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About Covering Kids 

Covering Kids is a national health access initiative for low-income, uninsured children. 
' The program was made possible by a $47 million grant from The Robert Wood 
Johnson Foundation of Princeton, New Jersey, and is designed to help states and local 
communities increase the number of eligible children who benefit from health 
insurance coverage programs by: designing and conducting outreach programs that 
identify and enroll eligible children into Medicaid and other coverage programs; 
simplifying the enrollment processes; and coordinating existing coverage programs for 
low-income children. Covering Kids receives direction and technical support from the 
Southern Institute on Children and Families, located in Columbia, South Carolina. 

The views expressed in this report are those of the authors, and no oflicial 
endorsement by The Robert Wood Johnson Foundation is intended 

or should be inferred. 



MONITORING AND EVALUATION OF OUTREACH STRATEGIES 
FOR LOW-INCOME CHILDREN AND THEIR FAMILIES 

In the 1980's Congress passed legislation to expand Medicaid coverage in an attempt to 

address the problem of the growing number of uninsured children. Despite this effort, millions 

of children remained uninsured leading to the passage of Title XXI of the Social Security Act, 

the State Children's Health Insurance Program (CHIP), in 1997. Through CHIP, approximately 

$24 billion were authorized to provide health insurance to low-income children not eligible for 

Medicaid. 

The number of uninsured children is a large problem. The number of uninsured 

children who are believed to be eligible for existing public programs is even more problematic. 

Using data from the 1996 Medical Expenditure Panel Survey (MEPS), an estimated 4.7 million 

children 18 years and younger were eligible for, but not enrolled in Medicaid.' Further 

estimates using the MEPS reveal that 3.1 million uninsured children are potentially eligible for 

CHIP under the maximum federal eligibility thresholds. The authors of this study note that 

CHIP-eligible children tend to have the same demographic characteristics of Medicaid-eligibles 

with low enrollment rates. Medicaid eligible children who are not enrolled tend to be oldyr, 

and residing in two-parent working families with higher levels of income and education. Some 

of these children also reside in immigrant families, which are disproportionately his panic.'^^ 

encourage these families to enroll their children, outreach, cost sharing, and application 

approaches must be developed carefully.3 

Identifying children who are eligible and enrolling them in either CHIP or Medicaid is a 

requirement of the Title XXI legi~lation.~ States however are faced with a difficult challenge. 

Many have limited resources to conduct outreach activities and there is very little information 

available to help them target those scarce resources into strategies that are most likely to be 

effective in encouraging families to enroll their children in CHIP or Medicaid programs. 

To assist states in the development and implementation of strategies targeted toward 

families of uninsured children who may be Medicaid or CHIP-eligible, the Robert Wood 

Johnson Foundation (RWJF) made grant awards of over $40 million to 49 states and the District 

of Columbia. Through these projects, states have the opportunity to enhance current outreach 

efforts and to implement new strategies, particularly targeted toward the hardest-to-reach 
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families such as immigrants. Most states are using multiple outreach approaches that include 

mass media campaigns such as television, radio, and bill boards, along with more targeted 

approaches such as personalized assistance with applications and distribution of applications to 

Head Start Centers and County Public Health units.' Through the RWJF, Covering Kids 

initiative, some states are also trying more labor-intensive and innovative strategies such as 

door-to-door outreach and payments to agencies for completed Medicaid and CHIP 

applications, known as finder's fee approaches. 

While a systematic evaluation of the effectiveness of these various outreach strategies on 

identifying and enrolling eligible children would be very difficult to implement, states can use 

various process monitoring strategies to track their outreach approaches, the number of 

applications received, and the number of children enrolled. In July 1999, the RWJF, through its 

Covering Kids initiative, sponsored two, two-day conferences with grantees who were 

implementing door-to-door outreach strategies or finder's fee approaches. Grantees discussed 

areas they would like to monitor and evaluate, data sources available for such activities, as well 

as barriers they faced in conducting monitoring and evaluation. 

The purpose of this document is to provide a framework for implementing process 

monitoring and evaluation approaches specifically targeted toward door-to-door and finder's 

fee outreach strategies. Examples from the July 1999 conferences are incorporated into the 

discussion. Because of the difficulties inherent in conducting a systematic evaluation desibed 

to assess the effectiveness of a particular outreach strategies, the greatest emphasis in this report 

is placed on process monitoring strategies and descriptive analyses. This document is 

organized into the following sections: 

Designing the program evaluation; 

Developing a denominator; 

Using administrative databases and developing other data sources; 

Preparing monitoring and evaluation reports. 
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DESIGNING THE PROGRAM EVALUATION 

The evaluation design for any given outreach program will vary depending on the 

organizational structure of the program, the goals and objectives of the program, and the 

resources that are available to conduct the evaluation. Experts on evaluation design emphasize 

that there is no "single best way to proceedfJ6 In fact, " a good evaluation design is one that fits 

the circumstances while yielding credible and useful answers to the questions that motivate it."7 

The purpose of this section is to provide a brief overview of major considerations that must 

guide the planning of any evaluation design. This section is a guide only and the reader is 

encouraged to consult and work with an experienced evaluator. The focus in this section is 

primarily on developing appropriate evaluation questions within the context of the Covering 

Kids projects that focus on door-to-door and finder's fees strategies. This discussion is followed 

by an overview of process monitoring and evaluation approaches that may be used to assess 

various outreach strategies. Due to the nature of the Covering Kids projects, an emphasis is 

placed on developing process-monitoring strategies as opposed to actual impact assessments. 

The reasons for this emphasis are included in the section entitled "Process Monitoring and Impact 

Evaluations: Factors to Consider." 
I 

Developing Evaluation Questions 

Any program evaluation begins with developing the evaluation questions. These 

questions serve to focus the evaluation and must take into consideration the concerns of the 

important decision makers and stakeholders. In addition to considering the issues that key. 

decision makers and stakeholders expect to have addressed, those responsible for the 

evaluation must determine the following: 

1. Are the evaluation questions reasonable and do they relate to the program that is 

being evaluated? 

2. Are the questions well defined and measurable? 

3. Are the questions answerable given the available data, expertise, and financial 

resources for the evaluation? 

These questions have been modified from the work of Berk and Rossi and Ross, 

Freeman, and Lipsey. The interested reader is encouraged to obtain copies of these texts for 

more in-depth inf~rmation.~,~ 
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Workinn With Stakeholders: Evaluation questions must be developed as a 

collaborative process between the evaluator and stakeholders. Stakeholders must be included 

in this process because they are knowledgeable about the logistical and policy issues that 

confront the program. However, the evaluator is the most knowledgeable about what questions 

can be addressed credibly within the organizational context of the program and the available 

data and fiscal resources for the evaluation. Examples of the stakeholders that could be asked 

to participate in the development of the evaluation questions are: 

Representatives from state government agencies such as Medicaid, the State 
Children's Health Insurance Program, Health and Human Services, the state's Title 
V Children With Special Health Care Needs (CSHCN) Program, Education, and 
Children and Family Services, as well as others who may be participating in the 
implementation of the outreach strategies; 

Representatives from the governor's office or the legislative committee for health- 
related issues; 

Representatives from the health care provider groups; pediatricians and family 
physicians; and 

Representatives from the population of families served by the program. 

An iterative process should be used between the individual Covering Kids Project staff, 

their evaluator, and the key decision makers and stakeholders that the grantees have identified. 

The process typically begins by asking those providing input to state the critical questions that 

they would like to have addressed through the program evaluation. A determination then 

needs to be made about whether each evaluation question is appropriate, well defined, and 

answerable within the context of the Covering Kids Project. 

The Covering Kids Project staff will receive a wide variety of questions from key 

decision makers and stakeholders. At this stage of the process, some of the questions will be 

well-formulated, appropriate questions and others will be unfocused and unrealistic. 

Regardless of the quality of the question, the individual putting it forth will believe it is critical 

to the evaluation, and thus the group must give serious consideration to each question. 
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Questions often raised during the initial stage of the process include: 

1. How many families were contacted through the outreach strategy? This question 

is focused, clear, and answerable. 

2. How many children contacted through the outreach strategy actually enrolled in 

the health insurance program? This question is well focused, and with access to enrollment 

information from Medicaid or the CHIP initiative is answerable. 

3. How many children contracted through the outreach strategy that enroll in the 

health insurance program remain enrolled for one year? How many of them complete the 

eligibility re-determination process after their initial enrollment period is complete? This 

question is also well developed and answerable, assuming that the Medicaid or CHIP initiative 

is able to provide enrollment information to the Covering Kids Project. 

4. Does school attendance improve for children who are contacted through the 

outreach strategy and subsequently enroll in the health insurance program? This question is a 

popular one among key decision makers and stakeholders. Often, those allocating resourcps for 

health insurance programs want some demonstrable, beneficial outcomes of the program such 

as improved school attendance or improved health. However, the relationship between an 

outreach strategy, enrollment in a health insurance program, and school attendance is tenuous 

at best. Many factors influence school attendance such as the families' social circumstances and 

routine childhood illnesses that are not prevented by having health insurance. In fact, in a ' 

study of 1,400 enrollees in the Florida Healthy Kids Program, families were asked how many 

school days their children had missed in the two weeks preceding the interview and the reasons 

for the absences. Reasons included absence due to colds and flu, older children staying home to 

care for younger siblings, and absences due to transportation problems. Most of the reasons 

given for the absences were related to the poor social circumstances of the families." 

Reducing these kinds of absences through outreach strategies and the availability of 

health insurance is not likely. Therefore, this question may not be an appropriate one when 

monitoring outreach strategies. The following section on assessing the reasonableness of the 
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evaluation questions also will provide the reader with further information to consider when 

formulating evaluation questions. 

Many other kinds of questions will be raised during the initial phases of the process 

monitoring and evaluation. It is the responsibility of the Covering Kids Project staff, along with 

your program evaluator, to work with key decision-makers and stakeholders to educate them 

about the kinds of questions that are feasible for the evaluation. It may be possible to refine 

some questions and include them in the evaluation. Other questions, such as the one about 

school attendance described above, should not be included. It is important to work with the 

individuals making the suggestions to refine a core set of evaluation questions that are focused, 

realistic, and within the resources available to you. 

Are the evaluation questions reasonable and do thev relate to the program that is 

beinn evaluated? The heterogeneous group of stakeholders that are involved in this process 

will have different perspectives on the evaluation questions. A major challenge facing the 

group is to establish realistic questions that reflect what the program can and should 

accomplish. Unrealistic objectives can lead to false expectations and the belief that the program 

has failed, when in fact it was not reasonable to assume that the stated objectives could be 

accomplished through the program. 
I 

For example, outreach staff at one state agency believe that a goal of outreach is to 

provide education to families about the advantages of enrolling their children in Medicaid. 

While this is an appropriate goal, the evaluation question that the agency staff developed to 

address this program goal, arguably was not. The proposed evaluation question was "What is 

the satisfaction of Medicaid enrollees with their children's health care after enrollment in the 

program?" The standard the staff set was that 85% of Medicaid enrollees would be satisfied 

with their children's health care using a standardized instrument designed to measure family 

satisfaction with various aspects of care such as wait times for appointments, provider-patient 

interaction, and so on. One of the problems with this evaluation question is that families' 

degree of satisfaction may be more highly related to the experiences they have with their 

children's providers, as opposed to education they received about Medicaid during an outreach 

contact. A positive or negative finding about satisfaction may have little, if any, relationship 

with education provided during an outreach contact. Perhaps a more appropriate question 

would be to ask "how many families received education about the advantages of the Medicaid 
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Program for their children during outreach efforts?" If there are adequate resources, another 

appropriate question may be "Are families who receive education about the advantages of 

- Medicaid more likely to enroll their children in Medicaid than families who do not receive such 

education?" 

Are the questions well defined and measurable? Evaluation questions must be well 

defined and measurable. For example, several Covering Kids grantees are interested in 

"gaining the confidence of hard-to-reach families." An evaluation question might be "has 

families' confidence in local health service agencies increased after the implementing door-to- 

door outreach?" This question is problematic. The term "confidence" is vague and ambiguous. 

Moreover, the question is not measurable. Does confidence mean that the family actually 

enrolls their child in Medicaid or the state Title XXI Program? Does confidence mean that the 

family states they were satisfied with their interaction with the agency staff or outreach worker? 

A more appropriate question might be "how many hard-to-reach families enrolled their 

children after contact with a site using a finder's fees approach compared to hard-to-reach 

families seen at a comparable site that is not using this approach?" If this evaluation question 

were used, the term "hard-to-reach" must be defined. For example this term could refer to 

families who do not speak English, families who are migrant workers, and/or American-Indian 

families residing on reservations. Moreover, if the resources were available to assess two sites 

and to make comparisons, the criteria for determining the comparability of the two sites would 

need to be determined. For example, two sites might be considered comparable if they are 

serving clients with the same sociodemographic characteristics, if they have the same mission, if 

they have a similar number of employees, and so on. 

Are the questions answerable given the available expertise, data, and financial 

resources for the evaluation? This is perhaps, one of the most difficult and important 

questions to answer. The first issue to address is one of expertise. Commonly, stakeholders and 

decision-makers expect the program evaluation to address questions related to the effectiveness 

and efficiency of the intervention that is being implemented. In the case of outreach strategies, 

the question most people would like to answer is "Are door-to-door strategies more effective 

than other outreach strategies such as media campaigns, toll-free numbers, and so on, for 

enrolling children in state-sponsored insurance programs? As described in the section below 
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entitled "Program Monitoring and Evaluation: Factors to Consider", an impact evaluation is 

necessary to address such a question and this type of evaluation typically requires significant 

expertise and is costly. There are many issues to address when considering an impact 

evaluation. However, a very fundamental issue is whether the necessary resources in terms of 

expertise and dollars are present. 

The second issue to address is data availability. Data may be obtained from a variety of 

sources. Administrative datasets containing information about contacts made with families, 

applications submitted and their status, and enrollment, often form the cornerstone for any 

evaluation. However, often it is difficult to obtain access to datasets, typically because an 

agency is often too busy with its own internal requests to prepare a dataset for external research 

purposes. A dataset also may be available but not contain the specific data elements necessary 

to answer the evaluation question. For example, a Covering Kids grantee may want to know 

how many families submitted incomplete applications following contact with an agency 

participating in the finder's fee approach. The agency may track the number of incoming 

applications but may not track whether they were complete. Therefore the data are not 

available to address the question. Finally, a dataset with all of the appropriate elements may be 

available, but a skilled programmer to prepare the data for the evaluation team is not. Thus, 

lack of skilled personnel may limit the data availability for the evaluation team. 

Finally, as previously mentioned, cost is an important consideration. Evaluation ' 
personnel, programming and computer time, data acquisition, and data analysis are all factors 

that must be considered and incorporated into the budget. 

Table 1 contains a summary of selected evaluation questions for door-to-door outreach 

and finder's fees approaches. These questions are the result of the discussions held at the , 

Tampa meetings in July, 1999. The table also includes information about potential data sources 

and whether the question would involve process monitoring or an impact evaluation. A list of 

participants from the Tampa meetings is contained in Attachment 1. 
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Table 1. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility Comments 

- 
Important Monitoring 
Questions 

1. How many children 
received the outreach 
strategy? 

2. How many families 
submitted applications 
for their children after 
receiving the outreach 
strategy? 

Process monitoring using 
administrative databases. This 
database most likely will need 
to be developed by-the Covering 
Kids Project. 

Process monitoring using 
administrative databases. This 
database most likely will need 
to be developed by the Covering 
Kids Project. However, it may 
be possible to add information 
to state application forms to 
indicate the outreach strategy 
or strategies that the families 
may have received. This 
information can then be used to 
track the number of 
applications by the type of 

I outreach strategy. - 

I An essential and feasible 
step. 

An essential and feasible 
step to develop a project- 
specific database. Important 
to work with state officials to 
include a field on the 
application forms to indicate 
outreach strategies. A 
mechanism for the Covering 
Kids project to receive the 
information, either 
electronically or in a written 
summary format, must be 
developed. 

When developing a database, think 
ahead about the kind of information 
that you would like to have. For 
example, contact information such as 
name, address and telephone number 
is important. Demographic 
information about race and ethnicity 
also should be included. Fields should 

I be available to indicate how many 
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Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility Comments 

QUESTIONS 

application to approval or denial of 
each of the various stages of application; 3) calculating the time 
the application process. from submission of the application to 
There also must be a method coverage in the health insurance 
to indicate which program. 
applications were received 
from door-to-door, finder's The availability of a comparison group 
fee, or other outreach would be extremely helpful. For 
strategies. An additional example, a comparison could be made 
field for the specific agency with a group not receiving the finder's 
submitting the application fee or door-to-door strategy. It will be 
would provide for a site- necessary to work with an experienced 
specific comparison. evaluator to identify the appropriate 

comparison group. 
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Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility Comments 

QUESTIONS 
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sources described above. 
and 3) denials due to excess income or 
other resources." This information is 

Additional fields in the very important because many 
administrative database 
could include the type of 
strategy that was used to 
obtain the application and 
the specific agency 
submitting the application. 

Covering Kids Projects believe that 
their interventions will result in more 
complete applications and fewer 
denials because those who are 
potentially eligible will be more 
effectively targeted. 

With the inclusion of the fields to track 
the outreach strategy used to get the 
application and the identification of 
the agency submitting the application, 
comparisons can be made across 
strategies and across participating 
agencies. 



Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility Comments 
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are accessible and include 
and re-enrollment? 

individuals in these A month-by-month or 
two groups compare 
to each other and to 
the group of those 
who remain enrolled? 

6. Are the outreach 
efforts culturally 
appropriate? 

Case study data; focus group 
data; secondary analysis of data 

quarterly enrollment field is 
preferable. 

Need mechanism to track the 
types of outreach initiatives 
and the groups targeted for 
outreach. Consider costs 
associated with original data 
collection. 

race/ethnicity and other important 
factors. 

Must be attentive to the vagueness of 
the question. What is culturally 
appropriate? The absence or a smaller 
number of applications from one 
cultural group doesn't necessarily 
imply a lack of cultwral sensitivity. 
However, good descriptive 
information about the issues that those 
from racial and ethnic minorities 
experience with application and 
enrollment processes should be 
obtained. 



Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility 

QUESTIONS 

7. How much does the 
intervention strategy 
cost? 

databases need to be developed 
to track the costs for personnel, 
travel, and supplies associated 
with the outreach activity. 
Costs per contact, costs per 
completed application, and 
costs per enrollee can be 
calculated. To calculate costs 
per completed application and 
costs per completed enrollee, 
access to administrative 
databases from state agencies 
or the third party administrator 
maintaining the application ' and enrollment files for the 
Medicaid or the CHIP initiative 
must be rovided. P 

Very cost effective and 
feasible. 

Comments 

This is a very important question. 
Outreach strategies that are 
sustainable from a financial 
perspective need to be identified. 
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Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION Methods Feasibility 

OUESTIONS 
Comments 

8. What are the steps in 
the application 
process? Where are 
the perceived barriers 
and how long does the 
process take? 

Monitoring process by outline Detailing the steps involved 
steps in application process and in the application process is 
updating it periodically to relatively easy but must be 
reflect any changes in practice; validated by the various 
telephone survey data with groups involved with the 
families; focus group data from application process. 
families, health care providers Developing telephone 
and outreach staff who are survey and focus group 
involved in application and questions should be done 
enrollment processes. with an experienced 

evaluator. 

This type of information is critical in 
the early phases of the program 
implementation. In addition, it is very 
easy to monitor, and if reported in a 
timely fashion, decisions can be made 
to alter process to increase the 
timeliness of each step of the process. 
Primary data collection in terms of the 
telephone surveys and focus groups 
can be costly but the information is 
invaluable. 
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Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Comments 
Data Sources1 Research 

EVALUATION QUESTIONS Methods Feasibility 
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10. What is the total 
nwnber of uninsured 
children in the state? 

What is the number of 
uninsured children in 
a defined geographic 
area (regions or 
counties within a 
state)? 

Secondary data such as the 
Current Population Survey 
(CPS), state-specific or area- 
specific survey data 

experienced evaluator to 
develop the questions and to 
select the sample to 
participate in the survey. 

Essential to have for 
developing a baseline. 
However, many of the 
existing national data sets 
only provide state estimates 
and some of these are not 
stable estimates. Most 
effective would be a separate 
survey initiative within the 
state but the cost involved 
may be prohibitive. 

characteristics of the respondents are 
critical and allow comparisons by 
child's age, family size, and the race 
and ethnicity of child or family. 

This is a critical question. Knowledge 
of this denominator can place the 
number of children who receive 
coverage within the larger context. 
Without this information, there is no 
mechanism for determining how 
successful the program has been in 
reducing the number of uninsured 
children in the state/area. In this 
report, other methods to construct a 
context for the outreach strategies, 
relying on case-study approaches have 
been described. 



Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

11. Does door-to-door 
outreach efforts yield 
better results than site- 
or event-specific 
contact/efforts? 

12. Has the program 
affected the children's 
utilization of health 
care services? Have 
school absences been 
reduced? Has the 
children's health 
improved? 

Data Sources1 Research 
Methods Feasibilitv Comments 

This question is interesting and 
important but not immediately 
relevant to the Covering Kids 
Projects where the focus is on 
application and enrollment. 
Addressing these questions 
requires access to health care 
use data and telephone or other 
survey data. An experienced 
evaluator must provide 
guidance to answer these 
auestions. 

This question requires an 
impact evaluation, an 
experienced evaluator, and 
significant resources. 

Probably not feasible for 
most of the Covering Kids 
Projects. An important 
question, that perhaps can be 
addressed at some time. 
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Probably not feasible for 
most of the Covering Kids 
Projects. An important 
question, that perhaps can be 
addressed at some time. 

See discussion of impact evaluations in 
this guide. 



Advantages of Sunrev Research 

1. Helps eliminate interviewer bias by scripting the questions to be asked 

and their order. 

2. Provided they are trained effectively, many people can administer the 

same survey at the same time, thereby allowing for efficient data 

collection. 

3. The data that result are easier to analyze than interview or focus group 

data. Statistical tests can be applied to the data if correctly structured. 

4. With mail or telephone surveys, large numbers of people can be 

surveyed, and those people can be scattered geographically. 

Disadvantages of Survey Research I 

1. Survey research is only useful if you have already identified the issues. 

For example, families may be resistant to having someone come to their 

home for door-to-door outreach. You cannot ask about a1 possible 

problem if you don't know about it already. Preliminary research, such 

as a focus group or a case study may be necessary to identify these issues 

before constructing a questionnaire. 

2. Surveys are inflexible in terms of question order, wording, and content. 

Those who administer the surveys must adhere to the same script for 

every survey. Interviewers cannot probe respondents for further 

information or provide any additional information unless the survey 

specifically calls for it. 
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3. Questionnaire development is difficult and requires tremendous 

forethought. Even the order that questions are asked can affect the way 

respondents answer. For this reason, it is best for you to keep your 

questionnaires simple, use a standardized instrument, and seek advise. 

4. For surveys intended to sample a large and diverse audience, 

sophisticated sampling methodology is required. In the academic world, 

statisticians who specialize in sampling are generally consulted for such 

surveys. It is best for you to avoid this situation by one of the following 

methods: 

a. When possible, interview everyone in the entire target population. 
This is only possible if the population is very small and your 
access to them is unobstructed. 

b. Identify the important members of the population (called 
stakeholders), and interview them. Their opinions on certain 
issues can be said to represent everyone in their group. 

c. If you have to resort to a so-called "convenience sample", be sure 
to acknowledge this in your report. Try to be as unbiased as you 
can be in choosing your audience, and consider factors outside 

I 
your control that may influence your results. 

Types of Survey Research 

1. Telephone surveys 

a. Advantages: 

i. Cheaper to implement than one-on-one interviews, but more expensive than 
mail-outs; 

ii. Can be done at a central location, allowing geographically disperse 
populations to be surveyed; 

iii. If it is developed as part of the survey, the interviewer can assist the 
respondent in interpreting the questions. For example, terms can be 
defined. In addition, more complex questions can be asked. 
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iv. Reading Proficiency is not required. 

v. Better able to target desired population. Interviewers can be trained to 
encourage participation in the surveys and thus it often is easier to obtain 
results from hard-to-reach populations, particularly when compared to 
written surveys. 

b. Disadvantages: 

i. Only useful for those who have telephones and depending on the 
population this may be more or less of a problem; 

ii. Survey cannot be so lengthy that respondents drop out, usually 20 minutes 
is the maximum; 

iii. Intrusion into people's homes and schedules must be handled with 
sensitivity and professionalism. 

c. Cost: about $1 per minute 

d. Tips: 

i. Questions must be phrased in language easy for respondents to understand. 

ii. Before beginning the survey, inform respondents of the approximate time 
required for completion. This will cut down on the number of people who 
drop out in the middle of the survey. Offer to reschedule the survey when 
the respondent can spend enough time to answer it in full. 

iii. Interviewers fluent in the native language of respondents are vital. 

iv. Make it clear in the first sentence that you are a researcher and NOT a 
salesperson. Many people will refuse to participate if they suspect you are 
trying to sell them something. 

2. One-on-One Survevs 

a. Advantages: 

i. Allows rapport to be established between interviewer and respondent. This 
often leads to responses that are more complete, and to a higher response 
rate. 

ii. Allows interviewer to assist in interpretation of questionnaire, but only as 
directed on the questionnaire. 
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iii. Hard-to-reach populations, including those without telephones can often be 
located by a well-trained field worker. 

b. Disadvantages 

i. Expensive in terms of personnel and travel. Interviewer must be highly 
trained, and often must spend considerable time with each respondent. A 
completed 20 minute interview can be as high as $50 or more . 

ii. Interviewers must be highly trained to avoid inadvertently influencing 
respondents. 

c. Cost: The most expensive type of survey research, often $50 pre interview or 
more. 

d. Tips 

i. Sometimes evaluators work with people known to the community to 
conduct interviews, particularly in areas where the subjects are very hard- 
to-reach. Interviewers who are already familiar to the respondent may have 
more success in eliciting data from the respondent. However, these 
individuals may also inadvertently influence the answers these respondents 
give. Thus the interviewers must be very well trained and supervised. 
Another alternative is to send a cornunity member with a trained 
interviewer who is not part of the community. Thus the community 
member can add credibility to the process for the respondent, but not 
influence the respondent's answers. I 

Mail out surveys 

a. Advantages 

i. The cheapest type of survey research. 

ii. Allows the researcher to sample a highly diverse and geographically 
widespread population. 

iii. Many respondents who cannot be reached by telephone can be reached by 
mail. 

iv. Less intrusive than telephone surveys, yet allows researcher to reach the 
respondent in his or her home. 

v. Respondent can spend an unlimited amount of time answering the survey. 
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b. Disadvantages 

i. The poorest response rate of all types of survey research. 

ii. Poor quality of information because respondents often do not complete the 
survey correctly. 

iii. Disadvantaged, illiterate, or itinerant families are hard to locate. 

c. Cost: The cheapest type of survey research. The only costs are for printing 
the surveys, obtaining the mailing list, and postage. 

d. Tips 

i. Always include a stamped, self-addressed envelope with your survey. 

ii. Always include a letter stating the purpose of your research, instructions for 
completing the survey, and contact information if respondents have 
questions (this should be a toll-free number). 

iii. Identify who in the family should complete the survey. Obviously, anyone 
in the family can assist in completing the survey, but you should identify 
one specific household member whose responses you want. 

/ 

4. Focus Groups 

Focus groups are a popular method for data collection. A group of people are carefully 

selected and gathered together to discuss a topic. A trained moderator asks questions and 

guides the conversation during the focus groups. Usually two moderators are present, one,who 

leads in asking questions and another who assists. Most focus groups are tape-recorded and 

the conversation transcribed after the session is over. Determining the number of participants, 

the type of participants, and developing the focus group questions is complex. An experienced 

evaluator can assist you with this process. Finally analyzing data from focus groups can be 

challenging. A knowledgeable evaluator can also work with you during the data analytic 

phase. 
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A. Advantages 

i. Helpful for identifying issues. 

ii. Allows for a number of opinions to be expressed. Thus, similarities and 
differences are spotlighted. 

iii. Respondents often help trigger responses from one another. The 
experiences of one person may remind someone else of a similar experience. 

iv. A rich source of anecdotal information that can enrich your report. 

B. Disadvantages 

i. More gregarious participants may have more input than others. However, a 
well-trained moderator should be able to encourage all participants and 
limit those that are monopolizing the conversation. 

ii. Some respondents may be unwilling to voice dissenting opinions. 

iii. Requires a moderator who is skilled at eliciting relevant responses and 
keeping the conversation on track. 

C. Cost - Travel costs for the moderator, costs for those recruiting the participants, 
costs for food during the focus groups, and any participant incentives must be 
considered. During focus groups for the Florida CHIP evaluation, about $500 
per focus group was spent on travel, food, and incentives. This does not 
include the cost of transcribing data obtained from the focus group and 
analyzing those data. 
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D. Tips 

1. It is important to choose the group carefully. You may choose to gather a 
diverse group of people, to elicit a wide range of experiences. 
Alternatively, you may choose to gather a homogenous group, to elicit 
more in-depth experiences of a particular group. 

2. The group should consist of at least three members. The optimal number 
is around 6 to 8. 

3. Too few respondents means you do not get a range of responses. Too 
many means you are unable to get in-depth responses. 

4. The focus group should last no more than an hour and a half. 

5. You may choose to circulate the questions you will be asking ahead of 
time. This allows participants to consider their responses. In addition, it 
may ease their apprehension. 

6. Start kith a "warm-up" question that makes people feel comfortable with 
each other. This could be a question about their children, for example. 

It is useful to ask questions that require the respondent to tell a story. 
Probe participants to relate every detail. This helps them feel 
comfortable, but also can help to identify barriers and problems that the 
researcher might not have considered. An example might be to ask , 
participants to describe their last experience in trying to obtain health 
insurance for their children, from the time they applied to the time they 
heard if their children were covered. The respondent might, for example, 
reply that they gave up during the process and tell you why. 
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PREPARING MONITORING AND EVALUATION REPORTS 

Communicating your findings is a critical component of any evaluation. The following 

are some general guidelines that you should consider when preparing your evaluation findings: 

Your granting organization or governmental agency may have a prescribed 

format for your report. If not, the standard format in the social sciences is as 

follows: introduction, methods, results, discussion, then conclusion. 

Wherever possible, use pictures or graphical presentations to help you and your 

audience visualize the data and the results 

Admit the limitations you had in conducting your evaluation. Your granting 

organization or governmental agency will know you are not a professional 

program evaluator. They will also know your budget limitations. Therefore, be 

frank about what you could and could not do. 

Explore alternate explanations for the effects you found. Is it possible that the 

increase in enrollment was not due to your outreach strategy, but was due 

instead to some other factor? Be honest in your exploration of these possibilities. 

The last thing you want is to have your program held to a future standard you 

cannot achieve. 

Remember that knowledge and action are not necessarily linked. Just because 

you can state that a group of people knew about a certain program, you cannot 

expect they will act on that knowledge. At the same time, however, it is also true 

that knowledge is a necessary first step. 

In most of your evaluations, you cannot state causality. You cannot say that an 

action is the result of a certain cause. You can suggest it, but you cannot 

systematically rule out other possible causes for your findings. 
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Send out advance copies of reports to stakeholders. This allows them to point 

out errors and to make suggestions. You may or may not choose to incorporate 

their suggestions. Only incorporate those that are substantiated. The 

stakeholders may elect to rebut some of your findings and that is their 

prerogative. This review process can be time-consuming but is an essential part 

of the evaluation. 

We hope this evaluation guide has been of assistance to you. It is intended as a guide 

only and does not replace working with key stakeholders and an experienced evaluator. In the 

midst of implementing all of the operational and logistical pieces that must happen as part of 

the Covering Kids initiative, it is easy to question whether you will have the time to conduct an 

evaluation. It is essential to make the time. Gathering some data related to two or three critical 

questions, can make the difference in what we know about reaching out to families. It is well 

within the scope of each Covering Kids Project, to gather some basic process monitoring 

information and to work with administrative databases. You probably will not be able to 

implement all of the suggestions in this guide and that is not the point or the intention of this 

manual. Choose two or maybe three questions and answer them very well. The findings that 

you obtain will help you to modify your program or to keep doing the right things with the 

support of good data and not just anecdote. Moreover, it will add credibility to your efforts that 

will benefit families and the staff working with you in the long-run. 

Seek out experienced evaluators in your state. They will require some resources to work 

with you, but many will be very flexible and will want to assist you with your evaluation. The 

Covering Kids initiative is exciting and in addition to informing families about health insurance 

options for their children has the potential to enhance our knowledge about what works and 

what does not when attempting to reach out to families about health care for their children. 
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Appendix A: Door-to-Door Outreach - Sample Flow Chart Based on a Rural Health Project in Florida. 
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APPENDIX B. EXAMPLE OF COMMUNITY PROFILE DATA FROM THE FLORIDA HEALTHY KIDS 

EVALUATION. 

S t .  Lucie and Volusia Counties 

St. Lucie County covers 573 square miles on the eastern coast of South Central Florida 

and is bordered by Indian River County in the north, Okeechobee County in the west, and 

Martin County in the south. St. Lucie County is the twenty-second most populated county in 

the state with a population of 158,937 in 1992. Volusia County, located on the east coast of North 

Central Florida, covers 1,106 square miles and is bordered by Flagler County to the north, Lake 

County to the west, and Seminole County to the south. Volusia County is ranked tenth out of 

sixty-seven counties with a population of 383,983 in 1992. 

The rural population in Florida is 15.2% of the total population. St. Lucie falls below the 

state average with a rural population of only 7.9%. Volusia, on the other hand, is 16.1% rural. 

Interestingly, St. Lucie County has three cities while Volusia County has fourteen cities. 

In 1990, the state of Florida's median age was 36.4 years. Both St. Lucie and Volusia 

County's median age was slightly higher than that of the state of Florida. St. Lucie County had 

a median age of 37.9 years, while Volusia County had a slightly higher median age of 39.4 ' 
years. 

The racial composition of both St. Lucie and Volusia Counties is primarily white, non- 

Hispanic. The state racial composition is 83.1% White and 13.6% Black. In St. Lucie County, a 

slightly lower percentage of Whites reside in the area (81.3%). St. Lucie County, however, has a 

Black population of 16.4%. This figure is higher than that of the state average, and it is 

sigruficantly higher than that of the other counties studied. In Volusia County, 88.6% of the 

population are White and 9.0% are Black. The corresponding figures for the "other" minority 

populations are slightly smaller than that for the state of Florida, 2.2% of the people in St. Lucie 

and 2.3% in Volusia are said to be from other minorities. The percentages of people of Hispanic 

origin (of any race) were 4.0% in both St. Lucie and Volusia Counties. 

Interestingly, these percentages are reflected in the data specific to the participants of the 

Healthy Kids Program from these two counties. There is a much higher percentage of Blacks in 

the St. Lucie County program then there are in the other program sites. This is an important 
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comparison because it indicates that the program has been successful in enrolling cluldren in 

similar proportions to the total population of children in the county. 

In 1989,12.7% of all Florida residents lived below the poverty level. St. Lucie County 

had slightly higher percentage of people living below the poverty level with 12.8%. Volusia, on 

the other hand, had 12.2% of the population living below the poverty level. The state of Florida 

had 9.0% of family households living below the poverty level. Both St. Lucie and Volusia 

Counties had slightly lower percentages of families living below the poverty level with 8.5% 

and 7.9%, respectively. Overall, St. Lucie County is ranked 42nd and Volusia County is ranked 

45th of 67 Florida counties for the percent of households living below the poverty level. 

Based on the demographic indicators of race and income, there may not be high 

numbers of uninsured children at those sites. However, it is important to note that these sites 

rank very high in terms of the percentage of jobs that are in the service sector, particularly the 

tourist industry. Low-income jobs, in the service sector often do not offer health insurance, and 

if they do, usually do not offer family coverage. Thus these areas may be important to target 

outreach activities to families in these various service sectors. 

When family households are examined -- that is, a household in which all people in the 

household are related by marriage, birth, or adoption and are considered members of the family 

-- interesting relationships emerge. In the state of Florida 15.1% of female-headed households 
r 

lived below the poverty level. However, in these two counties the percentages were lower than 

the state average. In St. Lucie County, 12.3% of female-headed households lived below the 

poverty level and in Volusia County had 13.4% of female-headed households that lived below 

the poverty level. 

In 1990, the total number of households in the state of Florida was 5,134,869. St. Lucie 

County had 58,174 households. Volusia County had a greater number of households with 

153,416 in total. In addition, the 1990 average household size in Florida was 2.46 persons. St. 

Lucie County's average household size was slightly higher with 2.54. Volusia, on the other 

hand, had a household size slightly lower than the state figure with 2.33. 

The median value of owner-occupied housing in Florida was $77,100. Both St. Lucie and 

Volusia Counties averaged lower values than both Florida. The median contract rent in renter- 

occupied housing units was $402 in Florida. Again, both St. Lucie and Volusia Counties 

averaged lower figures for median contract rent in renter-occupied housing units with $410 and 
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$382, respectively. These figures are indicative of the low wages earned in those counties. These 

low wages are often seen with certain service sector jobs. 

Birth Indicators 

There were 191,530 live births in Florida in 1992. Volusia County had 4,471 live births 

and St. Lucie had 2,305 in the same time. The teen birth rate -- the number of births per 1,000 

females ages 15-19 -- was 91.5 in St. Lucie County and 55.4 in Volusia County. These figures 

must be compared to the state rate of 64.4 births per 1,000 females. The teen birth rate in St. 

Lucie County is sigdicantly higher than that of the state, while Volusia is slightly lesser than 

the state average. These rates are higher when calculating the birth rate of Non-white teens. 

This rate was 179.3 in St. Lucie County and 103.7 in Volusia County. Again, St. Lucie County 

had a rate higher than that of the state average of 123.7, and Volusia had a rate lower than the 

state average. St. Lucie County represents an important area to target for teen outreach 

programs for enrollment into Medicaid or CHIP. 

Child Health Indicators 

In 1996, it was estimated that 16% of all children in the state of Florida did not have! 

health insurance. However, there were 27% covered by Medicaid or other public-sector health 

insurance. There were not good regional or local. estimates on the number of children without 

health insurance and the state has undertaken an ambitious data collection effort designed to 

yield this critical information. 

Education System Indicators 

In 1991-1992 public school revenues for these two counties were slightly higher than the 

statewide average of $5,201 per full-time equivalent student. In St. Lucie County the average 

was $5,623. Local sources funded 52.6% of the total revenue, while state sources funded 38.9% 

and federal sources funded 8.5% of the total revenue. In Volusia County, the average was 

$5,405, with both state and local sources funding 47.2% of total revenue. Federal sources 

accounted for only 5.6% of Volusia County's revenue. 
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In Florida, in 1990,74.4% of the population had graduated from high school. For 

persons age 25 and over by April 1,1990,71.7% in St. Lucie County had at least a high school 

diploma compared to 75.4% in Volusia County. Florida, in 1992-1993, had a graduation rate of 

78.7%. St. Lucie County fell below the state average with a graduation rate of 68.2%. Volusia 

County had a graduation rate of 79.9%, slightly exceeding the state's average. It also appears 

that approximately half of all persons who earned a bachelor's degree also earned a graduate or 

professional degree. 

Between the 1990-91 and 1992-93 school years, the percentage of kindergarten, first, and 

second grade students receiving free or reduced-cost lunches increased substantially. Both St. 

Lucie and Volusia Counties showed the same marked increases throughout all three grades 

between the two times. St. Lucie County had exceedingly high percentages throughout all three 

grades during both times. St. Lucie County, in comparison to the state averages, greatly 

exceeded the state in students receiving free or reduced-cost lunches. The only time that St. 

Lucie fell below the state average was with first graders from 1990-1991. The state's average 

was 40.5% and St. Lucie's average was 37.3%. Thereafter, the averages greatly increased for 

first graders to 51.7%, and then to 58.0%. In comparison to the state of Florida and St. Lucie 

County, Volusia County fell consistently below the averages. The only exception to this was 

very slight (.I%), and it occurred in kindergartners from 1992-1993. 

Thus, St. Lucie County has a higher percentage of its population with educational ievels 

below the state averages. In addition, St. Lucie County also has a higher percentage of children 

in the National School Lunch Program when compared to state averages. Volusia County was 

somewhat higher than the state average on both indices. Therefore, St. Lucie County might be 

expected to have more people that are uninsured based on the demographic profiles, when, 

compared to Volusia County. 

Health Care System Indicators 

In 1992, Florida had 27,213 active Licensed medical doctors. St. Lucie County had 198 

active licensed medical doctors and Volusia County had 527. St. Lucie County had a MD: 

population ratio of one MD for every 803 residents. Volusia County had a MD: population ratio 

of one MD for every 729 residents. These are both larger ratios than that of the state of Florida 

(one MD for every 493). 
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In 1993, the federal government designated physician shortages in each of the counties 

studied. In St. Lucie County the shortage was for the poverty/migrant population, whereas in 

Volusia County the need group was the Medicaid/migrant population. St. Lucie County had 

the greatest shortage of primary care physicians (PCP) with a need for 3.70 additional PCPs. Of 

the counties with Healthy Kids Programs, Volusia County had the third greatest shortage with 

3.50 PCPs needed. St. Lucie County had very few or no specialists in most areas except for 

internal medicine. In contrast, Volusia County had the second most family practice physicians, 

pediatricians, psychiatrists, surgeons, internists, allergists, orthopedists, and otolaryngologists. 

Because both of these counties have been specifically designated as having health care 

personnel shortages for the migrant populations, further information should be obtained about 

these migrant communities. The areas may be an important focus for outreach activities. 

Florida is ranked 17th in the United States in HMO market penetration by covered lives. 

In 1994,20% or 2.8 million individuals in Florida were enrolled in some type of HMO. The 

market penetration of HMOs in Florida varies by regon of the state. Areas located along the 

east and the west coasts of South Florida have the highest enrollment in HMOs. Areas located 

in the Florida panhandle, north central Florida and south central Florida have the lowest 

enrollment in HMOs (below 14%). 

In June, 1995, Volusia County reported seven HMOs serving county residents. 

However, at the same time, the residents of St. Lucie County only had one HMO in the area. 

Although these figures are more current than the statistics presented in the rest of this report 

(1995 instead of 1992 data) the important observation is the relative difference between the two 

counties. Providers in Volusia County have had the opportunity to become more familiar over 

time with a managed care environment than did the providers in St. Lucie ~ o k t y .  This 

experience extends to other managed care organizations other than the one holding the Healthy 

Kids contract in this site. 
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Appendix C. Sample Matrix to Summarize Organizational Characteristics of Community Agencies Participating in Outreach 
Strategies 

Characteristics AGENCY 1 AGENCY 2 AGENCY 3 

I delivery of health care I I 
ORGANIZAT~ONAL STRUCTURE 
1. Key function of agency Public health department - 

~ o m ~ a n ~ / ~ u b l i c l ~  traded I publicly traded 
2. Ownership Status of 

services 
Not-for-profit and not 

below 133% federalhoverty I level 

3. Number of years in operation 
4. Number of clients served 
5. Characteristics of clients 

Since 1994 
43,000 
86% white, non-Hispanic, 

3. Additional descriptions 

Existing Outreach Programs 
1. Primary responsibility for program 

2. Description of outreach program 

Appendix C 

Specifically designated staff 
member in Member Services 
Department 
Newsletters to schools, 
backpacks with insurance 
information inside given to 
children attending schools in 
low-income census tracts. 

Organizational Matrix 



Appendix C. Sample Matrix to Summarize Organizational Characteristics of Community Agencies Participating in Outreach 
Strategies 

Appendix C 

Characteristics 

Staffing 

I. List number of full time equivalents for 
staff in agency by type, i.e., number of 
physicians, nurses, outreach personnel, 
personnel dedicated to making referrals 
to programs for eligible families, and so 
on 

2. Typical referrals made to children's 
programs 

Children's Medical Services (Title 
V) 

EPSDT/Part H/Part C 
Ryan White 
Special programs targeted to 

special needs 

-- 

Training Issues 
1. Specific training and guidelines to 

staff about outreach 
2. Written protocols for outreach 

Quality Assurance 
1. Program in place to monitor and 

correct implementation of outreach-. 

Organizational Matrix 

AGENCY 1 

Yes 
Yes 
No 
Yes, Easter Seals, United 
Cerebral, hospital or facility- 
based programs such as 
Shriners and the Mailman 
Center. 

Yes 

Yes 

Yes - 

AGENCY 2 AGENCY 3 

- 
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DIAGRAM OF SELECTED DATA SOURCES FOR FLORIDA'S TITLE XXI EVALUATION 







RECORD LAYOUT FOR ICHP MONTHLY EXPORT FILES 
Total Fields: 44 

Record Length: 410 

DESCRIPTION 
Unique 2 digit character code for each county (first 2 characters in record). 
Unique system generated insurance number. CONFIDENTIAL DO NOT PROVIDE 
Unique social security number for each child in the database CONFIDENTIAL DO NOT PROVIDE 
Last name of child. CONFIDENTIAL DO NOT PROVIDE 
First name of the child. CONFIDENTIAL DO NOT PROVIDE 
Middle initial of the child. CONFIDENTIAL DO NOT PROVIDE 
Child's date of birth with format YYYYMMDD. 

Child's sex. 
Child's citizenship. U.S. Citizen or not. 
The address of the child's residence. 
The overflow for the Address1 field. 
The city of residence. 
The state of residence. 
The zip code of the area of residence. 
parent's last name. CONFIDENTIAL DO NOT PROVIDE 
Parent's first name CONFIDENTIAL DO NOT PROVIDE. 
Parent's middle initial. CONFIDENTIAL DO NOT PROVIDE 
Parent's social security number. CONFIDENTIAL DO NOT PROVIDE 
Identifies the relationship between the parent 1 or Guardian and child. 
Home telephone number. 
Work telephone number. 
Parent's last name. 
Parent's first name. 
Parent's middle initial. 
Parent's social security number. 
Identifies the relationship between the parent 2 or Guardian and child. 
Work telephone number. 
HMO Code of parent selection (codes to be provided). 
Provider code of parent selection. 
Providers name. 
The yearly family income. 
The number of adults living in the household. 
The number of children living in the household. 
Indicates type of health plan MediKids (M), Healthy Kids (H) or CMS (C). 
Date that parent signed the application with format YYYYMMDD. 

Date that parent completed and signed the Title XXI application with format YYYYMMDD. 

Letter issue if the application was received and entered in the system with format YYYYMMDD. 

LENGTH 
2 
12 
9 
25 
17 
1 
8 
1 
1 

20 
20 
16 
2 
5 
25 
17 
1 
9 
1 
10 
10 
25 
17 
1 
9 
1 
10 
4 
9 

- 40 
8 
2 
2 
1 
8 

8 

8 

FIELD 
County Code 
Insurance Account Number 
Child Social Security 
Child Last Name 
Child First Name 
Child Middle Initial 
Child Birthday 
Sex 
Citizenship 
Address1 
Address2 
City 
State 
Zip Code 
Parent 1 Last Name 
Parent 1 First Name 
Parent 1 Middle Initial 
Parent 1 SSN 
Relationship 
Home Phone 
Work Phone 
Parent 2 Last Name 
Parent 2 First Name 
Parent 2 Middle Initial 
Parent 2 SSN 
Relationship 
Work Phone 
HMO Indicator 
Provider Number 
Provider Name 
Income 
Number of Adults 
Number of Children 
Indicator of Health Plan 
Date of signature on 

TYPE 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 

POSITION 
1-2 

3-14 
15-23 
24-48 
49-65 

66 
67-74 

75 
76 

77-96 
97-1 16 
117-132 
133-134 
135-139 
140-164 
165-181 

182 
183-191 

192 
193-202 
203-212 
213-237 
238-254 

255 
256-264 

265 
266-275 
276-279 
280-288 
289-328 
329-336 
337-338 
339-340 

34 1 --- 
342-349 

350-357 

358-365 

application 
Date of signature on Title 
XXI application 
Date of Receipt (T-3 1) 

C 

C 



RECORD LAYOUT FOR ICHP MONTHLY EXPORT FILES (Continued) 

FIELD 
Date of approval or denial 
(T-09 or T-05) 
Insurance Effective Date 

Denial Code 

Cancellation Date 
Last Effective Date 
Account Status 
Account Number 

LENGTH 
8 

8 

1 

8 
8 
1 
10 

DESCRIPTION 
Letter issue if the application has met the requirements to be approved or not with format YYYYMMDD. 

The date on which the account is to start coverage provided all the conditions of eligibility are met with 
format YYYMMDD. 

Reason code that the account has been denied. 1- has other insurance; Zinvalid participant age; 3-no school 
age sibling; 4-Medicaid; 5-Manual cancellation requested by parent. 
Date of last cancellation. 
Date of most recent month of coverage. 
Account status code. A-active; C-canceled; P-pending; H-held; S-suspended; R-rejected. 
Unique identifier enabling matching between files. 

TYPE 
C 

C 

C 

C 
C 
C 
C 

POSITION ' 

366-373 

374-38 1 

3 82 

383-390 
391-398 

399 
400-410 
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Monthly Report Florida KidCare Evaluation Statewide Report 

DRAFT 

1 

3 

4 

- 

lo 

l2 

13 

l4 

15 

Page 1 Monthly report template.xls 

Summary of Applications/Actions Taken by FHKC 

Number of Amlications Received at Florida Healthy Kids 
Corporation (FHKC), overall 

Sent to DCF 

Sentto DHACS 

Number of Children Included on the Applications Received at 
FHKC, overall 

Sent to DCF 

Sent to DHACS 

Number of A~~lications Where Parent Indicates Child May Have a 
Special Health Care Need 

Mean Age of Childreq on KidCare Applications Received by FHKC 
Standard Deviation of Age of Children on Kidcare Applications 

Received by FHKC 
Frequency of Children Age 0-1 on KidCare Applications Received 
by FHKC 
Frequency of Children Age 2-5 on Kidcare Applications Received 
byFHKC 
Frequency of Children Age 6-10 on KidCare Applications Received 
by FHKC 
Frequency of Children Age 11-14 on Kidcare Applications Received 
byFHKC 
Frequency of Children Age 15-18 on KidCare Applications Received 

by EHKC 

Mean Household Size on KidCare Applications Received by FHKC 
Standard Deviation of Household Size 

1 
Oct-98 

16,073 

15,272 

9,060 

4,319 

30,070 

19,054 

8,280 

617 

8.6 

M.5 

1,213 

6,072. 

9,783 

5,839 

3,070 

3.7 
1 .  

3 
Dec-98 

15,040 

14,360 

5,627 

3,415 

21,630 

10,349 

5,271 

472 

8.3 

+4.5 

1,146 

4,958 

7,201 

4,231 

2,227 

3.7 
1 .  

2 
Nov-98 

12,543 

12,081 

6,389 

3,679 

19,938 

12,011 

6,507 

405 

8.5 

+4.5 

940 

4,450 

6,691 

4,089 

2,120 

3.7 
1 .  

4 
Jan-99 

26,049 

25,038 

6,663 

3,497 

38,920 

12,393 

6,080 

895 

8.9 

M.6 

1,581 

8,437 

13,511 

8,409 

5,434 

3.7 
i1.4 

5 
Feb-99 

25,031 

23,876 

8,200 

4,671 

40,559 

15,406 

8,309 

915 

8.7 

i4.7 

1,990 

9,507 

13,463 

8,645 

5,346 

3.7 
1 5  

6 
Mar-99 

22,494 

20,785 

8,540 

4,468 

35,760 

16,114 

7,750 

879 

8.8 

M.7 

1,765 

7,961 

11,848 

7,789 

4,776 

3.6 
1 .  

7 
Apr-99 

17,033 

16,044 

5,934 

3,279 

26,124 

11,013 

5,620 

689 

8.4 

M.7 

1,498 

6,391 

8,540 

5,221 

3,242 

3.6 
i1.3 

8 
May-99 

21,613 

20,162 

6,013 

3,012 

34,417 

11,198 

5,239 

908 

8.3 

+4.7 

2,023 

8,710 

11,162 

6,752 

4,026 

3.6 
i1.4 

9 
Jun-99 

17,958 

16,947 

6,339 

2,802 

29,276 

11,806 

4,741 

816 

8.1 

M.7 

1,910 

7,715 

9,198 

5,544 

3,246 

3.6 
*1.3 

10 
Jul-99 

20,673 

19,951 

5,644 

2,796 

34,124 

10389 

4862 

792 

8.6 

34.7 

1,947 

7,734 

10,676 

7,226 

4,399 

3.6 
+1.3 

15 
Dec-99 

11 
Aug-99 

16,241 

14,663 

2,729 

2,432 

23,972 

5,188 

3,580 

563 

9 

4.8 

1,210 

4,957 

7,330 

5,461 

3,452 

3.7 
i1.3 

12 
Sep-99 

13 
Oct-99 

14 
Nov-99 
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Table 1 continued. Evaluation Questions Recommended by Grantees for Door-to-Door and Finder's Fee Strategies. 

Data Sources1 Research 
EVALUATION QUESTIONS Methods Feasibility Comments 

Technical Assistance Guide: Monitoring and Outreach 
Page 17 of 46 

While question 13 is not directly 
understand the 

face interactions during information about families' 
What are the unmet door-to-door outreach or understanding of health insurance, 

What referrals have 
been made for families 
to address their 
needs? 

of these face-to-face encounters, some 
projects are making referrals to social 
service agencies. These referrals also 
should be documented as an added 
benefit of the outreach strategies. 



Process Monitoring and Impact Evaluations: Factors to  Consider 

Both process monitoring and evaluation activities are important components of any 

demonstration project. The information contained in this section is only intended as an 

overview so that informed choices about the evaluation can be made within the context of time, 

money, and qualified personnel. Information about conducting an impact evaluation, that is an 

assessment of the effectiveness of a particular intervention versus others on predetermined 

outcomes of interest, is presented first. This is followed by a discussion of process monitoring. 

Information about impact evaluation is presented first because questions about "what works" 

or "what is better" always arise whenever an intervention is implemented. However, as 

described below, an impact evaluation, requires extensive expertise and resources, and may not 

be feasible within the context of the Covering Kids initiative. Process monitoring is feasible and 

is an extremely important and often neglected evaluation component. 

Conductinn Impact Evaluations: As part of the Title XXI initiative, emphasis is being 

placed on providing insurance coverage to as many eligible children as possible. Nationally, 

there is concern that states are not reaching their projected enrollment targets, raising the 
I 

possibility that federal funds for Title XXI will be reduced or withdrawn. In the face of these 

concerns, stakeholders and decision makers want to know which method or methods are most 

likely to result in increased enrollment of uninsured children. This type of question is best 

addressed through an impact evaluation. While the importance of conducting impact 

evaluations should not be minimized, it is probably beyond the scope of most, if not all of the 

Covering Kids initiatives. 

Determining the effectiveness of a particular outreach strategy is complicated by many 

factors including the variety of outreach approaches that are being used. Families are exposed 

to media campaigns, flyers, billboards, and myriad other strategies that states are using to 

inform families about the availability of free or subsidized children's health insurance. In 

addition to this exposure, some families receive door-to-door and/or finder's fee approaches. 

Families also have their own unique characteristics, such as race, ethnicity, income, and 

perceived importance of health care that may influence their receptivity to outreach campaigns 

and their willingness to obtain health insurance for their children. Isolating the effects of door- 

Technical Assistance Guide: Monitoring and Outreach 
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to-door and finder's fee approaches from other outreach strategies, while considering the 

unique, personal characteristics of the families requires the skill of an experienced evaluation 

team and sigruficant resources. 

The optimal method for determining the effects of an intervention is to conduct a 

randomized experimental trial.'* Using this method, subjects who will participate in the study 

are randomly assigned to a control group or an experimental group. The control group receives 

no intervention and the experimental group receives the intervention. Outcomes are then 

measured for both groups. 

The following is an example of an experimental design that might be used to assess the 

effectiveness of door-to-door outreach compared to no targeted intervention. This is intended 

as an illustration only of the steps that would need to be taken to assess the effectiveness of door- 

to-door or finder's fee approaches compared to other outreach strategies. Many factors need to 

be considered if such an approach were implemented for any of the Covering Kids initiatives. 

These factors are beyond the scope of this document to describe. Additionally, many different 

strategies could be used to identify families beyond the one described here. The interested 

reader is encouraged to contact an experienced evaluator for assistance with this process. 

To assess the effectiveness of door-to-door outreach, groups of families need to be 

identified and randomly assigned to groups, in a way where the two groups are unlikely to 
I 

influence each other. Identifying census tracts with families of similar sociodemographic 

characteristics is one approach that could be used. The census tracts would then be randomly 

assigned to receive the door-to-door outreach or no intervention. The intervention would then 

be administered. Data would be gathered from families in both the control and, the intervention 

group about the number of uninsured and potentially eligible children, the number of . 

applications received, the number of children actually enrolled, and the number of children 

denied and the reasons for denial. Random assignment eliminates or limits the possibility that 

some characteristics of the family led to the outcome as opposed to the intervention itself. 

Moreover, random assignment helps the evaluator to isolate the effects of the intervention in 

question from other outreach strategies that may be used. For example, families in both the 

experimental and the control group may have been exposed to television and radio 

advertisements, billboards and other outreach strategies. However, if the study is well 

designed and the intervention is administered as planned, only the intervention group would 

Technical Assistance Guide: Monitoring and Outreach 
Page 19 of 46 



have been exposed to the door-to-door outreach, thereby helping the evaluators to isolate the 

effects of that intervention on enrollment and other outcome variables of interest. 

In the absence of appropriate funding and a skilled evaluation team, addressing 

questions of impact generally are not possible. There are other research designs that are less 

stringent than the randomized experimental design and that can yield useful information about 

the effectiveness of outreach strategies. Such designs should be discussed with an experienced 

evaluator to determine if it is appropriate for a given Covering Kids initiative and if it will yield 

credible results. 

It is often the responsibility of the evaluator and of those responsible for the evaluation 

to educate stakeholders and decision makers about what can be evaluated and why. In the next 

section, process-monitoring strategies that are realistic for most projects are described. These 

strategies can yield very valuable information about how the interventions were implement and 

general descriptive information. It is not possible, however, to infer causality, that is to state 

that a particular intervention led t~ certain outcomes 

Conductinn Process Monitoring: Process monitoring is intended to provide 

information about how the program was implemented and whether it reached its intended 

audience. As part of the process evaluation, descriptive information can be provided about the 

number of children enrolled in state-sponsored insurance programs from the sites where th& 

door-to-door or finder's fee approaches were implemented. However, there is no attempt to 

attribute causality or to indicate that particular outreach strategies led to outcomes of interest, 

i.e., enrollment in state-sponsored insurance programs. Process monitoring is vitally important. 

Often programs are not implemented in the way they were originally envisioned. Failure to, 

complete health insurance applications or to actually enroll children in insurance programs may 

result from poor implementation of a good idea as opposed to failure of the concept itself. 

Process monitoring also provides rich descriptive data about who is applying for health 

insurance programs and why, whether their children are actually enrolled, and how much the 

intervention cost to administer. Steps for program monitoring are outlined below. 
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Step 1 - Develop a flow chart describing the outreach strategy that will be implemented 

and gather data about the implementation process on an ongoing basis. An example of the 

flow chart is provided in Appendix A. For example, many sites using finder's fee approaches 

are paying a finder's fee to agencies that have frequent contact with families whose children are 

likely to be eligible for state-sponsored insurance plans. Each agency is using somewhat 

different strategies to implement the finder's fee approach. 

The Covering Kids Projects using finder's fee approaches must document their process 

AND the agency's process for implementing the strategy. For example, the Covering Kids 

Project may have a simple procedure of paying the community agency for each completed 

application resulting in enrollment. The flow chart would document this fact as well as the 

procedure that will be used to inform the Covering Kids Project about applications resulting in 

enrollment. In addition, the flow chart should contain documentation about each participating 

agency's process for working with families to complete Medicaid/CHTP applications. For 

example, one agency may choose to screen all families contacting the agency for 

Medicaid/CHIP eligibility by assigning one employee to that task. This employer would then 

refer prescreened families to another staff member in the agency who would assist them with 

the application process. Another agency may train all of its social workers to screen families and 
f 

assist them with applications at the time of the screening. Yet another agency may prescreen 

families and given them an application but not assist them with completing the form. Such 

seemingly minor variations are important to note because they may be related to the number of 

completed applications and children enrolled. 

Similarly, those using door-to-door approaches must document the exact process 

including: the number of outreach workers available, the method for assigning cases to the 

outreach workers, the approach for identifying families, the strategies used to encourage 

families to talk to the outreach worker, and the steps taken to complete the application process. 

The flow chart should be clear and as detailed as possible. The development of the flow 

chart is not a one-time endeavor. The process should be reviewed quarterly and changes 

incorporated into the flow chart with dates noted beside each change. If major changes are 

occurring, the flow chart should be revised at the time of the change without waiting for the 

quarterly review. 
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Step 2 - Determine data elements to be collected and develop standard process 

monitoring tools for data collection. Table 2 contains a summary of data elements that may be 

considered for inclusion in the process monitoring. Routinely collected process monitoring 

'information includes the number of clients screened for Medicaid or SCHIP eligbility, the 

number of clients referred for further eligibility determination, the sociodemographic 

characteristics of the clients referred, and the costs of conducting the outreach strategies. Many 

of these categories may already be collected by an existing agency and the data need to be made 

available to the Covering Kids Project. 

Data elements may also include outcomes such as the number of families referred 

through the Covering Kids Project and the number of those families whose children actually 

became insured. Other outcomes might include the satisfaction of families who received the 

outreach strategy with the strategy used. It is important to note that gathering data about 

outcomes is not the same as measuring the impact of the outreach strategy on achieving those 

outcomes. As Rossi, Freeman, and Lipsej3 note: 

Measuring and monitoring the target social conditions, however, are 
not sufficient to show that the program activities have actually been 
the source of the changes observed. To demonstrate program impact 
on the conditions, the effects of the program must be distinguished 
from the effects of other influences on those conditions, such as outside 
social forces, natural trends, and ameliorative actions taken by other 
social programs or policies or by members of the target population 
themselves. (p. 203) 

So, in the case of the Covering Kids initiative, it is possible and highly recommended to 

gather data about the number of families experiencing the outreach strategy whose children 

become insured. However, it is not possible to determine if the outreach strategy used actually 

resulted in the families enrolling their children. The families could have been exposed to other 

outreach strategies such as media campaigns or they may have decided that their children 

needed health care. Although the impact cannot be assessed, describing outcomes is an 

important component of process monitoring. More detail about choosing data elements, 

developing data sources, and managing data bases will be included in the section Using 

Administrative Data Bases and Developing Data Sources. 
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Gathering baseline measures is an important step for any evaluation activity. However, 

such measures are often costly to obtain. For example, if one wanted to measure the number of 

children covered by Medicaid or SCHZP out of the number potentially eligible for such 

programs, baseline measures of the number of uninsured children in the state and preferably in 

regions within the state are needed. This information would then provide a denominator, so 

that the number of children who receive coverage can be placed within a context. That is, it can 

be stated that x children in the state received coverage out of an estimated number of y 

uninsured children. 

Some states are fielding large surveys within their states designed to provide reliable 

estimates of the uninsured at regional levels within the state. Two such states are Florida and 

New Hampshire. The survey design and sampling methodology to estimate the uninsured 

requires strong expertise and the interested reader is urged to contact those with survey 

research experience in their states for further assistance. While this type of information is 

desirable, such a large-scale study can be costly and is beyond the resources available for many 

states. Thus, ~overin~'~ids Projects, must find other ways to create denominators to place their 

projects within a community or regional context. r 

In this section alternatives for creating a denominator or denominators are described. 

There are many ways to create a context and the emphasis does not have to be exclusively on 

estimating the number of uninsured children. Other denominators, such as the number of non- 

English speaking families in a community may be used to create a context for the outreach 

strategies. 

Use of Current Population Survey Data 

First, an explanation of Current Population Survey (CPS) data to estimate the number of 

uninsured is provided because most states are using this data source and because 

understanding the number of uninsured is important (but not the only denominator that can be 

constructed). The CPS is a large nationally representative survey that contains sufficient 

information about family income and insurance status to allow researchers to calculate 

Medicaid and other insurance eligibility. Because of the sampling strategy and the number of 

people sampled, the CPS may provide unreliable estimates, particularly within smaller states. 
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Moreover, estimates cannot be developed at a regional or county level in the state. Therefore, if 

a particular Covering Kids initiative is targeting a certain county, the number of uninsured 

children in that county (to use as a denominator), cannot be determined from CPS estimates. 

Developing a Community Profile 

Many Covering Kids Projects are operating within certain communities. Thus the 

development of a comprehensive community profile will provide an important context for the 

outreach strategies that are being conducted. Moreover, a community profile, while not 

providing estimates of the uninsured, should provide information about those living in poverty, 

unemployment rates, the number of minorities in the community, and the percentage working 

in service industry, as an example. Children residing in families with one or more of these 

characteristics may have a greater likelihood of being uninsured than other children. 

The successful implementation of any new or innovative program is dependent, in part, 

on the environment it enters. An assessment of the preexisting system or environment provides 

an idea of the "raw materials" that are available to design and implement outreach strategies 

for children and their families who may be eligible for Medicaid or SCHIP. Analysis of these 

raw materials enables the evaluation team or program staff to better understand the foundation 

on which the program is built and the potential difficulties that might emerge during the 

implementation phase. Moreover, such an analysis provides an important context within dhich 

to view the data collected because of process monitoring. 

There are five critical indicators of the existing system to examine. These indicators 

represent the general demographic, socioeconomic, health, education, and health care system 

characteristics of an area. Data for these indicators should be available at the state level as well 

as on a local (county or regional) level. Once these data are obtained, comparisons of the 

indicators at the local level to the state totals or to contiguous geographic areas are informative 

and provide a context in which to evaluate the local area. 

These indicators are as follows: (1) Population Indicators, (2) Birth Indicators, (3) Child 

Health Indicators, (4) Education System Indicators, and (5) Health Care System Indicators. 

Examples of available data in each of these areas are detailed below. In addition, an illustrative 

example of ways this descriptive information can be used is provided in the Appendix B. Table 

2 lists the data and the potential sources of the data. 

Technical Assistance Guide: Monitoring and Outreach 
Page 24 of 46 



Population Indicators: The data of interest in this category include the size of the 

geographic area and the relationship of the local area to the larger region or state. Also of 

. interest is the percentage of the population that is considered rural since issues like availability 

of transportation and services, both medical and non-medical are additional factors to consider 

in a rural area. For example, door-to-door outreach in rural areas may be hampered by long 

driving times and large distances between homes. Finder's fee approaches in rural areas, where 

an agency is paid a finder's fee for enrolling eligible clients, may be hampered because clients 

are not able to drive to the agency to be screened. 

Other demographic data such as median age, family size, and the racial and ethnic 

composition of the population are also important. Knowledge of these indicators for a county 

or local area provides a benchmark against which one can compare the characteristics of the 

children and families approached for outreach and who actually enroll in a health insurance 

program to the overall composition of the population in that community. 

Economic indicators include the median income, the percentage of families below the 

Federal Poverty Level (FPL), and the percentage of female-headed households below the FPL. 

Child-specific economic indicates are estimates of the percentage of children living in poverty 

and extreme poverty, the percentage of children living in households where the parent doesn't 

have full-time employment, and the number or percentage of children on Medicaid. Additional 
f 

indicators include unemployment rates, and the median value of owner-occupied or rental unit 

housing. 

Birth Indicators: Many Healthy Start data elements would be approprjate to report 

under this category. These include the number of live births, the percent of low birth-weight 

babies and the infant mortality rate. Given the concerns for both the mother and the infant 

when the mother is an adolescent, a critical birth indicator in a community area is the teen birth 

rate (the number of births per 1,000 females ages 15 - 19) for both whites and non-white teens. 

An additional indicator is the percent of births covered by Medicaid, for both teen and non-teen 

births. Such information might be important when targeting outreach strategies to adolescents. 
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Child Health Indicators: As already described, with the introduction of Title XXI and 

children's health insurance programs, there is increased interest in obtaining reliable estimates 

of children who do not have any health insurance. Also of interest are the numbers of children 

who are insured by the state Medicaid program and those who may be Medicaid-eligible but 

who are not enrolled in Medicaid. Estimates of the uninsured may not be available for each 

local or regional area at present but many states are developing strategies to obtain this 

information. Information about Medicaid coverage should be available in each state. 

Education System Indicators: There are multiple indicators of the education system 

in an area. Some of the more critical indicators for understanding the context of a health care 

program might be the percent of the young elementary students who are receiving free or 

reduced lunches. This is a proxy for poverty in an area and is specifically related to children 

and readily available through the school district. It is important to note that the number of 

children enrolled in the National School Lunch Program may be an under-representation of 

those with low incomes. Some eligible children, particularly adolescents may not be enrolled in 

this program for a variety of reasons. However, the number of those enrolled in the National 

School Lunch Program and the percentage this represents out of the total number of students 

enrolled in the district provides general information about the economic circumstances of 

families in the area. 

An indicator of the wealth of a community area is the money available to the public 

school system. There are at least three revenue streams for education funding that should be 

examined. These revenues include federal, state and local money that is providAd to the public 

schools. The percent of students who graduate from high school and the percent of teens that 

are high school dropouts are also good educational indicators for an area. Also available is the 

education levels of the general population of an area. 

Health Care Svstem Indicators: These indicators provide the context within which the 

provision of health care occurs. The indicators included in this category are the total number of 

licensed medical doctors and other health care professionals in an area, the percent of 

physicians who are Board-certified, and the number of pediatric specialists in the area. In 

addition to these numbers, the ratio of physicians to the population in an area and the 
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designation of physician shortage areas provide insight into the availability of physicians to 

provide health care to the children enrolled in the program. 

In addition to the availability of physicians and other health care professionals, it is 

important to examine the availability and size of the health care facilities and safety net 

providers in the area. Knowledge of the community and tertiary care facilities and the 

presence of a public health department or other publicly funded health care facility contribute 

to the "raw materials" available to the community. 

Information about the health care system can be used to plan outreach strategies. For 

example, safety net providers and certain health care facilities may be targeted to participate in 

outreach because they are likely to serve children who may be eligible for Medicaid or CHIP. 

Summary of the Communitv Profile: The preexisting system or environment is a 

critical component to assess when evaluating any program. The "raw materials" provide the 

foundation on which community leaders, school district personnel, health care providers, and 

the managed care companies could design, locally customize, and implement a comprehensive 

outreach program for uninsured children. Moreover, creating a community profile provides a 

context within which to view the outreach efforts. The information typically can be obtained 

from administrative data bases available at the state and local level. Table 2 lists indicatory that 

can be used to develop a community profile and an example of a community profile created for 

the Healthy Kids evaluation in Florida is included in Appendix B. 
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Table 2. Potential Data and Data Sources (National and Florida-Specific Examples Included. 
Please check with your state officials to determine if similar documents are available in your 
state.) 

Total Population, Rank in State 1997 Florida Statistical Abstract. 
% Rural Population 

Bureau of Economic and 

Racial Composition Business Research, 
University of Florida. University 

Median Income Press of F1: Gainesville, F1. 

% Below Federal Poverty Level (FPL) 1996 Area Resource File (ARF). 

% of Children in Poverty and Extreme from HRSA on CD-ROM. 

Current Population Survey (CPS), 

Population Reference Bureau. 

% of Families with Children Headed by a U.S. Bureau of the Census. 

1994 - 1998. 
% Receiving Medicaid or Food Stamps Special Studies Undertaken by State 
Unemployment Rates 
Average Household Size or Local Areas. 

Median Rent of Rental-Occupied Housing 

Number of Live Births The 1998 Florida Kids Count Data 
Teen Birth Rate Book. (1998). Florida Center for 

Non-White Teen Births Children & Youth: Tallahassee, FL. 
Percent of Teen Births Occurring to (State version of the National 

Mothers Who Smoke 
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Table 2. Potential Data and Data Sources (National and Florida-Specific Examples Included. 
Please check with your state officials to determine if similar documents are available in your 
state.) 

Percent of Children Without Health 
Insurance 

Percent of Children Covered by Medicaid 
or other public-sector health insurance 

Percent of 2-Year Olds Who Were 
Immunized 

I Child Health indicators: 

1999 Kids Count Data Book: State 
Profiles of Child Well-Being (1999). 
The Annie E. Casey Foundation: 
Baltimore, MD. (provides national 

I 

and state statistics) 
Current Population Survey (CPS), 

Population Reference Bureau. U.S. 
~ u i e a u  of the Census. 1994 - 1998. 

I Health Care Svstem Indicators: I 
Number of Licensed Medical Doctors 
MD to Population Ratio 
Numbers of Health Care Professionals 
Designated Primary Care Physician 

Shortage Status 
% of Board Certified Specialists 
Number of Pediatric Specialists 

HMO Penetration Rates 
Number of HMOs 
Presence of a Public Health Department 
Number of Community Hospitals 
Number of Tertiary Hospitals 

1993 Florida Health Care Atlas. (1993). 
Agency for Health Care 
Administration: Tallahassee, FL. 

Florida Hospital Association r 
Environmental Assessment (Tenth 
edition). (1994, November). Florida 
Hospital Association: Orlando, FL. 

1995 National Directorv of HMOs. 
Group Health Association of 
America. washington,' DC 

1996 Health Data Sourcebook: A 
Compendium of Information on 
Health and Health Care in the 
Region (1996). Local Health 
Councils in Florida and the 
Agency for Health Care 
Administration (AHCA). 
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Creating an Organizational Profile 

Many of the Covering Kids Projects are working with different health care and social 

service agencies in the community to conduct their outreach strategies. For example, one of the 

projects is providing a finder's fee to different community agencies that are providing outreach 

to their clients about Medicaid and CHIP. These agencies are then paid a finder's fee for the 

number of clients whose children were enrolled in Medicaid or CHIP. Other Covering Kids 

Projects may be working with community agencies on door-to-door or other outreach 

approaches. 

Because these community agencies may and probably do have different functions and 

different organizational capacities to carry out the proposed outreach strategies, developing an 

organizational profile may be an important part of understanding some of the evaluation 

findings. For example, as part of the Healthy Kids Program evaluation in Florida, an 

organizational profile is developed of each managed care organization (MCO) participating in 

the program. The MCOs are all organized in somewhat different ways. Understanding their 

organizational structures allows the evaluation team to better understand the findings about the 

children's health care use and families' satisfaction with health care. For example, some MCOs 

participating in the Healthy Kids Program have more stringent criteria for specialist referrats 

than others do. Thus, the amount of specialty care the children are receiving in the program 

and families' satisfaction with such care can be viewed with the context of the MCOs' referral 

and prior authorization policies. Understanding this context would not be possible unless an 

organizational profile was created for each MCO. This profile is constructed from in-depth 

interviews with administrators from each MCO and from analyzing documents provided by the 

MCO about their quality assurance programs, their new member outreach programs, and other 

factors. 

For the Covering Kids Projects, understanding the organizational context where the 

outreach strategies are being conducted is critical. For example, if two agencies are 

participating in a finder's fee strategy, issues such as the number of staff members in the agency 

available to conduct outreach, the number of clients served in the agency, and the in-service 

training approaches to teach the staff about the outreach strategy may influence how well the 

strategy is implemented and subsequently the number of clients enrolled. 
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As part of the Healthy Kids evaluation, a matrix is created of the important 

organizational features of each MCO with a brief summary of the findings. An example of a 

. matrix that could be developed for community agencies participating in outreach strategies 

with the Covering Kids Projects, is contained in Appendix C. Developing a matrix will assist the 

Covering Kids Project team to understand why a strategy may have worked in one setting and 

not in another. While this step may seem time-consuming, it is well worth the effort because it 

enhances your ability to interpret your findings. 
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Many data sources can be considered for any evaluation. Administrative data bases, 

such as application records, enrollment information for Medicaid and CHIP enrollees, and 

health care encounter files contain information that are routinely collected by most state 

agencies. They are often a rich information source about program enrollees and are generally 

affordable to use. Administrative databases usually are designed for specific purposes may not 

contain all of the information that you would like to have to monitor your outreach approach. 

Therefore, these databases typically must be supplemented with more costly data collection 

efforts such as telephone surveys. For example, while Medicaid or CHIP application databases 

contain information about the number of applicants and their demographic characteristics, 

information about how they learned about the program is often not available and must be 

obtained in another way. 

In this section, information about working with administrative databases is provided. 

This discussion is followed by an overview of other common methods for obtaining information 

for use in evaluations. These methods include the use of focus groups and telephone surveys. 

Using Administrative Data Bases 

Administrative databases are maintained by all agencies, albeit with varying degrees of 

usefulness and sophistication. Such data bases form the core data set for the CHIP evaluation 

in Florida and include application and enrollment information provided by a third party 

administrator (TPA) and health care claims and encounter data provided by the insurance 

companies working with the CHIP initiative. In addition, data are provided by the agency 

determining Medicaid eligibility (the Department of Children and Families) and the agency 

determining eligibility for the state Title V Children with Special Health Care Needs Program 

(Children's Medical Services - Florida's Title V Agency). These data are supplemented with 

focus group and telephone survey information. A diagram contained in Appendix D outlines 

the data that are being used to assess outreach and enrollment strategies for the Florida CHIP 

evaluation. While, it may be beyond the scope of many of the Covering Kids Projects to obtain 
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the comprehensive data described in the diagram, it should be possible for each project to 

obtain some administrative records and certainly to be maintaining their own outreach and 

tracking records. If you are working with multiple data sources, a diagram of those sources is 

recommended for both project documentation and for presentation to others about the sources 

you used to obtain your findings. 

The following steps should be taken when developing and working with administrative 

databases: 

1. As described in the section on developing evaluation questions, for each 

question, determine the data elements that you want to collect. Refer to Table 1 

for potential data sources associated with each evaluation question. 

2. Determine the source of those data elements. As part of this process, determine 

the data elements that will be collected as part of the Covering Kids initiative and 

those that will be available through others. For example, if you are conducting 

door-to-door outreach, you most likely will need to develop a computerized log 

to track the number of contacts that you made to the homes. However, you also 

will need to obtain enrollment data from your state Medicaid or CHIP initiative 

to determine if those that you reached through the door-to-door approach 

actually enrolled their children. 
r 

3. Develop a list of the data elements that you have and/or want and their 

definitions. This list can then be shared with other agencies so that you can 

discuss the data elements that you need for your evaluation. In the case of the 

Florida evaluation, the evaluation team developed the evaluation questions with 

the CHIP administrators. The questions about application and enrollment were 

discussed with the third party administrator managing the enrollment files. At 

that time, the third party administrator, in collaboration with state agencies, had 

already developed their database and provided the data dictionary contained in 

Appendix E to the evaluators. Fortunately, this database was comprehensive 

and contained most of the information that the evaluation team wanted from the 

administrative database. Missing items are being supplemented with focus 

group and telephone survey data. Most Covering Kids Projects will likely have to 

work with existing databases to some extent. When it is possible to develop your 

Technical Assistance Guide: Monitoring and Outreach 
Page 33 of 46 



own database, think broadly and include information that is critical for your 

project. 

These data elements described in Appendix E are used to track application and 

enrollment information to address questions about (1) the number of 

applications received, (2) the demographic characteristics of those applying, (3) 

the number of pending applications and the reasons, (4) the number of cancelled 

and denied applications and the reasons, (5) the number enrolled, (6) their 

enrollment date and coverage date for insurance, (7) the number of closures, and 

(8) the number of redeterminations. 

These data also are used by the evaluation team to construct an enrollment 

profile of each child so that the length of time of enrollment is tracked along with 

disenrollment rates. In addition, the data are used in analyses of children's 

health care use patterns to determine the relationship between health care use 

and length of program enrollment and to determine the number enrolled but not 

using health care services. Thus this one database has multiple, important uses. 

The Covering Kids Projects should work with state agencies to whether such data 

are available and can be provided in their states. r 

5. Obtaining administrative data for a project is a time-consuming and sometimes 

discouraging effort. Often the data are available but not accessible due to 

staffing shortages and workload issues. In our experience, most of the data 

needed for the evaluation are available but encouraging information systems 

staff to set aside the initial time to write a program to extract those data is 

difficult. It is essential that you gain the support of administrative staff in 

agencies holding the data that you need for your project. The agency 

administrators play a crucial role in setting priorities and can work with 

information systems staff to provide the data that are needed. Once the initial 

program is written to provide the data that your project needs, the most time- 

consuming part of the work is finished. 
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6. Once you have reached an agreement, ask for a "test" data set if you are 

receiving electronic data or for a "test" report if the data are being provided to 

you in a written format. Obtaining this "test" data is critical because you usually 

will find that information was not provided as requested for a variety of reasons. 

Sometimes you also will receive information that was not requested. 

As part of the CHIP evaluation in Florida, application and enrollment 

information is received each month in electronic format. After the first data 

submission, we prepared a report that addressed the following questions: 

Was each data element present as described in the data dictionary? 

Did the results make sense after reviewing them with program 

administrators and other stakeholders? 

Were there additional data elements or codes in the electronic file that were 

not described on the data dictionary? 

During two to three conference calls with the third party administrator, any 

issues were resolved and the data are now submitted once a month with only 

occasional questions on the part of the evaluation team. Each Covering Kids, 

Project should follow a similar process of quality review and verification after 

receiving data in electronic or report format, particularly after the first 

submission. After the initial programming to provide the data and the initial 

quality review process, the time required to submit data at regularly scheduled 

intervals to you project should be minimal. 

Work with and review data immediately after it has been received. It becomes 

much more difficult to resolve questions or problems and to understand the data 

if you do not work with it regularly. Appendix F contains a copy of the monthly 

report that is generated using the data listed in the data dictionary contained in 

Appendix E. The third party administrator also provides additional data about 

applications received and this information is used in constructing the monthly 

report. This report is prepared each month and shared with state agencies for 

review. 
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Developing Additional Data Sources 

As previously described, administrative databases will usually need to be supplemented 

with other information. In this section, a brief overview of survey methods and the use of focus 

groups is provided. Supplementing administrative databases with survey and focus group data 

can provide a rich source of information to address your evaluation questions. 

Sumey Research 

In survey research, a standardized set of questions is drafted, and this same set of 

questions, in the same order, is asked of everyone who is sampled. For most questions, the 

respondent must choose from a list of possible answers. The Current Population Survey, the 

National Health Interview Survey, and other national surveys, all follow a standardized format 

where respondents are asked a series of questions by trained interviewers. There are many 

other good examples of survey instruments. Developing surveys is very difficult. It is beyond 

the scope of this document to describe survey development strategies. How the questions are 

asked, the sequence in which they are asked, and other factors, are all critical and will influence 
f 

the findings you obtain from the surveys. 

In the case of application and enrollment processes and satisfaction with outreach, very 

little information is available about existing instruments. Thus for Covering Kids grantees, 

some survey development may be necessary. It is highly recommended that existing 

instruments are used to the extent that they are available or that the Covering Kids Projects 

work with a person that is skilled in survey development. A skilled survey developer can assist 

you in avoiding costly mistakes and can help you to obtain survey data that are useable, 

reliable, and valid. 

In this section, the advantages and disadvantages of survey research are described. In 

addition, different approaches for conducting survey research also are presented (i.e., telephone 

versus written surveys, and others). 
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. Advantages of Survev Research 

1. Helps eliminate interviewer bias by scripting the questions to be asked 

and their order. 

2. Provided they are trained effectively, many people can administer the 

same survey at the same time, thereby allowing for efficient data 

collection. 

3. The data that result are easier to analyze than interview or focus group 

data. Statistical tests can be applied to the data if correctly structured. 

4. With mail or telephone surveys, large numbers of people can be 

surveyed, and those people can be scattered geographically. 

r 
Disadvantages of Suruey Research 

1. Survey research is only useful if you have already identified the issues. 

For example, families may be resistant to having someone come to their 

home for door-to-door outreach. You cannot ask about a possible 

problem if you don't know about it already. Preliminary research, such 

as a focus group or a case study may be necessary to identify these issues 

before constructing a questionnaire. 

2. Surveys are inflexible in terms of question order, wording, and content. 

Those who administer the surveys must adhere to the same script for 

every survey. Interviewers cannot probe respondents for further 

information or provide any additional information unless the survey 

specifically calls for it. 
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