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E X E C U T I V E  S U M M A R Y  
 

Purpose. This study examines SCHIP enrollment and reenrollment patterns in six 
states over a three-year period, federal fiscal years 1999 to 2001.  It provides further evidence 
on SCHIP retention, paying particular attention to how SCHIP and traditional Medicaid 
work together to provide continuous public health insurance coverage.  It examines how 
enrollment patterns vary by state policies and whether retention in public insurance 
increased over time as many states implemented policy changes and administrative 
simplifications. 

Background. There are many reasons to promote retention and continuous enrollment 
for low-income children in SCHIP and Medicaid: to prevent access to care problems and 
disruptions in preventive care, to lower rates of uninsurance, to lower administrative costs 
for states, and to maintain stable enrollment in managed care organizations.  Previous studies 
using administrative data to examine SCHIP enrollment patterns found wide variation in 
disenrollment rates across states. In some states, the majority of children left SCHIP after 
one year.  Thus, as SCHIP programs grew and matured, states began to increase their 
attention toward reducing inappropriate disenrollment.  This study extends previous studies 
by examining three years of enrollment data to demonstrate how SCHIP retention changed 
over time, and by linking Medicaid and SCHIP enrollment records to show how Medicaid 
and SCHIP work together to keep low-income children covered.   

Approach. This study used administrative records from the Medicaid Statistical 
Information System (MSIS) from Kentucky, New Jersey, North Carolina, Ohio, South 
Carolina, and Utah to examine enrollment patterns among SCHIP new enrollees.  (SCHIP 
new enrollees were defined as children who had no enrollment in SCHIP in the last six 
months.)  The analysis examined the time children remained on SCHIP, as well as the time 
children retained continuous coverage in either SCHIP or Medicaid.  Reenrollment spells, or 
the time to which children who leave SCHIP reenroll in public insurance, were also 
examined.  While the MSIS data provide complete month-by-month information for all 
SCHIP and Medicaid enrollees in the study states, the data cannot be used to determine why 
children left the program (other than transferring to traditional Medicaid or turning age 19) 
and do not provide information on insurance status after exit from public insurance.  
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Executive Summary 

Findings. The percent of new SCHIP enrollees remaining continuously enrolled in 
SCHIP through the one-year renewal period ranged from 30 to 73 percent across the six 
study states.  However, estimated retention was notably improved when uninterrupted 
enrollment in public insurance (SCHIP or Medicaid) was taken into account.  The percent of 
new SCHIP enrollees still in public insurance through the annual renewal ranged from 60 
percent to 84 percent.   State variation appears to be a function of state policies and 
procedures.  For example, states with closer coordination between SCHIP and Medicaid 
(such as common eligibility systems, workers, and paperwork requirements) exhibited higher 
rates of continuous public insurance coverage.  In addition, 12-month continuous coverage 
policies delayed, but did not prevent, disenrollment from public insurance.  Children who 
were subject to premium payments were less likely to remain enrolled than other children, in 
the one study state with premiums.  Retention increased over the three-year study period in 
four out of six study states, and declined in one state that reversed administrative 
simplifications.  While these findings are observational and cannot attribute changes to any 
one policy, they do suggest that state efforts to improve retention have been effective. 

Implications.  In recent years, many states have continued to refine their retention 
strategies, but others—in the face of budget pressures—have implemented policies that may 
directly or indirectly reduce retention.  Given the dynamic nature of the SCHIP program—
and the context in which it operates—ongoing monitoring would be desirable to assess the 
consequences of policy changes on disenrollment or reenrollment. In addition, continued 
emphasis on ensuring that SCHIP and Medicaid are working together will not only improve 
the continuity of health insurance coverage among low-income children, but may also 
improve the continuity of the health care they receive. 



 

S C H I P  A N D  M E D I C A I D :    
W O R K I N G  T O G E T H E R  T O  K E E P  L O W -

I N C O M E  C H I L D R E N  I N S U R E D  
 

he State Children’s Health Insurance Program (SCHIP) has helped to reduce 
uninsurance among low-income children as well as to increase health care access and 
parent satisfaction with their children’s health care (Hudson et al. 2005; Ku et al. 

2005; Shone et al. 2005; VanLandeghem and Brach 2004; Wooldridge et al. 2005).  However, 
evidence also suggests that many eligible children leave SCHIP because of lack of awareness 
and administrative barriers to maintaining coverage (Hill and Lutzky 2003; Dulio and Perry 
2003; Allison et al. 2001).  In response, many states have focused on simplifying the renewal 
process and reducing inappropriate disenrollment from SCHIP and Medicaid.   

This study provides further evidence about enrollment and reenrollment patterns of 
new SCHIP enrollees in six states over a three-year period, federal fiscal years (FFY) 1999 to 
2001.  It pays particular attention to how SCHIP and traditional Medicaid work together to 
provide continuous public health insurance coverage.  It examines how enrollment patterns 
in public insurance vary by state policies and whether retention in public insurance increased 
over time as many states implemented policy changes and simplifications.  

The study uses administrative enrollment data from the Centers for Medicare & 
Medicaid Services (CMS) for Kentucky, New Jersey, North Carolina, Ohio, South Carolina, 
and Utah.  These states represent a mix of program types and policies, and had complete 
SCHIP enrollment data available for the study period. In addition, preference was given to 
states that were part of the case study component of the national SCHIP evaluation 
sponsored by the Centers for Medicare & Medicaid Services (CMS).  The data provide 
month-by-month enrollment status for all children ever enrolled in SCHIP or traditional 
(non-SCHIP) Medicaid, allowing for a uniform analysis across states of enrollment spells in 
public insurance. 

In summary, the study finds that a significant proportion of children left SCHIP prior 
to, or at the time of, renewal in some states.  However, many children transitioned from 
SCHIP to traditional Medicaid, meaning that children remained in public insurance coverage, 
most noticeably in states with more coordination between the programs.  In states with 

T
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policies of 12-month continuous coverage, disenrollment from public insurance was delayed 
but did not result in higher rate of retention following the annual renewal, relative to the 
other states.  In addition, retention increased over the study period in four out of six study 
states, and declined in one state that reversed administrative simplifications.  

BACKGROUND 

Following the enactment of SCHIP in 1997, states implemented multifaceted outreach 
programs, simplified the application process, and provided enrollment assistance.  Familiarity 
with and enrollment in SCHIP grew rapidly in the program’s early years (Ellwood et al. 2003; 
Kenney et al. 2003).  Enrollment in traditional Medicaid also increased, partly due to 
spillover from outreach and enrollment simplification efforts and screen-and-enroll 
requirements (Rosenbach et al. 2003).1  However, as SCHIP matured, states realized that 
large numbers of children were leaving the program; although some of these children may 
have gained coverage through traditional Medicaid or private insurance, others may have 
become uninsured.  Children who leave public insurance (either permanently or temporarily) 
and become uninsured can experience barriers in access to care, miss out on timely 
preventive care, and also contribute to the rate of uninsurance (Ku and Ross 2002).  States 
also face increased administrative costs when families reapply after a gap in coverage (Lipson 
et al. 2003; Irvin et al. 2001).   

In response, many states paid increased attention to keeping eligible children 
continuously enrolled in the program (Hill and Lutzky 2003; Dulio and Perry 2003; Williams 
and Rosenbach 2005).  Common strategies included implementing a policy of 12-month 
continuous coverage (under which changes in income during the 12-month period do not 
affect eligibility); shortened and simplified renewal forms; pre-printed renewal forms so 
families only need to indicate what has changed; mail-in renewals; fewer documentation 
requirements; and passive renewal, under which families are automatically reenrolled unless 
they indicate that they have had changes that make them ineligible. 

Previous studies of enrollment patterns in SCHIP using administrative data found wide 
variation across states, and in close to half the states examined, over half of enrollees had left 
SCHIP after one year (Alison et al. 2001; Allison and LaClaire 2002; Dick et al. 2002; Hill 
and Lutzky 2003; Moreno and Black 2005).  While many children appear to leave SCHIP at 
the time of renewal, some children may disenroll prior to renewal, even in states with 12-
month continuous coverage (Alison et al. 2001; Dick et al. 2002; Hill and Lutzky 2003; 
Moreno and Black 2005).  As was reported in previous research on Medicaid, many children 
who leave SCHIP do so only temporarily.  For example, in one study of three states, close to 
one-quarter of children leaving SCHIP returned within two months (Dick et al. 2002).   

                                                 
1 The SCHIP statutes require that states screen SCHIP applicants for potential Medicaid eligibility under 

traditional rules and enroll eligible children in Medicaid.  In August 2001, SCHIP regulations also required that 
state Medicaid programs adopt a process to facilitate enrollment in SCHIP when a child is found ineligible for 
Medicaid. 
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Children may leave SCHIP due to loss of eligibility, such as increases in family income, 
obtaining private insurance,2 turning 19 (referred to as aging out), or moving out of state.  
Other children may become eligible for traditional Medicaid due to reductions in family 
income.  Children may also leave due to “administrative” reasons such as failure to complete 
the renewal process (due to lack of awareness about the need to renew or not meeting 
documentation requirements) or failure to meet premium or cost sharing requirements on 
time.  Additionally, automated eligibility systems that link SCHIP eligibility to eligibility for 
other public programs may cause children to inappropriately lose coverage if they lose 
eligibility for the other programs.  

Determining how often children leave SCHIP for these different reasons has been 
difficult due to limitations in administrative data and variation in methods to assess reasons 
for disenrollment (Dulio and Perry 2003; Hill and Lutzky 2003; Wooldridge et al. 2003; Riley 
et al. 2002).3  There is evidence that non-eligibility related factors play a role in SCHIP 
disenrollment.  For example, focus group results suggest that one main reason families 
disenroll from SCHIP is lack of knowledge about the redetermination process and the 
consequences of not reapplying (Wooldridge et al. 2003).  In a seven-state survey, almost 40 
percent of families that unintentionally lost SCHIP coverage for administrative reasons 
reported that they were not told about renewal (Riley et al. 2002).4  In addition, some 
children may lose coverage due to issues with computerized eligibility systems.  Between 
mid-1998 and mid-2000, one-third of children in Kansas were disenrolled from SCHIP and 
traditional Medicaid prior to the end of their 12-month continuous coverage period; 
researchers found that the automated eligibility system was inappropriately reassessing 
eligibility prior to the end of the 12-month coverage period, based on information from 
other public programs (Allison et al. 2001). 

Regardless of the reason for exit, many children become uninsured after leaving SCHIP.  
A study using national data from the Survey of Income and Program Participation (SIPP) 
found that 45 percent of children who disenrolled from SCHIP and traditional Medicaid 
were uninsured one year later although they remained eligible for the programs (Sommers 
2005).  Another recent study, using data from ten states, found that almost half of children 
who left SCHIP were uninsured after exit, and nearly half of these appeared to be eligible for 

                                                 
2 Children can remain enrolled in Medicaid-expansion SCHIP programs when they obtain private 

insurance but will lose eligibility for separate SCHIP programs if they obtain other insurance. 
3 For example, state administrative data may not provide a reliable picture of why families disenroll; 

families who do not return their renewal forms may have done so because they lost eligibility, not because they 
faced administrative difficulties (Riley et al. 2002; Hill and Lutzky 2003).  And while many states conduct 
surveys of disenrollees and why they left SCHIP, these are typically small and have different methodologies, 
making comparison difficult. 

4 The states included in the Riley et al. (2002) study were: Alabama, Arizona, California, Georgia, Iowa, 
New Jersey, and Utah. 
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SCHIP (Trenholm 2005).5  And in seven states, almost two-thirds of families whose child 
had lost SCHIP for administrative reasons were uninsured (Riley et al. 2002). 

A number of previous studies offer evidence on the role of state policies and of child 
and family characteristics on disenrollment.  More frequent eligibility renewals (six months 
versus one year) and administration of SCHIP through local office staff (versus a central 
clearinghouse operation) have been associated with higher levels of disenrollment, while 
passive renewal—under which families are reenrolled unless they report changes in eligibility 
criteria—has been strongly associated with lower disenrollment (Alison and LaClaire 2002; 
Alison 2003; Dick et al. 2002; Dulio and Perry 2003; Shenkman et al. 2002).  A few studies 
find that children subject to premiums have higher levels of disenrollment than children not 
subject to premiums, but the studies are unable to disentangle the effects of premium 
payment from other family characteristics, such as income (Dick et al. 2002; Shenkman 2002; 
Miller et al. 2004).  Some child characteristics, such as minority status and younger age, are 
associated with higher disenrollment, and there is conflicting evidence on how special health 
care needs and health status affect disenrollment (Phillips et al. 2004; Shenkman et al. 2002).  
Children with parents who understand the renewal process have been found to be less likely 
to disenroll, while children who were previously enrolled in traditional Medicaid or SCHIP 
appear to be more likely to disenroll, possibly due to fluctuating earnings of these families 
(Dulio and Perry 2003; Moreno and Black 2005).   

When SCHIP was implemented, a majority of the states with separate SCHIP programs 
took multiple steps to coordinate SCHIP and traditional Medicaid, such as simplified joint 
applications, coordinated outreach and administration, and coordinated service delivery 
programs (Rosenbach et al. 2003; Wooldridge et al. 2003).  Previous studies have found 
traditional Medicaid to be an important source of continued coverage for children leaving 
SCHIP.  For example, these studies found that up to one-third of children leaving SCHIP 
transferred to traditional Medicaid (Allison et al. 2001; Hill and Lutzky 2003; Wooldridge et 
al. 2005).6  However, studies also identified coordination issues with traditional Medicaid in 
states with separate SCHIP programs (Wooldridge et al. 2005; Hill and Lutzky 2003; 
Thompson 2003; Plein 2002).  States may have separate enrollment/renewal processes and 
more stringent requirements for traditional Medicaid—such as different eligibility staff or 
computer systems, additional documentation, face-to-face interviews, and shorter renewal 
periods—that can cause confusion and require additional steps if children appear eligible for 
traditional Medicaid at the time of SCHIP renewal.   

This study examines disenrollment and reenrollment patterns in public insurance for 
new SCHIP enrollees among six states with varying SCHIP programs and policies.  It adds 
to the current body of knowledge on SCHIP enrollment patterns by focusing on transitions 
between SCHIP and Medicaid and how movement between these programs affects 
                                                 

5 The states included in the Trenholm (2005) study were: California, Colorado, Florida, Illinois, Louisiana, 
Missouri, New Jersey, New York, North Carolina, and Texas. 

6 In the case of children enrolled in a Medicaid expansion SCHIP program, this transition would not be 
considered a “transfer” per se, but rather a shift in the coverage group within Medicaid. 
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retention.  It also examines how retention changed during an early period of SCHIP in 
which many states were implementing simplifications to eligibility and renewal processes. 

METHODS 

Study States 

This study included six states—Kentucky, New Jersey, North Carolina, Ohio, South 
Carolina, and Utah.  All of the study states experienced growth in their SCHIP programs 
over the study period of FFY 1999-2001.7  The states represent a mix of SCHIP program 
types, sizes, and policies.  (Appendix Table A.1 presents basic eligibility information for each 
state’s SCHIP and traditional Medicaid programs during the study period.)  North Carolina 
and Utah have separate child health (S-SCHIP) programs, Ohio and South Carolina operate 
Medicaid expansion (M-SCHIP) programs, and Kentucky and New Jersey operate both 
(combination) SCHIP programs.   

All study states had implemented a SCHIP program prior to the study period (beginning 
October 1998); however Kentucky, which initially operated an M-SCHIP program, added an 
S-SCHIP program in November 1999.  During the study period, four states—Kentucky, 
North Carolina, Ohio, and Utah—had income limits of 200 percent or more of the federal 
poverty level (FPL), while South Carolina covered children up to 150 percent of FPL, and 
New Jersey covered children up to 350 percent of FPL.  One state in the study—New 
Jersey—charged premiums and one other state—North Carolina—collected enrollment fees.   

Policies regarding eligibility redetermination and retention in SCHIP and Medicaid also 
varied across the six study states (Appendix Table A.2).  For example, three states—North 
Carolina, South Carolina, and Utah—had 12-month continuous coverage policies that 
allowed children to remain enrolled for one year regardless of changes in income or family 
structure.  All study states except North Carolina and Ohio distributed pre-printed renewal 
forms to families.  Five of the six states allowed mail-in renewal throughout the study period.  
All states required income verification for renewal, but Kentucky waived this requirement 
for a period of time during the study (July 2000 through June 2001).  A few of the states 
implemented changes in eligibility and/or renewal policies, particularly in the middle of the 
study period (July 2000).  These changes are summarized in Appendix Table A.3.  

Analytic Approach 

This study uses enrollment records from the Medicaid Statistical Information System 
(MSIS) from October 1998 through September 2001.  For the study states, MSIS contains 

                                                 
7 These states represented 11 percent of national SCHIP enrollment, according to a CMS enrollment 

report of number of children ever enrolled in SCHIP in FFY 2001 (CMS 2002). 
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records for all children ever enrolled in SCHIP or traditional Medicaid in each year.8  The 
records provide uniform month-by-month enrollment information as well as basic 
demographic information.  The MSIS data allow the examination of many issues 
surrounding enrollment patterns in SCHIP.  For example, MSIS contains the universe of 
SCHIP and traditional Medicaid enrollees for the study states, and its monthly data allow 
creation of episodes of enrollment in public insurance, during which children may switch 
back and forth between SCHIP and traditional Medicaid.  MSIS data are also based on state 
records rather than self-report in surveys.  However, the data cannot be used to determine 
whether children who leave public insurance have gained private insurance or have become 
uninsured.  The MSIS data also do not contain rich demographic information (such as 
income or primary language) or information on the reason children disenrolled from 
SCHIP—for example, whether it was for administrative (and potentially avoidable) reasons 
versus changes in eligibility.  Aside from children who transfer to traditional Medicaid and 
children who age out of the program by turning 19, estimates of disenrollment from SCHIP 
using MSIS will include children who left SCHIP because they became ineligible as well as 
those who were still eligible.    

For this analysis, we merged MSIS enrollment records for each child ever enrolled in 
SCHIP or Medicaid across the three years to form 36-month enrollment episodes, or spells.  
The analysis includes children who were new enrollees—no enrollment in SCHIP in the last 
six months—in SCHIP in the 30-month period from April 1999 through September 2001.  
We examined only a child’s first SCHIP enrollment spell during the study period.  Children 
could have been enrolled in Medicaid during the six month period prior to April 1999; our 
analyses stratify enrollment patterns by whether a new SCHIP enrollee was previously on 
Medicaid during the study period. 

We constructed two types of enrollment spells.  The first type—“SCHIP-only” spells—
consisted of continuous monthly enrollment in SCHIP only (S-SCHIP or M-SCHIP), and 
ended when a child had at least one month with no SCHIP enrollment.9  The second type—
“SCHIP-Medicaid” spells, or public insurance spells—consisted of continuous monthly 
enrollment in SCHIP or traditional Medicaid and ended when a child had at least one month 
with no enrollment in either of these programs.  This second type of spell, therefore, 
includes transitions among new SCHIP enrollees from SCHIP to Medicaid (and possibly 
back to SCHIP again) and measures length of enrollment in public insurance, not just 
SCHIP.10  While most of the results in the paper focus on public insurance spells to capture 

                                                 
8 It is optional to report S-SCHIP enrollment in MSIS; however, the four states with S-SCHIP programs 

in this study—Kentucky, New Jersey, North Carolina, and Utah—reported S-SCHIP enrollment into MSIS.  In 
2004, 15 of the 33 states with S-SCHIP programs reported enrollment in MSIS. 

9 In Kentucky and New Jersey, which have combination SCHIP programs, we present results for 
combined S-SCHIP and M-SCHIP enrollment spells.  That is, as long as a child is enrolled in either SCHIP 
program, he or she is considered enrolled.  However, we also analyzed the S-SCHIP and M-SCHIP enrollment 
spells separately in these states (results not shown) and note in the text when differences exist. 

10 For this study, we treat M-SCHIP and traditional Medicaid as separate public insurance programs, 
although administratively, they are considered separate coverage groups, both within the Medicaid program.     
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the full enrollment experience, we first compare SCHIP-only spells to public insurance 
spells, to explore how SCHIP enrollees’ time on public insurance is extended by transitions 
to traditional Medicaid.   

We performed a descriptive analysis of enrollment spells in SCHIP.  We focus on the 
estimated probability of remaining enrolled at various points after enrollment, also known as 
the “survival” or retention rate.  These probabilities were calculated with Kaplan-Meier 
nonparametric estimation, to account for the fact that children were enrolled at different 
times during the study period and that many children were still enrolled in the program at 
the end of the study period (September 2001).  The actual duration of such spells is 
unknown and therefore termed “censored.”  Spells that ended because a child turned 19 and 
aged out of SCHIP were also treated as censored spells.  It is important to note that the 
retention rates in this study were calculated among all SCHIP enrollees, not among those 
who remained eligible as is done in some other studies.  This may result in lower estimates of 
retention than estimated elsewhere. 

We also examined the length of “disenrollment spells” among the subset of the new 
enrollee sample who had disenrolled from SCHIP by July 2001.  A disenrollment spell 
begins when a child is observed to leave SCHIP and have no public coverage for at least one 
month.11  Two types of disenrollment spells were examined: (1) those that ended when a 
child reenrolled in SCHIP and (2) those that ended when a child reenrolled into SCHIP or 
traditional Medicaid.  These latter spells capture children who left SCHIP but enrolled in 
traditional Medicaid after a break in coverage.  Only a child’s first disenrollment spell is 
examined.  Children who left SCHIP because they aged out (turned 19) are not included in 
the disenrollment analysis. 

RESULTS 

Enrollment Patterns Among New SCHIP Enrollees 

We examine the percent of new SCHIP enrollees remaining enrolled in SCHIP at 3, 6, 
12, and 14 months following enrollment, as well as median and mean months of enrollment 
in the program, estimated with Kaplan-Meier methods.  First we present the results for 
SCHIP-only spells, then we present results for public insurance spells (SCHIP and Medicaid 
combined).  Much of the discussion focuses on the percent of children who remain enrolled 
through the first annual renewal.  We use a cutoff of 14 months to allow for a lag, or grace 
period, following the 12-month renewal period before children are disenrolled.12  We also 
examine the probability of new SCHIP enrollees remaining enrolled in SCHIP or Medicaid 
through the annual renewal period, by timing of enrollment and program characteristics. 
                                                 

11 This is a subset of the proportion of children who are estimated to leave SCHIP in the first enrollment 
analysis described above.  First, it excludes children that have enrollment in Medicaid in the month after 
SCHIP exit.  Second, it excludes any children who had censored spells. 

12 Some studies use a 15-month cutoff, but we use 14 months since in our data it appears that all drops in 
enrollment surrounding renewal occur by month 14 (see Figure 1). 
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 In most study states, less than half of new SCHIP enrollees remained in SCHIP 
following the one-year renewal, but many children moved to traditional Medicaid 
and remained in public insurance.  The percent of new SCHIP enrollees remaining 
continuously enrolled in SCHIP through the one-year renewal period ranged from 30 to 73 
percent across the six study states (top panel of Table 1 and Figure 1).  In four of the six 
states, less than 50 percent of children were estimated to still be enrolled in SCHIP after the 
one-year renewal: Ohio (30 percent), Kentucky (40 percent), North Carolina (43 percent), 
and Utah (46 percent).13  Just over half of children were still enrolled in South Carolina (56 
percent), while almost three-quarters remained enrolled in New Jersey (73 percent).  The 
estimated median length of enrollment in SCHIP ranged from 7 months in Ohio to over 29 
months in New Jersey.   Two states had combination programs—Kentucky and New Jersey.  
When analyzed separately, the enrollment patterns in Kentucky’s S-SCHIP and M-SCHIP 
programs were very similar, while in New Jersey slightly fewer children remained in M-
SCHIP (67 percent) compared to S-SCHIP (74 percent) following the one-year renewal 
period (results not shown). 

The results for SCHIP-only enrollment spells tell only part of the story since they do 
not account for uninterrupted transitions from SCHIP to traditional Medicaid.  As seen in 
the bottom panels of both Table 1 and Figure 1, estimated retention and enrollment length 
were notably improved when enrollment was measured as continuous enrollment in SCHIP 
or traditional Medicaid.  The estimated percent of new SCHIP enrollees still in public 
insurance through the annual renewal (at 14 months) ranged from 60 percent (Utah) to 84 
percent (South Carolina).  Median length of enrollment in public insurance among new 
SCHIP enrollees ranged from 23 months to over 29 months.14   

Some states had relatively more movement to Medicaid and increases in retention than 
others (see Figure 2).  For example, the proportion of children estimated to remain enrolled 
14 months after SCHIP enrollment increased by 34 percentage points in Ohio and by more 
than 20 percentage points in Kentucky, North Carolina, and South Carolina when transitions 
to Medicaid were included.  However, New Jersey and Utah showed less increase in the 
proportion of children remaining enrolled once months on Medicaid were incorporated in 
enrollment spells (7 and 13 percentage points, respectively).   

The smaller rate of movement between SCHIP and Medicaid in New Jersey and Utah is 
exhibited by smaller increases in retention once months on Medicaid were incorporated.  
Less movement between SCHIP and Medicaid in New Jersey may reflect the fact that the 
state used separate eligibility systems and workers for SCHIP and Medicaid and had higher 

                                                 
13 Ohio and New Jersey M-SCHIP had 6-month renewal periods until July 2000 when they were extended 

to 12 months. 
14 Since this study focused on SCHIP, the enrollment spell begins with SCHIP enrollment.  However, 

because children may have transitioned directly from traditional Medicaid to SCHIP, the length of enrollment 
presented here underestimates the total time on public insurance. 
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Table 1.  Percent of New SCHIP Enrollees Remaining Enrolled, and Length of Enrollment, in 

Public Insurance, April 1999 - September 2001

  
Percent of New Enrollees Remaining 

Enrolled at (Months): 

Length of 
Enrollment 
(Months): 

 

Number of 
New 

Enrollees 3 6 12 14 Mediana Meanb 

Enrollment in SCHIP Only        
Kentucky 107,465  88 72 53 40 12 14 
New Jersey 100,884  95 88 77 73 >29 22 
North Carolina 102,456  99 96 90 43 12 18 
Ohio 190,815  81 61 36 30 7 11 
South Carolina 59,275  92 80 63 56 16 17 
Utah 37,710  95 87 73 46 13 17 

Enrollment in Public 
Insurance        

Kentucky 107,465  97 90 79 68 26 21 
New Jersey 100,884  96 91 82 80 >29 24 
North Carolina 102,456  99 98 95 66 24 22 
Ohio 190,815  96 87 69 64 23 19 
South Carolina 59,275  98 95 89 84 >29 24 
Utah 37,710  98 93 83 60 25 20 

 
Source: Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes: Includes enrollment spells of new SCHIP enrollees (no enrollment in SCHIP in prior 6 

months) beginning in April 1999 through September 2001. Survival probabilities and length of 
enrollment are calculated with Kaplan-Meier nonparametric estimation.  Enrollment in public 
insurance includes months of continuous enrollment in SCHIP or Medicaid following initial 
enrollment in SCHIP. SCHIP enrollment spells in Kentucky and New Jersey present 
continuous enrollment in M-SCHIP or S-SCHIP in that state. 

 
a The median enrollment length is presented as greater than the longest observed enrollment spell, in 
cases where the median could not be estimated because the longest spell was censored. 
 
b Mean enrollment length may be underestimated because the longest enrollment spell was censored. 



 
10   

SCHIP and Medicaid:  Working Together to Keep Low-Income Children Insured 

Figure 1.  Percent of New SCHIP Enrollees Remaining Enrolled in Public Insurance, 
April 1999 - September 2001 

 
Enrollment in SCHIP 

 

 

 

 

 

 

 

 

 

 
Enrollment in Public Insurance 

 

 

 

 

 

 

 

 

 

 
Source:  Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes:   Includes SCHIP enrollment spells of new enrollees (no enrollment in prior 6 months) beginning 

in April 1999 through September  2001. Survivial probabilities are calculated with Kaplan-Meier 
nonparametric estimation. Enrollment in public insurance includes months of continuous 
enrollment in SCHIP and Medicaid, following initial enrollment in SCHIP. 
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Figure 2.  Percent of New SCHIP Enrollees Remaining Enrolled in Public Insurance Through the 

Annual Renewal Period, April 1999 - September 2001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes: Includes enrollment spells of new SCHIP enrollees (no enrollment in SCHIP in prior 6 

months) beginning in April 1999 through September 2001. Survival probabilities are 
calculated with Kaplan-Meier nonparametric estimation. Enrollment in public insurance 
includes months of continuous enrollment in SCHIP or Medicaid following initial enrollment 
in SCHIP.  Enrollment spells in Kentucky and New Jersey present continuous enrollment 
in M-SCHIP or S-SCHIP in that state. 
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rates of SCHIP retention to begin with.15  In Utah, SCHIP and Medicaid were administered 
through the same computer system, but families had to complete additional paperwork for 
children who appeared eligible for Medicaid.  These additional steps may explain the 
relatively smaller increase in retention when Medicaid was incorporated into the enrollment 
spells; however, another possible explanation—which cannot be discerned with existing 
data—is that a lower proportion of children in these two states had reductions in family 
income that would make them eligible for traditional Medicaid. 

The timing of disenrollment varied widely across states.  Even among states with 
similar proportions of children still enrolled in SCHIP after the one-year renewal, the timing 
of children’s exit from SCHIP varied considerably.  As seen in the top panel of Figure 1, two 
states—New Jersey and South Carolina—exhibited a relatively gradual decline in the 
proportion of children estimated to remain enrolled in SCHIP.  On the other hand, Ohio 
and Kentucky had early and steady declines in enrollment.  Finally, in the remaining two 
states—North Carolina and Utah—relatively few children left SCHIP until the one-year 
renewal period, when there was a sharp drop in the proportion enrolled.16  These two states 
had policies of 12-month continuous coverage, discussed in more detail below. 

The patterns of disenrollment in public insurance spells were similar to those of 
SCHIP-only spells (bottom panel of Figure 1).  For example, Ohio and Kentucky still had 
steady declines in enrollment, and there were still noticeable drops in enrollment around the 
time of renewal in Utah and North Carolina.  Nevertheless, there was far less variation 
across states in the proportion of children remaining enrolled following the annual renewal 
period.  The spread across states in the proportion of children estimated to remain enrolled 
at 14 months converged from 43 percentage points to 24 percentage points. 

The timing of transitions to Medicaid also varied by state.  In Ohio and South Carolina, 
the estimated proportion of children still enrolled improved at all time periods after initial 
enrollment when months on Medicaid were included (as seen by an upward shift in the 
entire enrollment probability curve in the bottom panel of Figure 1).  For example, the 
proportion of children estimated to remain enrolled at three months was noticeably higher 
(96 percent rather than 81 percent) in Ohio, suggesting that children moved between 
eligibility groups within Medicaid (M-SCHIP and traditional Medicaid) soon after SCHIP 
enrollment.  In contrast, in North Carolina’s S-SCHIP program, the enrollment curves for 
SCHIP-only and public insurance spells were similar up to 12 months; but in the public 
insurance curve, there was a much smaller drop in enrollment between months 12 and 14, 
indicating that many children were transferring to Medicaid at renewal. 

                                                 
15 In New Jersey, children who applied for SCHIP through the mail had their eligibility assessed through a 

central clearinghouse, while children who applied for SCHIP in person, or for Medicaid, had eligibility assessed 
through the local social services offices, which used a different computer system than the central SCHIP 
clearinghouse. 

16 The drops in enrollment occur at different times in these two states, which may reflect a difference in 
timing of coverage terminations following renewal or a difference in grace periods. 
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These results have shown that traditional Medicaid is an important source of continued 
coverage in public insurance for SCHIP enrollees.  Therefore, the remainder of the 
enrollment results presented below focus on the public insurance spells, since these present a 
more complete picture of enrollment patterns in public insurance among low-income 
children. 

A policy of 12-month continuous coverage delayed, but did not prevent, 
disenrollment from public insurance.  Under a policy of 12-month continuous coverage, 
children remain eligible for one year regardless of changes in family income or size that 
would otherwise make them ineligible.  The benefits from a policy of 12-month continuous 
coverage include stable insurance for children in families with fluctuating incomes and a 
steady enrollee population for states and managed care organizations (MCOs).   

Children in states with 12-month continuous coverage policies were more likely to 
remain enrolled in public insurance up to 12 months than in other states (Figure 1 and 
Table 1).  For example, the states with a policy of 12-month continuous coverage—North 
Carolina, South Carolina, and Utah—had the highest percent of children estimated to 
remain enrolled in public insurance (95, 89, and 83, respectively) at 12 months after 
enrollment.  (This pattern was also present for SCHIP-only spells.)  However, between 
months 12 and 14 there were large drops in the percent still enrolled in North Carolina and 
Utah, resulting in a relatively low percent of children still enrolled at 14 months (66 and 60, 
respectively).  These figures include children who retained coverage by switching to 
traditional Medicaid.  On the other hand, South Carolina, which showed a more gradual 
pattern of disenrollment over the year, still retained 84 percent of children at 14 months 
after enrollment.  This appears due to children having transitioned from M-SCHIP to 
traditional Medicaid coverage groups before the end of the annual renewal.  

In addition, even though retention was generally higher during the 12-month period in 
states with a continuous coverage policy, some children still left public insurance prior to 12 
months.  For example, 17 percent of new SCHIP enrollees in Utah had left public insurance 
by month 12.17  Possible explanations for disenrollment prior to the annual renewal in states 
with continuous coverage policies are that children turned 19, moved out of state, or 
obtained private insurance.  For example, in its 2001 annual SCHIP report to CMS, Utah 
reported the results of a disenrollee survey that found that the largest group of disenrollees 
(about one-third) had obtained employer-sponsored insurance. (Similar information was not 
available for the other study states.)   

Retention increased over the study period, a time during which many states 
implemented simplifications to the renewal process and other policy changes.   
Children who enrolled in SCHIP during the second half of the study period (July 2000 or 
later) were more likely to remain enrolled in public insurance through the annual renewal in 
four out of six study states (Table 2).  For example, in Ohio, 74 percent of children who 

                                                 
17 In Utah, Medicaid does not use a policy of 12-month continuous coverage, so if children transferred to 

Medicaid prior to 12 months, they would no longer be covered under this policy. 
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Table 2.  Percent of New SCHIP Enrollees Remaining Enrolled in Public Insurance Through the 
Annual Renewal, April 1999 - September 2001 

  Kentucky
New 

Jersey 
North 

Carolina Ohio  
South 

Carolina Utah 

All Enrollees 68 80 66 64 84 60 

Cohort       
Enrolled before 7/00 70 78 63 55 84 57 
Enrolled 7/00 or later 65* 86* 73* 73* 86 70* 

Prior Enrollment in Medicaid       
Immediate transfer  68 86* 71* 65* 84 61 
Prior enrollment with break 71 83* 61 63 84 63 
No prior enrollment 68 78 60 63 84 59 

Type of Plan (New Jersey)       
M-SCHIP A (<133% FPL) n.a. 82* n.a. n.a. n.a. n.a. 
S-SCHIP B (133-150% FPL) n.a. 91 n.a. n.a. n.a. n.a. 
S-SCHIP C (151-200% FPL)a n.a. 77* n.a. n.a. n.a. n.a. 
S-SCHIP D (201-350% FPL) a n.a. 74* n.a. n.a. n.a. n.a. 

 
Source: Medicaid Statistical Information System, FFY 1999-2001. 

 
Notes: Includes enrollment spells of new SCHIP enrollees (no enrollment in SCHIP in prior 6 months) 

beginning in April 1999 through September 2001. Survival probabilities calculated with Kaplan-
Meier nonparametric estimation. Enrollment is measured at 14 months after enrollment, to 
capture lags or grace periods in the annual renewal process. 

 
n.a. = not applicable. 
 
a Families in S-SCHIP C pay a monthly premium of $15; families in S-SCHIP D pay sliding scale monthly 
premiums from $30 to $100. 
 
*Significant at p < .05 level.  Reference categories are enrolled before 7/00, no prior enrollment in 
Medicaid, and S-SCHIP B. 
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enrolled in July 2000 or later were estimated to remain in public insurance after the annual 
renewal, compared to 55 percent of children who enrolled prior to July 2000.  This rate 
increased from 57 to 70 percent in Utah and from 78 to 86 percent in New Jersey.18  Ohio, 
New Jersey, and Utah all implemented changes to eligibility and/or renewal processes during 
the study period (see Appendix Table A.3).  North Carolina also experienced increases in 
retention over the study period, although it did not implement major policy changes related 
to renewal during that time.  (North Carolina did impose an enrollment freeze in January 
2001.  It is possible that fewer children left the program voluntarily, because families knew 
that they would not be able to reenroll.)  Therefore, we cannot attribute these increases in 
retention only to the policy changes, since they may also have been driven by trends in other 
factors such as more families remaining eligible for coverage or increases in general 
knowledge among families about retaining public insurance coverage.  

Kentucky is the only state in which the later cohort of children had lower retention (70 
percent among the earlier cohort and 65 percent among the later cohort).  At closer 
inspection, retention in Kentucky actually appeared to increase and then decrease along with 
state policy changes.  The state implemented enrollment and renewal simplifications—
removing face-to-face interviews and written verification of income—in July 2000 but then 
resumed the written verification of income and reinstated the face-to-face interview 
requirement (at renewal only) in June 2001.  When retention rates for children enrolling 
between April and June 1999 (who were due for annual renewal prior to the July 2000 
simplifications) were compared to those for children enrolling between July and September 
1999 (who were renewed after the simplifications were implemented), we observed a jump in 
retention at 14 months from 58 percent to 74 percent (results not shown).  However, among 
the later cohort of children—those enrolling after July 2000—only 65 percent of children 
were estimated to remain in public insurance through the annual renewal.  This decrease 
could be associated with the reinstatement, in June 2001, of income verification and face-to-
face interview requirements that had been removed in July 2000.  Kentucky also 
implemented its S-SCHIP program in November 1999.  Retention in the S-SCHIP program 
was slightly lower than in the M-SCHIP program; however, the decline in retention in the 
second half of the study period was apparent in both the M-SCHIP and S-SCHIP groups 
(results not shown). 

SCHIP enrollees who were previously in Medicaid were more likely to transfer 
back to Medicaid, resulting in longer spells in public insurance.  In New Jersey, North 
Carolina, and Ohio, SCHIP enrollees who had prior Medicaid enrollment in the study 
                                                 

18 Since children in the later cohort of enrollees were more likely to have censored spells, the precision of 
our survival probabilities is lower for this group.  However, we performed a sensitivity analysis in which we 
compared the estimates of the probability of remaining enrolled at 14 months between children newly enrolled 
in the first quarter of the “early cohort” (April–June 1999) and in the first quarter of the “later cohort” (July–
September 2000), for whom we can follow a full 15 months of enrollment.  Although the survival probabilities 
estimated for the July–September 2000 cohort were slightly lower than those for children enrolled in the entire 
later cohort, we found the same patterns of increases in the estimated probability of enrollment at 14 months 
between the two 3-month cohorts as we did between the entire “early” and “later” cohorts, suggesting that the 
retention increase found for the later cohort is not due to censoring. 
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period, particularly those who had transferred (with no break in coverage) from Medicaid to 
SCHIP, were more likely than SCHIP enrollees with no Medicaid history to remain 
continuously enrolled in public insurance (SCHIP or Medicaid) through the annual renewal 
(Table 2).  For example, in North Carolina, 71 percent of children who had transferred to 
SCHIP from Medicaid were estimated to still be on public insurance at 14 months, 
compared to 60 percent of children who had no prior enrollment in Medicaid in the study 
period.   

This result appears largely driven by a higher proportion of children with Medicaid prior 
to SCHIP transferring back to Medicaid, resulting in higher retention in public insurance 
compared to those with no Medicaid history.  For example, in Ohio, among children who 
had transferred into SCHIP directly from Medicaid, only 24 percent remained in SCHIP-
only at 14 months, compared to 39 percent among children who had not been enrolled in 
Medicaid prior to SCHIP (results not shown). Once transfers to Medicaid were included in 
the enrollment spells, 65 percent of children who had transferred from Medicaid to SCHIP 
were still enrolled at 14 months, compared to 63 percent of children with no Medicaid 
history (Table 2). 

In fact, in all study states, children with prior Medicaid were more likely to transfer back 
to Medicaid. For example, 28 percent of children in Kentucky who had transferred directly 
from Medicaid to SCHIP were estimated to be still enrolled in SCHIP only at 14 months, 
compared to 52 percent among children with no Medicaid history (results not shown).  But 
these two groups had the same retention rate at 14 months—68 percent—in public 
insurance, indicating that many children who had transferred from Medicaid to SCHIP had 
transferred back to Medicaid.   

These patterns may reflect that children with a history of Medicaid are in families with 
incomes near the Medicaid eligibility limit whose fluctuating earnings cause them to move 
between programs.  Their families may be also be more familiar with public insurance and 
the process for remaining enrolled. 

Children subject to premium payments had shorter enrollment spells than other 
children.  In New Jersey, the one study state with premiums for some S-SCHIP families, 
children enrolled in SCHIP programs with premium requirements were less likely to remain 
enrolled in public insurance after the annual renewal than children in programs with no 
premiums.  New Jersey has one M-SCHIP program (SCHIP A) and three S-SCHIP plans 
(SCHIP B, C, and D).  Families in the first two programs (with incomes up to 133 percent 
FPL and from 134 to 150 percent FPL, respectively) pay no premiums; families in SCHIP C 
(with incomes from 151 to 200 percent FPL) pay a monthly premium of $15; and families in 
SCHIP D (with incomes from 201 to 350 percent FPL) pay a sliding scale monthly premium 
of $30 to $100.   

Among the two higher-income S-SCHIP groups with premium requirements, 74 
percent of children enrolled in SCHIP D and 77 percent of children in SCHIP C were still 
enrolled in public insurance after the first renewal, compared to 91 percent of children in the  
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S-SCHIP group with no premiums (SCHIP B) (Table 2).  This difference in the probability 
of remaining enrolled was apparent prior to the annual renewal as well.  However, as with 
findings in other states (Dick et al. 2002), it is not possible to determine if these differences 
reflect disenrollment due to premium non-payment or to other characteristics of families in 
the different SCHIP programs.  For example, families with higher incomes may generally be 
able to transition to private insurance more easily.  (The reenrollment results discussed 
below indicate that the children with premium requirements are more likely to return to 
SCHIP after a short period, suggesting some of these families did not intend to leave the 
program.) At the other extreme, children in the lowest income program—M-SCHIP (SCHIP 
A)—were also less likely to remain enrolled in public insurance through the annual renewal 
than children in the non-premium paying S-SCHIP group (SCHIP B): 82 percent versus 91 
percent.  This may have to do with differences in characteristics of children or in the 
administration of the renewal process across the two programs.  For example, M-SCHIP was 
administered through local offices for children who did not apply through the mail. 

Reenrollment Patterns Among SCHIP Disenrollees 

Since children in SCHIP may experience breaks in coverage, we also examine 
reenrollment among children who were observed to leave SCHIP, focusing on the 
probability of reenrollment at 3 and 12 months since disenrollment.  “Short-term 
reenrollment”—that is, reenrollment within 3 months of leaving SCHIP—may  indicate loss 
of SCHIP coverage for administrative rather than eligibility reasons.  Short-term 
reenrollment imposes administrative costs on states and health plans.  In contrast, long-term 
reenrollment—returning to SCHIP within 12 months of exit—may reflect the dynamic 
circumstances of low-income families, who may have lost eligibility for a period of time but 
return to the program when their circumstances change. 

We analyzed the subset of new SCHIP enrollees who were observed to disenroll from 
SCHIP between May 1999 and July 2001.  A disenrollment spell begins when a child leaves 
SCHIP and has no public insurance (including Medicaid) for at least one month.  As with 
enrollment spells, we examined two types of disenrollment spells: (1) those that end once a 
child has reenrolled in SCHIP and (2) those that end when a child has reenrolled in SCHIP 
or Medicaid.  We also examined the estimated probabilities of reenrollment in public 
insurance by various child and program characteristics, at 3 and 12 months after SCHIP exit.   

Relatively few children who disenrolled from SCHIP reenrolled in SCHIP within 
the first year, but slightly more children reenrolled into Medicaid.  Estimated rates of 
reenrollment in SCHIP within three months ranged from 4 percent in three study states 
(North Carolina, South Carolina, and Utah) to 11 percent in New Jersey (top panel of 
Figure 3).  More children were estimated to reenroll within one year: 10 to 12 percent of 
disenrollees were reenrolled in SCHIP in North Carolina, South Carolina and Utah, while 
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Figure 3.  Percent of Children Reenrolling in Public Insurance Within Three and Twelve Months, 
Among Disenrollees from SCHIP 

 
Reenrollment Within Three Months 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Reenrollment Within Twelve Months 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source:  Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes:  Includes the sample of new enrollees to SCHIP between April 1999 and September 2001 who 

were observed to disenroll from SCHIP between May 1999 and August 2001 and to have no 
enrollment in public insurance for at least one month. Probability of reenrollment calculated with 
Kaplan-Meier nonparametric estimation. 
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19 to 21 percent of children reenrolled in Kentucky, New Jersey, and Ohio (bottom panel of 
Figure 3).19 

When reenrollment into SCHIP or traditional Medicaid was considered, reenrollment 
rates were slightly higher (see Figure 3).  From 7 to 16 percent of children were estimated to 
be reenrolled in SCHIP or Medicaid within 3 months of leaving SCHIP, compared to 4 to 
11 percent reenrolling in SCHIP.  For example, in Ohio, while 7 percent of SCHIP 
disenrollees reenrolled in SCHIP within 3 months, another 9 percent of disenrollees had a 
break in coverage of at least one month before reenrolling in traditional Medicaid.  And 
within one year of leaving SCHIP, from 22 to 43 percent of children had reenrolled in 
SCHIP or Medicaid, compared to 10 to 21 percent of families reenrolling in SCHIP only 
(Figure 3).  For example, in Ohio, 21 percent of children were estimated to be reenrolled in 
SCHIP within 12 months, but an additional 22 percent were reenrolled in traditional 
Medicaid. 

The increase in short-term reenrollment when traditional Medicaid is included suggests 
that some children who left SCHIP and who were eligible for Medicaid did not transfer 
directly to Medicaid.  This occurred even in states with a high degree of coordination 
between SCHIP and Medicaid: Ohio and South Carolina, two states where SCHIP is a 
Medicaid expansion, and North Carolina.  This suggests that public insurance retention 
presented previously could have been even higher if the children who reenrolled after a 
break had transferred directly to Medicaid.  The large increase in longer-term (12-month) 
reenrollment when Medicaid is considered may reflect that many low-income families who 
leave SCHIP experience fluctuations in income over time that make them eligible for 
Medicaid.    

Children with prior Medicaid were more likely to reenroll in public insurance 
after SCHIP exit.  The remainder of results on reenrollment (Tables 3 and 4) focus on 
reenrollment back into SCHIP or Medicaid.  In all study states, children who had been on 
Medicaid prior to their SCHIP enrollment spell were more likely than children with no 
Medicaid enrollment history (during the study period) to reenroll in public insurance after 
leaving SCHIP.  Families with a history of Medicaid may have incomes closer to the 
Medicaid limit, more volatile incomes, fewer options for earnings and private insurance, or 
more institutional knowledge of public insurance than families with no Medicaid history.   

In all six states, children who had experienced a break in coverage between Medicaid 
and SCHIP were even more likely to reenroll after leaving SCHIP than children who had 
transferred immediately from Medicaid.  For example, in South Carolina, an estimated 47 
percent of children who had been on Medicaid prior to the SCHIP spell but who had a 
break in coverage were estimated to reenroll in public insurance within 12 months, 
compared to 34 percent of children who had transferred directly from Medicaid (Table 4).  

                                                 
19 Kentucky, New Jersey, North Carolina, and Utah had waiting periods for enrollment among children 

with private insurance (ranging from two to six months); however, these waiting periods do not apply to 
children who lost that coverage involuntarily or to children enrolled in M-SCHIP in Kentucky or New Jersey. 
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Table 3. Percent of Children Reenrolling in Public Insurance Within Three Months, Among  
  SCHIP Disenrollees 

  Kentucky
New  

Jersey 
North 

Carolina Ohio 
South 

Carolina Utah 

All Enrollees 14 13 11 16 11 7 

Cohort       
Enrolled before 7/00 15 15 10 16 11 7 
Enrolled 7/00 or later 13 6* 11 16 14 7 

Prior Enrollment in Medicaid       
Immediate transfer to SCHIP  17* 16* 12* 17* 13* 9* 
Prior enrollment with break 19* 22* 13* 22* 15 12* 
No prior enrollment 12 12 9 13 8 5 

Timing of Disenrollment       
Outside renewal period 14 13 9 16 11 7 
At renewal 15 15 11* 16 11 8 

Type of Plan (New Jersey)       
M-SCHIP A (<133% FPL) n.a. 12* n.a. n.a. n.a. n.a. 
S-SCHIP B (133-150% FPL) n.a. 6 n.a. n.a. n.a. n.a. 
S-SCHIP C (151-200% FPL)a n.a. 17* n.a. n.a. n.a. n.a. 
S-SCHIP D (201-350% FPL) a n.a. 10 n.a. n.a. n.a. n.a. 

 
Source: Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes: Includes the sample of new enrollees to SCHIP between April 1999 and September 2001 

who were observed to disenroll from SCHIP between May 1999 and August 2001 and to 
have no enrollment in public insurance for at least one month. Probability of reenrollment 
calculated with Kaplan-Meier nonparametric estimation.  Reenrollment into public insurance 
is reenrollment into SCHIP or Medicaid. 

 
a Families in S-SCHIP C pay a monthly premium of $15; families in S-SCHIP D pay sliding scale monthly 
premiums from $30 to $100. 

 
*Significant at p < .05 level.  Reference categories are enrolled before 7/00, no prior enrollment in 
Medicaid, disenrollment outside renewal period, and S-SCHIP B. 
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Table 4. Percent of Children Reenrolling in Public Insurance Within Twelve Months,  
  Among SCHIP Disenrollees 

  Kentucky
New    

Jersey 
North 

Carolina Ohio 
South 

Carolina Utah 

All Enrollees 33 24 30 43 31 22 

Cohort       
Enrolled before 7/00 34 27 31 44 31 23 
Enrolled 7/00 or later 26* 15* 28 36* 32 20 

Prior Enrollment in Medicaid      
Immediate transfer to SCHIP 38* 32* 33* 46* 34* 27* 
Prior enrollment with break 42* 40* 40* 55* 47* 35* 
No prior enrollment 28 22 26 36 25 17 

Timing of Disenrollment      
Outside renewal period 33 24 27 43 31 21 
At renewal 31 25 31 42 33 23 

Type of Plan (New Jersey)       
M-SCHIP A (<133% FPL) n.a. 27* n.a. n.a. n.a. n.a. 
S-SCHIP B (133-150% FPL) n.a. 15 n.a. n.a. n.a. n.a. 
S-SCHIP C (151-200% FPL)a n.a. 29* n.a. n.a. n.a. n.a. 
S-SCHIP D (201-350% FPL) a n.a. 17 n.a. n.a. n.a. n.a. 

 
Source: Medicaid Statistical Information System, FFY 1999-2001. 
 
Notes: Includes the sample of new enrollees to SCHIP between April 1999 and September 2001 

who were observed to disenroll from SCHIP between May 1999 and August 2001 and to 
have no enrollment in public insurance for at least one month. Probability of reenrollment 
calculated with Kaplan-Meier nonparametric estimation.  Reenrollment into public insurance 
is reenrollment into SCHIP or Medicaid. 

 
a Families in S-SCHIP C pay a monthly premium of $15; families in S-SCHIP D pay sliding scale monthly 
premiums from $30 to $100. 

 
*Significant at p < .05 level.  Reference categories are enrolled before 7/00, no prior enrollment in 
Medicaid, disenrollment outside renewal period, and S-SCHIP B. 
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One explanation for this finding is that the families of these children may have unsteady 
employment and are gaining and losing private coverage.  Another potential explanation is 
that some families may tend to let public coverage lapse but then reenroll when a child needs 
health care. 

Children who were subject to premium requirements were more likely to reenroll 
in public insurance than those without premium requirements.  Children in New 
Jersey who were subject to premiums (S-SCHIP C and S-SCHIP D) were more likely to 
reenroll in public insurance within 3 and 12 months than children in the S-SCHIP program 
(S-SCHIP B) without premiums (Tables 3 and 4).  An estimated 17 percent of children in 
S-SCHIP C and 10 percent of children in S-SCHIP D reenrolled in SCHIP or Medicaid 
within 3 months, compared to 6 percent of children in S-SCHIP B (only differences between 
S-SCHIP C and S-SCHIP B were statistically significant).   

As was seen in Table 2, children in S-SCHIP C and D had lower retention in public 
insurance, but we were unable to disentangle the effects of premiums from those of other 
factors on retention (such as potentially more opportunities for private insurance among 
families with higher income levels).  However, the fact that children with premium 
requirements were more likely to reenroll suggests that their exits may have been related to 
premium non-payment.   

Children in M-SCHIP (SCHIP A) were also more likely to reenroll than were the 
children in SCHIP B.  These children also had lower retention in public insurance than 
children in SCHIP B, as noted above in the findings on retention and premiums.  This 
suggests that there may be issues with retaining coverage among this group of children.  As 
stated above, during the study period, M-SCHIP in New Jersey was administered through 
both local Medicaid offices and the state enrollment broker for S-SCHIP, depending on how 
children applied (in person or through mail, respectively).  Therefore, administrative barriers 
could have played a role in this pattern. 

Reenrollment in public insurance did not vary by whether children left SCHIP at 
the time of renewal or outside renewal.  Children who left SCHIP at the time of renewal 
did not appear more likely to reenroll in public insurance than children who left the program 
before or after the renewal period.  North Carolina was the only state in which there was a 
statistically significant difference in the probability of short-term reenrollment, but this 
difference was small—11 percent among children who left SCHIP at renewal versus 9 
percent among children who left SCHIP outside the renewal period (Table 3).  One might 
expect that children who left SCHIP at renewal might be more likely to have left for non-
eligibility reasons—such as difficulties completing the renewal process—and therefore might 
be more likely to reenroll.  The fact that the data do not support this hypothesis might 
reflect that children in the study states leave SCHIP unintentionally (and subsequently 
reenroll) at all times, not just at renewal.   

Reenrollment rates did not vary over time except in one state.  In New Jersey, 
unlike other states, there were significant differences in the probability of reenrollment 
between children who enrolled in SCHIP in the first half of the study period versus the 
second half.  In this state, 15 percent of SCHIP disenrollees who had entered SCHIP prior 
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to July 2000 reenrolled into public insurance within three months, compared to only 6 
percent of children who enrolled in SCHIP in July 2000 or later.  This decrease may reflect 
the state’s reduction in income documentation requirements (see Appendix Table A.3), 
which may have reduced disenrollment for procedural reasons, thus reducing short-term 
reenrollment.20    

IMPLICATIONS 

There are many reasons to promote retention and continuous enrollment for low-
income children in SCHIP and Medicaid: to prevent access to care problems and disruptions 
in preventive care, to lower rates of uninsurance, to lower administrative costs for states, and 
to maintain stable enrollment in managed care organizations.  This analysis provides 
evidence on enrollment and reenrollment spells in SCHIP and Medicaid in six states, 
resulting in five key findings: 

• The timing of disenrollment from SCHIP varied widely across states; in some 
states, many children left prior to the annual renewal.  

• Transitions from SCHIP to traditional Medicaid coverage greatly increased 
retention in public insurance in most study states. 

• A policy of 12-month continuous coverage delayed, but did not reduce, 
disenrollment. 

• Retention increased over the study period, in most states.  

• Many children moved back and forth between SCHIP and Medicaid, 
sometimes with breaks in coverage. 

The findings in this study add to the body of evidence that significant portions of 
children leave SCHIP before or at the time of the 12-month renewal.  While disenrollment 
was lower when transitions to Medicaid were considered, more than 30 percent of new 
SCHIP enrollees had left public insurance after 12 months in four of six states.  It is not 
possible to determine from this study what proportion of children left because they were 
ineligible rather than for potentially avoidable administrative reasons.  And, unfortunately, 
we cannot observe the insurance status of children who leave SCHIP,21 although previous 
studies have found that about one-half of children who leave SCHIP become uninsured 
(Trenholm 2005; Sommers 2005).  Nevertheless, the findings of this study have implications 
for states trying to improve the retention of eligible children.  
                                                 

20 This finding might also result from a high degree of censoring of the disenrollment spell among the 
later cohort of children; however, other states also had a similar amount of censoring among the later enrollee 
cohort but did not exhibit this pattern. 

21 Administrative data systems and state-sponsored disenrollee surveys offer limited information due to 
differences between, and limitations of, data systems and methodologies. 
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Increases in retention over the study period are encouraging and suggest that 
state efforts to simplify the renewal process were effective.  There were notable 
increases in the estimated probability of remaining enrolled in SCHIP in states that 
implemented policy changes to simplify renewals and reduce the frequency of renewals.  Of 
course, these increases could also be driven by secular trends in insurance opportunities 
available to families outside of SCHIP and also by a general learning curve among states and 
families for remaining enrolled.  This study does not attempt to attribute causality between 
policy changes and increases in retention.  It is notable, however, that in the one state that 
implemented renewal simplifications and then reversed the simplifications, retention 
appeared to increase and decrease accordingly. 

States wishing to increase retention have many options, including (1) simplifying the 
renewal process (e.g., mail-in, pre-printed forms, shorter forms); (2) educating families on 
the importance of retaining coverage, the benefits of stable health insurance, and the renewal 
process; (3) providing renewal assistance at outreach centers or health care settings; (4) 
following up with families who are at risk of disenrollment; (5) providing non-English 
materials; (6) using information from other public programs, when available, to determine 
SCHIP eligibility; (7) allowing “rolling-eligibility” to extend the next renewal date, should a 
family provide mid-cycle eligibility information;22 (8) applying or extending grace periods for 
premium non-payment; (9) improving computer systems to avoid inappropriate 
disenrollment; and (10) starting the renewal process significantly before the end of the 
eligibility period (60 days or more).  States might also work with MCOs, as it is beneficial to 
these organizations to keep eligible children enrolled.  As such, MCOs are becoming 
increasingly involved in promoting retention in SCHIP and Medicaid by contracting with 
states to educate families about renewals and to help them complete renewals (Redmond 
2005).  This strategy has the potential to reach a significant number of SCHIP enrollees: in 
FFY 2004, 26 states used managed care as the predominant type of delivery system for 
SCHIP enrollees (covering 68 percent of SCHIP enrollees), while 6 states used mixed 
systems of managed care with FFS and/or PCCM delivery systems.23  

A policy of 12-month continuous coverage has many advantages, but does not 
increase retention following renewal.  A policy of 12-month continuous coverage is often 
cited as a strategy to improve retention in SCHIP.  Three of the six states in the study had 
this policy (although all had implemented it prior to the study period, so it was not possible 
to examine enrollment patterns after implementing this policy).   While  the states with this 
policy kept a majority of children enrolled up to the first renewal, there was a large drop in 
enrollment at renewal in two of the three states (even after transitions to Medicaid were 
considered).  As a result, estimated probabilities of remaining enrolled after the annual 
renewal were similar to those in states without this policy.  This suggests that efforts to 
reduce inappropriate disenrollment at renewal will be important in states with this policy.  

                                                 
22 Under this policy, if a family supplies eligibility information partway through an enrollment cycle, its 

renewal cycle could be reset to one year from that date. 
23 Based on data from CMS’s SCHIP Enrollment Data System (SEDS). 
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Despite the drop in enrollment at renewal, an advantage to 12-month continuous coverage 
policies is that children have stable health coverage for a longer period of time.  Additionally, 
there is lower turnover on a month-to-month basis in the programs, possibly resulting in less 
administrative burden on states (Irvin et al. 2001).  

The timing of disenrollment may help to focus strategies to improve retention.  
Many of the strategies to increase retention focus on educating families about renewal and 
simplifying the renewal process.  However, patterns of disenrollment varied widely across 
the six study states, and focusing on disenrollment at renewal may miss other opportunities 
to improve retention in some states.  In two study states, over 20 percent of children left 
public insurance prior to one year, and close to 20 percent had left in one state with 12-
month continuous coverage.  While some of these children may have left because they were 
no longer eligible, states that observe significant disenrollment prior to renewal might 
investigate other potential reasons such as issues with computerized eligibility systems and 
premium nonpayment.   

Coordination between SCHIP and Medicaid appears important for extending 
coverage and maintaining stable coverage.  This study finds that traditional Medicaid is 
key to continuing health insurance coverage among children leaving SCHIP, a finding 
consistent with previous studies (Allison et al. 2001; Hill and Lutzky 2003; Wooldridge et al. 
2005).  While transitions from SCHIP to Medicaid coverage were particularly important for 
states with Medicaid-expansion SCHIP programs—in which children switched between 
coverage groups in the same program—they were also important for several states with 
separate SCHIP programs.  For example, accounting for transfers to Medicaid from North 
Carolina’s SCHIP program greatly decreased disenrollment rates at time of renewal.  
Previous work found a high degree of coordination between S-SCHIP and Medicaid in this 
state (Trenholm 2005).  For example, the state uses the same eligibility workers, computer 
systems, and policies for SCHIP and Medicaid.   

The relative importance of traditional Medicaid at SCHIP exit is a function of the 
proportion of children losing SCHIP because their family incomes dropped low enough to 
be eligible for Medicaid.  In addition, administrative coordination between the programs 
likely plays a role in transfers.  In the two states that did not appear to have a high degree of 
coordination between SCHIP and Medicaid (Utah and New Jersey)—because they used 
separate computer systems or eligibility workers (New Jersey) or had additional enrollment 
requirements for Medicaid (Utah)—there was much less movement between the programs.   

Children with a history of Medicaid coverage prior to enrolling in SCHIP were more 
likely to transfer back to Medicaid from SCHIP; this movement extended their enrollment 
length in public insurance relative to children without prior Medicaid in a number of states.  
Children who were previously on Medicaid prior to SCHIP but had a break in coverage were 
also more likely to reenroll in public insurance, especially in the longer term (12 months).  
These patterns demonstrate that families in these programs have dynamic circumstances.  
The breaks in coverage suggest that there are children who are not able to move seamlessly 
between the programs.   
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These findings reinforce the need for coordination between SCHIP and Medicaid.  It is 
generally agreed that states could do more to facilitate coordination between the programs 
(Wooldridge et al. 2003; Hill and Lutzky 2003; Thompson 2003).  For example, one review 
found that only 3 out of 14 states with S-SCHIP programs had achieved a high degree of 
integration between the programs (Thompson 2003).  (New Jersey ranked moderate and 
Utah ranked low in this study.)  States can promote coordination between SCHIP and 
Medicaid by using the same renewal periods, forms, and documentation requirements, or, if 
administered separately, by improving communication and flow of data between SCHIP and 
Medicaid eligibility systems and workers.  Efforts by states to educate families about the 
importance of continuous public health coverage might help reduce the level of churning in 
cases where families are voluntarily letting coverage lapse. 

A recent study finds that states with separate SCHIP programs had higher levels of 
“drop out” (leaving for non eligibility-related reasons) than states with Medicaid expansion 
programs only (Sommers 2005).  Another study finds that a higher percentage of children 
who left separate SCHIP programs became uninsured compared to children who left 
Medicaid expansion programs, a finding that appeared largely driven by a lower proportion 
of children enrolling in Medicaid from S-SCHIP programs, especially in states with 
challenges in coordination between SCHIP and Medicaid (Trenholm 2005).  The results 
from the current analysis suggest a key role for Medicaid in continuing public insurance 
coverage and room for improvement in coordination between SCHIP and Medicaid in some 
states with separate programs.  However, it does not find strong evidence for one model of 
SCHIP being more effective than others, in terms of retention in public insurance.  We find 
significant variation in retention and transfers to Medicaid within types of programs.  For 
example, North Carolina and Utah, both S-SCHIP programs, had different patterns of 
retention and transfers to Medicaid.  Among the combination programs, New Jersey had the 
highest retention rate in public insurance but had relatively few transfers to Medicaid, while 
Kentucky had lower retention in public insurance but benefited greatly from transfers to 
Medicaid. 

Limitations and Caveats 

The results from this study should be interpreted in light of certain limitations.  It is a 
study of six states using descriptive methods.  Since we had limited follow-up time for some 
children, we used non-parametric estimation to generate probabilities of remaining enrolled 
and reenrollment.  In addition, this study examined SCHIP programs that were in varying 
stages of maturity.  For example, the Ohio and South Carolina programs had begun well 
before the study period, while North Carolina began enrolling children in October 1998, the 
first month of our data, and Kentucky’s S-SCHIP program was not implemented until 
November 1999.  This may affect differences in retention across states. 

Although the administrative data used in this study provided complete data for children 
ever enrolled in SCHIP and Medicaid during the study period, the data do not distinguish 
children who leave SCHIP for eligibility-related reasons or for administrative reasons.  
Therefore, it is not possible to measure retention among those children who remain eligible 
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for SCHIP (or for public insurance more broadly).  Nor  is it possible to determine whether 
children leaving SCHIP obtain private insurance or become uninsured. 

This study relied on data for FFY 1999 to 2001.  Our findings suggest disenrollment 
decreased over the period, possibly related to policy changes and administrative 
simplifications.  Since then, there have been more changes in SCHIP and Medicaid programs 
in the study states.  For example, in 2001, North Carolina formed a “state re-enrollment 
work group” to develop a plan for improving retention, including having more family-
friendly notices and producing all materials in English and Spanish.  At the very end of the 
study period, New Jersey implemented a “retention unit” to assess enrollee satisfaction and 
educate families about the importance of renewing coverage and the renewal process.  The 
unit sends letters to families and conducts home visits.  South Carolina shortened its renewal 
form and implemented a type of passive renewal in September 2001.24  These changes may 
have contributed to further increases in retention since the period of this study. 

Another change since the study period is in the economy.  The economy contracted in 
2001, and states began to face budget shortfalls.  The effect on SCHIP retention is 
unknown.  On the one hand, families may have been less likely to experience increases in 
income or gain access to employer-sponsored insurance, making them less likely to leave 
SCHIP.  On the other hand, states have faced pressure to rein in Medicaid and SCHIP costs, 
which may have slowed or reversed efforts to simplify enrollment and renewal policies.  For 
example, several states implemented more restrictive enrollment and renewal policies in 
2003, including three states that rescinded 12-month continuous coverage policies (Cohen 
Ross and Cox 2003; Hill et al. 2004).  By FFY 2004, enrollment in SCHIP had increased to 
over 6 million children enrolled during the year.  However, between FFY 2003 and 2004, 12 
states reported drops in the number of children enrolled during the year.  It is likely that 
struggling state economies will continue to put pressure on both SCHIP and Medicaid.   

CONCLUSION 

This study has demonstrated that retention in SCHIP not only varies by state but over 
time.  During the study period, retention increased in five of six study states, and declined in 
one state that reversed its administrative simplifications.  In recent years, many states have 
continued to refine their retention strategies, but others—in the face of budget pressures—
have implemented policies that may directly or indirectly reduce retention.  Given the 
dynamic nature of the SCHIP program—and the context in which it operates—ongoing 
monitoring would be desirable to assess the consequences of policy changes on 
disenrollment or reenrollment.  In addition, continued emphasis on ensuring that SCHIP 
and Medicaid are working together will not only improve the continuity of health insurance 
coverage among low-income children, but may also improve the continuity of the health care 
they receive. 

                                                 
24 Passive renewal was repealed in 2003 during a severe budget shortfall. 
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:  Background Tables on SCH
IP Programs 

Table A.1.  Key SCHIP and Medicaid Program Eligibility Provisions for Children, FFY 2001

 Income Limit (% FPL)  SCHIP 
Program Start 

Date Agesa Age < 1 Age 1-5 Age 6-16 Age 17-18b 

Presumptive 
Eligibility for 

Children 

Premium/ 
Enrollment 

Fee 

Kentucky         
 S-SCHIP 11/99 0-18 200 200 200 200 No No 
 M-SCHIP 7/98 1-18 N/A 150 150 100 No No 
 Medicaid -- 0-20 185 133 100 33 No No 

New Jersey         
 S-SCHIP 3/98 0-18 350 350 350 350 Yes $0-$100c 

 M-SCHIP 2/98 6-18 133 133 133 133 Yes No 
 Medicaid -- 0-20 185 133 100 41 Yes No 

North Carolina         
 S-SCHIP 10/98 0-18 200 200 200 200 No $50-$100d 

 Medicaid -- 0-20 185 133 100 100 No No 

Ohio         
 M-SCHIP 1/98 0-18 200 200 200 200 No No 

 Medicaid -- 0-20 133 133 100 33 No No 

South Carolina         
 M-SCHIP 8/97 1-18 N/A 150 150 150 No No 
 Medicaid -- 0-20 185 133 100 50 No No 

Utah         
 S-SCHIP 8/98 0-18 200 200 200 200 No No 
 Medicaid -- 0-20 133 133 100 100 No No 
 
Source: MPR analysis of FFY 2001 SCHIP annual reports; CMS 2001. 
 
Notes: Any changes to these eligibility policies during the study period are noted in Appendix C. 

a The analysis of Medicaid data excludes children ages 19 and 20.  New Jersey began covering adults under SCHIP in September 2000, but these 
individuals are not included in the analysis. 
bThe Omnibus Budget Reconciliation Act of 1990 included a mandate that Medicaid coverage be phased in for children with family incomes up to 
100 percent of the FPL who were born after September 30, 1983.  Therefore, after this study period, Medicaid coverage for children ages 17-18 
was increased to 100 percent FPL. 
cMonthly premium per family.  Families with incomes of 151-200 percent FPL pay $15 per month, and families with incomes of 201 percent FPL or 
more pay sliding scale premiums from $30 to $100.  Families with incomes of 134 to 150 percent FPL do not pay premiums. 
d Enrollment fee per child in families above 150% FPL; family cap is at $100. 
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Table A.2.  SCHIP and Medicaid Renewal Policies and Procedures, FFY 2001 
 

 
Source: MPR analysis of FFY 2001 SCHIP annual reports; CMS 2001.   
 
a In July 2000, the state implemented mail-in renewal and self-declaration of income. In June 2001, a face-to-face interview and income 
documentation requirements were reimposed.  (The state resumed mail-in renewals in 2002.) 
b New Jersey also conducted targeted mailings to selected populations. 
c Changes in the family’s circumstances did not affect a child’s eligibility unless the parent is found eligible for TANF or SSI, in which case the  
child is transferred to Medicaid. 
d Families received pre-printed renewal forms and could renew SCHIP over the phone; families were only required to submit additional 
documentation when there had been a job change. 

 

Renewal 
Period 

(Months) 

12-Month 
Continuous 
Coverage 

Separate Renewal 
Form from 
Application 

Mail-In 
Renewal 
Option 

Pre-Printed 
Renewal 

Form 

Income  
Verification Required 

at Renewal 

Follow-up by 
Outreach 
Workers 

Kentucky        
 S-SCHIP 12  

a aa a 
a a 

 M-SCHIP 12  a a a a  
a a 

 Medicaid 12  a  a  
a  

New Jersey        
 S-SCHIP 12  a a a a ab 
 M-SCHIP 12   a a a a ab 
 Medicaid 12   a a a a ab 

North Carolina        
 S-SCHIP 12   ac a a  a a 
 Medicaid 12 a a a  a  

Ohio        
 M-SCHIP 12    a  a  
 Medicaid 12    a  a  

South Carolina        
 M-SCHIP 12 a a a a a a 
 Medicaid 12 a a a a a a 
Utah        
 S-SCHIP 12 a a ad 

a ad a 
 Medicaid 12     a  
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 Appendix A:  Background Tables on SCHIP Programs 

 
 
Table A.3. Key Changes in Eligibility and Renewal Policies During the Study Period, FFY 

1999-2001 

State Date Description 

Kentucky 7/99 Expanded income eligibility limit from 133% to 150% FPL for M-SCHIP 

 11/99 Implemented S-SCHIP program with eligibility limit to 200% FPL 

 7/00 Dropped requirement for face-to-face interviews 
Dropped requirement for written verification of income 

 6/01 Resumed requirement for written verification of income with mail-in 
application  
Resumed face-to-face interview and verification of income at time of 
renewal 

New Jersey 7/00 Switched from 6- to 12-month renewal period for Medicaid and  
M-SCHIP  
Families only required to verify “volatile” income 

 1/01 Implemented a section 1115 demonstration for parents; coverage up to 
200% FPL 

 9/01 Implemented a “retention unit,” which conducts outreach to families prior to 
their renewal period and follows up with non-respondents 

North Carolinaa 1/01 Implemented an enrollment freeze 

Ohio 11/99 Implemented ex-parte review policy (caseworkers review potential Medicaid 
eligibility for other categories prior to terminating coverage) 

 7/00 Expanded income eligibility limit from 150% to 200% FPL 
Switched from a 6- to 12-month renewal period for Medicaid and M-SCHIP 
Allowed self-declaration of non-income items for Medicaid and M-SCHIP 
Emphasized not terminating M-SCHIP/Medicaid during an eligibility 
redetermination for another program 

South Carolina  Noneb 

Utahc 7/00 Redesigned S-SCHIP renewal forms, adding pre-printed forms; families 
would no longer have to “reapply” for coverage but would have to contact 
their eligibility staff to verify the information is still correct and provide 
additional documentation in the case of a job change 

 
Source:  State annual SCHIP reports, FFY 1999-2001. 

aIn 10/01, North Carolina lifted its enrollment freeze. 
bIn 10/01, South Carolina implemented a “passive” renewal process for M-SCHIP and poverty-related 
Medicaid in which families are mailed a pre-printed form and asked to return it only if there have been 
changes in income, household composition, or child care payments. Families not returning the form or 
contacting the office within 30 days of the mailing date are presumed to have had no change in 
circumstances and continued eligibility is authorized automatically by the system.   
cUtah implemented an enrollment freeze in 12/01, following the period of this study. 
 


