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The Children’s Partnership is a nonprofit, advocacy organization
that works to improve the lives of children where they live, learn,
and play. Since 1993, we have worked to advance the health and
well-being of underserved children in California and in the country
through meaningful community partnerships, forward-thinking
research, and community-informed policy.
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Foreword

ALIFORNIA’S demographic and political shift has led to remarkable progress on health coverage for children

in immigrant families. In 1994, less than 25 years ago, California voters passed Proposition 187, which sought

to prohibit undocumented immigrants from using non-emergency health care, public education, and other

services. Yet, in 2015, the governor of the same state signed a law to provide health coverage to all children

regardless of immigration status. Proposition 187 was eventually overturned by a federal district court, but not
before doing serious emotional and psychological damage to the communities it targeted. The aftereffects of both the measure
and the surrounding rhetoric had long-lasting impacts on the 2 million undocumented immigrants living in California at the
time and particularly on immigrant families’ utilization of health care.

Today, a climate of fear and uncertainty is causing similar concerns about health care access for immigrant families.

The change in federal administration and the marked rise in threats and activities targeting immigrants for detention and
deportation—coupled with the subsequent efforts to repeal the Affordable Care Act, cut Medicaid, and delay reauthorization
of the Children’s Health Insurance Program (CHIP)—have had devastating implications for California’s hard-fought victories
in securing health coverage coverage for an estimated 98 percent of California’s children and youth, including those who
recently gained health care access through the passage of the Health For All Kids Act (Lara, D-Bell Gardens) in 2015.

At The Children’s Partnership, we recognize the critical importance of defining issues from a children’s perspective in order
to deploy a more humane approach to policymaking. As we reflect on the decades-long journey of California to this position
of inclusion, we will seek to build on this progress and ensure the well-being of all of California’s children and their families.

The following pages not only provide a look at the steps that led California to coverage advancements for children but

also provide universal lessons for future social change. While every state is unique in its approach, we hope these insights
can be adapted to fit the specific circumstances in a variety of other states and localities. This document calls on our
continued commitment to support the health and well-being of all Californians and, ultimately, all Americans, no matter
where they are born. As these 25 years have shown, the arc of the moral universe is long, but it does indeed bend toward
justice. We remain hopeful in our shared commitment to the future of all our children and look forward to working together
to put our values into action.

In solidarity,

%ﬂq/m, JLLZMWD)

Mayra E Alvarez MHA
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Introduction

EALTH INSURANCE

coverage and access to

health care are important

tools to ensure the health

and well-being of children
and their families in California and
across the country. Children with
health coverage—and particularly
public health coverage provided by
programs like Medicaid and CHIP,
known jointly in California as Medi-
Cal—become healthier adults, are more
likely to finish high school and graduate
from college, and have higher incomes
and contribute more in taxes.'
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As a result of California’s commitment
to the Affordable Care Act (ACA),
Medicaid, the Children’s Health
Insurance Program (CHIP), and
additional state expansions in coverage,
almost every child in California has
access to the security that health
insurance provides. Regardless of place
of birth, a child in California is likely
to qualify for federally or state-funded
programs that offer free or low-cost
coverage. With the enactment of the
Health for All Kids Act, California now
provides health care coverage for an
estimated 98 percent of children.?

Expansions of coverage under the ACA,
efforts to reduce barriers to enrollment
and reenrollment, and state-funded
expansions like SB 75 have positioned
California as a leading state in health
coverage for children

At the same time, the state and local
counties have made concrete efforts

to support immigrant families in
California. In 2013, California passed
a law to provide driver licenses to state
residents, regardless of immigration
status.’ Building on this step forward,
in 2014, the governor signed a bill to




provide professional licenses (such as
barbers, cosmetologists, doctors, and
nurses) to state residents regardless

of immigration status.* In addition, a
number of local governments invested in
health coverage programs—like Healthy
San Francisco and My Health LA—to
provide health care services to adults
living in the city or county.” Each of
these efforts provides families with the
resources and tools to get to work, stay
healthy, and provide for their children.

Expanding health coverage is not just

a simple provision of a public benefit
but rather a strategic investment that
will strengthen tomorrow’s workforce
and ensure the economic future of the
nation. The Center for American Progress
states that, with an estimated 83 million
individuals needed both to replace an
aging workforce and create new growth,
immigrants and their children will be
critical to the growth of the American
workforce and economy.® Given this
economic need, efforts undertaken by
California and other states to expand
health care coverage for all children,
regardless of immigration status, become
especially crucial. According to The
National Immigration Law Center, as of
July 2017, five states and Washington, DC,
have expanded coverage to all children,
regardless of immigration status,
indicating a national trend responsive to
the evolving needs of American families.

After the passage of the Health for

All Kids Act in California, advocates
working towards similar goals in

other states expressed interest in

the key elements that led to this
accomplishment. Also during this time,
a California coalition of local and state
organizations began working on long-
term strategies to preserve the advances
made in health care coverage for all
children, as well as protect Medicaid
and the Affordable Care Act—the
underlying government programs upon
which those advances were built.

The Children’s Partnership set out to
examine how states can best develop

a comprehensive children’s coverage
policy by examining the journey
undertaken by one state in particular.
In many respects, California offers a
glimpse of the nation’s future—both
the challenges that lie ahead and

the opportunities that other states
can utilize.

With this in mind, The Children’s
Partnership interviewed numerous
stakeholders who played key roles at
various stages of California’s 20-year
effort to cover all children; the quotes
throughout this brief represent their
voices. To gain a wider perspective on
the various strategies for sustaining
programs and maximizing enrollment,
The Children’s Partnership also
interviewed advocates from other states
that have either been running or are

in the process of developing similar
programs covering undocumented
immigrant children, such as

Oregon, Illinois, Washington, and
Massachusetts. The report also includes
information from California Coverage
& Health Initiatives (CCHI) enrollment
assisters’ experience, as well as Children
Now’s 2017 survey of community
organizations and providers.”

This report distills a number of key
elements that are valuable in two
respects:

P For states considering an expansion
of health care coverage to all
children, regardless of immigration
status, this paper highlights
strategic considerations for pursuing
expansion, as well as challenges that
must be taken into account.

P For states like California that have
succeeded in expanding coverage
to all children, this paper also
emphasizes a number of important
activities that both policymakers
and advocates must prioritize to
ensure that these gains are not lost
and further progress is made to
support all children, regardless of
where they are born.

As California and other states seek to
advance an agenda responsive to the
needs of children, these findings help
illustrate where consensus and public
will can be gained to further the success
of expanding coverage to all children
and ensure the safety and security of

all families.
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California’s Journey to Covering

All Children

SIS OFTEN THE CASE
with most major policy
changes, health care
coverage for all children in
California did not occur
instantly, but incrementally, and with
different coalitions and partnerships
leading and engaging in the work along
the way. The state’s journey towards
this goal over the past 20 years may be
viewed as a single “campaign,” where
multiple stakeholders throughout the
state—advocates, health care providers,
lawmakers, and others— worked at
different time periods and at different
levels (e.g., county, regional, or state) to
advance the shared vision of ensuring
health care coverage for all children.
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This progression is characterized as
several often overlapping phases: the
establishment of California’s own CHIP
program, the development of local and
county-based initiatives to provide
coverage to all children, a larger movement
to secure a state-based insurance program
for children, and the quest to cover the
remaining uninsured after the passage of
the Affordable Care Act.

CHIP Gets the Ball Rolling

The passage of the State Children’s
Health Insurance Program (SCHIP)
in 1997 sparked interest in making
available a coverage program for every
child. The program made accessible

significant federal matching funds
to states to provide health coverage
to low-income children in families
with incomes too high to qualify for
Medicaid but who could not afford
private coverage.

That same year, California lawmakers
quickly leveraged SCHIP funding

by establishing the Healthy Families
Program. The new program
complemented the state’s own Medi-
Cal for Children, such that the

two programs were able to provide
comprehensive health care coverage to
a wider range of uninsured children.?
State leaders sought to further reduce
the number of uninsured children




in California through a number of
program changes, such as expanding
income eligibility levels and utilizing
Medi-Cal income deductions in
determining eligibility.’

Local Coverage Efforts
Ramp Up

Encouraged by the success of Healthy
Families, local advocates set their sights
next on expanding health care coverage
to more children. A number of previous
initiatives, such as CaliforniaKids and
Kaiser Cares for Kids, had experienced
some success in improving access to
care, but they were only able to cover a
modest number of children. As a result,
community stakeholders, local health
departments, health care plans, and
foundations in counties across the state
began discussing how best to ensure that
more children in their community had
access to quality health care through
comprehensive health insurance.

In Santa Clara County, these discussions
led to the creation of the first Children’s
Health Initiative (CHI), a county-based
coalition that sought coverage for

100 percent of the county’s children.

To accomplish this goal, two major
activities were prioritized: the expansion
of current outreach and enrollment

by
Fos:

- i

efforts to uninsured children and their
families, as well as the development of

a heavily subsidized, private insurance
product for children who did not qualify
for Medi-Cal or Healthy Families."

Santa Clara’s establishment of a
Children’s Health Initiative paved

the way for other localities to create
their own programs. In the years that
followed, 28 CHIs were established to
serve 30 counties; 21 of these provided a
Healthy Kids insurance product, while
others provided coverage through a
CaliforniaKids product.” As progress

Healthy Kids Santa Clara

The launch of Santa Clara’s Healthy Kids program in 2001—which covered
children whose family income was just above Medicaid and CHIP levels or were
not eligible due to immigration status—paved the way for other localities to
create their own programs. Healthy Kids was locally funded through a public-
private partnership and was administered through the Santa Clara Family
Health Plan (SCFHP), the county’s local initiative under the two- plan model.”

At the time, approximately 10 percent of children in Santa Clara lived below
the federal poverty level (FPL), while another 40 percent lived below 300
percent of the FPL. According to a 2005 report, among those children living
in poverty, an estimated 70 percent were Latino, and almost all had at least
one non-citizen parent—characteristics that were closely associated with low

rates of insurance coverage.'?

was made in reducing the number of
uninsured children, political support
grew. Encouraged by the achievements of
local CHIs, state lawmakers worked with
health advocates to bolster these efforts
through legislation that sought to secure
a federal match for eligible children
enrolled into local insurance programs.**

Despite the substantial gains made

in increasing coverage for children
throughout California, CHIs soon
encountered challenges in maintaining
their efforts without sustainable long-
term financing. By 2009, the number of
counties with Healthy Kids programs
declined sharply to 15; of those counties,
four had waitlists totaling 6,808
children.”” Other programs, including
L.A. County’s Healthy Kids, opted to
implement an “enrollment hold” for
children 6-18 years of age beginning in
2005, leaving this age group without
access to full health care.'®

Pursuit of a State Solution

Health advocates recognized early on
that coverage initiatives relying on
charitable support would have difficulty
achieving long-term sustainability.

As a result, local efforts simultaneously
sought to maintain local programs while
also securing support for a statewide
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system of coverage. With the support
of key philanthropic partners, in 1997,
three organizations—The Children’s
Partnership, Children Now, and
Children’s Defense Fund-California—
joined forces to create The 100%
Campaign, with the goal of ensuring
that all of California’s children obtain
and retain the health coverage they
need to grow up strong and healthy.
The Campaign partnered with PICO
California, United Ways of California,
and the California Coverage & Health
Initiatives (CCHI) —a coalition of
CHIs—to seek expansion of statewide
coverage to all children.

Although progress was made in
expanding the number of local efforts,
there were challenges as well. In 2005,
Governor Arnold Schwarzenegger
vetoed legislation that would have
expanded eligibility and improved
efforts to enroll children eligible for

the state’s Healthy Families program

or Medi-Cal.** The following year, a bid
to secure $23 million in state funding
for 18 local Healthy Kids programs was
rejected,” and a ballot measure that
would have funded statewide children’s
health insurance through an increase in
tobacco taxes was narrowly defeated.”

In 2007, Governor Schwarzenegger
unveiled his own plan that would
require all Californians to have health
insurance. Under this proposal,

all uninsured children below 300
percent of the federal poverty level
would be eligible for state-subsidized
coverage, regardless of residency
status.”” Unfortunately, Governor
Schwarzenegger’s health care reform
proposal died in the legislature after

a vigorous year of debate when its
estimated cost of $14.9 billion was
weighed against the state’s already $14.5
billion budget deficit.?® In 2008 and
2009, budget deficits continued to weigh
on California, which faced shortfall
estimates of $24 billion through state
fiscal year 2010.%° Subsequent efforts
in the state legislature to resurrect
coverage for children similarly failed,
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Summary of Local Coverage Initiatives

CaliforniaKids (1992)

Funded through charitable contributions and premiums paid by members,
CaliforniaKids offers insurance to children ages 2 to 8 who are ineligible for
Medi-Cal; in 2006, virtually all of the children covered by the program were
undocumented. Benefits are limited to outpatient services, but include
behavioral health, dental, prescription drug coverage.'” 8

Kaiser Permanente Child Health Plan (1998)

Also known as Kaiser Cares For Kids, this subsidized program is funded by
Kaiser Permanente of California. All families regardless of income level have

to pay monthly premiums, are required to obtain services at the health plan’s
facilities, and are not covered for care received at other sites in the community.
Program enrollment opened and closed intermittently, based on funding.
Undocumented immigrant children are eligible for coverage if they meet
income eligibility criteria but must live in a Kaiser service area.

Healthy Families (1998)

California’s SCHIP program provides coverage up to 250 percent FPL. The
program was folded into Medi-Cal in 2013.%°

Healthy Kids (2001)

Initiated at the county level by Children’s Health Initiatives (CHIs), Healthy Kids
was a local insurance product providing comprehensive benefits for children
from families with incomes slightly higher than statewide CHIP, and who were
ineligible for both public and employer-sponsored health insurance.?

as the economic recession took its toll
on public health care programs. The
years to follow saw heavy cuts to Medi-
Cal and a temporary enrollment freeze
in Healthy Families due to state budget
shortfalls.*

ACA: The Game-Changer

The enactment of the Affordable
Care Act made possible tremendous
opportunities to expand coverage in
California and across the nation.
The insurance reforms, coupled
with federal financing for coverage,
provided substantial investments in
Medicaid expansions for adults and
premium tax subsidies for middle-
income families, including children
with incomes above the Medi-Cal

and CHIP levels up to 400 percent of
the federal poverty level, to purchase
insurance through the Health
Insurance Marketplaces. Children
also benefited greatly from some

of the insurance reform provisions,
such as prohibition on underwriting
and exclusion due to pre-existing
conditions, extending Medicaid
coverage for those foster care children
who aged out of Medicaid, and
requiring employers to continue
offering coverage to workers’ children
up to the age of 26.

Simultaneously, the passage of

the ACA shifted California to a
culture of coverage for its residents.
Beyond the expansion of health care
coverage, California also committed
to consumer protections, quality




improvement, and accessible health
care. While the coverage expansions
for children in the ACA were modest
in comparison to those for adults,
the law also had significant impact
on children’s health coverage and
opportunities to improve the overall
health of children in the state.

To maximize the new ACA
opportunities, California ended

its Healthy Families program and
transitioned the program’s estimated
870,000 children into Medi-Cal, while
maintaining the increased income
thresholds to ensure beneficiaries’
continuity of coverage.” Today,
California utilizes CHIP funding

to support full-scope Medi-Cal for
children who would have been eligible
for Healthy Families, pregnancy-
related services through the Medi-Cal
Access Program (MCAP), and three
county-based programs.*

As aresult of California’s leadership

in implementation, enrollment
numbers increased, and the uninsured
rate for children dropped from 9.5
percent to 5.4 percent between 2009
and 2014.* By providing coverage for
more adults, the law created a pathway
for enrolling already eligible uninsured
children into coverage. Studies show
that increasing coverage for parents
also increases the number of children
with health coverage, creating

what’s known as a “welcome mat”
effect for children.* The availability

of coverage for the whole family,
enrollment simplifications, inclusion
of free preventive services, mandated
essential pediatric health benefits
(including pediatric oral and vision
services), investments in outreach and
enrollment, and other provisions of the
ACA cemented California’s leadership
in providing coverage.

The ACA’s culture of coverage

in California, coupled with an
improved economic outlook, opened
up new opportunities for funding
further coverage expansions to

include the remaining uninsured.

In California, the remaining
uninsured were overwhelmingly
undocumented, and federal rules still
prohibited comprehensive coverage

for undocumented immigrants,
including children. While the ACA
expanded Medi-Cal health coverage to
approximately 3.5 million Californians
by 2015,* it excluded an estimated one
million low-income adults and some
children who were ineligible because of
their immigration status.*

A Solution for California’s
Undocumented Immigrant
Children

In 2014, a group of immigration and
health care advocates, including Health
Access of California and the California
Immigrant Policy Center (CIPC),
created the Health for All Coalition to
increase health insurance opportunities
for those remaining Californians who
did not have coverage options. The
Health for All Coalition was comprised
of consumer, community, immigrant,
labor, and health care organizations,
such as community health centers,
working to advance the goal of health
coverage for all Californians.

That same year, the Health for All
Coalition, working with State Senator
Ricardo Lara (D-Bell Gardens),
introduced SB 1005, legislation that
would have expanded access to health
care coverage for all Californians,
regardless of immigration status. The
bill would have authorized enrollment
in Medi-Cal, or in an insurance
program offered through a new,
separate health benefit exchange, to
individuals who would otherwise
qualify for enrollment in those
programs but were denied based

on their immigration status.’”” The
individual organizations comprising
the Children’s Coalition joined the
Health for All Coalition’s call for
passage of SB 1005 to emphasize the
fact that children are more likely to be
covered and receive services if their
parents have coverage. Unfortunately,
the bill stalled in committee.

The following year, another attempt
was made when Senator Lara
introduced similar legislation, SB

4, to continue the effort to provide
coverage to every Californian.

While the legislation began as a
comprehensive bill to expand coverage
to all Californians regardless of
immigration status, it became clear
that the legislation was unlikely to
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move forward. In an attempt to
advance the effort through budget
negotiations, Senator Lara decided to
amend the bill into two parallel efforts:
a commitment to an ACA Section 1332
State Innovation Waiver for covering
undocumented adults and a Medi-Cal
expansion for undocumented children.
In the end, only SB 4’s expansion of
Medi-Cal for undocumented children
was included in the 2015-16 budget
bill. In June 2015, the legislature and
Governor Jerry Brown approved SB 75,
a budget bill that, in part, made
children under age 19, up to 266
percent of the FPL, who do not meet
satisfactory immigration status but
meet all other eligibility requirements,
eligible for Medi-Cal. SB 4 was
subsequently amended and signed
in October 2015 to create a smooth
transition for those children in limited-
scope Medi- Cal into full-scope
Medi-Cal.*® The limited expansion
was a significant disappointment
for the Health for All Coalition. The
extensive organizing and contribution

by immigrant groups to the health
care debate had not reached its
intended goal of universal coverage
for all Californians, regardless of
immigration status. However, after
acknowledging the victory for
children and the opportunity to learn
from implementation, the Health

for All Coalition rallied behind the
expansion for children and used it as
an opportunity to continue to advocate
for every member of the family to have
access to coverage.

More than one year after its “go

live” date in May 2016, the SB 75
expansion has led to comprehensive
Medi-Cal coverage for approximately
216,000 of the 250,000 estimated
eligible undocumented children in
California.**® An estimated 44 percent
of these children are new enrollees in
the program, while another 56 percent
were transitioned from limited-scope
Medi-Cal.* Including coverage of

this additional population, California

now provides health care coverage for

-— L —

an estimated 98 percent of children.
Expansions of coverage under the ACA,
efforts to reduce barriers to enrollment
and re-enrollment, and state-funded
expansions like SB 75, have positioned
California as a leading state in health
coverage for children.®

A Timeline of Children’s Coverage in California

California Department of

HealthCareServices

schip

EVALUATION

L e—
U.S. Department of Health
and Human Services

1997 1998 2001 2005
TheState  (alifornia Santa Clara AB 772 (Chan)
Children’s  establishes County to coverall
Health  theHealthy establishes the children is
Insurance  Families  first Children’s  vetoed for lack
Program  Program  Health Initiative  of funding.
(SCHIP) (HFP). (CHI).
is signed _
into law. Santa Clara CHI
implements its
new Healthy Kids
program.
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included coverage  Children’s  Protection
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ballotinitiative  failsin the Insurance  CareAct, also
including Legislature. Program  knownas the
coverage for (CHIPRA). Affordable
all children Care Act
(ACA).

narrowly fails.

2013 2014 2015 2016
Healthy ~ Covered California  Governor  Health4All
Families  coverage begins for  Brownsigns Kids (SB 75)

(CHIP) families, including SB75, begins
children 80,000 children.”  thehealth  toenroll
transition to budget children.

Medi-Cal. SB 1005 to trailer bill

expanded health ~ thatextends
care coveragefor  full-scope
all Californians, ~ Coverageto
reqardlessof ~ undocumented
children.

immigration status,
stalls in committee.




California is America Fast-Forward

Children in Immigrant Families as the State’s
Future and the Nation’s Future

HE WELL-BEING OF

children in immigrant

families is especially

important to the nation

because they are one of the
fastest-growing segments of the U.S.
population. In 2015, one in four youth
aged seventeen and under lived with an
immigrant parent, up from 15 percent
in 1990.4%

The children of immigrants made up
one-quarter of all children nationwide
and accounted for all growth in the
child population between 2006 and
2014.*¢ Today, approximately half of
all California’s children—roughly 4.5
million—live in immigrant families.*’
While the majority of immigrant
children’s families come from Mexico,
Asia, and Central America, California
is also home to immigrants from
Europe, South America, the Caribbean,
and Africa.*® In fact, the majority of
Californians are people of color, with
three in four children identifying as a
racial or ethnic minority. *

One of the biggest elements in this shift
in demographics is the growth in the
Latino population in recent decades.

In 1970, an estimated 2.4 million
Latinos in California accounted for

12 percent of the state’s total population;
in contrast, there were approximately
15.5 million Caucasian residents,
roughly more than 75 percent. But

by 1990, the Latino population had
jumped to 7.7 million (25 percent) and
by 2014 had matched the number of
Caucasians. Further, of the 9 million
children in California, more than 50
percent identify as Hispanic/Latino.”
State demographers project Latinos will

Children’ in U.S. Immigrant Families:
The Number and Share of the Total U.S. Child Population®

77.0%

Share of children
above who were
born in the U.S.

8,194,000
Children with
at least one
immigrant parent.

account for an estimated 49 percent

of Californians by 2060.>* Although

the vast majority of California’s
immigrants were born in Latin
America, the majority of recent arrivals
in California come from Asia, with
sizeable populations from China, the
Philippines, India, and Vietnam.* And,
Asians have become a majority in more
than half a dozen cities in Southern
California—particularly in the San
Gabriel Valley—in the last decade.™
The connection between demographic
changes and political shifts is critical to
the progress seen in California and will
continue to influence policy.

In particular, the substantial shift in
Latino demographics has become
relevant for two major reasons. First

is the corresponding shift in political
power and leadership in California over
the last twenty years. Demographic

17,866,000

Children with
at least one
immigrant parent.

[ |

Share of
children
from
immigrant
families

Share of
children
from native
families

* Age group:
Under 18

88.3%

Share of children
above who were
bornin the U.S.

changes provide an opportunity for
critical transformation of the political
structure. Specifically, as immigrants
naturalize and become citizens, they can
more effectively seek to end barriers to
essential resources like education and
health care for themselves and their
children.” (See Box: Health Care and the
Power of Representation.) Second, the
increase in the number of immigrants
has become a major driver in California’s
economy. State leaders in both the
public and private sectors recognize that
California’s long-term future depends
on the children of immigrants who

will be an increasingly large part of the
workforce.” The California Chamber

of Commerce has noted that a number
of the state’s economic sectors—
including the technology, agriculture,
and tourism industries—are dependent
on immigrant labor. Also, California’s
agricultural economy has continued to
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rely heavily on immigrant labor.”” State
Controller Betty Yee has stated that
undocumented immigrants’ labor is
worth more than $180 billion a year to
California’s economy—roughly on par
with Oklahoma’s 2015 GDP.*

But this change in demographics

isn’t limited to California, a state

once referred to as “the harbinger of
demographics... of the nation to come”*
Manuel Pastor—a professor at the
University of Southern California and a
keen observer of a changing California—
put it more succinctly: “California

is America fast-forward.” He notes

that the social and economic changes
experienced by California between 1980
and 2000 is what the U.S. is projected to
experience between 2000 and 2050.%

Like the Golden State, the rest of the
U.S. is experiencing similar shifts.
According to the Pew Research Center,
an estimated 43.2 million immigrants—
roughly 13.4 percent of the nation’s
population—resided in the U.S. in
2015. In contrast, there were only 9.7
million immigrants living in the U.S. in
1960, accounting for just 5.4 percent of

Percentage of Working Age Population in the
U.S. by Race and Ethnicity

81 White
71 @ Hispanic
61 @ Black
g 51 G Asian
=
é 41 Source:
S J. Passelet. al,
Pew Research Center,
21 U.S. Population
/ Projections: 2005-
11 2050 (February 11,
] — e — 2008).

the U.S. population.®' In the next five
decades, the majority of U.S. population
growth is projected to be linked to new

18 each month.®® By 2050, nearly half of
the U.S. workforce will be Hispanic or
Asian, and the children of immigrants
nationwide will be among the strongest
economic and fiscal contributors in the
U.S. population.®* As such, equipping
children in immigrant families with the
tools and resources necessary to thrive is
critical for the nation’s economic future.

Asian and Latino immigration.*® Latinos
currently make up 16 percent of the
overall U.S. labor market and will
account for one out of every two new
workers entering the workforce by 2025.
Moreover, 66,000 Latinos are turning

Health Care and the Power of Representation

The fight to expand health care to all immigrant
families was aided in the political realm by two

Given these changes, Latino leadership was able to
spearhead bills that addressed educational disparities and

factors. First was the shift in demographics in the state
legislature. By 2016, Latinos represented 20 percent of
California’s lawmakers, empowering the Latino Caucus
as a major driver of progressive causes. Thirteen of

its members were chairs or vice chairs of legislative
committees, while five members held leadership
appointments. The second relevant factor was the
change in term limits for California legislators resulting
from the passage of Proposition 28 in 2012. Under
stricter term limits in the past, members were far more
beholden to leadership and their party caucus. With
the passage of Prop 28, the new ability to serve up to
12 years in the legislature afforded individual members
greater political independence and leeway to pursue
individual priorities.
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voter access, strengthened clean energy rules, and asserted
immigrant rights. In particular, Senator Ricardo Lara—

the son of immigrant parents raised in East Los Angeles
and elected into office in 2010—was the prime mover of
legislation that ultimately led to Health4All Kids.

Latino Lawmakers since Prop 187 was passed

Source: Los Angeles Times 30
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Lessons from California’s
Road to Coverage for All Children

S LEADERS—BOTH

inside and outside of

government—continue

to press for California to

provide health coverage
for all, build policies to protect
immigrant families from inhumane
federal immigration policies, and
forge progress on other needed social
change, The Children’s Partnership
wanted to take stock and share lessons
learned from California’s 20-year effort
to gain coverage for all children.

In order to identify and validate these
lessons, The Children’s Partnership
interviewed stakeholders who played
key roles at various stages of California’s
effort. This included people who provide
direct health care and other services

to immigrant families, advocates for

“We sustain a commitment to ‘covering all kids’ in the
context of equity plus strong agency commitment
and strong community advocacy and leadership...”

health care for children and families,
key staff at philanthropic organizations
that supported coverage for children,
people in state and local government
roles, and advocates in other states that
either cover undocumented immigrant
children or are working to do so.

We observed that the key strategies
that were instrumental in achieving
this accomplishment were also the
critical elements for sustaining this
effort and making further progress.
The following lessons learned not

only share how California got here

but also identify the work needed to
sustain this achievement and push for
additional progress.

LESSON #1:

Build
Support from
the Ground Up

)

How Did We Get Here?

The needs of families and communities
at the local level were a major driver of
change. The identification of a problem
at the neighborhood, city, or county
level often leads to widespread changes
at the state and national level. In a

similar vein, when California counties
such as Santa Clara began to develop
outreach strategies to encourage families
to enroll in CHIP in the 1990s, they
had already identified that the program
would not adequately address the issue
of health care coverage for all children.
From these initial conversations came
the idea for Children’s Health Initiatives
dedicated to ensuring that all children
receive comprehensive health coverage.

The success of innovative coverage
programs in local communities helped
elevate the health care conversation to
the state and national levels. In addition
to local leadership driving statewide
change, the local programs themselves
served as critical demonstrations,
showcasing how covering all children
across the state can be done. The

success of programs like Healthy Kids
provided alternative models of coverage
that demonstrated ways of performing
trusted and effective outreach, coverage
design, care utilization, and cost
efficiencies. In doing so, they set the
stage for conversations at the state level.

Grassroots advocacy was key to
propagating solutions. CHIs started
with and were sustained by grassroots
advocacy and local community
leadership. Foundations, health care
plans and providers, and county
departments joined forces with
educators, faith-based organizations,
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unions, local businesses, and health care
consumer advocates to form coalitions
that would plan, finance, and implement
children’s health insurance programs
targeting efforts at the local level.

Some interviewees noted that many

of these local partners came together
not because they would benefit from

the work, but because they shared a
common belief: covering all kids was
the right thing to do. The commitment
of these local leaders was not only pivotal
to creating their respective local programs
but in advancing and ultimately securing
a statewide system of coverage for all
children. Moreover, the engagement of
local partners also created a network of
community-based advocates in more
than 30 counties to meet with state
legislators on the importance of providing
coverage to all children. Advocates were
representatives of the communities
implementing expansions and could speak
to the experience of the families directly
affected in their districts—an effective tool
when educating policymakers.

The building of local partners to
support the expansion of coverage to
children regardless of immigration
status was furthered by the contribution
of immigrant rights groups. The
California Immigrant Policy Center
(CIPC) acknowledged the shift in public
opinion and moved to personalize the
issue for the public and draw attention

A Golden Opportunity

to the stories of children and families
that were left out of available options for
coverage. In 2014, CIPC spearheaded
the Undocu-CARE-Van, which traveled
from San Diego to Sacramento to build
momentum, frame health care as an
immigrant issue, and create awareness
across the state about legislation
supporting health coverage for people
ineligible because of immigration status.
Participants included immigrants, health
advocates (such as community health
center staff and patients), and other allies
in the effort. The caravan journey was
divided into six regional stops, which
included San Diego, Orange County,
Los Angeles, Inland Empire, Fresno, and
Sacramento. While a statewide effort,
the journey focused on specific areas to
engage growing immigrant communities,
target key elected officials, and make the
most of the political shift. Specific areas

“Community-initiated
effort and community
leadership drive the
body politic.”

were targeted to build on the momentum
immigrant rights groups had built in
the previous year through legislative
wins like driver licenses (AB 60) for

the undocumented and the TRUST Act
(AB 4), legislation that further solidified

the shift in political attitude towards
immigrants in California. Communities
had seen the power of civic engagement
play out in the previous year and the
exclusion of undocumented immigrants
from the Affordable Care Act was an
opportunity to continue to address

the injustices and adversity faced by
immigrant families.

Local initiatives also played a key role
in moving the needle locally from the
toxic conversation of anti-immigrant
sentiment to a “new normal” of
acceptance and inclusion, even in more
traditionally conservative counties. This
neighbor-to-neighbor approach was far
more effective than a statewide effort to
shift the conversation frame from anti-
immigrant to inclusion.

The Work Ahead

Continue to nurture/bolster support
for Health4All in local communities.
As noted previously, the Health4All
campaign was built on local grassroots
advocacy, particularly local immigrant
rights coalitions. Local leaders and
community coalitions for children and
immigrants continue to be critical assets
in any effort to sustain momentum

for enrolling children in California’s
Health4All Kids and keeping the
program strong. Their voice is also
needed in efforts to defend Medi-

Cal from state or federal cuts and to




continue to extend coverage to young
adults and other Californians who
remain uninsured.

The recent rescission of the Deferred
Action for Childhood Arrivals (DACA)
program necessitates California’s
continuing to ensure that DACA
recipients, former recipients, and those
who would have become eligible have
access to health coverage. On September
5,2017, the Trump Administration
announced that it was terminating the
DACA program.

Although the Department of Homeland
Security has stopped accepting new
DACA applications, some people who
applied by October 5, 2017, will receive a
two-year renewal of work authorization
and relief from deportation. However,
others will lose status and with it

their work authorization and possibly
employer-based coverage. Although
people with DACA status are not eligible
for federally funded marketplace,
Medicaid, or CHIP coverage under
federal law, California has provided
state-funded coverage for them under its
longstanding policy of providing coverage
for people residing under color of law
(PRUCOL). The California Department
of Health Care Services has indicated that
it intends to continue to provide state-
funded coverage for DACA recipients
or those who lose DACA. However,
advocacy is needed to secure affordable

health coverage on behalf of those who
would have become eligible for DACA

but can no longer apply and are too old
to be eligible for Health4All Kids.

LESSON #2:

Start with
the Big Goal and
Stay the Course

)

How Did We Get Here?

Policy change was advanced via
different vehicles. Advocates working
to expand coverage quickly learned to
be flexible and consider all available
vehicles for policy change, including
finding financing options. In 2005,

AB 772 (Chan; D-Oakland) was an
important effort to try and move
coverage for children forward. Although
Governor Schwarzenegger vetoed

AB 772 due to funding, children’s
advocates sought to get funding (and
were unsuccessful) through a budget
line item. Another opportunity arose
the following year when Proposition
86—a tobacco tax initiative intended to
fund various health programs, including
children’s health coverage—gained
enough signatures to be on the ballot

due to smart partnerships and

PICO’s powerful grassroots ground
game. After Prop 86 narrowly failed,
children’s coverage was incorporated
into another vehicle the following year,
namely Governor Schwarzenegger’s
health reform effort. In 2015,
interviewees pointed to the flexibility
of the authors of Health4All legislation
when they accepted and subsequently
championed the compromise of
covering undocumented immigrant
children instead of all remaining
uninsured undocumented immigrants.
This afforded the opportunity to

make an incremental step forward for
children’s coverage.

Numerous attempts to change health
care policy provided invaluable
learning experiences along the way.
Advocates understood that winning
health care coverage for all children
was not going to be one quick and easy
win. As a result of several attempts to
change health care policy at the state
level, advocates developed a better
understanding of what did and did
not work in terms of strategy, public
opinion, and policy.

“Persistence was the
political characteristic
that was most
important to success.”

One example comes from the changing
tactics utilized to secure coverage for
undocumented immigrant children.
Early efforts explicitly advocated
coverage for this specific group, with
the CEO of the Santa Clara Health Plan
declaring, “We didn’t care whether
they had a green card, a blue card or
whatever color card—a kid is a kid”
Later attempts shifted the emphasis
away from the immigration status of a
child and towards a larger umbrella of
“all kids,” as was the case in the 2006
Prop 86 effort, as well as Governor
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Schwarzenegger’s 2007 health care
reform proposal.

The “all kids” strategy proved
problematic. When opponents
criticized coverage for undocumented
immigrants, proponents who were
not clear upfront about coverage for
undocumented children were put in

a defensive posture. After the ACA
filled in many of the coverage gaps for
children who were citizens or legal
immigrants, the remaining uninsured
were predominately undocumented
immigrants. As a result, advocates
switched gears once again and

were more explicit in championing
the expansion of health care to
undocumented immigrants. Multiple
interviewees commented on how this
clarity in framing is particularly relevant
to the work ahead. The decades of work
of coverage initiatives for children
made clear the importance of framing
and building incremental support

for sustainable change. As such, the
baseline for children’s coverage shifted
and so, too, did the expectations for
children’s coverage throughout the
state. Similarly, as we look to further
expansions for California families, the
broad frame is necessary.

The Work Ahead

California’s “history of incrementalism”
can get us to Health4All by building
on its current system and continuing
to make advancements. In an effort

to advance coverage for all remaining
uninsured, particularly all immigrants,
coverage for immigrant children is but
the first step in strategic incrementalism.
Today, most low-income adults who are
not “lawfully present” are ineligible for
federally funded health care programs
(other than limited-scope Medicaid

for emergency medical conditions).
California already provides state-funded
coverage for the lowest income adults

in a PRUCOL category; however, others
who are not lawfully present do not have
affordable coverage options. Building
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on the success of Health4All Kids,
members of the Health4All Coalition
launched a campaign to provide Medi-
Cal coverage for young adults, regardless
of immigration status. The proposal
sought to invest a small portion of

the expected $1.2 billion tobacco tax
revenue from California’s Proposition 56.
While the campaign was ultimately not
successful, the effort was evidence of

(a) the mobilization power of the
Health4All Coalition and (b) the
continued political opportunity to push
further expansions for California families.

Working for universal coverage,
whether at the local level or on long-
term, statewide planning, campaign
efforts must continue. As noted in the
trajectory above, California has always
moved the needle ahead in health care.
Before the ACA, California attempted
its own health care reform. While not
advancing, it did expand the dialogue on
health coverage and access. At the passage
of the Affordable Care Act, California
led by establishing the marketplace,
Covered California, and the expansion of
Medicaid. As a result, at the county level,
having established local health initiatives,
like My Health LA and Healthy San
Francisco, helped streamline enrollment
and will continue being critical in
advancing the goal of universal coverage.
Opportunities for advancements can
arise even among adverse developments
like the recent federal decision to rescind
Deferred Action for Childhood Arrivals
(DACA). California has and must
remain persistent in its commitment to
these young families both by advocating
for passage of a federal legislative
solution for DACA and ensuring they
have health insurance coverage.

Fortunately, California’s leadership has
committed to move California forward.
With legislative efforts for universal
coverage and single-payer proposals,
California continues to push towards
improving health coverage. Earlier this
year, the assembly established the Select
Committee on Health Care Delivery

Systems and Universal Coverage,

which will hold ongoing, informational
hearings so the committee can develop
plans for achieving universal health care
in California. The initial information
hearings offered an overview of the
current state of health coverage and
access and highlighted world models

of health coverage and payment as we
continue our path towards

( Lesson #3: G

Policy Research,
Analysis, and
Evaluation Matter

How Did We Get Here?

Child development research
highlighting the rewards of investing in
children’s health played an important
role in building support for Health4All
Kids. Advocates did not just rely on

the fact that covering all children is the
right thing to do. Instead, they relied

on empirical research that showed that
investments in children’s health had a
tremendous impact on their productivity
and health as they became working
adults. Data on investments in early
childhood, including brain science,

was in its early stages when California’s
campaign for covering all children began.
The creation of state and local First 5
commissions—dedicated to promoting
healthy childhood development in

the first five years of life—came out

of this early childhood investment
research. And the First 5 funding

across the state helped promote and
advance such research and investments
in early childhood. Today, there is a
greater understanding and resonance

of childhood health research among
policymakers across the political
spectrum and among business leaders.




Data revealed a growing number of
mixed-immigration-status families in
California and a political climate more
amenable to supporting programs

for all of California’s children. In

the years leading up to passage of
Health4All, survey data not only
identified that many citizen children
live with immigrant parents but also
that the percentage of mixed-status
families was growing and now accounts
for half of households in California’s
communities. This information was
not only relevant for policymakers but
also for communities themselves who
became aware that the aggregate trends
across the state had started to resemble
their own family makeup. In addition,
public polling surveys and focus groups
were conducted throughout the various
stages of Californias larger campaign
for Health4All. For example, a poll in
2006 found that two out of three voters
(66 percent) support a plan to cover
every child in California with health
insurance after specifically being told
that it would include coverage for
children of undocumented immigrants.
This support was significant across
political affiliation, with 79 percent of
Democrats, 70 percent of Independents,
and 48 percent of Republicans
supporting such a plan. Most of

this data was directed and shared

with policymakers. One interviewer
noted that more attention could have
been paid to directing such public
polling data back to the public and
communities themselves as part of the
larger advocacy communications.

Policy analysis quantifying the

cost of covering the remaining
ineligible children—based on county
experiences covering a similar
population—helped build confidence
that statewide coverage was fiscally
sound. The multi-tiered evaluation
from Santa Clara’s CHI/Healthy Kids
program provided important data on
utilization, take-up, and costs for this
new population of covered children.

This historical experience provided
greater certainty for policymakers
considering moving to a statewide
program. The evidence available made
clear the costs and benefits of covering
all children in order to ensure informed
decision-making when considering
program expansions.

“Demonstrating a
successful program is
its greatest protection.”

Decades of policy evaluation about
how to best enroll and keep children
in coverage led to wise decisions to
automate enrollment and integrate
children already enrolled in local
programs and limited-scope Medi-
Cal into one full-scope Medi-Cal
program. Multiple government and
philanthropically funded evaluations of
enrollment and retention in children’s
coverage programs paved the way for
policy decisions made in California.

In line with California’s decision to
move children from its separate CHIP
program into Medi-Cal in 2013,
policymakers decided to include Medi-
Cal children who were not lawfully
present. This avoided the administrative
duplication of having to create a new,

separate program and reflected the
objective of inclusion rather than one of
“separate but equal.” (Children who are
not lawfully present, however, are paid
for mostly with state-only funds.)

In addition, the state would also
automatically enroll children with
limited-scope Medi-Cal into full-scope
Medi-Cal on the effective date of the
new program. As a result, during

the implementation phase before the
effective date, stakeholders proactively
encouraged families to enroll in
limited-scope Medi-Cal so that their
children’s limited-scope coverage would
automatically be converted to full-
scope coverage on the effective date.
This strategy provided a strong start

for Health4All Kids, with more than
100,000 children from pre-existing
programs who enrolled in limited-scope
receiving full-scope coverage on the first
day of implementation.

The Work Ahead

Prioritize monitoring and evaluating
the outcomes of covering all children
to demonstrate the success of
including undocumented children and
make the case for the continuation

of coverage. The fact that more than
200,000 children either successfully
transitioned to the Health4All Kids

A Golden Opportunity 15




program or enrolled for the first time

is worth celebrating. However, given
potential federal funding challenges

for health coverage programs and
California’s many budgetary needs, in
the coming months and years, it will be
important to monitor and evaluate the
impacts of the program on children’s
health, readiness to learn in school, and
ability to ultimately thrive as productive
and healthy adults.

Ensure all children are accessing
recommended and needed care. As
more children than ever have access

to quality, affordable health coverage,
equal attention must be paid to ensuring
families are knowledgeable about how
to use their coverage and that providers
in the coverage network are prepared to
meet the needs of those enrolled.

In the first few years of the Santa Clara
County Children’s Health Initiative,
there were impressive increases in
children with a usual source of primary
care, as well as access to dental care and
vision care.

However, when surveyed, only about
half of the children enrolled in Santa
Clara Healthy Kids had had a medical
visit in the last six months, a rate much
closer to the rate of uninsured children
than those with private coverage or
public coverage, like Medi-Cal.

This evaluation highlights the
importance of monitoring children’s
access to health services to identify
any possible gaps in accessing care
and find ways to address these gaps.
Improving families’ knowledge of the
health care system, increasing the
availability of child-focused providers,
and strengthening the quality of child-
specific services will help us realize the
promise of near-universal coverage for
children. The delivery of health care
services and promotion of innovative
approaches to improve such delivery
will be critical to improving the health
and well-being of children.
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Building

on All Types

of Available
Financing—
Philanthropic,
Private, Local,
State, and
Federal—is Key

)

How Did We Get Here?

Strong and sustained philanthropic
support. A key asset in the effort to
cover all children was the leadership,
commitment, and support of
grantmakers and other funders who saw
the importance of expanding coverage
to more Californians. The David and
Lucile Packard Foundation (the Packard
Foundation) saw the promise in Santa
Clara’s effort and heavily invested

not only in its program but also in
replicating its model in other counties
and building a critical mass of regional
and political support. In addition,

the Packard Foundation funded the
aforementioned multi-level evaluation
of Santa Clara’s program in order to
demonstrate its statewide application.
Other leading health care foundations—
such as Blue Shield of California
Foundation, the California Health Care
Foundation, The California Endowment,
The Wellness Foundation, and others—
coordinated among themselves to lend
strategic support for statewide advocacy
coalitions, as well as for furthering local
county initiatives, and partnered with
local foundations, local health plans, and
First 5 commissions to do the same. The
foundations worked together to support
various aspects of the effort including

strategic communications and extensive
public education, a sustained investment
in the local and state advocacy
coalitions, research, direct premium
support for local initiatives, and short-
term funding for government activities.
They remained engaged for the long haul
throughout many stages of advocacy
and coalition-building and continued
investments even after various setbacks.

Local financing instability led to the
common goal that a state solution was
needed. One of the persistent challenges
throughout the campaign was financing
local and state coverage programs.
While foundations, counties, First 5
commissions, and local health plans
stepped up to provide funding for local
Health Kids program coverage costs, in
the long run this financing model was not
sustainable and instead was intended to
build critical political mass to successfully
achieve a sustained statewide coverage
program funded by state financing.

As time went on, some local children’s
programs had to either roll back coverage
dramatically or close entirely.

“We’re not going to win
if Medi-Cal is starving.”

Child-focused organizations did not
have sufficient political clout alone

to make state-financed children’s
coverage a top legislative priority
statewide. From the state perspective,
as local efforts were reaching critical
mass, state policy leaders were initially
not willing to provide state funding

for children’s coverage expansion until
2007, when they embarked on their own
large-scale health reform effort. Several
policymakers stepped up to champion
children’s coverage and legislative
leadership was interested, but, at the time,
the political urgency did not exist to
prioritize its funding over other budget
interests. In addition, the Children’s
Coalition did not have sufficient political
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clout to move children’s coverage as a
top legislative/budget priority. After the
collapse of California’s health reform
effort in 2007, legislative leadership
wanted to salvage children’s coverage
from the fall out; however, the economic

recession of 2008 made the political
climate inhospitable to such an initiative.

The Work Ahead

Prioritize the essential foundations of
coverage expansions. Both Medicaid
and CHIP are the cornerstones of health
care coverage for children in all states.
That is certainly the case in California,
where more than half of all California
children have coverage through Medi-
Cal. Since Medi-Cal also houses the

SB 75 (Health4All) program, preserving
and enhancing both federal programs—
by advocating for continued federal
CHIP funding with the enhanced
match and defending Medicaid from
federal cuts and other payment or
programmatic changes—remain a major
priority for all stakeholders.

Nurture and maintain coalitions to
quickly mobilize against funding
cuts. According to stakeholders in
other states that provide coverage for
all children, collective advocacy efforts
have played a major role in overcoming
threats to program funding. Despite
temporary setbacks in some of these

states, coalitions have, for the most part,
been able to act quickly to defeat efforts
to cut funding. Once established, it is far
easier to make the case for continuing
to provide coverage for children and its
demonstrable benefits than it is to cut
programs that will result in children’s
losing coverage.

Identify new opportunities for
funding. In addition to the regular
sources of health care funding, new
resources must be identified and
championed not only to expand
coverage but to secure timely access to
care. In 2016, the Health4All Coalition
joined the American Heart Association,
the American Lung Association, and
others in promoting Proposition 56, a
California ballot measure that secured
additional funds for Medi-Cal provider
payments. Currently, the state’s budget
assumes that CHIP’s enhanced federal
match is no longer available. However,
as of this writing, the major bipartisan
CHIP bills in Congress both propose

a continuation, albeit a 5-year phase
down, of that enhanced funding. In
California, that enhancement match
amounts to $500 million in 2018

and 2019. Those funds can go a long
way toward securing and improving
children’s health, particularly immigrant
mental health, as well as timely access to
dental and mental health care.

LESSON #5:

The Shared
Agenda of Health,
Anti-poverty,

and Immigrant
and Civil Rights
Leaders is a
Stronger Agenda
for Children and
Families.

How Did We Get Here?

Establishing trust kept partnerships
intact through the tough times. As
mentioned, the local leaders and their
coalitions built an infrastructure that
created trust to advance local coverage
programs and ultimately achieved
statewide reform. It was not just the
local community component that made
these coalitions so effective but the
partners included within them.

Ensuring a diverse and inclusive
group of partners strengthened

the effort. In the early stages of the
campaign, partners included labor,
faith-based organizations, health
providers, and advocates who believed
in the goal. As local initiatives spread
to more counties, the United Ways and
their business leaders, local chambers
of commerce, and local health plans
joined the efforts. Local First 5
associations also became important
partners. This coalition model was
then taken to the statewide level to
include state children’s advocates,

the association of local CHIs, PICO
California, United Ways of California,
and several local health plans. This
infrastructure not only lent political
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validity to the cause but the breadth
of its assets—from grassroots

engagement to policy expertise—
rounded out a comprehensive and
effective advocacy team.

The campaign evolved to be led by
California’s leading health access

and immigrants’ rights groups and
grew stronger. In the next stage of the
campaign—Health4All—the coalition
established a steering committee that
was led by Health Access California and
the California Immigrant Policy Center.
The Health4All coalition had a similarly
effective infrastructure combining

the grassroots advocacy with policy
expertise but also further broadening
and engaging immigrant rights groups
that represented and included the

|

community directly impacted by policy
change. Further, the participation and
children’s coverage content expertise by
California Children’s Health Coalition
continued. As mentioned, the coalitions
at the various stages of the California
campaign were supported by committed
local and state health care foundations,
rendering a strong and sustained
advocacy strategy.

Securing buy-in from state leadership
furthered opportunity for progress.
Progress for coverage for all children
was made possible by the commitment
of critical leaders in both the state
legislature and the administration. As
mentioned above, Senator Ricardo Lara
was an influential, vocal champion with
key relationships that helped propel

“[As a coalition] we never were discouraged;
we had a long- term perspective. It would take the
right political landscape.”

A Golden Opportunity

forward an agenda for immigrant
families, and, in so doing, drive an
agenda for children’s health as well.
Coupled with the changing narrative
fueled by advocates and critical
philanthropic investments, the governor
adopted and embraced the Campaign’s
message after it was reframed as a

civil rights issue. One of the most
notable reflections of the coalition’s
work was Governor Brown’s mention
of “undocumented Californians™—a
phrase coined in the campaign that
championed immigration and health
care—in his January 24, 2017, State of
the State address. He said, “Whether
it’s the threat to our budget, or to
undocumented Californians, or to our
efforts to combat climate change... this
is a time which calls out for courage and
for perseverance”

The adoption of the campaign’s message
and goals by state leaders was necessary
to advance policies that address the
health needs of all of California’s
families and communities.




“The Health4All Coalition—health care advocates
coupled with immigrant rights—was the coming
together of two existing movements that had their
own infrastructures and political momentum
and sophistication.”

The Work Ahead

Maintain a functioning coalition
infrastructure. An all-inclusive
coalition that includes children’s groups,
faith-based groups, organized labor,
immigration advocates, the health care
industry, the business community, and
legislative champions can also sustain

a strong coverage program, namely

one that is fiscally sustainable and
effective at enrolling hard-to-reach
children. While not all members must
be actively engaged in the day-to-day
advocacy, continuing to foster those
partnerships with updates and provide
them a role in the overall sustaining
strategy will prepare the coalition for
rapid mobilization should the program
face challenges. For example, a sustained
and strategic coalition is most effective
in advancing coordinated state and local
policies, such as mobilizing legislative
support or program defense, organizing
local events and actions, and shifting
the public narrative on inclusive and
equitable health care.

Expand and diversify coalition
leadership and member organizations
to provide a powerful and energizing
new perspective on a common goal.
It's important to acknowledge the
intersection of health with social justice
and environmental implications to
health. Complementing advocacy efforts
will strengthen partnerships and agenda
advancement for independent goals.
The linchpin to moving Health4All
Kids over the finish line was immigrant
rights organizations’ clarifying the issue
of health care as a civil right in a social
justice model. Equally important was

health care stakeholders’ embracing this
equity model, underscoring that health
is an equity issue.

As mentioned, immigrant integration
became part of California’s culture and
the statement “we are all Californians”
includes everyone, regardless of country
of birth. As was originally intended, the
initial Health4All legislation would have
covered the remaining uninsured adults
as well as children. The immigrant rights
coalition took on the health care cause
as the next step of inclusion in coverage
after the rollout of the ACA. This came
out of a progression of immigrant rights
policies, from the Trust Act to driver
licenses for undocumented immigrants.
Some interviewees speculated that it was
this social justice/civil rights framework

r

that inevitably won the support of the
governor, who had historically been
fiscally conservative on health care
issues. While in other states coverage for
undocumented immigrants was secured
quietly, in California, coverage was won
by explicit acknowledgement of our
inclusive imperative. As this campaign
moves forward for protection of gains and
expansion of coverage, framing health for
all through this lens will be important.

Rely on demographic trends in
California and nationwide to shape
coalitions that include children’s,
health care, and anti-poverty groups,
as well as the immigrant and civil
rights communities. Children in
immigrant families are the fastest-
growing component of the U.S. child
population, representing 24 percent of
all US. children. Acknowledging this
demographic reality, immigrant rights
must be included in all movements

to seek justice and civil rights. In the
same way that health care became a
principle priority of the immigrant
rights’ agenda, health care advocates
should approach immigrant rights as
part of our country’s health care agenda.
Interviewees noted that members of the
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health care advocacy community must
also advance the cause of immigrant
families. Such support must not be
limited solely to a specific domain

(for instance, health care coverage or
education) but expand as well into
immigration policies and practices

that affect the health and well-being of
families in our communities. Reframing
children’s issues in this manner—for
instance, linking experiences such as the
detention and deportation of students or
their family members to corresponding
negative effects on health, mental health,
education, or child safety—provide
policymakers with a broader context

in which to develop sensible, family-
friendly policies across any number of
areas, including health, public safety,
education, and immigration.

LESSON #6:

Value
Community
Partners to Build
Trust and Sustain
Future Change

)

How Did We Get Here?

An individual or family’s enrollment in
a program often depends on whether a
family hears about a program or gets
help with the process from someone
they know or trust in their community.
Working with trusted community
partners that already interact with
children and families (like schools, faith-
based organizations, and immigrant
service organizations) is an effective
strategy. The importance of this trusting
relationship is particularly prominent
for immigrant families, whose decision
to enroll in a health coverage program
hinges on families believing the benefit
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of enrolling their children outweighs
possible risks and uncertainty. These
concerns are particularly salient in
today’s political environment. Even in

a generally more inclusive state like
California, families face the very real
threat of detention, deportation, and
the breaking apart of their family. This
toxic environment not only affects the
newly eligible undocumented immigrant
children but citizen and lawfully
residing children of immigrant parents.
Federal and state law prescribe privacy
protections for information provided to
health care affordability programs. Yet,
the threat of arbitrary detentions and
deportations creates a “chilling effect”
for families enrolling their children

in coverage and may cause parents to
consider withdrawing their children who
are already enrolled.

“In a difficult climate,
you only have contact
with those you trust.”

Trusted community organizations
have been the best messengers for
talking to immigrant families about
the benefits and risks of public
programs. Since the first children’s
coverage program began in San
Mateo in 2001, California Coverage &
Health Initiatives (CCHI) has built a
strong network of local outreach and
enrollment workers who know how to
enroll and retain immigrant children
who were ineligible for federally funded,

full-scope Medi-Cal. This was a key




lesson echoed by local initiatives as well
as other states with programs covering
undocumented immigrant children.
Community health workers, certified
enrollment counselors, and promotoras
are a key ingredient of success, providing
a trusted and continued source of
information for immigrant families.

The Work Ahead

California must continue to invest
in and strengthen its essential
community workforce. In a time of
particular fear and uncertainty for
immigrant families, the value of trusted
field partners continually engaging
and informing families about policy
developments and changes is more
critical than ever. The continued
investment and integration of direct
service partners—like community
health workers, certified enrollment
counselors, and promotoras—will
help advocates continue to engage
and relay accurate information to
enroll, retain, and increase utilization
of health coverage, particularly as
information about immigrant rights
regarding the privacy of health

coverage information and immigration

enforcement becomes more important.
Children Now’s community survey
found that the “red cards” created by
the Immigrant Legal Resource Center
were a particularly valuable resource
for community workers to provide

to families.® As families are trying

to understand the risks of applying

for coverage and whether their
information will be shared, having a
trusted enrollment assister explain the
current law protecting their privacy
and its implications can make the
difference in whether a child is enrolled
or not. Another survey of enrollment

assisters indicated that when a trusted
community organization explains

that the county or state cannot share

any information for immigration
enforcement purposes, families continue
to sign up.%

Advocates for health coverage must
continue to work closely with low-
income immigrant families who

are enrolled in Medi-Cal or are in
need of care, as they are the most
powerful voices for programs like
Medi-Cal. Engaging and empowering
family members as active advocates
themselves not only provides valuable
insights into how best to actually serve
the community but also offers the most
compelling voice to policymakers.
Examples of ways that community
members can participate include
testifying in legislative hearings,
mobilizing peers and community
members, being the face and voice

of program promotion and advocacy
via media outlets, and contributing

to advocacy strategy and outreach
planning efforts. Organizing community
events can raise general public visibility
of health coverage issues in the
community and offer a forum where
families are encouraged to share their
stories with policymakers. The faces and
voices of families behind the facts and
figures can have a far more compelling
and lasting impact for policymakers as
well as the public at large.

Lessons Learned from the Past

At the launch event for Santa Clara’s Healthy Kids insurance program,
enrollment workers were dressed in green shirts and khaki pants and carried
clipboards. Families started to leave the event. Leona Butler, of the Santa Clara

Family Health Plan, shared how enrollment workers later learned that families
thought that the enrollment assisters were instead agents from Immigration
and Customs (ICE). As a result, program officials realized that enrollment

events and other communications needed to be planned and delivered by
trusted members of the community who know how to engage—and not scare

away—their peers.
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The Road Ahead

ALIFORNIA HAS MADE
multiple concrete steps to
support children’s health.
From leading efforts to
implement the Affordable
Care Act to securing important program
investments for immigrant communities,
California’s children—half of whom are
part of an immigrant family—are direct
beneficiaries of the state’s commitment to
its diverse constituency and an example of
the critical importance of state and local
action to continue to advance as a nation.

In the wake of the 2016 election, states
and localities have responded with action
agendas reflective of the needs of their
constituents. Prior to the election, states
and localities took the lead on issues

such as same-sex marriage, raising the
minimum wage, reforming the criminal
justice system, and combating climate
change. This localized leadership
continues with the support for sanctuary
cities but also efforts to protect health care
in an increasingly uncertain environment,
with California serving as a leader for

the nation.

The path toward coverage for all children
serves as an example for the policy
victories made possible by a strong and
diverse coalition that unites a number

of different issues and experiences.

As advocates for children, the current
political environment behooves us to
consider the impact of policy on their
health and development. Health care is
just one thread in the ongoing national
debate about immigration, but it is a
crucial one. At stake is the foundation
and preservation of effective state and
local systems that ensure the health and
development of all children, and, in doing
so, safeguard a state’s ability to face the
economic challenges of the future.

A Golden Opportunity

As such, advocates for children must

also work to prevent federal immigration
policy from snuffing out the candle of
opportunity that California hopes to
create for all children. Unfortunately,
immigration status remains a social
determinant of health in our country.*’
The effort continues to ensure that older,
undocumented siblings and parents of
immigrant children also have access to
health coverage. However, further work is
required to overcome and address the fear
and anxiety that many families experience
when enrolling a child in health care
programs or taking a child to a doctor’s
appointment or emergency room because
it might lead to detention, deportation,
or family separation. Advocates must
continue work to ensure that California
forcefully stands by the California Values
Act and advances the evolution it has
witnessed in these last few decades.

The morning after the 2016 Presidential
election, California Senate President Pro

Tempore Kevin de Leon and California
Assembly Speaker Anthony

Rendon released a simple joint statement.
Responding to the concerns raised by the
president-elect’s campaign, the two state
leaders announced their intent to defend
California’s constituents and the advances
the state had made. The statement
concluded with the following:

“California no era una parte de esta
nacién cuando comenzo su historia,
pero ahora somos claramente los

encargados de mantener su futuro.”

“California was not part of this
nation when it began its history, but
now we are clearly responsible in
maintaining its future.”

Moving forward, issues of health care and
immigration will continue to intersect
and highlight the fundamental notion that
the issues are inseparable for millions of
families and therefore, so, too, must we

as advocates work together. California’s
success in funding, implementing, and
maintaining quality, affordable coverage
for every child, regardless of where they
are born, provides a blueprint for other
states to use in providing health care
coverage for all children. However, even
more pertinent, California serves as an
example of advancing a broader, inclusive,
and progressive agenda at the state level,
despite the challenges at the federal level.
By prioritizing the needs of its children,
California is recognizing the responsibility
to invest in the structures that protect

and raise all children—strong families,
nurturing institutions, and supportive
communities. In doing so, we advance
solutions in the best interests of our
children who are essential to positioning
the state and the nation for a prosperous
and bright future.
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signed up” for Medi-Cal or other government
services due to immigration concerns?

3) Does it happen often or is relatively few and
far between?

67 In other words, immigration status is an identity
around which barriers are often created that limit

the ability to live a healthy and dignified life. See
“Immigration Status as a Social Determinant of Health,”
Consumer Health Foundation and La Clinica del
Pueblo, 2016, accessed November 7, 2017, http://www.

consumerhealthfdn.org/wp-content/uploads/2016/11/
Focus-on-Health.pdf.
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