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Advocates Call SCHIP Enrollment Data Misleading

An AAP committee chairman says the HHS’s recent
statements indicating enthusiasm are disingenuous.

BY ALICIA AULT

Associate Editor, Practice Trends

he federal government’s portrayal

I of enrollment growth in the State

Children’s Health Insurance Pro-

gram in 2007 is disingenuous and some-

what misleading, advocates for children’s
programs said.

According to the Centers for Medicare
and Medicaid Services, 7.1 million children
were enrolled in the program (SCHIP) in
2007, up from 6.7 million in 2006.

“While we are pleased that SCHIP con-
tinues to grow, we must do more to reach
those at the lowest income levels who still
need this coverage,” Mike Leavitt, Health
and Human Services secretary, said in a
statement. “Toward that end, we will con-
tinue to work with Congress on the reau-
thorization of this vital program.”

That comment is “disingenuous,” Dr.
Steve Wegner, chairman of the child
health funding committee at the American
Academy of Pediatrics, said in an inter-
view. He noted that President Bush vetoed
a compromise agreement to reauthorize
SCHIP not once, but twice, in 2007.

“The administration did everything pos-
sible to stand in the way of the reautho-
rization,” Jenny Sullivan, a health policy an-
alyst with Families USA, said in an interview.

SCHIP was finally given a reprieve, with
Congress passing, and the president sign-
ing, a funding extension through March
2009. But the program still has not been
formally reauthorized.

And, said Ms. Sullivan and Dr. Wegner,
many millions more children would have
been covered in 2007 if the reauthoriza-
tion had been approved when it was first
taken up early in the year.

CMS spokeswoman Mary Kahn said
that it was not accurate to imply that the
Bush administration did not want to con-
tinue the SCHIP program. The adminis-
tration did, however, want to fund it at a
lower level, she said in an interview.

Also in the HHS statement, Kerry
Weems, CMS acting administrator, said,
“We continue to work with states to [en-
sure] that as many eligible, uninsured chil-
dren as possible are enrolled in SCHIP and
Medicaid.”

Dr. Wegner took exception to that state-
ment as well, noting that a CMS directive
issued in August 2007 has effectively pre-
vented states from expanding eligibility.
The CMS said it would limit states’ abili-
ty to expand coverage to children in fam-
ilies who had incomes at 250% of the
poverty level or above.

Ms. Sullivan said that the directive had,
in many cases, reversed expansion plans

that previously were approved by the CMS.
Twenty-three states are expected to be
affected by the directive, according to the
Kaiser Family Foundation. Nine already
cover children in families with incomes
above 250%, and 13 states had received ap-
proval to expand eligibility at or above
that level. In addition, Washington was
covering children at the 250% level and
had gotten approval to raise that cap.
The directive is consistent with the ad-
ministration’s belief
that every effort
should be made to

President Bush has

grams—about 28 million in 2005, accord-
ing to Kaiser—but their coverage is also be-
ing threatened because of a series of CMS
regulations taking effect this year. Rep.
John Dingell (D-Mich.) and Rep. Tim Mur-
phy (R-Penn.) introduced a bill in March
(H.R. 5613) that would place a 1-year
moratorium on seven of those regulations.

According to Congressional Budget Of-
fice estimates the two legislators cite, the
regulations could translate to $20 billion in
cuts to Medicaid over
the next 5 years.

The National Gov-

enroll 95% of chil-
dren eligible at the
lowest income levels
before expanding it
to those who are in

proposed increasing SCHIP
funding by $19.7 bhillion, a
far cry from the $35 hillion
hike in the two legislative

ernors Association,
the National Associa-
tion of State Medic-
aid Directors, and the
American Public Hu-

higher-income fami-
lies, said Ms. Kahn.

The increase in
SCHIP enrollment was not unusually high
for the program, said Ms. Sullivan. And,
she said, U.S. Census Bureau figures indi-
cate that the overall number of uninsured
children actually increased in the last 2
years. There are approximately 9 million
uninsured children in the United States,
according to a Families USA analysis.

Both Ms. Sullivan and Dr. Wegner said
they expect that number to grow in the
current year, as states face harsh budget
realities.

A much larger number of children are
covered under traditional Medicaid pro-

packages he vetoed.

man Services Associ-
ation, have expressed
their opposition to
the regulations in letters to HHS.

Looking ahead into next year, the pic-
ture grows even dimmer.

For fiscal 2009, President Bush pro-
posed increasing SCHIP funding by $19.7
billion (added to the current baseline of
$25 billion) through 2013.

That is a far cry from the $35 billion that
was authorized in the two legislative pack-
ages vetoed by the President last year.

And the budget also seeks to formalize
the CMS directive that limited states” ex-
pansion plans by proposing to cap SCHIP
eligibility at 250% of the poverty level.

Specialist Shortage Leaves Care of Obese Children to PCPs

BY BRUCE K. DIXON

Chicago Bureau

he distribution of children

with diabetes and obesity
does not parallel that of pedi-
atric endocrinologists in the Unit-
ed States, largely because of ge-
ographic disparities in the supply
of these specialists, according to
Dr. Joyce M. Lee and colleagues
at the University of Michigan,
Ann Arbor.

This patient-specialist disparity
is made especially acute by the
growing epidemic of obesity, the
authors report.

Data from the American
Board of Pediatrics were used to
estimate the number of board-
certified pediatric endocrinolo-
gists by state, and national esti-
mates of children with diabetes
and obesity were derived from
the National Survey of Chil-
dren’s Health, a representative
cross-sectional random-digit-dial
telephone survey of households
with children younger than 18
years of age.

The investigators compared
the observed ratios of obese chil-
dren to pediatric endocrinolo-
gists under “index” conditions of
greater supply and equitable dis-
tribution. They assumed that the

ratio of the child population to
specialists for each state was sim-
ilar to that in the state with the
largest supply, Massachusetts,
where the ratio of obese chil-
dren to endocrinologists was
5,132:1.

The highest ratio—99,984:1—
was in Mississippi. Two states,
Montana and Wyoming, had no
endocrinologists.

Nationwide, there were 17,741
obese children for each board-
certified pediatric endocrinolo-
gist. By region, the northeast had
the lowest ratio (9,994:1) and the

south had the highest (25,796:1).

When the scientists examined
the ratio of endocrinologists to
children with diabetes, they
found the best conditions in New
England (113:1) and the worst in
the east south-central region
(594:1).

The nation as a whole had a ra-
tio of 290:1 (Journal of Pediatrics
2008;152:331-6).

With an almost sixfold differ-
ence in ratios of children with
diabetes to certified pediatric
endocrinologists across census
divisions, and no ideal bench-

Source: The Journal of Pediatrics

Ratio of Obese Children to Pediatric
Endocrinologists Highest in the South
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mark ratio for children with
chronic disease to pediatric sub-
specialists, the authors believe it
is unclear what effect this distri-
bution has on access to the pe-
diatric endocrinologists and
health outcomes across geo-
graphic areas.

When observed ratios were
compared with “index” ratios
calculated under assumptions of
equitable supply, the “index” ra-
tios showed considerably less
variation, the investigators ex-
plained.

The data suggest that geo-
graphic differences in endocri-
nologist supply, not geographic
differences in diabetes and obesi-
ty prevalence, might be driving
the variation.

The authors point out that
childhood obesity clinics are re-
ceiving increasing attention as a
possible solution to the treatment
of pediatric obesity.

However, given the scope of
the problem in the United
States, “it is unclear whether
childhood obesity clinics run by
subspecialty providers represent
amodel of care that is either sus-
tainable or effective in address-
ing the increasing burden,” the
investigators said.

Given this state of affairs, the

role of the primary care pedia-
trician and the medical home in
caring for the obese child be-
comes even more critical, Dr. Lee
said in an interview.

“Our study may actually un-
derestimate the ratios because
most pediatric endocrinologists
are affiliated with academic med-
ical centers and spend a lot of
time teaching and conducting re-
search rather than seeing pa-
tients,” said Dr. Lee of the divi-
sion of pediatric endocrinology
at the university.

The huge demand for obesity
and diabetes treatment is expect-
ed to continue to outpace the
slow growth in new specialists, so
emphasis should be placed on
helping primary care pediatri-
cians prevent and treat childhood
obesity, she said.

“The American Diabetes As-
sociation states that, ideally, these
children should be treated by pe-
diatric endocrinologists, but they
also can be treated by adult en-
docrinologists and even internists
and family practitioners,” Dr. Lee
said in an interview.

“The bottom line is these chil-
dren need a medical home, and
that home really resides with the
primary care pediatrician,” she
concluded.





