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Who And Where Are
The Children Yet To Enroll In
Medicaid And The Children’s
Health Insurance Program?

ABSTRACT Kathleen Sebelius, secretary of health and human services, has
issued a challenge to enroll the millions of uninsured children eligible
for public insurance in Medicaid or the Children’s Health Insurance
Program (CHIP). This paper provides estimates of the rates at which
children in the various states participated in these programs in 2008 as
well as the number who were eligible for them but uninsured. According
to our coverage estimates, an estimated 7.3 million children were
uninsured on an average day in 2008, of whom 4.7 million (65 percent)
were eligible for Medicaid or CHIP but not enrolled. Participation rates
varied across states from 55 percent to 95 percent, and ten states had
participation rates close to or above 90 percent. Thirty-nine percent of
eligible uninsured children (1.8 million) live in just three states—
California, Texas, and Florida—and 61 percent (2.9 million) live in ten
states. Meeting Secretary Sebelius’s challenge means achieving success in
these populous states, in part through tools and resources available under
the 2009 CHIP reauthorization law.

I
n early 2010, the secretary of health
and human services (HHS), Kathleen
Sebelius, issued a challenge to find and
enroll the approximately five million
uninsured children who were estimated

to be eligible for Medicaid or the Children’s
Health Insurance Program (CHIP) and outlined
strategies for achieving that goal.1 This new ini-
tiative, called Connecting Kids to Coverage,
builds on the Children’s Health Insurance Pro-
gram Reauthorization Act (CHIPRA) of 2009.2

Background On Children’s Coverage
Rising Rates Of Coverage Since 1997 The re-
authorization took place against a backdrop of
coverage gains for children following the enact-
ment of CHIP in 1997. A number of studies found
declines in the number of low-income uninsured
children. This occurred at a time when uninsur-
ancewas rising for adults.3–6 The increased cover-

age among children eligible for Medicaid and
CHIP was likely to have been attributable to
states’ outreach and enrollment efforts. Despite
this progress, when CHIP was reauthorized,
close to two-thirds of all uninsured children ap-
peared to be eligible for, but not enrolled in,
Medicaid or CHIP. Moreover, there was much
variation across states with respect to enroll-
ment and retention policies.7–9

New Tools To Increase Participation
CHIPRA provides states with new tools to ad-
dress shortfalls in participation in Medicaid
and CHIP. These include outreach and enroll-
ment grants and bonus payments to states that
adopt five of eight enrollment and retention
strategies and states that experience Medicaid
enrollment increases that exceed target growth
rates.10 States also were given “Express Lane”
options, which allow them to use administrative
data from other programs such as the Special
Supplemental Nutrition Program for Women,
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Infants, and Children (WIC) to facilitate en-
rollment.
The law also gave states new options to meet

citizenship requirements for child enrollees. In
addition, it allowed states to use federal dollars
to cover legal immigrant children who had been
in the United States fewer than five years, and it
provided states with additional federal funds to
cover more children.
Outcomes By February 2010, one year after

CHIPRA became law, a number of states had
either expanded eligibility for coverage or intro-
duced improvements to their enrollment and
retention processes.2 By April 2010, the federal
government had awarded $50 million in out-
reach grants, including $40 million to organiza-
tions in forty-two states and an additional
$10 million for targeting Native American chil-
dren. These policy changes are expected to
change the composition of the population of
children enrolled in public coverage and raise
participation rates among children who are al-
ready eligible.
At the same time, however, the ongoing reces-

sion and state budget shortfalls could reduce
state-level efforts to promote greater enrollment
and retention among eligible children. Ulti-
mately, policy changes to be implemented in
2014 under the Patient Protection and Afford-
able Care Act of 2010 will introduce major
changes toMedicaid and CHIP coverage for chil-
dren and parents.
New Data Source To assess progress covering

uninsured children under CHIPRA and, ulti-
mately, through health reform, information on
nationwide participation and coverage is
needed. Data from the state and local levels,
and for different subgroups of children, are also
needed. Research suggests that participation in
Medicaid/CHIP—that is, the ratio of eligible chil-
dren enrolled in the programs to that number of
childrenplusuninsuredeligible children—varies
across regions of the country.8 To date, however,
it has not been possible to produce robust esti-
mates for each state, because of limitations in the
available data.
The situation has now changed. The American

Community Survey, which includes an annual
sample of approximately 700,000 children na-
tionwide, began asking about health insurance
coverage in 2008.11 The availability of health in-
surance data from this survey, alongwith accom-
panying household and income data, allowed
us to develop a Medicaid/CHIP eligibility model
for the survey that produces more precise state
and local estimates than had been possible
previously.
New Estimates This paper provides national

and state-level estimates of Medicaid/CHIP par-

ticipation rates and of the number of uninsured
childrenwhoareeligible for theprograms, based
on 2008 data from the American Community
Survey.We found substantial variation in partici-
pation rates across states and among subgroups
of children.Wealso found that themajority ofun-
insured children who are eligible for Medicaid/
CHIPbutnot enrolledareconcentrated ina small
number of the most populous states.

Study Data And Methods
Data Source These estimates are derived from
the 2008 American Community Survey, an an-
nual survey fielded continuously over a twelve-
month period by the U.S. Census Bureau.12 We
used an augmented version of the survey pre-
pared by theUniversity ofMinnesota Population
Center.13 The survey has a reported response rate
of 97.9 percent (range: 91.4 percent in Washing-
ton, D.C., to 99.4 percent in Wisconsin).14

The survey uses an area frame that includes
households with and without telephones (land-
line or mobile). A mixed-mode survey, it starts
with a mail-back questionnaire (56.6 percent of
the sample is completed by mail). Nonrespond-
ers receive a follow-up phone call, and a subsam-
ple of remaining nonresponders is interviewed
in person.15 The estimates presented here focus
on children age eighteen and younger in the
civilian noninstitutionalized population, includ-
ing college students in dorms and a small num-
ber of other children living in group quarters,
such as residential treatment facilities.
In 2008 a question was added to the survey

that asked about coverage status in different
types of insurance plans for each individual in
the household at the time of the survey
(Exhibit 1).We classified children as uninsured
if they did not have coverage under categories A
through F (including those recoded from the
write-in option, category H) and if they were
not classified as having coverage based on other
information collected in the survey.16–18 (See the
Appendix for a description of further adjust-
ments made to the coverage data.)19 Because
the data are collected continuously over a
twelve-month period, the coverage estimates re-
present an average day in the calendar year.
Research suggests that with the exception of

direct-purchase coverage, the survey coverage
estimates are generally valid, with estimates
about the same for other coverage categories
as those fromtwoother federally funded surveys,
the Current Population Survey and the National
Health InterviewSurvey.16However, there is con-
cern that the survey may understate Medicaid
and CHIP coverage because, in addition to the
known underreporting of public coverage on
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household surveys, the American Community
Survey—unlike the other surveys cited above—
does not specifically mention CHIP or give re-
spondents names for their state’s particular
Medicaid and CHIP programs.
Adjustments To address the underreporting

of Medicaid and CHIP, we made adjustments
based on approaches that have been applied to
other surveys.18,20 We applied a set of logical edit
rules that the Census Bureau has developed for
this survey, as well as additional edits that take
advantage of other information collected in the
survey (see the Appendix).19 The edits reduced
the estimated number of uninsured children in
the survey from 8.2million to 7.3 million, which
is slightly lower than the National Health Inter-
view Survey estimate of 7.4 million uninsured
children for the same period.21 Our edits in-
creased the estimated number of children with
Medicaid/CHIP as their primary coverage by
roughly 4.4 million to a level that is just about
7 percent lower than the comparable administra-
tive count for June 2008.22

Analytic Model This analysis relied on the
Urban Institute Health Policy Center’s ACS
Medicaid/CHIP Eligibility Simulation Model,
which builds on the model developed for the
Current Population Survey by Lisa Dubay and
Allison Cook.23,24 Despite the differences be-
tween surveys, the American Community Survey
eligibility simulation for 2008 appears robust
compared to that developed for the Current Pop-
ulation Survey. For example, the numbers and
characteristics of children according to their eli-
gibility for Medicaid/CHIP and their pathway to
eligibility—that is, Medicaid versus CHIP—are
similar for both surveys.25

We defined participation rates as the ratio of
eligible children enrolled in Medicaid/CHIP to

those children plus uninsured children who are
eligible for Medicaid/CHIP. In our core esti-
mates, we excluded from these counts children
enrolled in one of the programs who also have
other coverage (such as private ormilitary cover-
age) and those with Medicaid/CHIP coverage
who do not have a known eligibility pathway.26

We do not currently have a method for including
in the denominator of the participation rate
those uninsured children who may similarly be
eligible for Medicaid/CHIP coverage but don’t
appear to be, based on the information that is
available on the survey.
Variation in participation within states can be

assessed using Public Use Microdata Areas.
These areas, numbering more than 2,000, are
usually defined in terms of counties: Amicrodata
area can cover a single county, a combination of
whole counties, or a part of a large county. Esti-
mates are presented by census region and divi-
sion, age, race or ethnicity, citizenship status,
presence of English-speaking parents, family in-
come (defined in terms of the child’s health in-
surance unit), participation in the Supplemental
Nutrition Assistance Program (formerly known
as food stamps) at some point in the prior twelve
months, and the presence of a telephone (either
landline or mobile) in the household.
All estimates used weights provided by the

Census Bureau. Standard errors were calculated
using replicate weights that took into account
the complex nature of the sample design.

Study Findings
Characteristics Of Uninsured Children Ac-
cording to our revised coverage estimates, some
7.3 million children were uninsured on an aver-
age day in 2008, of whom 4.7 million (65 per-

EXHIBIT 1

American Community Survey Question On Health Insurance

Is this person CURRENTLYcovered by any of the following types of health insurance or health coverage plans? Mark
“Yes” or “No” for EACH type of coverage in items A–H.

A. Insurance through a current or former employer or union (of this person or another family member)

B. Insurance purchased directly from an insurance company (of this person or another family member)

C. Medicare, for people age 65 and over, or people with certain disabilities

D. Medicaid, Medical Assistance, or any kind of government-assistance plan for those with low incomes or a disability

E. TRICARE or other military health care

F. VA (including those who have ever enrolled in or used VA health care)

G. Indian Health Service

H. Any other type of health insurance or health coverage plan—specify

Source U.S. Census Bureau, American Community Survey, 2008. Notes TRICARE is the program formerly known as CHAMPUS; it
covers uniformed service members, retirees, and their families worldwide. VA is Department of Veterans Affairs.
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cent) were eligible for Medicaid or CHIP but not
enrolled (Exhibit 2).26 Of these 4.7 million chil-
dren, 3 million had family incomes below
133 percent of the federal poverty level,27 1.2 mil-
lion had family incomes of 133–200 percent of
poverty, and 500,000 had incomes above
200 percent of poverty.
Although 64 percent of uninsured children

eligible for Medicaid/CHIP had family incomes
below 133 percent of poverty, children in this
income group participated in Medicaid/CHIP
at higher rates relative to higher-income chil-
dren (see the discussion below). Most of the
remaining 2.5 million uninsured children did
not qualify for Medicaid/CHIP because their
family incomes exceeded income eligibility
thresholds in 2008.
Patterns Among States The number of un-

insured childrenwhowere eligible forMedicaid/
CHIP but not enrolled was heavily concentrated
in a relatively small number of populous states
(Exhibit 3). Just three states combined—Califor-
nia, Texas, and Florida—contained 38.6 percent
of all eligible uninsured children in the country.
Moreover, an estimated 61 percent (about
2.9 million) of all eligible uninsured children
lived in the ten states shown in the exhibit.
The main reason these states accounted for

such a large share of the eligible uninsured chil-
dren is that they also contained a disproportion-

ate share of children: 52 percent of all children
and 56 percent of eligible children in the nation
(data not shown). However, Florida, Texas, and
Arizona also had participation rates that were
well below the national average (Exhibit 4)—
69.8 percent, 74.7 percent, and 76.6 percent,
respectively.
Participation Rates Overall, we estimated

that the national rate of Medicaid/CHIP partici-
pation for children was 81.8 percent in 2008
(Exhibit 4).28 The median rate across states
was even higher, 83.3 percent (Appendix
Exhibit A.1).19 Although not exactly comparable,
the Medicaid/CHIP participation rate we esti-
mated for children was much higher than the
participation rates typically found in other
government programs. This is probably due to
concerted efforts to improveMedicaid/CHIP eli-
gibility, enrollment and retentionprocesses, and
outreach.3,29 We found higher participation rates
for states in the Northeast (87.7 percent) and
Midwest (85.3 percent) census regions and
lower rates for states in the West (78.8 percent)
and South (79.8 percent) regions (Exhibit 5).
▸▸STATE VARIATIONS: Participation rates var-

ied greatly across states, from lows of 55.4 per-
cent inNevada and 66.2 percent inUtah to highs
of 95.4 percent and95.2percent in theDistrict of
Columbia and Massachusetts, respectively.
Hawaii, Maine, Massachusetts, Vermont, and
the District of Columbia had participation rates
of 91 percent or higher, andArkansas, Kentucky,
Louisiana, Michigan, New York, and West Vir-
ginia had rates of 88–90 percent. A total of thir-
teen states had participation rates under
80 percent (Alaska, Arizona, Colorado, Idaho,
Florida, Montana, Nevada, North Dakota,
Oregon, South Carolina, Texas, Utah, and
Wyoming).
Participation rates for the states in the top

quintile, or 20 percent of states, ranged from
88.4 percent to 95.4 percent, while participation
rates for the states in the bottom quintile ranged
from 55.4 percent to 75.2 percent (Appendix
Exhibit A.1).19 The top quintile included states
of different sizes, racial and ethnic composition,
and income levels (data not shown), and at least
one state from each census region. However,
neither theMountainnor theWestNorthCentral
census division had a state in the top quintile.
Five of the six states in the New England census
division were in the top two quintiles, and three
were in the top quintile.
Seven of the ten states with participation rates

in the lowest quintile were in the West census
region, and five of these stateswere in theMoun-
tain division. All eight states in that division had
participation rates in the bottom two quintiles.
No state in the lowest quintile was in the Middle

EXHIBIT 2

Eligibility Of Uninsured Children For Coverage Through Medicaid Or The Children’s Health
Insurance Program (CHIP), 2008

Source Authors’ analysis using the Urban Institute Health Policy Center ’s ACS Medicaid/CHIP Elig-
ibility Simulation Model, based on data from the 2008 American Community Survey. Notes Esti-
mates reflect an adjustment for the underreporting of Medicaid/CHIP coverage on the survey. Of
the 7.3 million uninsured U.S. children, 4.7 million are eligible for Medicaid or CHIP. Percentages
shown here are percentages of the 7.3 million children. Cumulative percentages might not total
100 because of rounding.
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Atlantic, New England, East North Central, or
East South Central division.
▸▸INDIAN HEALTH SERVICE: As indicated

above, state-level participation rates treated as
uninsured all children reporting Indian Health
Service but no other source of coverage.Whenwe
recalculated the participation rates by not count-
ing these children as uninsured, the national
participation rate remained the same. However,
the estimated rates rose by three percentage
points or more in six states (Alaska, Montana,
New Mexico, North Dakota, Oklahoma, and
South Dakota), with the largest increase
(14.5 percentage points) occurring in Alaska
(data not shown).
Thus, the lower Medicaid/CHIP participation

rates in somewestern statesmay be linked to the
relatively larger shares of Native American chil-
dren in those states. New higher federal match-
ing rates arenowavailable to states to cover these
children,whichmay increase their enrollment in
Medicaid and CHIP.
▸▸VARIATION WITHIN STATES: Participation

in the programs also appeared to vary consider-
ably across areas within a given state (data not
shown). For example, rates in Florida, a state in
the bottom quintile of participation, varied
across areas in the state from a low of 45.8 per-
cent to a high of 92.3 percent.
▸▸VARIATION ACROSS SUBGROUPS: We also

found substantial variation inparticipation rates
across different subgroups of children who were
eligible for coverage (Exhibit 6). Overall, adoles-
centswere about seven to ninepercentage points
less likely than younger children toparticipate in
Medicaid/CHIP. African American children and
those in the “other/multiple race” category had
the highest participation rates among eligible
children, at around 87 percent; Hispanic and
Asian/Pacific Islander children had participa-
tion rates of 78.8 percent and 79.4 percent, re-
spectively.
AlthoughAmerican Indian/AlaskaNative chil-

dren appeared to have the lowest participation
rates (68.0percent), their participation rate rose
to 91.6 percent if we did not treat as uninsured
the children reported as covered only through
the Indian Health Service.We found higher par-
ticipation rates among citizen children with citi-
zen parents and among those who had at least
oneEnglish-speakingparent than among citizen
children with no parents who were citizens or
with no English-speaking parent.
Participation rates were higher among chil-

dren with family incomes below 133 percent of
poverty (84.2 percent) and among those who
were in households that received help through
the Supplemental Nutrition Assistance Program
(formerly known as food stamps; 93.5 percent),

compared to higher-income children and chil-
dren not living in households receiving food
stamps.
Despite their relatively highparticipation rate,

the poorest children made up a sizable majority
(63.4 percent) of all children who were eligible
but uninsured. Children living in homes without
phones had participation rates that were almost
ten percentage points lower than those of chil-
dren who had phones in their homes.
As seen in Exhibit 6, the remaining eligible

uninsured children were heterogeneous along
a number of different dimensions. For example,
39.1 percent were Hispanic; 36.9 percent were
white; 15.8 percent were black; and the remain-
ing 8.2 percent includedAsian/Pacific Islanders,
American Indian/Alaska Natives, and children
in the “other/multiple race” category.
In addition, although the majority did not live

in households that received food stamps, Ex-
press Lane strategies that connect families
who receive food stamps to Medicaid and CHIP
coverage could help reduce uninsurance among
the 15.4 percent of uninsured children who were
eligible for Medicaid/CHIP and whose families
did receive food stamps.
The participation patterns we found at the na-

tional level generally also appeared in the ten
states with the largest number of eligible unin-
sured children. In other words, we generally
found lower participation rates for adolescents
and higher-income children; for children who
had no parents who were citizens or spoke En-

EXHIBIT 3

Number Of Eligible Uninsured Children In Selected States, 2008

State

Distribution of eligible uninsured
children Cumulative share of total

U.S. uninsured (%)Number Percent 90% CI
United States 4,708,000

California 695,000 14.8 14.2–15.3 14.8

Texas 693,000 14.7 14.3–15.1 29.5

Florida 429,000 9.1 8.8–9.4 38.6

Georgia 193,000 4.1 3.8–4.4 42.7

New York 164,000 3.5 3.3–3.7 46.2

Arizona 155,000 3.3 3.1–3.5 49.5

Illinois 146,000 3.1 2.8–3.4 52.6

Ohio 144,000 3.1 2.8–3.3 55.6

Pennsylvania 129,000 2.7 2.5–3.0 58.4

North Carolina 125,000 2.7 2.4–2.9 61.0

Source Authors’ analysis using the Urban Institute Health Policy Center’s ACS Medicaid/CHIP
Eligibility Simulation Model, based on data from the 2008 American Community Survey. Notes
Estimates of uninsured children reflect an adjustment for the underreporting of Medicaid and
Children’s Health Insurance Program (CHIP) coverage on the survey. Numbers of uninsured
children are rounded to the nearest thousand. Cumulative percentages might not total 100
because of rounding. CI is confidence interval.

October 2010 29: 10 Health Affairs 5



glish; and for those without phone access (see
Appendix Exhibits A.3–A.12).19 In contrast, the
composition of eligible uninsured children ap-
peared to vary across states, particularly with
respect to race and ethnicity, citizenship status,
and language.

Discussion
These new estimates suggest that as of 2008,
nearly five million uninsured children were eli-
gible for but not enrolled in Medicaid/CHIP. To
achieve the goal of reaching and enrolling all of
these children, as set forth by theHHS secretary,
progress is needed in all states.However, it is not
clear how much higher participation can be in
the states that already have rates greater than
90 percent, given the dynamic nature of family
circumstances andeligibility forpublic coverage.
Absent increases in Medicaid/CHIP participa-

tion in the ten states that account for 61 percent
of all eligible uninsured children, there would

still be close to three million uninsured children
nationally who are eligible for Medicaid/CHIP
even if the remaining forty states were able to
achieve participation rates close to 100 percent.
Moreover, becauseCalifornia, Florida, andTexas
together account for 1.8 million of the total eli-
gible uninsured children, increasing participa-
tion in those three states will be critical to
reaching the national goal.
Policy Implications These estimates indicate

that outreach efforts and policy reforms aimed at
improving eligibility, enrollment, and retention
processes will need to reach children of different
ages, incomes, races, ethnic groups, andprimary
language, given the diversity of the remaining
eligible uninsured population. At the same time,
however, targeted enrollment, retention, and
outreach efforts may be needed for children in
particular subgroups who constitute a dispro-
portionate share of the eligible uninsured chil-
dren nationally and in individual states.
Research suggests that some policies are par-

EXHIBIT 4

Children’s Participation In Medicaid And The Children’s Health Insurance Program (CHIP), By State, 2008

Statistically
higher than 
national rate

Statistically
lower than 
national rate

Source Authors’ analysis using the Urban Institute Health Policy Center’s ACS Medicaid/CHIP Eligibility Simulation Model, based on data from the 2008 American
Community Survey. Notes Estimates reflect an adjustment for the underreporting of Medicaid/CHIP coverage on the survey. The national participation rate in 2008
was 81.8 percent. Statistical significance denotes difference from the national percentage at p < 0:10 level.
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ticularly promising, such as using income tax
data or data from other means-tested programs
to automatically qualify children for Medicaid
and CHIP, which could reach the vast majority
of eligible uninsured children.30,31

As indicated above, the estimated national
Medicaid/CHIPparticipation rate is 81.8 percent
for children. Our data indicate that ten states
have participation rates very close to or above
90 percent. Because these states constitute a di-
verse group in terms of their size, income dis-
tribution, racial and ethnic composition, and
region, it seems clear that high participation
rates can be achieved across a range of different
circumstances.
The data raise questions about the underlying

reasons for the observed state-level variation in
participation rates. For example, it is not obvious
why somanywestern states, particularly those in
the Census Bureau’s Mountain division, have
participation rates in the lowest quintile, or
why such a large share of New England states
have rates in the top quintile.
Questions For Further Research Two re-

lated questions need more research. First, we
need to understand how much of the variation
in participation across states can be explained by
differences in the characteristics of states related
to such factors as population density, per capita
income, political culture, racial or ethnic com-
position, and access to employer coverage. Sec-
ond, we need to know how much is related to

specific state policies regarding Medicaid/CHIP
income eligibility thresholds for both children
and their parents; Medicaid and CHIP outreach
efforts; and eligibility determination, enroll-
ment, and retention. Analysis that is in process
could shed light on the reasons why participa-
tion rates vary so much both within and across
states.
Study LimitationsOur analysis has a number

of limitations. First, despite our attempts to pro-
duce reliable coverage estimates with the Ameri-
can Community Survey, there still may be
measurement errors, which could introduce bias
into our estimates of eligible uninsured children
and the participation rates at the national, state,
within-state, and subgroup levels.
Although our national estimatesmatch closely

those derived fromother surveys, targetedmeth-
odological researchon theAmericanCommunity
Survey coverage estimates would provide much
more certainty about our adjustments and a bet-
ter understanding of the response patterns, par-
ticularly with respect to the underreporting of
Medicaid/CHIP coverage. Such research could
involve a number of steps, including matches
of the survey to Medicaid and CHIP enrollment
records, more cognitive testing to understand
how low-income families and respondents with
low educational attainment or whose primary
language is not English interpret the coverage
categories included on the survey.
Also needed are thorough follow-up surveys

EXHIBIT 5

Rates Of Children’s Participation In Medicaid And The Children’s Health Insurance Program (CHIP), By Census Region and
Division, 2008

Region or division

Medicaid/CHIP participation rate

Percent 90% CI
United States 81.8 81.6–82.1

Northeast region 87.7* 87.2–88.1
New England divisiona 90.6* 89.7–91.5
Middle Atlantic divisionb 86.8* 86.2–87.4

Midwest region 85.3* 84.8–85.8
East North Central divisionc 86.1* 85.5–86.7
West North Central divisiond 83.2* 82.3–84.2

South region 79.8* 79.4–80.2
South Atlantic divisione 78.9* 78.3–79.6
East South Central divisionf 85.7* 85.0–86.4
West South Central divisiong 78.3a 77.7–78.9

West region 78.8* 78.3–79.3
Mountain divisionh 72.4* 71.3–73.4
Pacific divisionj 81.4 80.8–82.0

Source Authors’ analysis using the Urban Institute Health Policy Center’s ACS Medicaid/CHIP Eligibility Simulation Model, based on
data from the 2008 American Community Survey. Notes Estimates reflect an adjustment for the underreporting of Medicaid/CHIP
coverage on the survey. Statistical significance denotes difference from the national percentage. CI is confidence interval.
a CT, ME, MA, NH, RI, VT. b NJ, NY, PA. c IN, IL, MI, OH, WI. d IA, KS, MN, MO, NE, ND, SD. e DE, DC, FL, GA, MD, NC, SC, VA, WV.
f AL, KY, MS, TN. g AR, LA, OK, TX. h AZ, CO, ID, MT, NM, NV, UT, WY. j AK, CA, HI, OR, WA. *p < 0:10
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with a sample of families who reported on the
survey that their childrenhadeithernocoverage,
employer-sponsored insurance, or nongroup
coveragebutwho appear to be enrolled inMedic-
aidorCHIPbasedonother informationprovided
on the survey. Itmay be particularly important to
examine these factors in states where there is a
larger apparent gap between the survey’s totals
of children in Medicaid/CHIP and the enroll-
ment totals from administrative data.
Second, our eligibility simulation also has

measurement error, particularly with respect
to noncitizen children, which could introduce
bias as well. Third, estimates for smaller states

(such as North Dakota, Vermont, andWyoming)
and the District of Columbia are less precise be-
cause of the relatively smaller samples available
for them in the public use files. It will be impor-
tant to assess how robust these estimates are,
using the full sample, additional analyses, and
another year of data.
Recent Legislative Changes Our analysis

pertains to 2008, before CHIPRA was enacted.
Since then, a number of important changes have
occurred that could affect the estimates. In par-
ticular, a number of states have expanded eli-
gibility for public coverage or introduced
policies aimed at increasing enrollment and re-

EXHIBIT 6

Rates Of Children’s Participation In Medicaid And The Children’s Health Insurance Program (CHIP) And The Distribution Of
Eligible Uninsured Children, By Child And Household Characteristics, 2008

Characteristic
Medicaid/CHIP participation
rate (%)

Distribution of eligible uninsured
children

Percent 90% CI
Total 81.8 100.0

Age (years)

0–5 85.5* 30.1 29.6–30.6
6–12 82.6* 33.5 33.0–33.9
13–18a 75.9 36.4 35.8–37.0

Ethnicity or race

Hispanic 78.8* 39.1 38.4–39.8
Whitea 81.8 36.9 36.2–37.7
Black/African American 86.8* 15.8 15.2–16.3
Asian/Pacific Islander 79.4* 3.2 3.0–3.3
American Indian/Alaskan Native 68.0* 2.2 2.1–2.4
Other/multiple races 86.7* 2.8 2.6–3.0

Citizenship status

Citizen child with no citizen parents 78.5* 17.3 16.7–17.8
Citizen child with citizen parentsa 83.6 65.9 65.2–66.5
Noncitizen child 69.1* 4.6 4.3–4.8
Child not living with parents 76.6* 12.3 11.9–12.7

English-speaking parent in home

At least onea 83.1 73.5 72.9–74.0
None 77.2* 14.2 13.8–14.7
Child not living with parents 76.6* 12.3 11.9–12.7

Family Income (as percent of poverty)

0–132%a 84.2 63.4 62.7–64.2
133%–199% 76.0* 25.8 25.1–26.6
200% or more 73.5* 10.7 10.3–11.2

Household receives food stamps

No 72.9* 84.6 84.0–85.1
Yesa 93.5 15.4 14.9–16.0

Access to phone in home

Noa 72.9 5.3 4.9–5.7
Yes 82.2* 94.7 94.3–95.1

Source Authors’ analysis using the Urban Institute Health Policy Center’s ACS Medicaid/CHIP Eligibility Simulation Model, based on
data from the 2008 American Community Survey. Notes Estimates reflect an adjustment for the underreporting of Medicaid/CHIP
coverage on the survey. Statistical significance denotes difference from the reference group in each category. Cumulative percentages
might not total 100 because of rounding. See Appendix Exhibit A.2 for the confidence intervals of the estimates provided (the
Appendix can be accessed by clicking the Appendix link in the box to the right of the article online). Family income is defined in
terms of the child’s health insurance unit. aReference group. *p < 0:10
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tention in Medicaid and CHIP. These actions
should increase enrollment levels nationally
but have differential effects across states.
Economic Effects Moreover, the economy

has worsened, a fact that is likely to have in-
creased the number of children who are eligible
forMedicaid andCHIP.More informationwill be
available on how coverage patterns are changing
once the new Current Population Survey and
American Community Survey are released in
the fall of 2010.
Conclusion Whether states can develop and

maintain momentum around increasing Medic-
aid/CHIP participation among children in the
coming years will be critical to determining
the extent of progress. In the short term, a key
issue relates to current state budget problems.
Without strong economic growth, states may be
reluctant to seek aggressively to increase enroll-
ment among eligible children in the near term,
or even to maintain recent coverage improve-

ments. The recently enacted extension of en-
hanced federal Medicaid matching rates
through the first half of 2011 may encourage
states to implement new policies or maintain
existing policies aimed at increasing Medicaid/
CHIP participation among children.
Althoughquestions remain about the future of

CHIP and state capacity issues, the combination
of policies to be implemented under the Afford-
able Care Act should increase participation in
Medicaid and CHIP among children who are eli-
gible but not enrolled. These policies include the
increased funding for streamlined enrollment,
renewal, and outreach; the Medicaid expansion
to parents; and the individual mandate for both
adults and children to obtain coverage. The
American Community Survey will provide an in-
valuable tool formonitoring progress at both the
state and local levels as national health reform is
implemented.32 ▪

This research and the Urban Institute
Health Policy Center’s American
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opinions and conclusions expressed in
this article are those of the authors and
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Guyer, Martha Heberlein, and Catherine
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suggestions on the paper, and Michel

Boudreaux, John Czajka, Michael Davern,
Lisa Dubay, Charles Nelson, Jeffrey
Passell, Chris Peterson, and Joanna
Turner for helpful suggestions and
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analysis of the American Community
Survey. [Published online September 3,
2010.]
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