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

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

Like the rest of the nation, California also faces sizable challenges in 
stabilizing its private insurance markets and containing health care 
costs.  As insurance premiums continue to increase, many employers 
have reduced their benefit packages or eliminated health insurance for 
workers and their dependents.  A recent study by the Center for Study-
ing Health System Change found that declines in employer-provided 
health coverage were pronounced for children younger than age 18 who 
had coverage through a parent’s employer—dropping by nearly four 
percentage points to 59.5% in 2003 from 63.4% in 2001.1  Data from 
2003 indicate that California mirrors national trends in the declining 
affordability and availability of employer-based dependent coverage.2

Employer-based coverage, however, remains the predominant form of 
coverage for California’s children, with 55% of children receiving cov-
erage through a parent’s employer.3  This percentage has been below 
the national average for a number of years, and relates to both the 
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higher percentage of uninsured children and the higher percentage of 
children enrolled in public coverage. 

The good news is that the rate of uninsurance among California’s chil-
dren, which peaked in 1998 at 21%, has declined to approximately 12% 
largely as a result of public coverage expansions.4  These expansions in 
Medi-Cal and Healthy Families (California’s implementation of 
SCHIP) have evolved over the years and cover as many as four million 
children at any one point in time.5  In spite of these gains, many of Cali-
fornia’s children – an estimated one million or 12% of children 0-18 
years of age – remained  uninsured in 2001.6 Approximately two-thirds 
(670,000) of these children are eligible for Medi-Cal and Healthy Fami-
lies and one-third (350,000) are ineligible due to their immigration 
status or because their families’ income is too high to qualify for exist-
ing programs.7 Many of the uninsured children are in mixed status fami-
lies that include both citizen and immigrant members.8

According to 2002 Current Population Survey data, California is ranked 
first in the nation with the largest immigrant population at 28% of the 
total  foreign-born population.9  California is also home to over 2.4 mil-
lion, or 26%, of the total 9.3 million undocumented immigrants in the 
United States.10 One in two California children lives in a family where 
either the child or at least one parent is an immigrant.11  Immigrant chil-
dren are three times more likely to lack health insurance coverage than 
U.S. born children.  This lower coverage rate is due both to reduced 
access to employer-based insurance for these children (less than 45% of 
children in immigrant families have access to employer-based insur-
ance) and the absence for many children of qualifying documentation 
status for existing public programs.12  Parental misunderstanding about 
eligibility requirements and the possible immigration consequences of 
seeking insurance for children also contribute to keeping eligible chil-
dren uninsured.13

Until policymakers and the public prioritize and commit resources to 
providing affordable health coverage to all children, many children will 
continue to fall into the uninsured or underinsured gap.  At the same 
time, the health care system will expend far more resources addressing 
the consequences of children’s lack of insurance than the actual cost of 
providing health coverage for this 12% of all California’s children.  
Real costs borne as a result of lack of insurance for children include 
costs for inappropriate treatment, lost parental work days, lost days in 
school, and numerous behavioral and developmental interventions over 
the course of a child’s first eighteen years.14

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

For more than 20 years, California counties have assumed the primary 
responsibility for providing health care to the uninsured and underin-
sured.  With the number of uninsured children hovering at or above one 
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million, local coalitions have stepped up to the challenge by creating a 
nationally recognized model for expanding health coverage and creat-
ing systems change for children and families called the Children’s 
Health Initiative (CHI).  Although the state’s fiscal situation has di-
rectly affected local budgets, since 2000 localities have advanced inno-
vative coverage solutions through their CHIs.  Santa Clara County 
launched the first of these in January 2001 with core financial support 
from the County of Santa Clara and the City of San Jose, the local First 
5 Commission, the local Medi-Cal managed care plan, and private 
foundations.  Two community-based organizations, one labor-affiliated 
and one faith-based, played an essential organizing role in securing the 
funding and policy resolve to launch the program.15

To some degree the structure, financing, and political dynamics have 
varied in each county with a CHI, but the vision, target population, and 
expansion products have been fairly similar in scope.  The programs 
seek to reach all children living in families with incomes up to 300% of 
the federal poverty level (FPL), who do not qualify for existing public 
coverage.16  Through peer-to-peer support and external technical assis-
tance, the CHI model has been pioneered in a total of nine counties and 
is under development in at least twenty others.17  While their circum-
stances and approaches differ, most CHIs share a bold vision of health 

coverage for all children and three key supporting strategies.  These 
strategies include: 

Cultivating New Public-Private Partnerships for Children’s Coverage.

Many CHIs have evolved as a shared responsibility across the public 
and private sectors, including various branches of local government, 
public and commercial health plans, hospitals, physicians, community 
clinics, educators, business, labor unions, faith-based organizations and 
philanthropy. 

Creating a Single “One Open Door” Outreach and Enrollment Pathway.

The CHI model has helped to facilitate the organizational transforma-
tion of several county social and human services agencies. Where once 
they focused primarily on enrolling families in Medi-Cal, in most coun-
ties with CHIs these public agencies now provide a single point of en-
rollment for multiple programs and benefits and strive to better meet the 
needs of the typical CHI “consumer”—families with children. As a re-
sult, agencies are implementing a single pathway, often called “One 
Open Door,” for enrolling and retaining children in health care cover-
age.  County staff and community-based assisters have been cross-
trained to enroll families in all available public programs.  In some 
counties, the One Open Door approach has been enhanced by a univer-
sal web-based application called One-e-App.18  The One-e-App stream-
lines an entire family’s enrollment into multiple programs by electroni-
cally routing client information to multiple agencies through a single 
point of entry, making it much easier for families to apply for and re-
ceive confirmation of their children’s enrollment across multiple public 
programs. 

Introduction



Pioneers for Coverage

14

Creating a New and Comprehensive Healthy Kids Insurance Program.

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

Figure 1.1 
Status of Children’s Health Initiatives in California  

October 2004 
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First Generation CHI Results 

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

To date, the nine operating Children’s Health Initiatives have cumula-
tively enrolled more than 50,000 children in their Healthy Kids pro-
grams and covered tens of thousands more under Medi-Cal and Healthy 
Families.19  Researchers from Mathematica Policy Research found that 
in Santa Clara County the increase in Medi-Cal and Healthy Families 
enrollments was 28% higher over the initial two year period (2001-
2002) than if the CHI had been absent.20  This increase in enrollments 
brought an additional $24.4 million in state and federal revenues into 
the county during the program’s first two years of operation.  In addi-
tion, three CHIs—Santa Clara, Alameda and San Francisco—were also 
important pioneers in the passage of AB495 in 2001.  This legislation 
expands the state’s SCHIP program by allowing counties to utilize their 
own local funds to draw down federal SCHIP funding for children in 
families between 250 and 300% of the federal poverty level.21

Although local budgets remain severely constrained, the momentum 
created by the first generation CHIs has been sustained through the 
commitment and investments of local First 5 Commissions, several 
large philanthropies, and First 5 California.22  Inspired by these pio-
neers, a second generation of innovators are currently working to de-
velop CHIs across California, including regional collaborations in the 
Sacramento Sierra Valley region, the San Joaquin Valley region and 
along the Central Coast. 

The Second Generation of CHI Innovators 

Currently there are a number of counties and regions in the planning or 
early implementation stages of Children’s Health Initiatives (for a com-
plete explanation of the four stages of CHI development, see Chapter 
3).  This second generation will develop new approaches to coverage 
that reflect their environmental realities while navigating the challenges 
identified by the first generation of innovators. While there is an estab-
lished base of learning that they can draw from, the second generation 
CHIs will in many ways craft new approaches that will bring their own 
set of implementation challenges.  Several CHIs are in the early stages 
of creating new CHI variations, including partnering with a licensed 
commercial health plan, stimulating expansion of an existing public 
plan into a neighboring county, and creating multi-county CHI coali-
tions.
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Commercial plan participation.  The Healthy Kids Kern program lo-
cated in the San Joaquin Valley is the first CHI to launch its Healthy 
Kids program in partnership with a licensed commercial health plan, 
Health Net of California.  At least three other counties—Tulare, Sacra-
mento and Fresno—are likely to develop variations of this approach in 
the coming twelve to eighteen months.  This model is an important vari-
ant since 38 California counties do not currently have access to cover-
age through a local initiative or county organized health system.  Unless 
the State’s Medi-Cal redesign process expands Medicaid managed care 
to some of these counties, expanding CHIs to include commercial 
health plans is a viable alternative for smaller rural counties seeking to 
provide coverage to uninsured children in their areas. 

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

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

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

The time has come to learn from earlier attempts at reform and subse-
quent incremental expansions and develop policy solutions that are as 
bold in their approach as they are practical in their effect.  As outlined 
by the Institute of Medicine’s Committee on the Consequences of Unin-
surance, an important reform objective is to provide financial access to 
appropriate and effective health services – and financial access is best 
achieved when all Americans, and certainly all children, have afford-
able health insurance.23

A working vision, put forth for consideration by the Institute for Health 
Policy Solutions and adapted from the American Academy of Pediat-
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rics, the Institute of Medicine,24 and a number of local stakeholder 
groups, states that: 

“All children in California will have comprehensive health cover-

age and access to a medical home that enhances their health, well-

being, and readiness to learn.”

Six core principles underlie this vision: 
(1) All children should have comprehensive health care coverage, re-
gardless of income or immigration status. 
(2) Health care coverage should be affordable and sustainable for all 
children and families. 
(3) Health care coverage should be stable and continuous for all chil-
dren and families. 
(4) All children should have a medical home.25

(5) Health care coverage affects children’s health and well-being and 
promotes access to high-quality care that is effective, efficient, safe, 
timely, family-centered, equitable and culturally and linguistically ap-
propriate.
(6)  Improving children’s health through access to affordable health 
insurance will have positive long-term impacts on children’s readiness 
to learn and participation in learning environments. 

These principles are grounded in a significant body of research docu-
menting the costs and consequences of not providing health care cover-
age to children.26  Health care coverage has been shown to greatly fa-
cilitate children’s access to care for acute and chronic illness, and essen-
tial primary and preventive care.27  Furthermore, there is strong evi-
dence that when children develop long-term relationships with a health 
care provider as a result of being insured, they will receive more accu-
rate diagnoses, require fewer hospitalizations, and incur lower health 
care costs.28

Improved access to timely and appropriate health care can improve 
children’s health status over time, which has important implications for 
their development and well-being as well as their families’ economic 
well-being.  Ensuring the affordability and accessibility of insurance 
coverage reduces stress on parents and improves families’ quality of 
life by reducing the financial risks uninsured families face.29  By im-
proving children’s health and reducing families’ stress, a 2003 evalua-
tion of California’s SCHIP program found that coverage had an impor-
tant bearing on improving children’s school performance and readiness 
to learn.30  It’s clear that providing health coverage to all children 
makes good sense on numerous levels – covering all children is good 
for our society, good for our economy, and it will help to ease the strain 
on our health care system by ensuring that parents seek and receive ap-
propriate and timely care for their children.31  Getting children insured 
also sets an important expectation for parents that their children will 
have access to health care throughout childhood and adolescence, and 
this has crucial implications for children’s capacity to reach their full 
potential and thrive as adults. 
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How to Use this Guidebook 

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

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

In addition, the information contained herein offers approaches 

that have been and will continue to be created in highly dynamic 

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

Contents Overview 

The relative ease with which a Children’s Health Initiative can be 
started and operated depends on factors that vary by county and by re-
gion.  Key enabling factors that have been present in the environments 
of operating CHIs are introduced and discussed in Chapter 2.  Chapter 3 
includes a general discussion of the CHI’s evolution and presents a four 
stage conceptual framework along with a brief description of key activi-
ties in each stage.  This chapter also provides options for creating an 
effective governance structure and securing the appropriate staffing and 
technical assistance resources. 
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Chapters 4 through 9 focus on core functional areas of the CHIs, includ-
ing financing, program design, budgeting, outreach/enrollment/
retention, plan and administrative vendor selection, and program 
evaluation.  Chapter 10 provides a glimpse ahead at the policy and sus-
tainability options in creating a seamless system of coverage for all 
children in California. 

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