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Lawmakers, children’s rights advocates, research-
ers, and health care professionals understand 
that health insurance coverage is the most 

important determinant of access to health care and 
is directly linked to better health outcomes among 
children.1 Thus, lawmakers have promoted policy that 
seeks to enroll children in public health insurance 
programs when they are otherwise uninsured. 

The major form of public health insurance avail-
able to children is provided by Medicaid and the 
State Children’s Health Insurance Program (SCHIP), 
reauthorized in 2009. Before the Affordable Care Act 
(ACA), the federal government required that states pro-
vide Medicaid coverage to (1) younger children, ages 0 
to 5, who lived in families with income at or below 133 
percent of the federal poverty level; and (2) older chil-
dren, ages 6 to 19, who lived in families with income 
at or below 100 percent of the federal poverty thresh-
old.2 Before SCHIP and ACA, many states expanded 
Medicaid beyond these levels. SCHIP incentivized 
states to expand their public insurance by expanding 
existing Medicaid or initiating their own state-level 
program. Although SCHIP decreased the disparities in 
coverage rates among states and increased the number 
of insured children overall, coverage remains uneven 
among the states. Eligibility for SCHIP currently varies 
by state; forty-six states and Washington, DC, extend 
insurance coverage via SCHIP to children who live in 
families with income equal to or below 200 percent of 
the federal poverty level.3 Many states extend coverage 
to low-income families with income higher than 200 
percent of the federal poverty level; the federal gov-
ernment provides matching funds to states extending 



coverage to children in families with income up to 300 
percent of the federal poverty level.4 

Most recently, ACA expanded Medicaid for older 
children: 6- to 19-year-olds from low-income families 
are eligible if their household earns income up to 133 
percent5 of the federal poverty level (expanded from 
100 percent of the federal poverty level before ACA was 
passed).6 A June 2012 Supreme Court decision allows 
states to opt out of this Medicaid expansion under 
ACA. Nevertheless, as of June 9, 2014, twenty-six states, 
which include 53 percent of U.S. children, have opted 
to expand coverage. Furthermore, five states, capturing 
11.5 percent of U.S. children, have opened discussion on 
expansion, and nineteen states have opted out of expan-
sion—thereby excluding 35.6 percent of U.S. children 
who live in the twenty-five states that have decided not 
to expand Medicaid coverage provided by the ACA.7 
Thus, children ages 0 to 19 of working and nonworking 
parents, whose combined household income is below 
approximately $30,675 (for a family of four in 2012), or 
133 percent of the poverty level, are eligible for coverage 
under ACA in Washington, DC, and the twenty-seven 
states that opted to expand public health insurance.8 

Using data from the American Community Survey, 
this brief examines the rates of health insurance cover-
age among children under 18 in the United States by 
region and by rural, suburban, and central city residence 
between 2008 and 2012. Growth in rates of insured 
children slowed in 2012, but shifts from private insur-
ance to public insurance continued. Understanding how 
coverage varies by region, state, and place type provides 
clearer insight on how existing policy affects children in 
the United States. Documenting where uninsured chil-
dren live —by region, state, and place type—helps policy 
makers tailor future policy to insure the remaining 7 
percent of American children. 

Change in Rates of Coverage Between 
2008 and 2012
Although overall health insurance coverage increased only 
slightly between 2011 and 2012 (0.3 percentage point), 
this increase is part of a trend beginning in 2008. Rates of 
insurance among children have grown by 2.8 percentage 
points since 2008; 92.8 percent of children reported some 
form of coverage in 2012 (see Table 1). Between 2008 and 
2012, rates grew the most in central cities (by 3.6 percent-
age points, to 92.4 percent), followed by rural places (by 

2.8 percentage points, to 91.9 percent) and suburban 
places (by 2.3 percentage points, to 93.4 percent). 

SCHIP, Medicaid, and other state insurance programs 
had the strongest effect in locations where coverage was 
traditionally the lowest, although these policies bore 
increased coverage for all children, regardless of place 
type. Despite these increases, rates of coverage in central 
cities and rural places still lag slightly behind those of 
suburban places. The higher rate of coverage in subur-
ban places correlates with lower rates of child poverty 
there.9 In addition, those who live in the suburbs are 
more likely than those in central cities or rural places 
to have jobs that provide health insurance coverage and 
other benefits (that is, “good jobs”).10 

The South and West had the largest increases in 
coverage (more than 3 percentage points) between 
2008 and 2012. Rates in the South and West have not 
reached rates in the Northeast or Midwest, although the 
disparity between these regions is narrowing. Similarly, 
policies aiming to increase rates of health insurance 
had the largest effect on regions in which coverage rates 
were traditionally the lowest (for example, the West and 
South). The spatial distribution of children and policy 
changes in states in which children are concentrated 
may help explain these disparate effects. Slightly fewer 
than 28 percent of American children live in only three 
states, all of which are in the West and South. Nearly 13 
percent of American children live in California (West). 
And children who live in Florida and Texas combined 
(South) account for an additional 15 percent of the 
population under age 18. The California legislature’s 
decision to expand Medicaid under ACA affected a large 
proportion of children in the West; likewise, the num-
ber of children in Florida and Texas, where Medicaid 
expansion was rejected, also disproportionately affects 
coverage rates in the South.11 Although the full effect 
of Medicaid expansion is not reflected in these data 
and will not be reflected in the American Community 
Survey for several years, the disparate growth in cover-
age rates between the West and the South will likely 
continue. Rates of coverage in the West will likely grow 
to rival rates in the Northeast and Midwest, whereas 
rates in the South are likely to continue to grow, but 
may continue to lag behind the other three regions. If 
state policy makers in the South continue to prevent the 
expansion of Medicaid, children in these states will have 
limited access to private or public forms of insurance.
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TABLE 1: PERCENTAGE POINT CHANGE IN HEALTH INSURANCE COVERAGE, FOR PERSONS UNDER AGE 18, 2008, 
2011, AND 2012

Note: Bold typeface indicates a statistically significant change (p<0.05).
Source: American Community Survey, 1-year estimates, 2008–2012
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Change in Rates of Coverage Between  
2011 and 2012
Rates of children’s health insurance coverage grew 
slightly (0.3 percentage point) between 2011 and 
2012 in the United States (see Table 1). Although 
this increase appears small, more than an estimated 
249,000 additional children reported coverage in 
2012 than in 2011. Compared with growth realized 
in previous years, increases in overall coverage rates 
have slowed.12 The largest overall regional increase 
in coverage occurred in the South (0.6 percentage 
point); the Midwest also saw a significant increase 
(0.2 percentage point) between 2011 and 2012. The 
Northeast and West saw no significant change. 

Places in the rural West grew by a modest 0.8 
percentage point, and the rural South experienced 
a 0.4 percentage point increase from the previous 
year. Rates increased by 0.7 percentage point in both 
suburban places and central cities in the South.

Public Coverage Continues to Rise Amid 
Declining Rates of Private Insurance
Rates of public insurance coverage among children 
increased between 2011 and 2012 by 0.8 percent-
age point among children in the United States—the 
smallest one-year increase since 2008 (see Table 2 on 
pages 6 and 7). Accordingly, rates of private insur-
ance declined by 0.5 percentage point between 2011 
and 2012, the smallest decrease since 2008. Thus, 
the shift from private insurance to public insurance 
appears to have slowed between 2011 and 2012.

Private to public coverage shifts were most 
marked in the South and West, where both pub-
lic and private coverage has been historically low 
compared with other regions. However, coverage 
also shifted slightly in the Northeast from private to 
public. Rates of insurance were relatively stable in 
the Midwest (see Table 2).

While increases in public insurance and decreases in 
private insurance were modest in nearly all place types 
and place types within regions (that is, rural Midwest, 
central cities in the South, suburban West), rural places 
in the West witnessed a particularly large increase (1.7 
percentage points) in public insurance coverage. 

Private and Public Shifts in Coverage 
Remain Dependent on State Economies
Although the trend of increasing public insurance 
amid decreasing private insurance is prevalent among 
children nationwide, this shift is not uniform in all 
states (see Table 2). For example, in California, rates of 
private insurance have decreased 5.4 percentage points 
since 2008, whereas public insurance has increased by 
9.7 percentage points. At the same time, states such as 
Nevada and Oregon experienced increases in public 
insurance greater than 10 percentage points since 2008 
but witnessed decreases in private coverage of less than 
10 percentage points since 2008. Indeed, sixteen states 
experienced increases in public insurance exceeding 10 
percentage points, whereas only one state—Montana—
experienced decreases in rates of private coverage 
exceeding 10 percentage points. 

Differences among states suggest that, despite federal 
reform, private health insurance remains dependent upon 
state and local policies and economies. Places that have 
high rates of private coverage generally have low rates 
of child poverty. In places where child poverty rates are 
high, rates of private insurance are typically low.13 Health 
insurance coverage, particularly private coverage, is more 
common in economies that have “good jobs”—higher 
paying jobs that offer benefits for employees and depen-
dents—compared with economies that are more likely be 
composed of jobs that are part-time, low wage, and do 
not offer benefits to employees and/or their dependents. 
For example, the Bakken oil boom in rural North Dakota 
reinvigorated the state’s economy, creating many good 
jobs.14 Correspondingly, North Dakota has one of the low-
est child poverty rates in the nation. These trends corre-
spond with changes illustrated in Table 2: the proportion 
of children covered by public insurance in 2012 decreased 
from 2011, whereas rates of private insurance in rural 
areas of North Dakota rose 3.4 percentage points.15 

Despite large increases in the ranks of children 
covered by public insurance since the Children’s Health 
Insurance Program Reauthorization Act (CHIPRA) of 
2009, rates of private coverage still exceed those of pub-
lic coverage in most states. Only four states—Arkansas, 
Louisiana, Mississippi, and New Mexico—have rates 
of public coverage that exceed private rates. These four 
states also had the highest rates of child poverty in 2012 
(28 percent or more).16 Thus, children in these states 
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may be more likely to rely on Medicaid and SCHIP. In 
contrast, Alabama has a high rate of child poverty—
slightly less than 28 percent—but has more children cov-
ered by private insurance than by public insurance. This 
evidence suggests that other factors, such as employ-
ment status and employment quality, also contribute 
to rates of public and private insurance. However, the 
disparity between public and private coverage among 
children is narrowing in all states and places: rates of 
public coverage have continually increased during the 
past five years, whereas rates of private coverage have 
steadily decreased. 

Moving Forward: Providing Coverage 
for the 7 Percent of U.S. Children Who 
Are Uninsured
Rates of health insurance among children have 
slowed since 2010. Public insurance continues to 
gain child enrollees, although private insurance rates 
are decreasing. Initial increases in public insur-
ance rates are attributable to CHIPRA, but future 
increases in coverage hinge on various factors 
including immigration reform, Medicaid expansion 
under ACA, and whether or not parents who qualify 
for fully or partially subsidized health care actually 
enroll their qualified children in these programs. 

Covering Children of Immigrant Families
In 2010, 16.4 percent of children living in house-
holds in which at least one parent was an immigrant 
lacked any form of health insurance17—a rate that far 
exceeds the 8.0 percent rate of all uninsured children 
nationally in 2010.18 CHIPRA and ACA improve 
access to affordable health insurance for both non-
native immigrant children and for children who are 
U.S. citizens but reside with undocumented/unau-
thorized parents and guardians. Because the propor-
tion of immigrant children who lack insurance is 
so large, policies aiming to bolster coverage in this 
population have the potential to significantly reduce 
the number of uninsured children overall. 

Immigration reform that allows parents and their 
dependents to fast-track citizenship and thereby 
become eligible for public assistance would allow many 

low-income children to become insured through public 
means. Even under ACA, lawfully present immigrants 
must wait five or more years to become eligible for 
Medicaid and SCHIP and other forms of government 
assistance.19 Revising and/or overturning the five-year 
waiting period for lawfully residing immigrant children 
may increase the number of insured children in the 
United States.20 Immigration reform advocates also note 
that a hostile climate toward undocumented residents 
prevents many parents from enrolling their eligible 
children in public insurance programs for fear that adult 
family members would be deported or suffer other con-
sequences.21 Thus, even in families of “mixed status”—
that is, families whose members’ immigration statuses 
are different from each other—may opt to not enroll 
their Medicaid and/or SCHIP eligible children for health 
insurance coverage, even though ACA clearly states that 
those who are enrolling others for insurance do not have 
to disclose their own immigration status.22 

One in four children in the United States lives in 
an immigrant family23; considering that a significant 
proportion of immigrant children are uninsured, pol-
icies that focus on this population will likely reduce 
the number of children who have no health insur-
ance. In New York, for example, nearly 10 percent of 
all children were foreign born in 2012, but fewer than 
4 percent had no health insurance coverage. Thus, 
New York demonstrates that immigrant children can 
indeed be insured, despite the existing barriers.

Even after all expansions and policy changes are com-
plete, not all children in immigrant families will have 
health insurance coverage: nonnative, undocumented 
children will remain ineligible for public coverage.24

Effectively Expanding Medicaid 
and Other Government-Sponsored 
Insurance
Under the ACA, the federal government is respon-
sible for 100 percent of costs associated with insuring 
all income-eligible children who were not eligible for 
public health insurance coverage before the law took 
effect until the end of 2016. Therefore, children who 
are covered because of revisions to SCHIP and the 
ACA do not place any fiscal burden on states for the 
first two years after full implementation of the ACA. 
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TABLE 2: PERCENTAGE POINT CHANGE IN PRIVATE AND PUBLIC HEALTH INSURANCE COVERAGE FOR PERSONS 
UNDER AGE 18, 2008, 2011, AND 2012

Note: Bold typeface indicates a statistically significant change (p<0.05).
Source: American Community Survey, 1-year estimates, 2008–2012
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TABLE 2: PERCENTAGE POINT CHANGE IN PRIVATE AND PUBLIC HEALTH INSURANCE COVERAGE FOR PERSONS 
UNDER AGE 18, 2008, 2011, AND 2012, CONTINUED
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After 2016, the federal government will cover 95 per-
cent of these costs associated with the ACA Medicaid 
expansion.25 As noted, states now have the option to 
reject federal dollars for Medicaid expansion. As of 
June 9, 2014, twenty-six states and Washington, DC, 
expanded Medicaid, five states were still discussing 
expansion, and nineteen states indicated that they 
would not be accepting federal expansion funding 
for public insurance.26 Expansion under ACA only 
affects children ages 6 to 19 by expanding coverage 
for families living between 100 and 133 percent of the 
federal poverty level.27 However, many of these chil-
dren were already covered through SCHIP. Analyses 
by Georgetown University’s Health Policy Institute 
Center for Children and Families suggest that, if all 
fifty states expanded Medicaid, approximately 95 per-
cent of children would be covered.28 

Insurance Coverage for Parents
Expansion under ACA may also be important for 
enrolling low-income parents, which may in turn 
expand rosters of covered children. Public policy 
researchers note that, when parents and children are 
covered over time, children tend to have more consis-
tent coverage, particularly in low-income families.29 

SCHIP and state-only funded programs that 
extend coverage to low-income children have been 
successful, particularly during the recent economic 
recession. Still, approximately 2.9 million chil-
dren living in the United States remain uninsured. 
Because health insurance is critical in a fee-for-ser-
vice health care system, policy makers and children’s 
advocates ought to continue to look for ways that 
ensure all children have access to affordable health 
insurance and enroll in coverage.

Data
This analysis is based on U.S. Census Bureau estimates 
from the 2008, 2009, 2010, 2011, and 2012 American 
Community Survey. Tables were produced by aggre-
gating information from detailed tables available on 
American FactFinder.30 Because estimates are based 
on survey data, caution must be used when comparing 
data from different years or place types; the margin of 
error may indicate that seemingly disparate numbers fall 
within sampling error.31 All differences highlighted in 
this brief are statistically significant (p < 0.05). 
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