents said thatytfind comfort fromknowing their child

has health insurance and Gtess care when needed.
1tOs worrisome when [children] donOt have insurance.
In case they get sick, it good that they are covered.

The survey reveals another positive pesgrimpact on improving quality of life
for families, that is that Healthy Kidsgnificantly reduces the economic pressures
associated with health care costs (Figuket)X AlImost three-quarters of established
enrollee parents report they experiencéelitr no financial difficulty because of
expenses related to their childOs healthamargared to just over half of new enrollee

parents (53.2 percent).
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Figure XI-4
Percent of Parents of Healthy Kids Enrollees Reporting Little or No Financial Difficulty Due to Child’s Health Care
Needs in the Past Six Months, by Age
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** Significantly greater than new enrollees, p<.01, one-tail test.

Source: Healthy Kids parent survey, 2006.

These improvements in quality of life for families with children enrolled in
Healthy Kids in San Mateo County are simiia those found in aluations of similar

initiatives elsewhere in difornia (Trenholm et al. 2007).
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CHAPTER XII
CONCLUSIONS AND RECOMMENDATIONS

At the end of the first five years tiie San Mateo County ChildrenOs Health
Initiative, it is possible to draw someealr conclusions aboutattountyOs efforts to
improve the health of its low incomeiltten. The evaluatioreveals very strong,
positive effects of the CHI, as well as some challenges that remain for the future.
Key Positive Effects of the CHI

The CHI has successfully achieved itsyary goal of enrolling low income
uninsured children in public health inance and increasing access to and use of
appropriate services. As evidence of thiscess, there has been a large increase in the
proportion of enrolled children who have a Uss@urce of medical and dental care after
enrolling in Healthy Kids. This has led sgynificantly more preventive medical and
dental services among enrolleémally, there has been a dramatic reduction in unmet
need for medical and dental services. Aaistrative data from the HPSM show these
improvements in use of preventive medical dedtal care continue over at least the first
three years of enrollment.

Both qualitative and quantitative euation results indicate new insurance
coverage provides parents with an increasedesef security that they can get needed
health care for their children. In the worfsone parent who commented on the benefits
of Healthy Kids, OWhen your childrert gk, you know you wonOt be without money
for the rent. ItOs reassuring to know thatgamutake them to thedloctor and that you
donOt have to worry.O Additionally, survey dataw that being enrolled in the program
increases the parentsO satisfaction with théygahhealth care services their children

receive.
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These improvements in access to care anafuappropriate services have led to
better health soon after enroltmt for some children. A consistent pattern across multiple
measures of health, and in both younger@ddr children, suggests improved health
after a year in the program. Most notably, thado enroll in Healthy Kids for a year are
significantly less likely to miss school becawdéealth problems. A study with larger
samples may detect signifigaesults for other measufés

There has been some concern that Sated®s Healthy Kids program could lead
to crowd-out of employer coverage, giveattit includes eligiblity levels up to 400
percent of the Federal Povettgvel. However, evaluationrfdings show that very few
children have private insurance before tleeayoll in Healthy Kids. Moreover, most
Healthy Kids enrollees, even those iglner-income families, do not have access to
affordable subsidized employer-sponsorederage. As further evidence, while the
Healthy Kids caseload in the 250 to 400geet FPL group grew some in the early years
of the program, it has leveled off at around 14 percent of enrollees, and only a small
fraction (just around 3 percerd) all San Mateo children ithe 250 to 400 percent FPL
group are currently enr@d in Healthy Kids.

Finally, only a third of Heléhy Kids enrollees have ansured parent, and very
few of the parents have private insuranoeerage. Previous research has shown that
when parents lack insurance coverage treyless likely to receive primary care and
more likely to have unmet health needs (Dubay and Kenney 2003). In addition, their lack

of health insurance may affecethchildrenOs care (Perry 2008).

28 Further analysis combining data from San Matab%anta Clara CHI evaluations shows statistically
significant findings across a wider range of health status outcomes.
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An important secondary goal of the CHkdsincrease the inggation of health
services for low income children. For examglknost half of all Healthy Kids enrollees
have one or more siblings in a differguiblic program, adding to the complexity for
their parents to enroll their children in thegpeopriate program. Thevaluation found that
the CHI has led to greater co-operation amkeygpublic agencies (such as the Health
Department, the Human Services Agency, aidasis) that did not wik closely together
in the past, and this has helped to additesse issues. At the @noO level, the county
has made the application process forinagted public health insurance programs
seamless for families through its ground-breaking implementation of the One-e-App on-
line application system.

Service Delivery Challenges

While the evaluation has shown that GiHiflorts have led to large improvements
in health care for low income children, taegemain some areas for improvement. Even
after children are enrolled in insurancemsoparents identify baets to accessing care,
such as difficulties scheduling appointmefiits example, because clinic phone lines are
busy). They also may have trouble findingewg and weekend appointment times that
do not conflict withtheir work hours.

The HPSM has made substantial progrestsiafforts to contact parents, assist
them with navigating the health systemdaducate them aboilte importance of
preventive care. Still evaluation results shase of the emergency room remains high.
To address this, the planOs parent educsttiond incorporate a component that teaches
parents how to monitor and interpret coomsigns of young childhood illnesses, such as

fever, as well as information on how tat géter-hours advice for such problems.
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Healthy Kids enrollees have rates of naiitealth problems that are similar to
other children. However, the program islstot reaching all children who need such
services, especially for children with the more complex mental health problems that
require formal mental health care. Theseibgsrinclude perceivestigma with obtaining
formal mental health ca@nd a lack of awareness abths services available.

While access to preventive and dental care is greatly improved after enrollment in
insurance, there are still a substantiahber of Healthy Kids enrollees who do not
obtain preventive medical or dental care miveen year. This could be related to some
capacity constraints in the public clirdgstemNthe most common provider of both
medical and dental care. Qualitative infotima suggests some capacity exists in the
private sector to serve more HealthyKichildren. An improved dialogue between
public and private sectors, to educate gievproviders about Healthy Kids and other
public insurance, should be combined watmtinued emphasis on parent education on
system navigation, to ensuré ehildren receive preventivand primary care. In addition,
the HPSM can play an important role ilomitoring the quality of care for Healthy Kids

enrollees in both the publand private sectors.

The CHI has greatly strengthened samass-agency linkages, but challenges
remain to full service integration betweendlld-serving sectorsuch as the juvenile
justice system and foster cahe.addition, it is important toontinue to strengthen the
developing linkages between the medical, raeim¢alth, and dental health sectors,

ensuring a seamless system for families.

Data from the Health Plan of San Matuggest use of preventive care for Medi-

Cal children is lower than for Healthy Kids and Healthy Families children. The HPSM
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could use some of the effective approadhbas developed for the Healthy Kids
program to improve preventive care use for Medi-Cal enrollees.
Financial Challenges

Having demonstrated that new heaftburance provided through the San Mateo
CHI has large benefits for newly covered children and their families, the initiative faces
the challenge of continuing to fund suchbgts for all low income children in the
county. We have shown that the cost of @ametinues to climb some. With the economy
entering a recession, enrollment also couldaase more rapidly than in the past. In
addition, the demand for public coveragaong higher-income childrenNwhich has
remained low so farNcould grow in the oong years, especially if premiums for
employer-sponsored insurance increase at a high rate.

In the face of increased program costs, sources for covering the cost of care
remain limited. The stalemate at the state-level over potential financial support for
county-based childrenOs healitidgtives means that for theear future support will be
from local sources. As a consequence, thentyOs contribution the cost of the CHIN
which has risen over the yearNmay climb,the program may again face the possibility
of establishing a waiting list.

There are some other options the county could consider for increasing the
financing for CHI activities. For examplye county could create a premium assistance
program for the small fraction of enrolleegwaccess to subsidized employer coverage.
It will be important to continue to monitthe proportion of entees who are higher

income, and what proportion of this group has potential access to employer-sponsored
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coverage. In addition, the cost-effectiveneksuch an approach depends on how much
subsidy employers are providing, among other factors.

Another approach could be to use H®aKids as a Owrap aroundO program for
Emergency Medi-Cal. (Given the low raiEhospital care coved by the HPSM as
shown earlier, emergency Medi-Cal maydoerently covering some costs.) About 40
percent of Healthy Kids enrollees had emamyeMedi-Cal prior taenrolling in Healthy
Kids, and about half retained emergency M&dl after enrolling in Healthy Kids. While
very few parents reported they used ttiobildOs emergency MieCal card after
enrollment, the cost of therseces that were &=l is unknown. More research is needed
to understand the interagti between Healthy Kids and emergency Medi-Cal to
investigate whether some formal interactimtween the programs is feasible. A similar
approach might be feasible for preventoage through the CHDP program. However, it
would be critical to ensure that such finexhanteractions do notfect the administrative
burden for families or alreadyrstched public agency staff.

Conclusion

In conclusion, the evaluation of thestifive years of the San Mateo County
ChildrenOs Health Initiativeas shown strong positive effects for many low income
families and strengthened the public systmrving those families. While challenges
remain to sustain the initiative financiaipd continue to improveervice delivery, the
first five years of the CHI have improved the lives of many children and their families in

the county.
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APPENDIX A
SURVEY AND ANALYSIS METHODOLOGY



Introduction

This report presents both degtive and impact resultsased on data collected in
2006 in a survey of pareftof children enrolled in thelealthy Kids program of San
Mateo County. This appendix presents infation on the survey design and methods, as
well as how the data were analyzed to intetrphe impact of Healthy Kids on enrollees
in the program.
Survey Methods

Mathematica Policy Research (MP&)nducted the 2006 parent survey under
contract with the Urban Instituf& The goal of the survey was to assess the impact of the
program on children enrolled for a yeangmared with children who were newly
enrolled.

Instrument. MPR and Ul staff designed the sawy instrument, which was very
similar to the survey instrument used for the Wave One survey and in other evaluations
of Healthy Kids programs in Los AngelesdaSanta Clara Counties. The instrument was
designed for computer-assisted telephonerviewing (CATI) administration, in English
and Spanish, with an approximate length of 40 mirfites.

MPR conducted a pilot test of the survey instrument prior to the start of data
collection. The purpose dhe pilot test was to measure the length of the survey, test the
flow and sequencing of questions, clarify gtien wording for respondents, and clarify

instructions for the interviewers. A smajioup of bilingual interviewers, all of whom

" Interviews were conducted with the adult in liseisehold most familiar with the childOs health care.
Ninety-five percent were biological parents (most mothers) and the remainder were step/foster/adoptive
parents or other relatives. As indicated later in the appendix, some data collection occurred in early 2007.
2 MPR also conducted a survey of a cross-section of enrollee parents in 2004 as part of the evaluation:;
results from that survey are provided in an earlier report (Howell et al. 2005).

% The survey instrument is available from report authors upon request.
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were familiar with the survey and study population were trained. An endorsement letter,
printed on the Health Plan of San Mat@éPSM) letterhead, was mailed to a small
sample of Healthy Kids enrollee familieslesged for the pilot test prior to making
telephone contact. A dozen enrolled familiesnpteted an interview. We made minor
modifications based on the pilot test expeoe to clarify quesins and improve data
quality.

Sample DesignSamples were selected at five points in time from Health Plan of
San Mateo monthly enrollment files. Thergde was stratified by age (0B5 and 6D18)
and by length of enrollment. Those newly dia are called OnewO enrollees, and those
enrolled for one year are called Oestatdi€hesnrollees. In a particular monthOs
enrollment file, new enrollees are thos&owvenrolled in that month and established
enrollees are those who enrolled one yago in that same month. We over-sampled
children ages 0D5. The resultimgif strata are: (1) new enmeds ages 0B5 years; (2) new
enrollees ages 6D18 years; (3) establishenllees ages 0B5 years; and (4) established
enrollees ages 6D18 years. The goal efdhrvey was to complete 1,400 interviews
overall, 400 from the OD5 year old strat®)00 from the 6D18 yeald strata, and an
approximately even number of new and bksied enrollees ifboth age groups. We
released a total of 1,835 of cases for inteving in five waves: 319 cases in stratum 1;
621 cases in stratum 2; 225 cases in swtaB) and 670 cases in stratum 4. Survey
weights were constructed to account for the complex sample design.

Sample selection took placetimo stages. In order nti overburden parents with
more than one child enrolled in the HealKigs program, we only asked them questions

about one of their children. Consequently, felgible families were sampled; if a family



contained more than one eligible child, @mdd was selected at random. An eligible
family was one with at least one eligiblaldhAn eligible child was ages 018 with an
enrollment date (or re-enrollment datepme of the months specified for the round of
sampling, and who had neither been seleb&fdre nor had a dihg selected before.

At the time of the interview, new enredls had been enrolled in Healthy Kids an
average of 3.7 months and established lE@® had been enrolled an average of 15.9
months. For many of the key questions, r@wollee parents were asked about the six
months prior to the date when their childaled in Healthy Kids (while they were
uninsured), and established-ellee parents were askedoab the six month period prior
to the interview. Thus the recall period few enrollee parents was an average of four
months longer than establighenrollees for those questions.

Interviews were conducted over arhdnth period, from April 2006 until May
2007. The reason for this prolonged field pemas a smaller-than-anticipated flow of
new children into the program (especially foe 0B5 age group) and a desire not to
collect data during summer months for schagg-ahildren in order to assure complete
data on the number of school dagyissed due to health problems.

Data Collection Procedure<Prior to the first telephone contact, sampled parents
received an endorsement letter from thelthelan of San Matemtroducing the survey
and its sponsor. The letter emphasittezlimportance of participating, provided
confidentiality procedures, stated that theses no penalty for declining to respond; and
provided a toll-free number at MPR ¢all with questions. All respondents who
completed a survey interview receiveikb gift certificate fromAlbertsons, a local

grocery store.



Response to the survey wescellent, and there were few refusals. We completed
1,404 interviews out of the 1,835 sampled cases, for an overall response rate of 76.5
percent. Table A-1 shows the final dispositafircases. The factor that accounted for the
majority of nonresponse was respondemiso could not be located. These were
respondents whose addresses and phone numéexs10 longer correct, and (despite use
of intensive locating procedures) thegould not be located. Other reasons for
nonresponse included cases where the responudoated that the child was no longer
enrolled in Healthy Kids. A very small pmmtage of nonresponse was due to respondent

refusal or a respondentOs inabilitgpeak either English or Spanish.

Table A-1
Final Disposition of Sample

Number Percent

Complete 1,404 76.5
Refusal 27 1.5
Language Barrier 23 1.2
Reported - Child Not Currently Enrolled in Healthy Kids 73 3.9
Located, Effort Ended 71 3.8
Not Located 237 12.9
Total 1,835 100.0

Descriptive and Impact Analyses

We examined the impact of Healthy Kids on outcomes in several domains,
including: access to health eause of services; unmet ndied health services; health
status; and parent satisfaction. For the ysigl established enrollees represent the
OtreatmentO group (children who have beeosed to Healthy Kids enrollment for about
one year), while new enrollees are tomparison group, representing uninsured

children.
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Descriptive comparisons between new asthblished enrollees are presented in
tables in the report. Significant differendestween the two groups are measured using
either F-tests or Chi-square tests.

To distinguish them from descriptivar(adjusted) results, impact estimates are
presented in figures in threport. Since it was not pos®iio have a randomized design,
it was critical to use a regression model to adjust for differences in the treatment and
comparison groups. For example, establigh@llees had lived longer in San Mateo
County and were somewhat older than nevolges. These factors could have affected
many important outcomes.

A logistic regression modiesing the following formula makes these adjustments
and tests for statistical significance in diffeces between groups. The model is specified
as follows:

In (R/1-R) = by + bNew + X,

Where Ris equal to the probability that the ocomee i equals 1; New indicates that that
the child is a new enrollee and X is a watf control variables, as follows: age,
household income, sex, family structure (sgdadult partner in hoesold), citizenship,
childOs health during infancy (or at the timaéshe began school) réle to other infants
(or children the same age), whether thiéddobnrolled for a medial (or dental) reason,
ethnicity/language spoken, nuetof children in the household, parentOs education,
household employment statlsngth of time child has lived in San Mateo County, and
guarter the child enrolled idealthy Kids. The regressi modeling was programmed in
STATA, which accounts for the complexhgale design of the survey. Regression

adjusted means were also calculated by STATA.



For simplicity of presentation, the figwreresent regression-adjusted means to
compare outcomes of new and establishedlleeso Adjusted means reflect the levels
and changes that would occur if all eneelt had the characteristics of established
enrollees. The statistical test for sigeaince in each difference comes from the
regression model above, and tests whethes bR)nificantly different from zero. To
accommodate the regression adjustment pcE’ new enrollee infants were excluded,

so that the ages in both groups ranged from 1 to 18.
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Appendix Table IlI-1

Trends in Demographic Characteristics of Healthy Kids Enrollees
by Enroliment Year and Age

2003-2006
Ages 0-5 Ages 6-18
2003 2004 2005 2006 2003 2004 2005 2006

N 969 467 524 438 3,406 1,533 1,305 979
Gender

Male 50.6 51.8 53.1 50.5 52.5 51.6 49.5 51.9

Female 494 48.2 46.9 495 475 48.4 50.5 48.1
Language

English 12.2 14.1 18.3 14.2 9.3 11.4 14.5 13.7

Spanish 84.9 82.2 77.9 81.0 87.5 84.0 80.0 78.5

Other 2.9 3.7 3.8 4.8 3.2 4.6 5.5 7.8
Family Income

<151% of FPL 71.5 66.6 60.5 60.5 75.6 73.4 70.8 72.7

151-250% of FPL 16.5 10.0 9.6 7.8 15.6 134 12.6 10.8

251-300% of FPL 6.5 12.6 20.2 18.5 4.9 7.8 9.4 8.5

301-400% of FPL 55 10.8 9.7 13.2 3.9 5.4 7.2 8.0
Child Citizenship or Legal Residency

Yes 10.6 22.7 30.5 30.8 6.2 11.7 16.1 15.6

No 89.4 77.3 69.5 69.2 93.8 88.3 83.9 84.4

Source: Health Plan of San Mateo.

Note: Includes only children continuously enrolled during their first year of enroliment.
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Appendix Table IV-1
Reasons for Not Having a Usual Source of Care Reported
by Parents of Enrollees of Healthy Kids in San Mateo County

New Established
Reason for Not Having a Usual Source of Care** Enrollees Enrollees
Percent

Child seldom sick 28.6 45.6
Recent arrival to area 20.9 3.7
Doesn't know where to go 6.7 4.6
Cost is too high 28.2 12.9
Child uses emergency room as a usual source of care 9.8 26.0
Other 5.8 7.3

N 272 73

** Distributions for new and established enrollees are significantly different, p<.01, two-tail
test.

Source : Healthy Kids parent survey, 2006.
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