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I. BACKGROUND AND OVERVIEW

The Louisiana Children’s Health Insurance Program (LaCHIP) is a “combination” program 
under Title XXI, consisting of both a Medicaid expansion and a separate program. With the 
creation of the Children Health Insurance Program (CHIP) by the Balanced Budget Act of 1997, 
Louisiana’s program was the forty-third state plan approved by the Centers for Medicare and 
Medicaid Services (CMS). LaCHIP was originally conceived as a pure Medicaid expansion 
program, with a small separate program, called LaCHIP Affordable Plan, added a decade later. 
Throughout the decade, both programs have enjoyed strong bipartisan support in the state, 
including from the current Republican Governor Bobby Jindal and previous Democratic 
Governor Kathleen Blanco. The program is also a source of pride for state officials at the 
Department of Health and Hospitals’ Bureau of Health Services Financing (DHH), which has 
administered LaCHIP since its inception.  

Since 2006— the end of the study period for the previous Congressionally Mandated SCHIP 
Evaluation—Louisiana has made a small, but significant number of changes to LaCHIP.  The 
program continues to be dominated by its Medicaid expansion component, representing 95 
percent of LaCHIP’s 125,595 enrollees (LA Department of Health and Hospitals 2011) and 
shares common administration, enrollment/renewal processes, and benefits with Medicaid.  The 
most significant changes in this time period have been two eligibility expansions, along with 
extensive enrollment and renewal simplification efforts.  In particular, in 2007 the state added 
otherwise-eligible uninsured pregnant women using Title XXI funds (called the “unborn child 
option”), and through the initiative of Governor Blanco, added a small separate CHIP program 
(LaCHIP Affordable Plan) for those with incomes in the 201-250% FPL range. Over the last six 
years, Louisiana has continued its efforts to streamline the enrollment and renewal process for 
LaCHIP enrollees, including: utilization of an electronic case record; extensive use of third-party 
databases for verification of personal information; a joint, online application; 12-month 
continuous eligibility; and administrative, ex parte, and rolling renewals. The success of the 
state’s outreach and simplification work can be measured by declines in the uninsurance rate 
among children, from 7.6 percent in 2005 to 3.5 percent in 2011 according to estimates by 
Louisiana State University researchers (Goidel et al. 2012).  The state also received modest 
Children’s Health Insurance Program Reauthorization Act (CHIPRA) performance bonuses in 
Federal Fiscal Years 2009, 2010, and 2011, as rewards for these simplifications and the 
increased Medicaid enrollment that they engendered (KFF State Health Facts). 

The state brought the LaCHIP program unscathed through the major catastrophes of 
Hurricanes Katrina and Rita in 2005, and the Gulf of Mexico oil spill of 2010.   Katrina had a 
major effect on the health care delivery system of New Orleans, although the disruptions were 
less substantial for children covered by LaCHIP than for uninsured adults. The flood also caused 
major population shifts, with many people moving out of New Orleans to other places,  
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particularly Baton Rouge, which has recently replaced New Orleans as Louisiana’s largest 
city.1

This case study is based primarily on a site visit to Louisiana conducted February 27-March 
2, 2012, by staff from Urban Institute on behalf of the Assistant Secretary for Planning and 
Evaluation (ASPE).

  Another demographic shift has been an influx of immigrants into the state, many of whom 
are undocumented.  This has placed another strain on the health and social service delivery 
system. More generally, service delivery statewide under LaCHIP has evolved in recent years, as 
the state has transitioned to Medicaid/CHIP risk-based managed care and moved away from its 
previous Primary Care Case Management (PCCM) model. 

2

The remainder of this case study will describe recent LaCHIP program developments and 
their perceived effects in the key implementation areas of:  eligibility, enrollment, and retention; 
outreach; benefits; service delivery, quality, and access to care; cost-sharing; crowd out; 
financing; and preparation for health care reform.  The report concludes with cross-cutting 
lessons learned about the successes and challenges associated with administering the LaCHIP 
program.  

 Louisiana was selected as one of ten states being studied in the second 
Congressionally-Mandated Evaluation of CHIP authorized by the CHIP Reauthorization Act 
(CHIPRA). It builds upon the findings of the first Evaluation’s case study (Fasciano 2002) and 
highlights changes to state programs that have occurred since 2006, with a particular focus on 
state responses to provisions of CHIPRA in 2009.  The site visit to Louisiana included interviews 
with 24 key informants including: state CHIP and Medicaid officials, legislators, health 
providers and associations, front-line eligibility workers, a health plan association, and 
community-based organizations involved in outreach and enrollment.  (See Appendix A for a list 
of key informants and site visitors.) Three focus groups were also conducted—in Baton Rouge 
and Mandeville—with a total of 33 parents of children enrolled in LaCHIP (Mandeville is a 
small city located on the North Shore of Lake Pontchartrain, adjacent to North Orleans). 
Findings from these focus groups are included throughout the report and serve to augment 
information gathered through stakeholder interviews. 

 
 

                                                 
1 New Orleans is slowly regaining its population, and many of the areas that did not flood are back to pre-

Katrina population levels.  However, Baton Rouge gained a large population that has now put down roots there and 
is not returning to New Orleans, shifting the demographic make-up of both cities permanently and causing a 
continued strain on the social service delivery system in Baton Rouge.   

2 Since our site visit was conducted before the Supreme Court ruled on the constitutionality of the Affordable 
Care Act, this case study report largely reflects the LaCHIP program and policy developments prior to the ruling.  
Where relevant, updates have been made to the extent possible.   
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II. ELIGIBILITY, ENROLLMENT, AND RETENTION

Since the LaCHIP program’s inception, Louisiana has emerged as a national leader in 
devising strategies to simplify eligibility, enrollment and renewal processes for children in CHIP.   
Shortly after the implementation of LaCHIP in 1998, Louisiana officials noted that they were 
losing as many children at renewal as they were enrolling in the program, and set about changing 
their business model to address this problem through the adoption of a wide variety of practices 
from other states, as well as innovation of their own Louisiana-born solutions. This section 
describes Louisiana’s LaCHIP policies, procedures, and experience in these areas.  

Eligibility 

LaCHIP was originally implemented in 1998 as a Medicaid expansion program, and 
gradually expanded eligibility thresholds from 133% FPL to 200% FPL for 0-18 year olds by 
January 2001. In 2007, Louisiana exercised the unborn child option (available since 2002), by 
using Title XXI dollars to cover prenatal care services from conception to delivery for non-
citizen uninsured women up to 200% FPL. With the implementation of the unborn child option, 
Louisiana became a “combination program.”  In June 2008, Louisiana expanded eligibility once 
again to 250% FPL, creating a separate program named LaCHIP Affordable Plan for children 
with family incomes between the 200-250% FPL. Louisiana had intended the upper eligibility 
threshold of this separate program to be 300% FPL (through legislation entitled Act 407, 
Louisiana Children and Youth Health Insurance Program in 2007).  However, this amendment 
was denied by the Bush Administration under its CMS August 17 Directive which limited states’ 
ability to expand beyond 250 percent of poverty, though the legislative authority to expand to 
300% FPL still exists in the state (Georgetown Center for Children and Families 2008).  While 
LaCHIP is administered by DHH, the LaCHIP Affordable Plan is administered through the 
Office of Group Benefits (OGB) within the Governor’s Division of Administration (which 
oversees the state’s employee health insurance plans). OGB acts as the third party administrator 
for the program; they are responsible for claims payment and premium collections. This choice 
in administration for the separate program was supported by informants’ characterization of the 
program as acting as a “bridge between private insurance coverage and traditional Medicaid and 
CHIP,” with cost-sharing and a benefits package similar to private insurance. 

Figure II.1, below, illustrates the increase in the number of children ever enrolled in LaCHIP 
since its implementation through 2010. 
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Figure II.1.  Number of Children Ever Enrolled in LaCHIP (1998-2010) 

 
 

Eligibility thresholds for children in Louisiana have remained unchanged since the most 
recent expansion in 2008. In contrast to its coverage of children, Louisiana only covers low-
income parents up to 11% FPL, with no childless adults included. Table II.1, below, illustrates 
the current eligibility thresholds for LaCHIP.  

 
Table II.1.  Eligibility Rules, By Age and Income for Medicaid, LaCHIP, and LaCHIP Affordable Plan  

 
Age Categories 

 
Infants 1 to 5 6 to 18 

Medicaid 133% a 133% 100% 
M-CHIP (LaCHIP) 200% 200% 200% 
S-CHIP (LaCHIP Affordable Plan) 250% 250% 250% 
a

 

 In Louisiana, Medicaid for kids has also been marketed as LaCHIP since CHIP’s implementation. For the purposes 
of this report, we refer to those kids below 133% FPL (0-6) and below 100% (6-18) as Medicaid-related where 
distinctions exist. 

Louisiana chose not to pursue the CHIPRA option for the elimination of the five-year 
waiting period for legally resident immigrant children and pregnant women.  Key informants 
interviewed for this case study described this decision as both financially- and politically-
motivated.  

Eligibility and enrollment is conducted by Medicaid analysts through local-level offices that 
act as extensions of DHH. Medicaid analysts are state employees and work in 14 local offices 
(representing the 64 parishes across the state), with 5 additional offices slated to close in the 
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Eligibility policies for LaCHIP and LaCHIP Affordable Plan are illustrated in Table II.2, 
below. 

. These offices are responsible for eligibility determinations and renewals for 
Medicaid/LaCHIP and the LaCHIP Affordable Plan within their region’s parishes. An exception 
to this is the state-level Strategic Enrollment Unit, which handles eligibility/enrollment and 
renewal processes for non-English speaking families, including Spanish and Vietnamese.  

Table II.2.  LaCHIP Affordable Plan and LaCHIP Eligibility Policies 

 
LaCHIP LaCHIP Affordable Plan 

Retroactive Eligibility Yes; for three months prior to the 
month of application 

No 

Presumptive Eligibility No No 
Continuous Eligibility Yes; 12 months Yes; 12 months 
Asset Test No No 
Income Test Self-declaration with internal 

verification 
Self-declaration with internal 
verification 

Citizenship Requirement Self-declaration with internal 
verification 

Self-declaration with internal 
verification 

Identity Verification Yes Yes 
Redetermination Frequency 12 months 12 months 
In-person Interview No No 

 

Enrollment Process 

Parents may apply to the LaCHIP program in two main ways: through submission of a paper 
application (sent in by mail, fax, or delivered in-person to a Medicaid Parish Office), or through 
an online portal (from a client’s own personal computer or at one of over 500 Medicaid 
Application Centers across the state).  The paper application is four pages long with one page of 
instructions, and is available in English, Spanish and Vietnamese. It is a joint application for 
LaCHIP and the LaCHIP Affordable Plan.  An online application for exclusive use at Medicaid 
Application Center sites was implemented in 2004, and the publicly available online application 
went live in 2007. At this time, state officials estimate that approximately 60% of LaCHIP 
applications are submitted in paper form, 20% are submitted online at Medicaid Application 
Centers, and the remaining 20% are individually completed online applications. The online 
application was highly valued and praised by informants for its speed and for the more complete 
applications that it tends to produce.    

Certified application assistors exist in over five hundred “Medicaid Application Assistance” 
sites across the state. These sites include community-based social service agencies, hospitals, 

                                                 
3 Previously, every Parish in the state had its own Medicaid office, but consolidations have occurred in recent 

years, as described in Section VII. This decline has continued since the time of our site visit. 
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Focus Group Findings:  

Eligibility, Enrollment, and Retention 

Focus group participants reported being satisfied with the 
LaCHIP eligibility and enrollment process. They described 
the process as easy and the application as short. Those 
who were required to submit documentation with their 
application felt that this process was straightforward. Most 
focus group participants received a LaCHIP approval letter 
in the mail within four weeks of applying. 

I didn't have any problems. It was easy, really. 

They gave me a whole check-off list…of everything I 
needed to bring.  

It was easy for me because I applied, and like the next 
week, I was approved. 

FQHCs, and school-based health centers, among others. These assistors must go through state-
level training in order to be eligible for receiving reimbursement at a rate of $14 per complete 
Medicaid/LaCHIP application submitted.   As mentioned above, Louisiana has a centralized 
“Strategic Enrollment Unit” located in Baton Rouge which has the capacity to field calls from 
Spanish and Vietnamese-speaking families to assist them with the application and renewal 
processes.  The perspective of those working in eligibility and enrollment in Louisiana is that 
application assistance at the Medicaid Application Centers is highly valued, since much of the 
population is not computer-savvy and may struggle with completing an online application 
independently.  

As mentioned above, Louisiana has made impressive strides in streamlining its eligibility 
determination and verification processes. Significantly, in May 2004, Louisiana implemented its 
web-based Medicaid Electronic Case Record (ECR) system. According to key informants, this 
has allowed the workload of Medicaid eligibility determination and renewal to be 
“redistributed…across the state,” and become a largely paperless process.  Documentation 
provided by families is scanned in at a central location and at each local office by Medicaid 
analysts and is available within the ECR. State officials saw this to be a system in tune with the 
needs of the populations they serve:  “Our population is mobile: they move from Parish to 
Parish. [With ECR], now all of our eligibility workers have access to the same information.” 
Along similar lines, this facilitates the ability of Medicaid analysts to work in the field at out-
stationed sites and allows for the flexibility 
evident in Medicaid’s generous work-at-
home policy for analysts (using agency-
issued, networked computers). The 
portability of this ECR has also proved 
valuable in the event of natural disasters, 
such as Hurricane Gustav in 2008, as the 
state was able to keep the system “up and 
running” despite several office closures. 
The ECR has also helped the state justify 
the consolidation of many Medicaid Parish 
Offices in recent years (i.e., multiple 
Parishes now operate out of the same 
bricks-and-mortar office). 

Applications are dispersed electronically through the ECR system to Medicaid analysts at 
the regional level. Each analyst has their own “application management queue” within the 
system, with applications assigned by date. Analysts estimated that they have approximately 
seven applications each day for processing. When an application is first reviewed, analysts use a 
variety of systems including SNAP records, State Online Query (for verification of social 
security income), LDET (a third party employer payroll databases for verification of income), 
Health Management Systems Coordination of Benefits (for retroactive and current private health 
insurance information), Louisiana Automatic Support Enforcement Service (for child support 
information), federal tax information (for long-term care cases),  and Systematic Alien 
Verification for Entitlements (an Immigration and Naturalization Service system for information 
on legally-resident immigrants’ date of entry into the U.S). Analysts have been able to draw 
upon the Social Security Administration (SSA) match process since 2010 for proof of 
citizenship, directly as a result of CHIPRA’s extending this citizenship documentation 
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requirement beyond Medicaid to Title XXI-funded programs. For cases where SSA does not turn 
up a match, Medicaid analysts may use the state’s vital records database, called Louisiana 
Electronic Event Registration System

For LaCHIP applicants with self-declared incomes that are below 75% of the program limit, 
analysts that find no conflicting income information in the third-party systems are able to 
approve them directly without requiring any additional documentation or follow-up. Analysts 
expressed that “it is rare” to not find a person with any information in at least one of these 
databases. For applicants with self-declared income that is higher than 75% FPL and there is no 
information in these systems, then paystubs are requested. As such, cases where documentation 
is needed typically require paystubs for the purpose of resolving discrepancies found during this 
income verification process. Once eligibility is determined, new LaCHIP enrollees are added to 
the Medicaid Eligibility Data System (MEDS), and sent a letter with their LaCHIP insurance 
card. Informants indicated that eligibility determinations for pregnant women take an average of 
three days, while for children it is ten days or less.  

 (LEERS). According to state staff, asking for paper 
documentation is considered an analysts’ “last resort.” Current LaCHIP Application 
Requirements and Procedures are illustrated in Table II.3, below. 

Table II.3.  Current LaCHIP Application Requirements and Procedures 

Form  

Joint Application with Medicaid Yes 
Length of Joint Application 4 pages; 1 pages of instruction, 3 pages of application 
Languages English, Spanish, Vietnamese 

Application Requirements  

Age Under age 19 
Income Yes – income is electronically verified; if the state cannot verify it against 

other databases, documentation must be submitted 
Deductions Yes– $90 for each working parent, $50 of all child support received, all 

child support paid outside of the home up to the amount in the court 
order, and $175/$200 for child care expenses 

Social Security Number Self-declaration with post-verification through SSA match 
Citizenship Citizenship verified through SSA match. 5-year waiting period for legally 

resident immigrants verified through SAVE, an Immigration and 
Naturalization Services system, for Date of Entry 

Enrollment Procedures  

Express Lane Eligibility Yes 
Mail-In Application Yes 
Telephone Application No 
Online Application Yes 
Hotline Yes 
Out-stationed Application Assistors Yes 
Community-Based Enrollment Yes 

 

Renewal 

Louisiana has four key renewal pathways, including: ex parte renewal, administrative 
renewal, telephone renewal, and web-based renewal.  These strategies have helped reduce the 
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Focus Group Findings: Renewal 

Focus group participants generally described the LaCHIP 
renewal process as uncomplicated and requiring little effort. 
Some with children who had been enrolled in the program for 
many years noted that the process has improved over time, 
since documentation is no longer required, the eligibility period is 
one year (as opposed to six months), and the entire process can 
be completed by mail or over the phone. 

Renewal is easy. It’s pretty simple. 

When it came time to renew eligibility, there were several years 
in a row [in the past] that they needed me to bring in proof that 
we were residents of the United States… even though I brought 
it to them last year. 

Now [the renewal process] is good, because you don't really do 
anything.  You do it over the phone…you don't even have to go 
into the office anymore. The only thing they ask is if anything 
changes, you notify them. 

procedural closure rate, or the rate of children lost at renewal for reasons other than a change in 
income eligibility (e.g., they couldn’t successfully navigate the renewal process), from over 22% 
in 2001 to less than one percent in 2011 (Kellenberg et al. 2010). An overview of Louisiana’s 
renewal procedures in LaCHIP is provided at the end of this section in Table II.4. 

In advance of their twelve-month anniversary mark, cases coming up for renewal in 
Louisiana are first reviewed through data mining at the state level for their appropriateness for 
administrative renewal. Some examples of cases that qualify for administrative renewal include 
those with an applicant other than a parent (e.g., grandparent), or a case with no change in 
eligibility in the last three years and net income is less than or equal to $500. The state requests 
that these cases report any changes to their family circumstances. With this renewal pathway, 
once qualifying cases are identified, the parent is automatically sent a notice that their child’s 
coverage has been renewed for another 12 months. Only 4% of LaCHIP cases are 
administratively renewed (in contrast to 44% of Medicaid cases). Ex parte renewal is then 
performed on cases that do not qualify for administrative renewal. In Louisiana, ex parte renewal 
entails state-level eligibility staff reviewing other systems for verifying information (including 
SNAP and others mentioned above) and extend eligibility if the client still qualifies. This ex 
parte process is used for approximately 33% of LaCHIP children (Kellenberg et al. 2010). 

When neither administrative nor ex parte renewal results in a determination, cases are 
“pushed” through the Medicaid 
Eligibility Data System (MEDS) to 
Medicaid analysts for a renewal 
process involving direct contact with 
the client. These analysts have a 
“scroll” of approximately 160-170 
clients to work on renewing each 
month. Analysts send a notice to these 
clients at the 11-month point of their 
coverage, letting them know that it is 
time to renew. This letter includes the 
state-level Customer Service Unit’s 
toll-free number, the Medicaid 
analysts’ direct line, and a link to the 
online renewal portal.  Analysts 
indicated that in working on these 
renewals, most contact with clients 
occurs by phone—in total, just over 37% of all LaCHIP cases are renewed over the phone, while 
only four percent use web-based renewal (Kellenberg et al. 2010).  According to one informant, 
“No matter how simple we make a paper process, clients don’t like dealing with paper. They 
would much rather not deal with paper if they had a choice.” In addition, Medicaid analysts 
interviewed for this case study felt that they received better information out of a telephone 
interview than information received from a paper form. Nonetheless, 11% of LaCHIP cases are 
renewed by mail.  

Table II.4.  Renewal Procedures in LaCHIP & LaCHIP Affordable Plan as of January 2012 

Passive/Active Both 
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Ex-Parte Yes 
Rolling Renewal Yes 
Same Form as Application No 
Preprinted/Pre-populated Form No 
Mail-In or Online Redetermination Either 
Income Documentation Required at Renewal Self-declaration with internal verification 
State Administratively Verifies Income Yes 
Other Verification Required No 

 

Discussion 

As a result of CHIPRA, states that have taken specific steps to simplify Medicaid and CHIP 
enrollment and renewal procedures and have also increased Medicaid enrollment of children 
above a baseline level were awarded “Performance Bonuses” for FYs 2009-2013. The amount of 
the award correlates with the percentage increase in enrollment above the baseline; states that 
achieve more than a ten percent increase in enrollment receive an even larger (“Tier 2”) bonus. 
CHIPRA Performance Bonus enrollment/renewal simplification criteria met by Louisiana in the 
2009, 2010 and 2011 Federal Fiscal Years include: no asset test4

A critical factor that has permitted Louisiana’s success over the last decade has been the 
significant effort to change the “culture” of the eligibility staff that performs these functions for 
Medicaid/LaCHIP. Specifically, this change involved reshaping staff attitudes toward eligibility, 
and moving away from a gatekeeper frame of mind toward a more facilitative, client-centered 
approach aimed at making enrollment and renewal processes as minimally burdensome as 
possible. To accomplish this goal, DHH drew upon the expertise and experience of those 
working in the field—the Medicaid analysts themselves—to solicit their input on process 
improvements.   

, no in-person interview, a joint 
application with Medicaid, ex parte renewal, and twelve-month continuous eligibility. In large 
part, the over seven million dollars in CHIPRA Performance Bonuses that Louisiana received 
over the course of three years were for simplifications that they had already achieved, and 
provided support for the ongoing continuation of these efforts. In terms of the coverage gains 
award criteria, while Louisiana met its baseline improvement target, it did not achieve additional 
“Tier 2” coverage gains for any year of funding. 

 
 

                                                 
4 The asset test has been eliminated since early 1990s in Louisiana for poverty-related Medicaid children. 
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Focus Group Findings: Outreach 

Focus group participants found out about LaCHIP from a 
variety of sources. Most commonly, they heard about the 
program from social service (e.g., WIC, SNAP) 
caseworkers, health care providers, family, and friends. 
They also reported seeing information about LaCHIP at 
schools, in print advertisements, and on television. 

My caseworker… was a delight, and he helped out a 
whole lot and told me about [LaCHIP]. He actually helped 
me apply for it, and he told me about LaMOMS as well, 
because I didn't have insurance.   

When I was younger, I was on LaCHIP, so I knew about it 
already through my mom. 

My daughter ended up having to go to the emergency 
room…and the doctors…, informed me of LaCHIP. 

I was able to qualify for WIC, and then [the WIC office] told 
me about the LaCHIP. And I'm thinking I'll qualify for it too. 

III. OUTREACH

Since 1998, Louisiana has conducted coordinated marketing of its Medicaid and CHIP 
programs for children, publicly branding them as one, seamless program— LaCHIP. Over time, 
the state’s outreach efforts have been characterized by extensive use of word-of-mouth and 
networking approaches. Some notable strategies include: participation in health fairs and 
community gatherings, educational “in-service” events with local businesses and other agencies, 
and massive distributions of flyers and applications within communities. Key messages of 
LaCHIP marketing efforts have included: “applying for LaCHIP is easy,” and “preventive health 
care is important” (Center for Medicare and Medicaid Services).  

Also, in recent years, DHH has worked 
with eleven Covering Kids and Families 
(CKF) grantees to conduct outreach 
activities across the state, including helping 
to organize a set of regional stakeholder 
coalitions. Initially, these grantees were 
funded by the Robert Wood Johnson 
Foundation, but since 2004 have been 
funded by the state. However, as of June 
2012, the DHH contracts will not be 
renewed for fiscal year 2013. Given the very 
low rate of uninsurance among children in 
Louisiana, state officials noted that “at some 
point, the return on investment changes [for 
outreach]. We are not getting the same rate 
of return we did 10 years ago, because we 
have now achieved a lot of what we were 
previously trying to achieve.” These 
contracts had been approximately $100,000 each in size. Similarly, state officials say that the 
remaining uninsured children (likely children between 50 percent and 100 percent FPL) in the 
state may not be well-reached by CKF’s traditional outreach methods, and instead benefit most 
from passive enrollment processes such as Express Lane Eligibility that automatically enroll 
existing SNAP cases into Medicaid. State officials also emphasized that they have monitoring in 
place and are prepared to step in again using the existing outreach infrastructure if rates of 
uninsurance begin to rise. Several key informants had mixed feelings about this funding cut. 
Some were concerned about losing long-standing regional coalitions and worried that they would 
not be able to survive without state funding. Others expressed the opinion that the state’s new 
risk-based managed care program, BayouHealth, may partially substitute for traditional outreach 
–  particularly given the natural incentive for health plans to enroll and retain eligible families. 
However, informants expressed concern that BayouHealth MCOs may not have the same to offer 
since “traditional outreach agencies are the faces that [families] are used to seeing.” 

Under CHIPRA, Louisiana was awarded two Cycle I Outreach Grants in 2009:  one to the 
DHH’s LaCHIP/Medicaid Eligibility Division, and one to the TECHE Action Board, a FQHC in 
St. Mary’s Parish along the Gulf Coast. DHH chose to contract with ten community partners 
under its grant, deploying “LaCHIP Community Canvassers,” in targeted areas across the state 
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with the goal of finding and enrolling 10,000 eligible-but-not-enrolled children into 
Medicaid/LaCHIP, with a particular focus on Hispanic, rural, and children of families affected 
by Hurricanes (CARTS 2010).  According to informants with experience working as Community 
Canvassers, “We literally had two dedicated staff with months of heavy aggressive outreach, and 
we could not ‘scare up the bodies’ to find the [last 5%] of uninsured kids.” The state fell short of 
its goal of 10,000 children under this grant.  The other CHIPRA Outreach grantee, TECHE 
Action Board, was focused upon building a local outreach infrastructure in the St. Mary’s area.  

Notably, eligibility and outreach staff in New Orleans highlighted unique difficulties in 
reaching families since Hurricane Katrina, difficulties that persist to the present day. Informants 
noted that this was likely due to continued transience of the low-income population in New 
Orleans, and the fact that many of them frequently change cell phone numbers. Analysts there 
stated that they spend a great deal of time trying to track down clients at the time of renewal- and 
have had to resort to untraditional methods like Facebook to find clients whose cases would 
otherwise close.  
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Focus Group Findings: Benefits 

While focus group participants were generally satisfied with the 
LaCHIP benefit package, some thought coverage for durable medical 
equipment and dental services was not comprehensive enough, and 
several noted the lack of coverage for orthodontia. A few participants 
also expressed frustration with recent formulary changes that 
eliminated coverage for some name-brand drugs. 

I had to get him put on [a separate, prescription-drug only] insurance 
in order to get the ADD medicine covered. I have to go to see if the 
insurance card is going to cover it. If not, that's an out of pocket 
expense at $196 a month, and he only gets 30 pills. 

[My son] has got a size 17 foot, and he’s flat footed, and [LaCHIP] 
doesn’t pay for arches and all that stuff. It’s not considered medical, 
because they do sell arches, you know.  Wal-Mart sells them like for 
$50. 

When [my daughter] was smaller [LaCHIP] would only pay for two 
pair of glasses a year. And that makes sense for older children, but 
when you’re talking about a two-and-a-half year old…my only 
complaint is, you know, when they’re smaller, they need to be able to 
get three, possibly four pair a year instead. 

IV. BENEFITS

Given that the vast majority of children enrolled in LaCHIP are in the Medicaid expansion 
portion of the program, they receive regular Medicaid benefits as required by federal law, 
including EPSDT (called KidMed in Louisiana), which provides broad coverage of needed 
services.  Dental benefits were added for pregnant women in 2006. As one provider said, “The 
benefit package is good for kids and pregnant women.  There are never real reductions.” 

LaCHIP Affordable Plan, the separate program, has a non-Medicaid benefits package. As 
mentioned above, this program is modeled after the state employees program and is similarly 
administered by the Louisiana Office of Office of Group Benefits. The benefits package covers 
standard benefits such as physician’s care, hospitalization, and emergency room visits.  
However, the package is more limited than that of Medicaid.  It does not include EPSDT (and 
the open-ended access to benefits that it brings when health problems are identified).  As a result 
of CHIPRA’s mandate for 
coverage of dental as a part of 
separate CHIP programs, 
dental benefits were added 
effective February 2012.  In 
addition, some benefits in the 
LaCHIP Affordable Plan 
have limits (e.g., speech 
therapy is limited to 26 visits 
per year), and hospitalizations 
require prior authorization. 
Behavioral health also had 
been subject to prior 
authorization until such 
restrictions were eliminated 
by mental health parity 
provisions of CHIPRA.  
There is no limit on 
preventive health care or for 
physician visits.   Emergency room visits are not limited, but are subject to extensive copayments 
as discussed below. Vision care is not covered by the LaCHIP Affordable Plan (LA DHHS 
2012). 
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V. SERVICE DELIVERY, ACCESS, AND QUALITY OF CARE

Recent years have seen Louisiana adopt significant changes to its service delivery and 
payment arrangements under LaCHIP.  These developments are described below, as well as the 
implications they hold for access to and quality of care. 

Service Delivery 

Dating back to the first half of the 20th

After the flood, New Orleans lost many physicians who moved elsewhere, including the 
faculty of medical schools, who had traditionally served the poor, but left in part because the 
medical schools lost students, compounded by a loss in hospital-affiliated clinic revenue.  To 
provide incentives for medical providers to return to New Orleans, there were substantial 
bonuses (funded through Greater New Orleans Health Service Corps, created after Katrina in 
2007) offered to doctors (up to $100,000 in loan repayment per physician, as well as other 
financial incentives) to work at one of the new post-Katrina primary care clinics (Croasdale 
2007).  All had to agree to accept Medicaid/LaCHIP patients. 

 century, the health care delivery system for poor 
Louisianans historically consisted of ten “charity” hospitals which receive most of their funding 
from the state.  As an example, Charity Hospital in New Orleans, which was destroyed by 
Katrina, had been the second longest continually-open public hospital in the country, dating back 
to the late eighteenth century.   Currently these hospitals are all managed by the state’s largest 
medical school, Louisiana State University (LSU).  This hospital-based delivery system resulted 
in poor people relying primarily on either hospital outpatient clinics or emergency rooms for 
primary care. As one respondent said, “We were locked into that old model, because we had so 
much ‘bricks and mortar.’” 

Risk-Based Managed Care  

The spring of 2012 witnessed Louisiana’s transition to a statewide mandatory risk-based 
managed care program, called BayouHealth, for its Medicaid/LaCHIP program.  The impetus for 
managed care came from the desire to increase access to care and improve health outcomes by 
holding the plans accountable for outcomes and service delivery. State officials point to the 
experience of Georgia and South Carolina for their improvements in health outcomes after 
moving to risk-based managed care.  The budget predictability of a risk-based managed care 
arrangement was an additional motivation.  

Under the new system, the state is contracting with five Managed Care Organizations 
(MCOs) which will operate statewide, including: Amerigroup, Community Health Solutions, 
LaCARE, Louisiana Healthcare Connection (a partnership between the national MCO Centene 
and 19 FQHCs in Louisiana), and United Healthcare.  While these are all national health plans 
with a presence in other states, they have to have an existing presence in Louisiana to participate.  
Two of these MCOs—Community Health Solutions and United— have a “shared savings” 
arrangement with no downside risk and the remaining three have full-risk contracts. This 
financial arrangement does not affect the way the plans are portrayed to beneficiaries. The state’s 
health plan selection process was very competitive, and several plans (such as Aetna, Coventry, 
and WellCare) were not selected. 
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Focus Group Findings: Access to Care  

Focus group participants had mixed views about access 
to care under LaCHIP. Though many were able to find a 
primary care doctor without trouble, a number said that it 
was challenging to find a doctor that was actually open to 
new LaCHIP patients. Participants expressed the most 
frustration with finding dentists that took LaCHIP. 

Many participants had sought specialty care for their 
LaCHIP-enrolled child (e.g., behavioral, developmental, 
vision). Most reported that it was not difficult to find a 
specialist who participated in LaCHIP (in large part 
because PCPs generally refer patients to a particular 
provider), but noted that provider choices are often quite 
limited. Focus group participants were generally satisfied 
with appointment wait times for primary and dental care, 
but said they might wait months for a specialist 
appointment. 

For shots and well child care, you might have to wait …a 
couple days maybe, that’s the most. 

There was one dentist on the whole list that would take 
[my daughter]…it was a terrible appointment. She ended 
up getting on her like father's private insurance…we've 
kept her on private dental insurance because we just 
determined that LaCHIP dental didn't exist really. 

It seems like the mainstream is well taken care of…but 
when [care is needed that is] rare or outside the ordinary, 
that's when your options get…very limited.  Or you have 
to wait for a really long time before you can see the one 
specialist that's available and still taking patients. 

What I'm concerned about now is, we've got a whole 
bunch of doctors…and I don't want that to change [when 
the BayouHealth managed care program is 
implemented]… I just want him to stick with these 
people…you're tossing me around here and there and 
here and there.” 

The state has hired MAXIMUS as its “enrollment broker” to manage the health plan 
selection and enrollment process for beneficiaries.  There have been numerous informational 
meetings around the state as part of the Bayou Health roll-out. The first area of the state to “go 
live” with BayouHealth was New Orleans, which launched in February 2012. BayouHealth will 
be fully implemented statewide by June 1, 2012. 

 Initially, and perhaps reflecting the new nature of this type of program in Louisiana, only 28 
percent of enrollees voluntarily selected a plan, so the rest were auto-assigned. Several key 
informants noted that for many beneficiaries, significant confusion has occurred among 
beneficiaries as a result of the branding. As 
one informant said, “[The beneficiaries] get 
the [plan selection] packet in the mail, and 
they say ‘I don’t need BayouHealth, I’ve 
already got Medicaid,” which may explain 
the low rates of plan selection among 
enrollees. However, since the auto-
assignment relies on enrollees’ geographic 
proximity to providers, while also accounting 
for enrollees’ previous use of providers, 
informants hoped that most people are 
assigned to plans that include their 
participating primary care providers. 
Children with Special Health Care Needs 
(CSHCN) may opt out of BayouHealth, and 
those who do so will receive their care 
through traditional fee-for-service 
arrangements.  If the family does not elect to 
opt out, they will be auto-assigned to a plan.   

Another important change to 
Medicaid/LaCHIP service delivery is 
occurring simultaneously to BayouHealth’s 
roll-out. Behavioral health services are being 
carved out to Magellan (a managed 
behavioral health company), which will 
deliver adult services on an at-risk basis and 
children’s services on a non-risk basis (paid 
through fee-for-service arrangements). This 
development holds the potential to 
significantly expand access to behavioral 
health services under LaCHIP, as children 
will have access to a wider group of behavioral health providers, not just the public mental health 
clinics that have provided most Medicaid services in the past.   In addition, dental and pharmacy 
benefits do not change under BayouHealth, but both are carved out to fee-for-service payment 
arrangements.   

The move to BayouHealth has not been without controversy in the state.  While the change 
is strongly supported by Governor Jindal and has substantial bi-partisan support in the 
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legislature, it was strongly opposed by provider groups in the state.  The initial version of risk-
based managed care (proposed in the 2010 legislative session) was stopped in the legislature due 
to significant opposition to the proposed model. At that point, the state reached a temporary 
compromise, to move to a more tightly managed PCCM program (called “CommunityCARE II”) 
for a year, in which the providers lost half of the monthly fee for PCPs and also participated in a 
pay-for-performance system.  State officials again did not perceive that this program was 
effective, and continued to push for full risk-based managed care. As one state official noted, 
“The primary care provider only got $3 per member per month (PMPM) in CommunityCARE to 
have that be the beneficiary’s medical home—but [we] didn’t get robust care management for 
that amount of money, [and] it wasn’t achieving the health outcomes.”  

After further compromises, BayouHealth has finally been implemented. The providers 
persuaded the state to have fewer plans (moving away from an “Any Willing Provider” 
contracting approach5

At the time of this case study, it is too soon to say how BayouHealth will affect the health 
care delivery for low-income children in Louisiana, or whether access to care will be improved.  
However, informants reported few early implementation problems and were encouraged by good 
participation by primary care providers in plan networks.  They also reported initial indications 
that participation of specialists in the program appeared to be better than before managed care.  
Hospital participation is also good, as most have signed up with all five plans. In general, those 
with whom we spoke were optimistic that BayouHealth would improve access, and by extension, 
health outcomes.  As one informant quipped, “We’re at 49

), which means the providers only have five health plans to negotiate with, 
and not the 18 originally expected.  The providers also succeeded in having a pharmacy carve 
out (so that they did not have to use different formularies for each of the five MCOs), prompt 
payment provisions, and a medical loss ratio of 85 percent. A final controversial area is the 
transition to managed behavioral health services with Magellan, as mentioned above; the motive 
was to “privatize” more of mental health service delivery (i.e., moving away from a delivery 
system reliant on public mental health centers) and improve access to care. 

th

Access to Care 

 [in health status, nationally], so we 
have nowhere to go but up!” 

While there is a consensus in Louisiana that outreach and enrollment simplification have 
been incredibly successful at enrolling uninsured children, there is also a general agreement that 
once children are enrolled in Medicaid/LaCHIP they have not had consistently good access to 
high quality health services.   In spite of improvement related to the move away from hospital-
based care in New Orleans, there is still a stratified system of care, according to informants, with 
separate delivery systems for Medicaid/LaCHIP and the uninsured, and for persons with private 
coverage.  This was reported to be especially true in urban areas.   In rural areas and smaller 
towns/cities, physicians are more likely to take Medicaid/LaCHIP, since about half the state’s 

                                                 
5 With this approach, the state provides the contract terms and requirements to interested MCOs; any MCO 

meeting those requirements and willing to provide the contracted services within a certain rate range may do so 
(Howell et al., forthcoming). 



Chapter V: Service Delivery, Access, & Quality of Care  Mathematica Policy Research 
  The Urban Institute 
 

18 

children are eligible statewide, and even more in the poorest areas.  Still there are shortages of 
private providers who participate in the public programs.  

As evidence for this, state officials point to the very poor rankings that the state experiences 
for health outcomes.  Kids Count found Louisiana ranked 49th

Louisiana, because of its large medical schools (LSU and Tulane), has an adequate 
physician supply in some urban areas, but not in most rural areas.  As evidence, much of the state 
is designated as a Health Resources and Services Administration (HRSA) Health Professional 
Shortage Area.  In addition, many doctors that do practice in the state refuse to accept 
Medicaid/LaCHIP patients due to lower reimbursement and other reasons.  Provider shortage 
issues are more acute for specialty care than for primary care.  Children’s Hospital in New 
Orleans (affiliated with LSU, and where the state’s Title V/CSHCN program is based) has six 
clinics for sub-specialty care.  But no similar facility exists outside of New Orleans, meaning 
children from rural areas often have access difficulties related to obtaining sub-specialty care.  
Oftentimes families must travel to New Orleans for this care. State officials are hoping this 
problem will be lessened with managed care, since health plans may pay better rates to providers 
to encourage their participation in provider networks.   

 in the nation in their Child Well 
Being index.  The index is built around several components including health outcomes (Annie E. 
Casey Foundation 2010).   

Due to budget cuts, subsidies flowing to the LSU/charity hospital system have been reduced. 
This is in part due to substantially reduced federal disproportionate share hospital (DSH) funds 
(of which Louisiana has historically been a major recipient) and to the gradual diminution of 
post-Katrina federal funding.   Governor Jindal is known to prefer a private health care delivery 
system, and does not seek to increase government subsidies for the hospital-based indigent care 
system.  As a result, all the pediatric clinics at the LSU Baton Rouge charity hospital closed, 
exacerbating the supply shortage for sub-specialty care.   

There are also significant shortages in the areas of dental and behavioral health. Access is 
poor for dental care for LaCHIP enrollees, though informants noted that this issue has had 
increased attention and that there has been some improvement in recent years. For example, the 
state reports recent increases in reimbursement to dentists. A shortage of behavioral health 
providers was especially severe post-Katrina, when there was heavy demand due to post-
traumatic stress disorder and depression. This problem is being addressed with the transition to 
BayouHealth as discussed above.  In addition, these services are sometimes provided by primary 
care providers who can prescribe psychotropic medication, and may refer the patient for formal 
mental health services, and then provide follow-up care. 

Physician reimbursement under Medicaid/LaCHIP has been closer to Medicare 
reimbursement levels than in many states; rates are currently approximately 80% of Medicare.  
There have been some cuts, however, as the state used to pay 90 percent of Medicare rates. The 
most recent cuts applied to sub-specialists but not to primary care.  Still, Medicaid/LaCHIP 
reimbursement is at or below cost, and one informant indicated that a provider group likely has 
to have some subsidy (for example, from an affiliated hospital) to survive if their practice has 
more than about a third of Medicaid/LaCHIP patients. 
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Quality of Care 

Under CommunityCARE, Louisiana took several steps to improve quality of care.  To some 
extent, these efforts are now being incorporated into BayouHealth’s contracts with MCOs.  For 
example, the state has operated several pay-for-performance programs, whereby physicians 
achieving outcomes better than 50 percent of their peers received a bonus.   

Since 2007, Louisiana has reported on the following five HEDIS quality measures for 
children in their CHIP Annual Reports: (1) Well-Child Visits in the First 15 Months; (2) Well-
Child Visits in the Third, Fourth, Fifth and Sixth Years of Life; (3) Annual Dental Visits (Ages 
2-21); (4) Adolescent Well-Care Visits; and (5) Children’s and Adolescents’ Access to Primary 
Care Practitioners (Ages 12 months to 19 years). The state has included quality monitoring 
requirements in its contracts with the new MCOs, with 37 health care measures that plans must 
track and report. The state will also, for the first time, have an External Quality Review 
Organization (EQRO) to help monitor 
quality of care. 

There is a move to strengthen the 
medical home model in Louisiana.  
Providers are paid an enhanced 
reimbursement of 50 cents on top of the 
monthly $1.50 per month for being a 
primary care provider, if they obtain 
certification from NCQA or the Joint 
Commission as a medical home.  This 
monthly PCP fee went down from $3 
under the PCCM system.  The fee is 
being maintained with BayouHealth.  
About 70 percent of the state’s FQHCs 
have obtained certification as a medical 
home. There are also various Health IT 
initiatives underway in the state.  For 
example, there is one funded through the 
American Recovery and Reinvestment 
Act which is linking hospitals in Baton 
Rouge through an electronic medical 
record.  Eventually, the goal is to also 
link the hospitals to affiliated physician 
practices.  Some community health 
centers have used their expansion money 
from HRSA to implement health IT initiatives, and Primary Care Access Grantees in New 
Orleans also received money to implement electronic medical records. 

 

 

Focus Group Findings: Quality of Care 

Overall, focus group participants were happy with the quality 
of care their children receive from primary and specialty care 
providers, though several reported dissatisfaction. Notably, 
most who related negative experiences with a PCP or 
specialist were ultimately able to switch to a provider with 
whom they were more satisfied. Reports on the quality of 
dental care were more varied, with a number of participants 
expressing unhappiness with how their child had been 
treated at the dentist office. 

I switched [primary care providers] recently…I just didn't like 
sitting in the office all day. And, there was certain information, 
like medical information, he needed for school.  And I had to 
keep calling, and [the provider’s office] still, to this day, has 
not given me the information that I requested. 

[The dental office] where I take my son and daughter is 
good…neat, clean, friendly. I mean, they are perfect …they 
take their time. 

I didn’t like that [dentist] because I felt like they were taking 
advantage of Medicaid, and they wanted to put crowns on 
baby teeth. And I took her to another doctor to get a second 
opinion, and they said, ‘no, don’t crown a baby tooth.’  So I 
was like, I’m not going back there anymore.   

It seems as if when you go to a specialist, and they realize 
the child is receiving LaCHIP, they don't get the same kind of 
care…  I have to take my daughter's child and my child to 
speech therapy, and it was two separate appointments.  My 
[LaCHIP-enrolled] son was first, and they just kind of rushed 
through…when they got to the other child, who had private 
insurance, they took their time.   
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VI. COST SHARING

As primarily a Medicaid expansion, LaCHIP has little cost-sharing; the only cost-sharing is 
for children in the separate program, LaCHIP Affordable Plan.  Given that this program is small 
and relatively new, experience is limited.  In this program, families pay a $50 premium per 
month which covers all enrolled children in the household.  Informants reported that this is a 
lower premium than is imposed on state employees.  About four percent of cases are dropped 
each month in LaCHIP Affordable Plan because of failure to pay the premiums, which suggests 
that the vast majority of families find the premiums affordable.  Families also pay co-payments 
calculated at 10 percent of the contracted 
fee-for-service rate for all in-network 
medical benefits, and 30 percent of charges 
for out-of-network care.  There is an 
additional $150 co-pay for each emergency 
room visit.  In addition, families pay 50 
percent of prescription drug costs, with an 
annual cap of $1,200 per person, after which 
the copay is reduced to $15 per prescription.  
The lifetime maximum benefit is $5 million.  
A comparison of the cost-sharing structure for Medicaid/LaCHIP and LaCHIP Affordable Plan 
is illustrated in Table VI.1, below.  

Federal rules stipulate that, annually, family out-of-pocket costs cannot exceed five percent 
of family income, but state officials admit that it is administratively difficult to track this (since 
providers collect the co-pays).  In addition, co-payments are not always collected by providers; 
for example, some FQHCs do not collect them.  State officials report that in 2011, they have 
record of 30 LaCHIP Affordable Plan families reaching this cap.  While we heard that the 
benefits are “affordable compared to private insurance,” heavy co-payments could be an 
important reason for the low enrollment levels in the LaCHIP Affordable Plan. 

Table VI.1.  Cost Sharing in Medicaid/LaCHIP and LaCHIP Affordable Plan 

Program Income Level Premium/Child/Month Copayments 

Medicaid <133%: Ages 0-5 
<100%: Ages 6-18 

$0 N/A 

LaCHIP <200% FPL: Ages 0-18 $0 N/A 
LaCHIP Affordable 
Plan 

200-200%FPL $50 per family Enrollees pay 10% of the contracted 
rate for most services, 20% of the 
negotiated rate for hospice care and 
mental health/substance abuse 
services, and 30% of the negotiated 
rate for home health. For prescription 
drugs, enrollees pay 50% or a 
maximum of $50 per 30 day supply. 
After reaching a cap of $1,200 per 
person per plan year, the co-
payment is reduced to $15 for brand 
name drugs and $0 for generics. A 
$150 deductible is charged for ERs 
(waived if admitted), and a $200 
deductible for mental 
health/substance abuse services. 

Focus Group Findings: Cost-Sharing 

Virtually none of the focus group participants had 
experience with cost-sharing under LaCHIP Affordable 
Plan. However, some were aware that this separate 
program had a premium-paying component, and shared 
their perceptions of its affordability.  

I believe that low cost LaCHIP… is $50.  So even if I 
had to pay, I could afford that.  Unlike my insurance at 
my job, I can afford it. 
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VII. CROWD OUT

The 200% FPL threshold for the Medicaid expansion portion of LaCHIP brings the program 
to many families that would be considered “middle income” in this relatively poor state.  It is 
possible that families who have not had insurance at all, but who have offers of private 
insurance, choose public coverage if their children qualify because of the relatively generous 
benefit package and the lack of premiums or cost-sharing.  One informant asserted that “Some 
providers believe that LaCHIP has eroded commercial insurance in the state.”  However, another 
informant asserted that, so far, this has not had a significant effect on the health insurance 
industry, and there is no concrete quantitative evidence of this crowd-out occurring.   

There are significant crowd-out provisions for the separate LaCHIP Affordable Plan.  There 
is a 12-month waiting period during which a child must be uninsured before they are permitted to 
apply the program. State officials report that, in 2010, only slightly over three percent of 
applicants were found to have other group insurance at the time of application for this program 
(CARTS 2010). In addition, as mentioned, cost-sharing in the program is heavy.  Informants 
noted that parents who have commercial insurance for their child are reluctant to drop it, 
particularly when (after one year) the child would have access to a benefit package that is not a 
great improvement financially over private insurance. 
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VIII.    FINANCING

Because of growth in program enrollment (rising from 105,580 ever enrolled in 2004 to 
152,404 in FFY; see Figure II.1), e

The state also saw a 147% increase in their CHIP allotment between FY 2008 and FY2009,  
from $84.1 to $207.7 million, directly as a result of CHIPRA’s new statutory formula for 
calculating state allotments (KFF State Health Facts)  This represented a 30.3% increase over 
FY2008 CHIP spending in the state (Georgetown Center for Families and Children, 2009). 
According to state officials, the state has never outspent its CHIP allotment, and the size of the 
small separate program has never been as large as annually forecasted. Officials also stated that 
they have never had to consider imposing a waiting list or cap on the separate program.  Thus 
problems with financing and spending cuts are not a major focus of current debate surrounding 
LaCHIP in Louisiana. Louisiana’s CHIP Allotments and Expenditures from 2005-present are 
shown in Table VIII.1, below. 

xpenditures for LaCHIP have risen over time.  While the state 
has a budget shortfall of $1.6 billion, LaCHIP has not been a main target for cuts because of its 
political popularity. The main way the state hopes to save money (or slow spending growth) 
under LaCHIP is through the transition to BayouHealth, in which they can “fix the price” of their 
spending on the program through capitated payments to MCOs. 

Table VIII.1. LaCHIP Allotments and Expenditures (in millions of dollars) 

FFY Federal Allotment Federal Expendituresa Federal Matching Rateb 

2005 

c 

$77.5 $109.9 79.7 
2006 $77.1 $96.5 78.9 
2007 $89.6 $119.9 78.8 
2008 $84.1 $159.2 80.7 
2009 $207.4 $237.4 79.9 
2010 $229.1 $227.2 77.3 
2011 $186.0 ? 74.5 
2012 $195.2 ? 72.8 

a 2005—2008 allotment data: Georgetown University Health Policy Institute, Center for Children and Families, 2009. 
Original SCHIP Allotment by State, 1998-2008. Available at: http://ccf.georgetown.edu/index/cms-filesystem-
action?file=statistics/historic%20schip%20allotments.pdf; 2009—2012 allotment data: Georgetown University Health 
Policy Institute, Center for Children and Families, 2012. FY 2009 ‐ FY 2012 CHIP Allotments, in Millions, by State. 
Available at: http://ccf.georgetown.edu/index/cms-filesystem-action?file=statistics/chipra allotments.pdf   
b Georgetown University Health Policy Institute, Center for Children and Families, 2009.  Federal SCHIP 
Expenditures by State, 1998-2008. Available at: http://ccf.georgetown.edu/index/cms-filesystem-
action?file=policy/financing/historic schip expenditures.pdf  
c The Henry J. Kaiser Family Foundation, State Health Facts. Louisiana: Enhanced Federal Medical Assistance 
Percentage (FMAP) for the Children's Health Insurance Program (CHIP), Available at: 
http://www.statehealthfacts.org/profileind.jsp?ind=239&cat=4&rgn=20&cmprgn=1  

 
Though being awarded a total of over seven million dollars in CHIPRA performance 

bonuses, state officials at DHH noted that they were unfortunately not able to keep or spend the 
money they earned due to the state’s budget shortfall—the funds instead went directly into the 
General Fund. However, informants noted that the CHIPRA Performance Bonuses did earn the 
program political capital, and were likely essential in staving off deeper cuts to the program that 
might have otherwise occurred.   

http://ccf.georgetown.edu/index/cms-filesystem-action?file=statistics/historic%20schip%20allotments.pdf�
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Nonetheless, persistent budget challenges within the Medicaid/LaCHIP program, have 
resulted in the closure and consolidation of parish Medicaid offices, as well as reductions in 
Medicaid/LaCHIP eligibility staff.  Key informants noted that Medicaid staffing levels had been 
decreased by 17% between 2008 to 2011. Key informants noted that while the state has largely 
achieved these reductions by leaving previously-filled positions vacant when staff leave the 
department, in 2011 they had lay-offs of eligibility staff for the first time in 20 years. 
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Focus Group Findings: Parents’ Coverage Status  

About a third of focus group participants reported that they 
did not have health insurance coverage for themselves. 
All expressed worry about the health and cost-related 
repercussions of being uninsured. Some sought care from 
free clinics and others reported delaying or avoiding care 
because they could not afford it. 

Right now I get care through [a clinic] free care program. 
But when they close that down, I don't know what I'm 
going to do. 

It’s scary, because I’m 60, you know, and I have no 
insurance, and I just don’t go to the doctor. 

[When I was uninsured] I worried about something major, 
you know, if something bad happened.  I mean, I would 
not sleep sometimes. I would lay in bed at night and think 
‘What if I get cancer?’ 

IX. PREPARATION FOR HEALTH REFORM

Louisiana is one of the states that have declared they will not create a health insurance 
exchange, a decision of Governor Jindal.  However, the Governor has also stated that Louisiana 
will cooperate in the effort to operate a federal exchange in the State. Projections cited by 
informants were that private insurance would cover only about 200,000 people, or 30% of the 
total State population come 2014, with the vast majority being covered by other sources, 
including: Medicaid (40%), Medicare (15%), and the VA and State employee coverage (15%). In 
addition, since DHH already has a 
“working business relationship” in place 
with CMS, including experience with 
data exchange, currently DHH staff see a 
federal-state partnership as going 
smoothly.  The state has a Request for 
Proposals in preparation for a new IT 
vendor for its current Medicaid eligibility 
system, MEDS. The IT platform for this 
new eligibility system will set the stage 
for implementing health reform data 
exchange should the Affordable Care Act 
be implemented. 

At the time of our visit, key 
informants expressed concerns that the 
Affordable Care Act would create huge 
challenges for the state, in terms of the 
Medicaid expansion to adults with incomes up to 133 percent of poverty; state officials estimated 
that such an expansion could double the size of the program by adding up to 600,000 new adults 
to the rolls.  Concern was also expressed over whether or not Louisiana’s new Bayou Health 
managed care initiative would have the provider capacity to absorb all of these new enrollees.  
However, after the Supreme Court’s decision allowed states to opt out of the Medicaid expansion 
portion of the Affordable Care Act, Governor Jindal publicly declared that Louisiana would not 
take up the expansion for uninsured adults.  While advocates continue to lobby for the 
expansion, it appears that in the near future Louisiana will not participate. 
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X. CONCLUSIONS AND LESSONS 

Over the course of LaCHIP’s 14-year history in Louisiana, it has made impressive progress 
in reaching eligible-but-uninsured children in the state.  LaCHIP has driven continuous 
improvement not just within the realm of the Title XXI-funded program, but has had a broader, 
“trickle-down” effect on the Louisiana Medicaid program’s policies and practices.  Following 
the passage of CHIPRA in 2009, Louisiana complied with all of the legislation’s mandatory 
requirements, and several of the optional provisions, listed below in Table X.1.  

Key conclusions and lessons learned from this case study include the following:  

• Over the past decade Louisiana has been a trailblazer not only compared to its 
neighbors in the South—but nationally— in the areas of eligibility, enrollment, and 
renewal simplification for children.  As a result, the state has seen tremendous gains 
in the rate of children’s coverage.  Louisiana has pioneered numerous innovations, 
especially eligibility staff’s extensive use of third-party databases for verifying 
“behind the scenes” beneficiary information.  These efforts, among others, have 
significantly shifted the burden of documentation away from families—at the point of 
both initial enrollment and renewal—and resulted in streamlined processes that 
families consider easy to navigate and as meeting their needs. The Performance 
Bonuses extended by CHIPRA rewarded Louisiana for this job well done. 

• Such high rates of children’s coverage and LaCHIP’s significant reliance on passive 
enrollment and renewal processes has led the state to recently re-think its approach to 
outreach.  LaCHIP officials suggested that the widespread familiarity of the LaCHIP 
program across the state (a consequence of a decade worth of word-of-mouth and 
networking approaches) has diminished the need for outreach.  DHH’s recent 
discontinuation of long-standing contracts with Covering Kids and Families grantees 
reflects its stance that, with fewer uninsured kids, the return on investment for such 
efforts its low.  However, the state plans to continuously monitor rates of uninsurance 
to determine whether outreach may again be necessary in the future. 

• Louisiana views quality as the “next frontier” in its efforts to continuously improve 
the LaCHIP program.  The state has set out to improve quality through its recent 
transition to BayouHealth, a risk-based managed care delivery system.  State officials 
see promise in BayouHealth’s potential to more intensively monitor quality of care, 
secure additional provider participation, and hold providers more accountable for 
their patient’s care. Given the initiative’s extremely recent implementation, however, 
it remains to be seen what impact BayouHealth will have on child health care quality 
in the state. 

• While Louisiana’s charity hospital system was a cutting edge model in early 20th 
century, the state sees a need to transition away from a high reliance for care in such 
settings and toward a focus on community-based primary care. The introduction 
BayouHealth is viewed as one promising means to accomplish this goal.   
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• Though facing considerable budget shortfalls, Louisiana has been able to avoid severe 
cuts to LaCHIP, in part due to adequate annual federal allotments, and also because 
the influx of additional funds from CHIPRA Performance Bonuses helped keep 
threats of cuts at bay.  While the program was unable to keep its bonuses for re-
investment in the eligibility process improvements, state officials were pleased to 
report that these bonuses likely allowed them to continue their eligibility process 
improvements.  

 
 
  

Focus Group Findings: Conclusions and Lessons 

Even though some expressed dissatisfaction or frustration with certain elements of LaCHIP coverage—
most notably in the areas of access and quality—focus group participants were universally appreciative of 
the program. They were most pleased with LaCHIP’s affordability and with the security and peace of mind 
that it gave them to know their children could access care when it was needed. 

I'm very grateful that [my children] qualify for LaCHIP…it's a blessing [that] helps low-income, hardworking 
people. 

[When children are uninsured] everything costs so much.  I hate to say it, it makes me sound like a bad 
parent, but it's like you only take them [to the doctor] as needed.  You can't take them for like a regular 
checkup, because it costs. 

 [LaCHIP gives you] peace of mind that you can count on knowing like if they’re sick that you can go get 
care for them. And it’s affordable. 
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Table X.1.  Louisiana’s Compliance with Key Mandatory and Optional CHIPRA Provisions 

CHIPRA Provision Implemented in Louisiana? 

Mandatory CHIPRA provisions 

Mental health parity required for states that include mental health or substance 
abuse services in their CHIP Plans by October 1, 2009 

Yes 

Requires states to include dental services in CHIP plans Yes 
Medicaid citizenship and identity documentation requirements applied to Title XXI, 
effective January 1, 2010 

Yes 

30 day grace period before cancellation of coverage  Yes 
Apply Medicaid prospective payment system to reimburse FQHCs and RHCs 
effective October 1, 2009 

Yes 

Optional CHIPRA provisions 

Option to provide dental-only supplemental coverage for children who otherwise 
qualify for a state’s CHIP program but have other health insurance without dental 
benefits 

No 

Option to cover legal immigrant children and pregnant women in their first 5 years 
in the U.S. in Medicaid and CHIP 

No 

Bonus payments for those implementing 5 of 8 simplifications Yes 
Contingency funds for states exceeding CHIP allotments due to increased 
enrollment of low income children 

No 

$100 million in outreach funding Yes (2 grants)

Quality initiatives, including development of quality measures and a quality 
demonstration grant program 

a 

Yes 

a

 
 Louisiana State Department of Health and Hospitals ($955,681); TECHE Action Board ($234,808) 
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Louisiana Site Visit 

February 27-March 2, 2012 
 
 
 

Site Visitors 
 
Urban Institute 
Fiona Adams 
Brigette Courtot 
Embry Howell 
 
U.S. Department of Health and Human Services 
Rose Chu 
 
Key Informants: Baton Rouge 
 
Catholic Charities 
Janice Allen 
Kristi Hackney 
 
Family Road 
Alana Bonhomme 
 
Louisiana Department of Health and Hospitals 
Jerry Phillips 
Don Gregory 
Diane Batts 
Robyn Schifano 
Lesli Boudreaux 
Darlene Hughes 
Kerri Lea 
 
East Baton Rouge Parish Medicaid Eligibility Office 
Theresa Duplessis 
Rachel Richard 
 
Louisiana Primary Care Association 
Jonathan Chapman 
 
Capitol FQHC 
Rhonda Litt 
 
American Academy of Pediatrics – Louisiana Chapter 
Ashley Pollitz 
Dr. Horace Collinsworth 
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Louisiana Association of Health Plans 
Gil Dupre 
 
Key Informants: New Orleans/Mandeville 
 
Louisiana House of Representatives  
Scott Simon, State Representative, District 74 
 
Volunteers of America- Mandeville 
Mary Corban 
 
Gulf Coast Social Services 
Tarase Carter 
 
LA Title V Children and Youth with Special Health Care Needs Programs, Department of Public 
Health 
Dr. Susan Berry 
 
Orleans Parish Medicaid Office 
Sachie Namitz 
Mary Anderson 
 
Excelth FQHC 
David Mandry 
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