


The Missouri Foundation for Health

(MFH) was created on January 6,

2000 as a part of a negotiated

agreement among Blue Cross/Blue

Shield of Missouri (BCBSM), the

Missouri Department of Insurance

and the Missouri Attorney General

following the for-profit conversion

of BCBSM. The Foundation received

a significant portion of the assets 

of RightChoice, the for-profit

created by the conversion. MFH is

dedicated to improving the health 

of the people in the BCBSM service

area, which encompasses 84

Missouri counties and the city of 

St. Louis. In support of its mission,

MFH undertakes policy studies on

topics of significance to the

foundation service area and beyond.

MFH has created the Show Me

Series to convey information about

current health related issues of

interest to a broad audience ranging

from members of the general public 

to policymakers.
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Cover the Uninsured Week (March 10 through March 16,

2003) worked to raise public awareness concerning the

issue of the uninsured in the nation and in Missouri. This

week-long series of events generated support and

enthusiasm from individuals and organizations represent-

ing the health care, social service, political, business, labor,

academic and faith communities. To further inform the

discussion of the issues involved in dealing with the

problem, the Missouri Foundation for Health (MFH) policy

group has undertaken this study of state approaches to

reducing the number of uninsured individuals.

Specifically, this MFH paper explores the programs and

policies that other states have adopted in order to

reduce the number of uninsured individuals. The

discussion includes common elements that contribute 

to successful coverage expansions in a given state. 

The study then looks at Missouri’s own experience in

addressing the issue of the uninsured. It concludes with 

a set of discussion points that provide a launching pad

for an informed dialogue concerning potential solutions

to the problem of the uninsured in Missouri.

i

Show Me Series: Report 1

Innovative State Programs to Cover the 
Uninsured: Lessons for Missouri
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The U.S. health care system continues to struggle with providing all people

access to appropriate medical care. Barriers to accessing health care include:

geographic and financial obstacles as well as a lack of providers, transportation

and culturally and linguistically appropriate services.1 However, the largest

impediment to accessing appropriate medical care is the lack of health

insurance.2 The Current Population Survey, conducted by the U.S. Bureau of

the Census, indicates that 41.2 million people were uninsured for all of 2001.3

A 2003 study by the Kaiser Family Foundation, titled “Sicker and Poorer: The

Consequences of Being Uninsured,” reviewed research findings from the past

25 years on the relationship among health insurance, medical care utilization

and health outcomes. This report concludes that “the uninsured receive less

preventive care, are diagnosed at more advanced disease stages, and once

diagnosed, tend to receive less therapeutic care (drugs and surgical interven-

tions).”4 In addition, “having health insurance would reduce mortality rates

for the uninsured by 10-15 percent, and better health would improve annual

earnings by about 10-30 percent and would increase educational attainment.”5

The price of not covering the uninsured includes 18,000 preventable deaths per

year.6 Increasing the number of individuals and families that have access to

health insurance would not only create long-term savings, but would result in

a healthier and more productive state and nation.7

In late 2002 and early 2003 The Commonwealth Fund (Commonwealth)

published three commissioned research studies which examined the strategies

eleven states have used to reduce the number of uninsured residents.8 An

additional publication, also produced for The Commonwealth Fund,

summarized the common themes, lessons and coverage strategies of these

separate case studies.9 The Commonwealth studies provide the most thorough

and current information regarding state approaches to expanding health

insurance coverage, therefore this paper provides a synopsis of their findings

and relates them to Missouri.

The following section will provide a brief overview of each of these ten

common themes and lessons, and will offer specific examples taken from the

experiences of the eleven states studied in The Commonwealth Fund reports.

The section will conclude with a look at the two overarching strategies that

the profiled states have used to decrease the number of uninsured residents.

Access to
Health Care 
and the
Uninsured

State Strategies
to Cover 
the Uninsured
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Common Elements 
1. Data Is Essential for Developing Strategy and Securing Support 

Plans to expand health insurance coverage begin with the gathering of 

state-specific quantitative and qualitative data. These data have several

significant functions:

they identify target populations,

explore service gaps,

construct coverage options,

provide evidence of positive results and 

can be used to build public support.

An investment in data collection and analysis affords states insights

concerning their unique strengths and weaknesses. This knowledge provides a

realistic basis for discussions of solutions to the problem of the uninsured.11

2. Research and Policy Development May Require Private or Federal Funds 

In order to develop an effective plan for covering the uninsured, funding must

be secured for policy development activities, such as convening stakeholders,

collecting public opinion, estimating cost and coverage options and designing

evaluation plans. Because states are currently experiencing the worst budget

crises in decades, such funds are not readily available from state governments.

Funding for these essential preparations may need to come from external

sources, such as the federal government or private foundations.12

3. Communication Among Programs Promotes Seamless Coverage 

The most effective coverage expansion projects include communication

between programs (or program components) and a common enrollment process

for the uninsured. This structure helps individuals and families transition

smoothly from one program to another when their eligibility changes.13 A

study released in May 2003 by researchers at Columbia University showed that

programs for the uninsured with the highest rates of participation also have 

an automatic enrollment process*. 14

4. Selecting a Vehicle for Expansion Involves Trade-Offs

A variety of options exists for expanding insurance coverage within a given

state. Using data describing their state’s particular health insurance coverage

problems, stakeholders must reach a decision concerning an appropriate

coverage expansion program. The two major sources of support for expansion

are public funds and public-private partnerships. In addition, stakeholders

must choose whether to build on an existing program or to create an entirely

new state program. The “correct” choices in the construction of a state plan

depend on the history, politics, demographics, values and beliefs of the

Arkansas

The Coalition for a Healthy Arkansas Today

(CHART ), consisting of businesses, hospitals,

providers, universities, and insurance

companies, led 20 community forums around

the state to build public support for certain

uses of tobacco settlement funds for 

health care. During these meetings, represen-

tatives from the CHART coalition used local

data to show how the introduction of

tobacco funds could be used to improve the

health of the community. The coalition’s use

of data and health statistics secured public

support and brought health care to the

forefront of the public agenda.10

Minnesota

Minnesota has three public insurance

programs targeted at low-income

individuals and families: General Assistance

Medical Care, Medical Assistance and

MinnesotaCare. All three programs use the

same application form which has been

shortened from 24 to four pages. 

The application is available on the

Department of Human Services Web site, 

as well as from most health care providers,

agencies and clinics. However, Minnesota

has struggled with cross-referrals between

county and state-run aspects of the

programs because the system does not 

offer automatic enrollment.15

*Red, italic terms are defined in
the glossary, page 12.
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individual state. Currently, most state strategies for expanding health

insurance coverage involve limiting the ÔdepthÕ of coveragereceived by 

certain populations in order to increase the ÔbreadthÕ of coverageto the

population in general.16

5. Importance of Political Leadership and a Clearly Defined Mission 

A key element in the process of expanding coverage for the uninsured is

having a strong and active leader in the area of health reform. The governor

fills this role in many states because of that official’s ability to reach and work

with both state legislators and the public. Solid leadership results in clear and

precise goals; the support of policymakers and the general public; and a

successful end result.18

6. New Models for Partnering with Employers  

Many of the states studied in the Commonwealth reports have attempted 

to partner with employers in order to provide insurance coverage to low-wage

workers. These premium assistance programs combine public subsidies 

with private, employer-sponsored insurance. However, difficulties in imple-

menting and encouraging these partnerships have developed due to “resistance

by employers, unwillingness of public coverage enrollees to convert to 

private insurance, lack of awareness about the programs, and requirements

concerning employer contribution levels.”19 Although obstacles exist with

these partnerships, attempts to modify and improve this approach are being

developed and tested.20

7. Fostering Dialogue Between Medical Stakeholders and the Public

Convening medical stakeholders (such as health care workers, policymakers,

patient advocacy groups and representatives from hospitals, insurance

companies and employers) as well as the public, encourages open and honest

communication and engages all parties in the planning process. Rallying the

energy and ideas of these groups also increases the likelihood of a viable and

successful coverage expansion program. By having the opportunity to voice

ideas, concerns and experiences, stakeholders take ownership of and provide

critical support for expanding health insurance coverage.22

8. Challenges Involved in Minimizing Crowd-Out

“Crowd-out” refers to “the substitution of existing private coveragewith

public coverage.”23 At times, a state has worked to expand the eligibility for

public insurance programs only to have employers drop the private insurance

for workers who become eligible for new types of public coverage. In other

instances, employees have dropped their own employer-based coverage to

Utah

In 1993, Governor Michael Leavitt took office

and immediately introduced his HealthPrint

plan for reducing the uninsurance rate in

Utah. One of the components of this

initiative was the creation of the Utah Health

Policy Commission (HPC), composed of the

governor, lieutenant governor, six at-large

members and a bipartisan group of senators

and representatives. The Governor and the

HPC provided strong political leadership for

health care reform in the state. Collectively,

they proposed and encouraged the passage

of 34 pieces of health care legislation.17 

Georgia

In 2000, the state legislature approved

Georgia’s “Business Plan for Health,” which

called for health insurance improvements

and expansions to decrease the number of

uninsured in the state. The development of

the plan involved a wide range of groups,

including advocates, providers, insurers and

employers. The state not only listened to

and incorporated recommendations into the

plan, but they also continue to access these

groups for on-going input on health care

issues. The result of this respectful and open

dialogue has been a high degree of

acceptance of Georgia’s health plan.21

Missouri Foundation for Health   Show Me Series  
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avoid the insurance premiums. In order to eliminate or minimize this

challenge, planners must strategize about how to expand coverage while

simultaneously preserving private insurance coverage.24

9. Managed Care Capacity Concerns

Many states depend on managed carecompanies to control costs when imple-

menting public health insuranceexpansion. This reliance has created problems

when the lack of profits drives managed care companies out of the state,

resulting in decreased competition and a corresponding increase in premium

costs. Solutions to this dilemma include:

establishing adequate reimbursement rates,

sustaining a “back up” health plan through Community Health

Centers or

requiring that all health plans operating within the state accept public

health insurance.

Each of these solutions contains pros and cons that must be taken into account

in the planning process.26 

10. Need for Creative Approaches to Economic Realities

For fiscal year 2004 (which runs from July 1, 2003 to June 30, 2004 in most

states) the estimated collective budget deficit for all 50 states is $70 billion to

$85 billion.27 Under these challenging economic conditions, any approach to

increasing coverage for the uninsured must be innovative and adaptable.

Policymakers, stakeholders, advocates, and the public have to work together to

produce a viable plan for covering the uninsured within their given state.28

Overarching Coverage Strategies
Because of these large state deficits, health care, education, infrastructure and

homeland security compete for funding in an environment of budget cuts.

Under these conditions, state-level, low-cost or no-cost coverage expansion

options hold great significance. Each of the eleven states from the

Commonwealth studies pursued strategies that fit into one of two general

categories: experimenting with public coverage expansions or increasing coverage

through public-private linkages.29

1. Public Program Creation and Expansion

The Health Insurance Flexibility and Accountability (HIFA) demonstration

initiative, financed by the federal government, allows states to expand public

insurance coverage to new populations while experiencing little or no

additional state costs. This mechanism, introduced by the Centers for

Rhode Island

RIte Care, Rhode Island’s Medicaid managed

care program, began in 1994 with four

contracted health plans. One of these plans,

the Neighborhood Health Plan of Rhode

Island (NHPRI), comprised of the state’s

community health centers, was the only

provider-sponsored health plan. In 1999-2000

the state experienced a “Medicaid crisis”

when one of the managed care health plans

left the state and two others stopped taking

new RIte Care enrollees. NHPRI was the only

plan to remain “open” while the Governor

and legislature worked to reform Rhode

Island’s public health care system.25 

Oregon 

Oregon’s HIFA waiver, approved in October

of 2002, created the Oregon Health Plan 2

(OHP2). This amendment to the original

Oregon Health Plan (OHP) creates subdivi-

sions (OHP Standard and OHP Plus) within

the health plan. The ‘OHP Plus’ subgroup

maintains the original OHP benefit package

for children and mandatory populations. 

The ‘OHP Standard’ subgroup creates a

health plan similar to private insurance for

eligible adults. OHP Standard contains

premiums and copayments based on a

sliding scale. Under OHP2, the state chose 

to slightly reduce the benefit package for

‘OHP Standard’ enrollees, which in turn

allowed for an expansion of coverage for

adults (parents and childless) with incomes

up to 185% of the Federal Poverty Level

(FPL). OHP2 also extends coverage for

children up to 185% of the FPL. Funding for

the HIFA waiver comes from the state’s CHIP

allotment, savings from benefit modifica-

tion, cost-sharing (premiums and copays)

and Medicaid funds. Oregon’s HIFA waiver

has expanded coverage for the uninsured

while incurring no new state costs.30 
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Medicare and Medicaid Services (CMS) in August 2001, has been the primary

tool that states have utilized to increase the eligibility guidelines under public

programs. “HIFA offers states the ability to modify their current benefit

packages for optional and expansion Medicaidand CHIP populations. States

may then redirect the savings to expand coverage to previously uninsured

populations, creating the controversial trade-off between ‘depth’ versus

‘breadth’ of coverage.”31 States must apply and be approved for a HIFA waiver,

and must design their coverage expansion strategies within several restric-

tions.32 The savings from a HIFA demonstration waiver may also be used to

expand coverage through the use of private coverage mechanisms. In this way,

the HIFA approach encourages public-private insurance coverage linkages.33

2. Expanding Coverage through Public-Private Linkages

Another set of strategies for covering the uninsured uses public funds to

encourage coverage within the private insurance industry. Many states have

engaged in this public-private link through:

Section 1115research and demonstration waivers,

Medicaid’s Health Insurance Premium Payment (HIPP)program,

insurance market reforms,

state-funded initiatives or 

more recently through HIFA waivers.

States use these tools to build approaches such as premium assistance

programs, reinsurancestrategies and public insurance buy-in partnerships.34

State Purchase of Private Insurance

One out of five uninsured individuals is eligible to participate in employer-

sponsored insurance coverage, but can not afford to do so. For these

uninsured, premium assistance programs pay some or all of the employee’s

share of such private insurance. States using this approach base eligibility for

the program on income-levels and cost-effectiveness. This strategy presents

challenges in the form of extra administrative burden, employer resistance,

“crowd-out” problems and difficulty tracking coverage and payments outside

of the public coverage system.36 

State Operated Reinsurance Programs

Some states operate reinsurance programs to guarantee the availability and

affordability of health insurance in the private market. Individuals and small

businesses attempting to purchase private insurance find this technique

beneficial because they otherwise would face high premiums and would be

unable to afford coverage. Reinsurance strategies include insurance

regulations such as community rating, guaranteed issueand stop-loss

protectionfor large claims.37

New Jersey

The New Jersey Premium Support Program

(PSP) assists families with incomes up to

200% of the FPL by purchasing employer-

sponsored insurance coverage. Under PSP,

the employer must contribute 50 percent 

of the premium cost with the state providing

the employee’s share of the coverage. 

For families eligible for NJ FamilyCare 

(New Jersey’s Medicaid program) PSP is

mandatory if the families have access to

employer sponsored insurance. The state

then determines the cost-effectiveness of

providing premium support versus enrolling

the family in the state program. The PSP

has several advantages in that it reaches 

a population that has access to insurance

through an employer, it is often cost-

effective, and it may reduce occurrences 

of ‘crowd-out.’ The program has also 

experienced struggles in the form of low

rates of participation, complexity in deter-

mining cost-effectiveness and difficulty in

meeting federal requirements under their 

PSP waiver. New Jersey continues to embrace

this program and seeks to increase PSP

efficiency while further expanding the 

number of participants.35
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Private Buy-In to Public Insurance

Another type of public-private approach to expanding coverage involves

permitting employers or individuals to ‘buy-in’ to a public health insurance

program (Medicaid or CHIP). This technique addresses the problem of

affordable private insurance for small businesses, the self-employed and 

other individuals. However, challenges do exist with ‘buy-in’ programs in 

that CMS must approve the project if it uses federal Medicaid or CHIP

funds and ‘crowd-out’ may become an issue as employers see this as a 

cost-saving option.38

Unique Needs in Each State
The states chosen for The Commonwealth Fund studies were selected 

because they provide a diverse representation in regard to history, conditions,

strategies and experiences. Research has shown that each state must create 

a unique set of programs and policies that fit its particular structure and cir-

cumstances in addressing the issue of the uninsured.40 However, a state may

benefit greatly by drawing from the experiences of other states. Maine’s

Governor Baldacci signed a bill into law in June 2003 creating an innovative

health care plan to cover all of the state’s residents. The plan takes strategies

from several states and combines them to expand public coverage and to build

private-public health coverage.41 As illustrated by Maine, the above lessons,

themes and strategies provide a range of ideas and options for Missouri to

consider as it moves forward in addressing the issue of the uninsured.

Maine

In June 2003, a new Maine law created a

two-part universal health care plan to be

phased in through 2009. This health care

package introduces a public-private 

insurance program, Dirigo Health, which 

provides low-cost health insurance for the

self-employed and for small business

employees. Under Dirigo Health, the state

will contract with private insurance carriers

to offer coverage to employees who work 

at least 20 hours per week. The employers

would be responsible for up to 60% of the

insurance premiums, and the employees

would cover the remainder. However, 

premium subsidies for employees would be

available for those with incomes less than

300% of the FPL. Employers would also be

offered subsidies to encourage participation.

The second part of the health care package

expands coverage in the state’s Medicaid

program to 125% of the FPL for childless

adults and to 200% of the FPL for adults 

with children.  

The entire plan would be paid for through:

– new fees on insurers’ gross revenues, 

– $50 million in federal funds,

– employer and employee premiums, 

– federal Medicaid funds and 

– $80 million in savings from eliminating

unreimbursed care for the uninsured.39
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Missouri has a current population of approximately 5.6 million people,

710,000 of which are over 65 and receive Medicare.42 Standard figures show

that approximately 574,328 (or 11.78%) of Missouri’s non-elderly population

did not have health insurance in 2001. However, calculating the numbers 

of uninsured poses a complex problem because in addition to this group 

of individuals without coverage for the full year, is a large number that is

uninsured for part of a year. In 2001-2002 it is estimated that 1.18 million

Missourians under 65 (or 24.3%) had no health insurance for some period 

of time. The table below summarizes health insurance coverage in Missouri

for non-elderly residents and includes comparisons to national numbers 

and percentages.

Compared to U.S. figures, Missouri has a lower percentage of uninsured

individuals and a higher percentage of employer-sponsored insurance

coverage. In discussions about further reducing the number of uninsured in

Missouri, it would be vital to maintain the current high level of private

coverage for Missouri residents.

Missouri Medicaid Eligibility
As with many other states, complexity exists in the eligibility guidelines

forMissouri’s Medicaid program. Under certain conditions both individuals and

families may qualify for Medicaid. However, state Medicaid program eligibility

guidelines can be expanded or contracted by the state government. In times of

budget crisis, states often limit eligibility in order to lower Medicaid costs.

The Problem of
the Uninsured
in Missouri 

Missouri and U.S. Distribution of Health Insurance for Population Under 65

Health Insurance, 200143 Missouri United States

Non-elderly Population Number Percent Number Percent

Uninsured 576,328 11.78% 40,934,470 16.49%

Medicaid 429,825 8.78% 22,030,940 8.87%

Employer-Sponsored 3,484,029 71.19% 164,906,330 66.41%

Other Insurance 404,057 8.26% 20,439,954 8.23%

Health Insurance, 2001-2002 44 (for all or part of the year)

Uninsured 1,180,000 24.3% 74,706,000 30.1%



Innovative State Programs to Cover the Uninsured: Lessons for Missouri

9

In general, as of July 2003, qualifying groups in Missouri include:

Any person who receives services through the following Missouri

programs: Medical Assistance, Nursing Care, Home and Community-

based Services, General Relief, Supplemental Aid to the Blind, Blind

Pension and Adult Supplemental Payments.

Children and young adults under the age of 19 in families with

incomes at or below 300% of the Federal Poverty Level (FPL).

Pregnant women with household incomes at or below 185% of 

the FPL.

Working parents transitioning off of welfare (Temporary Assistance

for Needy Families (TANF)) with a Medicaid eligible child (up to 

100% FPL) at home (limited to one year).

Custodial parents with incomes at or below 77% of the FPL.

Missouri Medicaid Inclusiveness
During the 1990’s Missouri expanded its Medicaid and State ChildrenÕs Health

Insurance Program (SCHIP) eligibility to include all of the above adults and

children through a Section 1115 waiver of the Social Security Act. Missouri’s

waiver, approved in 1998, allowed for flexibility and expansion of Medicaid

eligible populations.46 Missouri’s Medicaid program also includes a Health

Insurance Premium Payment (HIPP) program. Under HIPP, Medicaid will pay

the premiums, coinsurances and deductibles for a Medicaid eligible individual

or family who has access to employer-sponsored insurance when it is cost-

effective for the state to do so.47 The Medicaid and SCHIP programs receive

matching funds from the federal government. This also contributed to

Missouri’s ability to expand health insurance coverage to new populations.

Missouri Programs for the Uninsured
Additionally, Missouri has two programs funded exclusively by the state that

assist the uninsured. The first, a tax-incentive program, allows eligible

employees, spouses and dependents to claim a tax deduction for 100% of their

premium expenditures.48 The second program, Missouri’s Health Insurance

Pool, offers “health insurance benefits to individuals that have pre-existing

health problems; people who have been denied coverage in the private market

due to a chronic illness or condition; who have found they can only access

restricted coverage; or have found coverage that costs more than what is

available from the pool.”49 To fund this program, the state pools fees that it

charges to insurers conducting business in the state. These programs help

provide coverage or offset costs for low-income individuals who struggle to

find and afford health insurance.

The Problem of
the Uninsured
in Missouri 
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Missouri•s Medicaid Managed Care
Missouri’s Medicaid delivery system utilizes both managed care and fee-for-

service programs. In the St. Louis, Columbia, Jefferson City and Kansas City

regions (37 total counties), a managed care delivery system is used for most

Medicaid populations. The remaining 78 Missouri counties operate under a

Medicaid fee-for-service delivery system.50 Studies have proven that managed

care provides a lower cost than fee-for-service as a delivery system.51 Some

regions in Missouri contain an adequate population to justify the development

of a managed care provider network; however resistance from many providers

has hindered this cost-saving strategy.52

Missouri•s Coverage Programs
As a state Missouri currently has one of the lower uninsured rates in the

country, due mostly to its high percentage of employer-sponsored insurance.

Missouri has also expanded Medicaid coverage for adults and children beyond

the minimum federal requirements. However, Missouri faces several

challenges in working to further decrease, much less maintain, this low

percentage of uninsured. Some of the challenges the state faces include:

the current state deficit and potential cuts in Medicaid spending;

the inadequate number of dental providers, primary care physicians

and specialists in both rural and urban areas and

the extremely low reimbursement rates for certain services.53

A full spectrum of Missourians (state legislators, insurance companies,

employers, hospitals, health care workers, policymakers, patient advocacy

groups and residents) will need to work together to develop strategies and

solutions to cover the large number of state residents who remain uninsured.

Providing coverage for all Missourians will ultimately create a stronger and

healthier state.

The work of other states provides lessons, strategies and guidance on how to 

continue to reduce the number of those without health insurance in Missouri.

Despite some recent proposals to create universal health coverage at the

federal level, state-lead efforts to expand coverage are needed to address the

existing, pressing needs of uninsured Missourians.

The Problem of
the Uninsured
in Missouri 

Conclusion
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The following list offers both general and specific questions that may stimulate

dialogue around potential strategies for covering Missouri’s uninsured:

Rallying Support in Missouri

Who is currently working for coverage for Missouri’s uninsured? 

How do we bring these advocates and community leaders together 

as a united group?

Who are the key state leaders and stakeholders needed to participate 

in this discussion?

How do we reach the general public and involve them in developing 

solutions for the problem of the uninsured?

Using Other States• Strategies

How has Missouri been working to apply the ten common elements 

presented in this paper?

How can Missouri use public coverage expansions or public-private

linkages to reduce the number of uninsured?

Should Missouri include low-income, childless adults in coverage 

expansion efforts?

Should Missouri allow individuals and families to “buy-in” to its

public health insurance programs?

How do we expand coverage to the uninsured without causing crowd-

out from employer-sponsored coverage?

Would it be useful to have a managed care delivery system for

Medicaid in Missouri regions that are currently fee-for-service? 

Missouri•s Political System

What can be done to prevent cuts in healthcare and to maintain the 

current level of Medicaid coverage?

Would it be useful to educate the new legislators on this issue?

What can be done by the current state legislative body to reduce the 

number of uninsured Missourians?

The answers to these questions are intricate and often complicated. Medical

stakeholders and concerned citizens must come together to explore these

issues through sincere and open dialogue to create effective solutions for

covering the uninsured in Missouri. Establishing a variety of effective

methods for coverage expansion on a state level could provide significant

improvements in the current health care system; however, a thorough revision

of the existing system on either the state or federal level may be the ultimate

solution to the issue of the uninsured.

Conclusion
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Glossary of
Terms

Automatic Enrollment Process
When a person or family is found
eligible for one type of government
assistance program and then is 
automatically registered in and covered
by a public health insurance plan.

•Breadth• of Coverage
This term refers to the range of
individuals eligible for health insurance
coverage. For example, if the eligibility
for insurance coverage is expanded 
from 100% of the FPL to 200% of the
FPL the number of individuals eligible
for insurance increases. This is an
increase in the ‘Breadth’ of Coverage.

CHIP
see State ChildrenÕs Health 
Insurance Program

Community Rating
Setting insurance rates based on the
average cost of providing health services
to all people in a geographic area,
without adjusting for each individual’s
medical history or likelihood of using
medical services.54

•Depth• of Coverage
This refers to the level of coverage 
that a given health insurance plan
provides. For example, if an individual
moves from a health plan that only
covers primary care services to a plan
that covers primary, hospital and
specialty services this is an increase 
in the ‘Depth’ of Coverage.

Fee-for-Service
The traditional payment method for
health care services whereby patients 
pay doctors, hospitals and other pro-
viders directly for services rendered.55

See also Indemnity Plan.

Guaranteed Issue
A requirement that health plans and
insurers accept everyone who applies 
for coverage. This also guarantees the
renewal of that coverage for as long as
the applicant pays the premium.56

Health Insurance Flexibility and
Accountability (HIFA) Initiative
Introduced in August 2001, HIFA
is a Section 1115 demonstration 
waiver approach which encourages
innovative state programs to increase 
the number of individuals with health
insurance coverage.57

Health Insurance Premium 
Payment (HIPP) Program
A Medicaid program which pays the 
cost of health insurance premiums,
coinsurance and deductibles for
Medicaid-eligible people that have access
to employer-sponsored insurance.58

Indemnity Plan
An insurance program in which a
covered person is reimbursed for covered
expenses at an established rate.59

Managed Care
Systems and techniques used to control
the use and cost of health care services.
A general term for organizing doctors,
hospitals and other providers into groups
in order to enhance the quality and 
cost-effectiveness of health care.
Managed Care Organizations include
HMOs, PPOs, POSs, EPOs, etc.60

Medicaid
Funded jointly by the Federal and 
State Governments, Medicaid is a public 
health insurance program for certain
low-income and disadvantaged people.
The program provides health coverage to
approximately 36 million individuals.61

Medicare
A public health insurance program 
for individuals age 65 or older, certain
individuals under age 65 that have 
disabilities and persons with End-Stage
Renal Disease.62

Private Coverage
Health insurance provided by a private
organization and purchased through an
employer or by an individual.

Public Coverage/
Public Health Insurance
Refers to insurance coverage provided
through the state and/or federal
government, i.e. Medicaid, Medicare 
and SCHIP.

Reinsurance
Insurance coverage obtained by 
providers and health plans to protect
them from extraordinary health care
costs of beneficiaries that may have
extensive high cost health care needs.63

Section 1115 waiver
Section 1115 of the Social Security 
Acts authorizes the Secretary of the
Department of Health and Human
Services to approve experimental, pilot
or demonstration project(s) that promote
the objectives of Medicaid. These waivers
allow for the expansion of eligibility
under the Medicaid program.64

State Children•s Health Insurance
Program (SCHIP/CHIP)
Established in 1997 as part of the
Balanced Budget Act, SCHIP stipulates
that any child living in a family with
income at or below 200 percent of the
FPL is eligible for health insurance
through the program.65

Stop-Loss Protection
Insurance purchased to protect against 
a single, overly large claim or an
excessively high aggregated claim 
during a set period. Stop-Loss refers 
to the point at which the cost of a claim
is covered by reinsurance.66
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