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Children’s health is the result of multiple social, behavioral,
genetic, environmental and community factors. Utmost in
importance in the US is enrollment in quality health insurance
and access to care. In the US, public health insurance for children
is provided mainly through Medicaid—a federal−state partner-
ship that aims to insure children at lower levels of the income
spectrum. Coverage is also provided by the Children’s Health
Insurance Program (CHIP), a federal grant program that provides
funds to insure children with parental incomes above the
Medicaid threshold, but still at a level in which private insurance
is financially burdensome. Public health insurance enrollment via
Medicaid and CHIP, particularly for young children under the age
of 6 years, is associated with improved preventive care,
immunization rates and reduced emergency room visits and
hospitalizations.1–5 From 2008 to 2016, the rate of uninsured
children dropped annually. However since 2016, rates of
uninsured children are rebounding. The purpose of this commen-
tary is to review policy factors that contributed to this change in
insurance coverage.
This dramatic change is the result of threats to the health

insurance safety net in the form of reduced payments, and barriers
to eligibility and enrollment that have been proposed or
implemented. Experienced losses in pediatric health insurance
coverage could have been worse. Recent data from 2016 to
2018 show that higher income eligibility thresholds and payment
rates for Medicaid provided a partial buffer against losses in
children’s health insurance coverage.
Medicaid is the single largest insurer of children.6 The program,

with CHIP, covers 44−45 million (48%) of all US children.1,7 Of all
Medicaid enrollees, nearly half (48%) are children. CHIP covers
approximately eight million children, 89% of which live in families
who are below 200% of the Federal Poverty Level.1 Significant
racial/ethnic differences exist within public health insurance
coverage—almost 55% of Black and Latinx children are covered
by public insurance, in contrast to only 24% of Asian children.8

Adults who were insured by Medicaid in childhood prior to age
6 years had reduced rates of metabolic syndrome (i.e., hyperten-
sion, diabetes, heart disease and obesity).9,10 These studies
demonstrate that providing public health insurance to eligible
children is cost-effective and saves ~$3000/child/year.1 Medicaid
expansion, a provision of the Affordable Care Act (ACA),
incentivized states to increase Medicaid income eligibility
requirements to ~138% of the federal poverty level, and federal
renewals of CHIP have led to significant and consistent decreases
in the rate of uninsured children from 2008 to 2016.9 However,
beginning in 2016, the numbers of uninsured children again

began increasing—a result of major federal policy changes
enacted over the past 4 years (Fig. 1).
Adjustments to elements of eligibility, enrollment and access to

care within public health insurance programs have direct impacts
on national rates of child uninsurance. Over the last several years,
changes to the delivery of Medicaid have led to a rebound in the
rates of uninsured children, which have increased annually from
2016 to 2018, from 4.7 to 5.5%, reflecting a movement of 425,000
children off of public programs.11 These losses in children health
insurance have been asymmetrically distributed. Overall, states
that did not expand Medicaid have almost double the rates of
uninsured children as states that accepted expansion. Further,
from 2016 to 2018, the increase in uninsured children in
nonexpansion states was 0.9%, triple that of Medicaid expansion
states—demonstrating again the vital public safety net role these
programs offer children.

PULLING OUT THE ‘WELCOME MAT’
Losses in the number of uninsured children are partially the result
of changes in federal aspects of Medicaid funding and regulation.
In 2017, a crucial aspect of increasing Medicaid participation,
funding for the advertising, outreach, marketing and navigation of
health insurance enrollment (termed, “Welcome Mat”), was
reduced by 43%.12 The following year support was reduced to a
total of $10 million (an 84% reduction from 2016). Outreach and
enrollment funding is essential to educate families about eligibility
for programs and to overcome barriers to Medicaid enrollment.
Data from 2006 health reform efforts in Massachusetts showed
among low-income families, a robust outreach and enrollment
program was associated with a 16.3% increase in Medicaid
enrollment and a 19.4% difference in participation compared to
control states.13

Further, even when outreach funding is directed at adult
Medicaid enrollment, more children benefit from Medicaid. From
2013 to 2015, rates of insured children increased 5.7% if parents
were Medicaid-eligible, compared with 2.7% if parents remained
ineligible—a net increase of 710,000 low-income children.14 These
data illustrate a major tenet of children’s health insurance
enrollment—programs that increase Medicaid coverage in adults
have a pediatric effect.12,14,15

Adult-oriented programs do not just result in greater childhood
Medicaid enrollment, but are linked with increased receipt of
pediatric care. Nationally, parental Medicaid enrollment within the
targeted income levels of the ACA Medicaid expansion is
associated with a 45-fold increased odds of children receiving
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well-child visits.15 Conversely, barriers to adult insurance enroll-
ment may also cause spillover reductions in children’s coverage.16

MEDICAID WAIVERS AND REGULATORY BARRIERS
To encourage innovation and state-based experimentation with
healthcare insurance and delivery, the original Medicaid law
allowed states to apply for a waiver of traditional coverage
requirements. The premise was to allow states to test programs
that would reduce costs or expand coverage.
Over the past 4 years, multiple states have sought and received

federal approval for waivers to the Medicaid program that have
curtailed parental public health insurance coverage. Six states
have approved (2 implemented) work requirements for adults to
remain Medicaid-eligible, resulting in reduced adult Medicaid
coverage.17 In Arkansas, 18,000 beneficiaries lost Medicaid cover-
age; and Mississippi estimates a reduction of 8% in Medicaid
enrollment based on this waiver.17,18 In states with very low-
income thresholds to lose Medicaid coverage, work requirements
may squeeze out low-income workers. If a worker’s wages,
mandated via work requirements, exceed a state’s income
threshold for Medicaid eligibility, then parents may earn too
much for public insurance but too little to afford health coverage
from other sources.
Maintaining eligibility is critical to keeping rates of child

insurance high. States with higher income limits for Medicaid

eligibility have significantly lower rates of child uninsurance and
fared better than states with lower income eligibility from 2016 to
2018 (Fig. 2a, b). Several states have created eligibility and
enrollment restrictions within the waiver program, including dis-
enrolling Medicaid recipients for nonpayment of premiums,
locking out recipients from re-enrollment for varying lengths of
time and requiring documentation of Medicaid eligibility several
times a year. Bureaucratic obstacles, such as Louisiana’s regulation
to verify Medicaid eligibility quarterly, or Tennessee’s reliance on a
lengthy paper renewal form, have resulted in significant losses in
Medicaid coverage for parents.17

MEDICAID PAYMENT REGULATIONS AND CHILDREN’S
COVERAGE
Eligibility and enrollment in public insurance are not synonymous
with care. Obtaining health care for children is closely linked with
Medicaid payments, particularly in regions where costs of practice
are high. Within pediatrics, payment from Medicaid is roughly 60%
of private insurance reimbursements.19 Increasing Medicaid
payments to levels consistent with Medicare, a tenet of the ACA
from 2010 to 2012, resulted in an increase in the number of
children with Medicaid insurance potentially cared for by primary
care pediatricians.20 Further, from 2016 to 2018, states with
Medicaid payments above 75% of Medicare rates approached a
lower percent-change in uninsured children (Fig. 3).
States have flexibility to adjust payments to ensure Medicaid

recipients have access to care comparable to privately insured
children.21 Yet the Centers for Medicare and Medicaid Services
(CMS) indirectly exert influence over these payments via regula-
tion. In early 2020, the federal government proposed a series of
technical changes to the Medicaid Fiscal Accountability Rule,
adjusting the calculation of Upper Payment Limits—funds used by
states to incentivize providers to accept patients with Medicaid
into care. The resulting decrease in physician payments for
Medicaid patients raises significant concerns that access to care
will be limited.20–22

The relationship between payments and access for publicly
insured children is further jeopardized by actions from late
January 2020 and the COVID-19 pandemic. In late January, CMS
announced the Transformative Medicaid Healthy Adult Opportu-
nity, an invitation to states to obtain Block Grants for state
Medicaid programs.23 Under a Block Grant paradigm, states
receive a fixed dollar amount for Medicaid, with no additional
contributions for unexpected costs, which states must bear alone,
without federal assistance. Currently, these costs would be shared
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Fig. 1 Rate of child health uninsurance over time. After years of
steady decline, the rate percentage of children without health
insurance increased from 2016 to 2018. Changes in the percent of
uninsured children are plotted with the years of Affordable Care Act
(ACA) and Children’s Health Insurance Program (CHIP)
reauthorization.
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with the federal government based on the state's Federal Medical
Assistance Percentage Rate. Converting Medicaid financing to a
fixed state payment alters the very nature of Medicaid, under-
mining its spirit as a robust federal−state partnership. Further,
Block Grant formulas have consistently and overwhelmingly
underestimated actual healthcare costs. Analysis of the theoretical
impact of a 1981 Block Grant proposal found states would have
cumulatively born an extra $76.6 billion financial burden over 10
years, all but forcing states to curtail payment, eligibility,
enrollment or access.24 Enactment of the 1995 Block Grant
proposal would have shifted $18.5 billion in costs to states.24

COVID-19 AND MEDICAID
Though conceived to accommodate unexpected costs like disease
outbreaks, no existing public insurance program could foresee the
widespread disruption the coronavirus pandemic would cause on
rates of uninsured children. The national economic stress and the
resultant job loss reduced the number of children covered by
parental employer-sponsored insurance.25 At 20% unemployment,
25 million adults may lose coverage.26 However, when states are
compared by Medicaid expansion status, differences exist in those
who will be ultimately uninsured.26 Within expansion states, 53%
of those losing employer-sponsored insurance would fall into the
Medicaid safety net, compared to 33% in nonexpansion states.
Children should fare better, a result ascribed to CHIP in ensuring

children with parents who earn above the Medicaid-threshold are
insured. As a result of the COVID-19 pandemic, “only” 10% of
children who lose coverage due to parental unemployment will
remain uninsured.26 The pandemic will no doubt strain the safety
net but also allow us to appreciate the vital support provided by
robust public insurance programs. While many states were
experiencing significant budgetary shortfalls pre-COVID, these
strains will be exacerbated by the fiscal pressure placed on state
and local governments, which are estimated to lose $600−$765
billion from sales and income tax loses.27 Further these estimates
are yet to include the increased state costs of the pandemic
associated with hospitals and first responders.28 As of this writing,
the economic stimulus package passed by the House of
Representatives in May (the Heroes Act) has not been acted on
by the US Senate. The bill includes $1 trillion dollars in state and

county government relief, $915 billion of which is flexible and not
earmarked to any specific line item.29

If children are to thrive, they must be healthy, and there can be
no health, without health insurance and access to providers. In the
past few years, the rate of uninsured children has increased,
reversing almost a decade of annual year-over-year improvements
in children’s health insurance coverage. Actions such as elimina-
tion of outreach/enrollment funding and implementation of
Medicaid are associated with these reductions and create barriers
to healthcare for both parents and children. These losses in
coverage may also result in greater financial insecurity among
low-income families. New proposals such as technical changes to
the Medicaid Fiscal Accountability Rule, renewed calls for Block
Grant proposals and the economic crisis associated with the
COVID-19 pandemic further threaten children’s healthcare
coverage.
As health reform discussions are reinvigorated, the foundational

role of public insurance must be considered and respected. The
health insurance landscape is ever-changing and pediatricians and
researchers must be made aware of quietly implemented
regulatory changes that influence loss of children’s health
insurance coverage. This is especially true during the time of
COVID-19, where disparities in access to care are widened and
pediatricians burdened with increased clinical duties. Researchers
need to continue to follow health outcomes associated with losses
in insurance coverage to ensure Medicaid policy is evidence-
based. Constant vigilance is required to help decipher these
maneuvers and help understand the practical impact of these
changes on clinical care. Ultimately, Medicaid may only be as
strong as those who continue to advocate for it.
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