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The Children’s Health Insurance Program (CHIP) was established in 1997 to provide coverage for uninsured
children who are low-income but above the cut-off for Medicaid eligibility. In 2009, Congress reauthorized and
extended federal funding for CHIP, and the Affordable Care Act (ACA) extended CHIP funding further, through
FY 2015. If Congress does not act, federal funding for CHIP will expire a little over a year from now. Decisions
about CHIP’s future will be consequential as more than 8 million low-income children were covered by CHIP at
some point during 2012. CHIP and Medicaid combined cover more than 1 in every 3 children in the U.S. To
help inform the debate about CHIP’s future, this brief reviews data and a large body of research about the
impact of Medicaid and CHIP on low-income children. The evidence can be summarized as follows:
 Coverage: Medicaid and CHIP have significantly expanded health coverage among U.S. children and
provided a coverage safety-net for children in working families during economic downturns. From 1997,
when CHIP was enacted, to 2012, the uninsured rate for children fell by half, from 14% to 7%. Medicaid and
CHIP have helped to reduce disparities in coverage that affect low-income children and children of color.
 Benefits and out-of pocket protection: Medicaid and CHIP cover expansive benefits for children,
including dental care, which is often excluded from private health insurance. Of key importance for children
with special health care needs, all CHIP programs cover physical, occupational, and speech and language
therapies, often without limits. Both Medicaid and CHIP provide strong financial protection for low-income
children and families. Out-of-pocket exposure is greater in subsidized Marketplace coverage.
 Access to care: Children with Medicaid and CHIP have much better access to primary and preventive care
and fewer unmet health needs than uninsured children. They also have much better access to specialist and
dental care. Further, children covered by Medicaid and CHIP fare as well as privately insured children on
measures of primary and preventive care access. However, some research finds disparities between publicly
and privately insured children in their access to specialist and dental care. Also, Medicaid and CHIP children
visit the emergency department more than other children, which may be due, in part, to barriers to access to
timely primary care, such as lack of available after-hours care. Most physicians who care for children
participate in Medicaid and CHIP, but dentist participation is low.
 Outcomes: Evidence from some studies shows that Medicaid and CHIP expansions have a positive impact
on health outcomes, including reductions in avoidable hospitalizations and child mortality, while other
studies show no impact on health. In addition, there is evidence that improved health among children with

Medicaid and CHIP translates into educational gains, with potentially positive implications for both
individual economic well-being and overall economic productivity.
 Parents’ views: Most low-income parents have positive impressions of Medicaid and CHIP. The parents of
children enrolled in Medicaid or CHIP are more likely than low-income parents of children with job-based
coverage to say they are very satisfied with the quality of care, the scope of benefits, and affordability.
Taken together, the evidence is strong that improving coverage through CHIP and Medicaid has contributed to
meaningful gains in access to care and the quality of care for low-income children. Further, studies that find an
impact of CHIP and Medicaid on children’s health show a positive impact, suggesting that the programs
advance the end goal of coverage, better health.
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The Children’s Health Insurance Program (CHIP) was established with bipartisan Congressional support in
1997 to provide coverage for uninsured children who are low-income, but above the cut-off for Medicaid
eligibility. The law gave states considerable flexibility to design their CHIP programs, and states’ use of this
flexibility to build streamlined eligibility and enrollment systems, brand their programs, and invest in
outreach, has also generated improvements in Medicaid in many states.
In 2009, Congress reauthorized CHIP and extended federal funding for the program. The Affordable Care Act
(ACA) extended CHIP funding through FY 2015, and provided for a 23 percentage point increase in CHIP
matching rates in FY2016-2019 if funding for the program is again extended. Absent Congressional action,
federal funding for CHIP will expire a little over a year from now. Decisions about CHIP’s future funding will be
consequential as more than 8 million low-income children were covered by CHIP at some point during 2012.1
Altogether, CHIP and Medicaid combined now cover more than 1 in every 3 children in the U.S.2
Data and a large body of research provide strong evidence that Medicaid and CHIP have increased health
coverage among low-income children, and that children enrolled in the programs experience improved access
to care, utilization, and financial protection. Medicaid and CHIP are also positively associated with the quality
of care children receive, and parents value the programs. At the same time, gaps in access to dental care and
specialty care point to needs to strengthen the programs. Finally, there is evidence that improved health among
children with Medicaid and CHIP translates into gains in school performance and educational attainment over
the longer term, with potentially positive implications for both individual economic well-being and productivity
in the overall economy.
The evidence from most studies of public coverage for children reflects the effect of Medicaid and CHIP
collectively. This is so because most state CHIP programs are either Medicaid expansions or combine a
Medicaid expansion and a separate CHIP program, and children migrate between the two programs due to
changes in family income; these factors make it difficult to isolate the impact of CHIP alone. However, studies
of separate CHIP programs in selected states and the Congressionally-mandated CHIP evaluation issued in
2007 add evidence specific to the experience of children covered by CHIP.
As policy discussions concerning the future of CHIP gather momentum in the coming months, this brief
reviews key data and findings about children’s coverage that can help inform the debate about CHIP’s future.

 Together, the two programs have significantly reduced the uninsured rate among children. From 1997, when
CHIP was enacted, to 2012, millions of uninsured children gained coverage, and the uninsured rate for
children fell by half, from 14% to an historic low of 7%. The decline was concentrated among children below
200% of the federal poverty level – the group targeted by Medicaid and CHIP – whose uninsured rate
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dropped from 25% to 15% over this period.3 The decline was also sharper for Hispanic children, who are the
most likely to be uninsured.
 Medicaid and CHIP have provided a coverage safety-net for children during economic recessions and
slowdowns when families have lost employer-sponsored insurance. During the downturn in the early 2000’s,
the uninsured rate fell for children while it rose significantly for nonelderly.4 During the more recent
recession, too, gains in health coverage for children continued while nonelderly adults lost ground.5
 Participation in Medicaid and CHIP among eligible children averaged 87% nationwide in 2011, although the
rate varied by state and by subgroups of children.6 Although retention rates vary by state as well, nationally,
three-quarters of low-income children who remain eligible for CHIP stay enrolled in the program, similar to
retention rates in the individual insurance market and Medicaid.7

 Medicaid and CHIP play an especially important coverage role for children of color, whose families are more
likely be low-income compared to Whites. As such, the two programs have reduced racial/ethnic disparities
in children’s coverage. CHIP and Medicaid cover more than half of Hispanic children (52%) and Black
children (56%), compared to about one-quarter of White (26%) and Asian (25%) children.8
 Children with special health care needs are particularly reliant on Medicaid and CHIP. They are more likely
than other children to be eligible for these programs, and Medicaid and CHIP cover services and supports
often needed by these children that private insurance, which is designed for children with more routine
needs, typically does not cover.9

 CHIP programs that are Medicaid expansions cover “Early and Periodic Screening, Diagnosis, and
Treatment” (EPSDT) for children, a comprehensive benefit package that covers not only health services, but
also developmental services, such as habilitation services that help children attain, maintain, or improve
skills to maximize their function.
 A substantial number of separate CHIP programs cover EPSDT or EPSDT-like benefits. The other separate
CHIP programs are modeled on mainstream, “benchmark” private insurance products, but include
important additional benefits.10
o All CHIP programs cover dental care, which is often excluded from private health insurance or must be
purchased separately. Dental coverage matters because dental disease, which is the most common
childhood disease, is preventable and untreated dental problems cause pain, school absence, and missed
work among parents.11
o Nearly all separate CHIP programs cover annual eye exams and all cover glasses. Most cover annual
hearing exams.
o All separate CHIP programs cover outpatient and inpatient mental health services, without limits in most
states.12 All also provide some level of outpatient substance abuse treatment services, and almost all cover
inpatient substance abuse treatment.
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o Of special importance for children with special health care needs, all CHIP programs cover physical,
occupational, and speech and language therapies, without limits in many states.

 A study that modeled the effect on out-of-pocket and total medical spending for low-income children with
Medicaid or CHIP if they were privately insured instead showed that their out-of-pocket costs over a full year
(2005) would have risen from $42 to $314, and that total medical spending on their behalf would have risen
37%, from $909 to $1,247 per person.13
 A five-state GAO study comparing separate CHIP programs to the coverage that Qualified Health Plans were
expected to offer in 2014 found that the benefits for children were generally comparable, but premiums,
deductibles, cost-sharing were almost always lower in CHIP. Further, although the QHP benchmark plans
capped out-of-pocket costs, the caps ranged widely and did not include premiums or, in some plans,
deductibles or certain copays.14 In CHIP, total family out-of-pocket costs, including premiums, are limited to
5% of family income.
 A study that analyzed the differences between CHIP and QHPs in Arizona, where 14,000 children lost CHIP
coverage on January 1, 2014, reached findings similar to the GAO’s and indicated that tighter benefit limits
in QHPs compared to CHIP could leave low-income children with chronic health care needs particularly
exposed to out-of-pocket costs that their families might be unable to afford.15

 A vast literature documents much greater access to care among children covered by Medicaid and CHIP
relative to uninsured children.16 17 18 19
 A large and consistent body of evidence shows that, following enrollment in Medicaid or CHIP, children are
more likely to have a usual source of care, visits to physicians and dentists, and use of preventive care, and
less likely to have unmet needs for physician services, prescription drugs, and dental, specialty, and hospital
care. In nine of ten studies cited in the Congressionally-mandated evaluation of CHIP, rates of unmet need
were reduced by 50% or more. Evidence from some states indicates that increased access was accompanied
by reduced emergency department use.20 21 22 23
 A study of the impact of CHIP in New York showed that pre-existing racial/ethnic disparities in access,
unmet need, and continuity of care among children were virtually eliminated during the year following their
enrollment in CHIP.24
 Federal data show high performance in Medicaid and CHIP with respect to access to primary care. Across 43
states reporting in FY 2012, the median percentage of Medicaid/CHIP children with a visit to a primary care
provider was 97%. Much smaller shares of children received all recommended well-child care and
immunizations, however.25 Notably, the data from FY 2011, which include comparative results for
Medicaid/CHIP and privately insured children, show fairly comparable rates between the two groups on five
of eight primary and preventive care measures, despite pronounced differences between the two groups’
demographic and socio-economic profiles.26
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 An analysis prepared for the Medicaid and CHIP Payment and Access Commission (MACPAC) likewise
found that rates of access to and use of primary and preventive care among children with Medicaid/CHIP are
comparable to the rates for privately insured children. About 95% of both groups have a usual source of care,
although Medicaid/CHIP children are less likely than privately insured children to have a usual source with
after-hours access. The vast majority of children in both insurance groups are usually or always able to get
care that is needed right away and routine appointments, but somewhat fewer are usually or always able see
a specialist when needed. When health and socio-demographic differences between Medicaid/CHIP and
privately insured children are controlled, Medicaid/CHIP children are more likely to receive a well-child
check-up.27

 Research on access to specialist care among children with Medicaid/CHIP has produced mixed findings.
o The analysis for MACPAC just mentioned also shows that differences between Medicaid/CHIP and
privately insured children in the receipt of specialist visits disappear when health and socio-demographic
differences between the two groups are controlled.28 Other research also shows that publicly insured
children with needs for specialty care fare as well as privately insured children.29
o At the same time, evidence from “secret shopper” studies indicates that children with Medicaid/CHIP are
much more likely than privately insured children to be denied appointments with specialists, and that they
face longer waits when they do get appointments.30 31
o A national survey of physicians conducted by the Government Accountability Office (GAO) indicates that
physicians participating in Medicaid and CHIP are three times more likely to have difficulty referring
Medicaid/CHIP children for specialty care, compared with privately insured children (84% vs 26%). For all
children, physicians most often cited difficulty with referrals for mental health, dermatology, and
neurology.32
 Children covered by Medicaid/CHIP have much higher rates of access to and use of dental care than
uninsured children. Still, low rates of dentist participation in Medicaid/CHIP and low utilization of dental
care among Medicaid/CHIP children are serious and persistent problems; notably, dental care rates among
low-income privately insured children are comparably low.33 34 35
o In 2011, the median rate of receipt of any preventive dental service among Medicaid/CHIP children was
44% across the 50 states and DC, and the median rate for receipt of at least one dental treatment service
was 24%.36 Dental care is the most frequently cited unmet need due to cost for all children. About 5% of
Medicaid/CHIP children report an unmet dental need due to cost, compared to about 3% for children with
ESI and 29% for uninsured children.37
o An analysis of 2009 data showed that per-user out-of-pocket dental costs were much higher for children
with private dental coverage than for children with Medicaid/CHIP ($327 versus $53).38
o All state CHIP programs now report on the HHS core measure for preventive dental services, and CMS
launched an Oral Health Initiative in 2010, setting goals for improvement and offering states technical
assistance.
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 Access to care for children with special health care needs who are enrolled in CHIP is comparable to access
for low-income children who are privately insured.39
 Asthma, one of the most prevalent chronic conditions in children, has disproportionately adverse impacts on
low-income and minority children. A before-after study of children with asthma who were newly enrolled in
New York’s CHIP program found improvements in their access to asthma care and the quality of their
asthma care. Asthma attacks and asthma-related emergency department visits and hospitalizations among
the children fell markedly and three-quarters of parents reported that their child’s asthma was better or
much better after one year in CHIP.40 An Alabama study found similar effects, as well as cost savings, for
children with asthma who were continuously enrolled in CHIP for three years.41
 Another New York study looking at the impact of CHIP enrollment on children with a broader set of physical
and behavioral health conditions found improvements in access to care, continuity of care, and use of
prescription drugs, as well as reduced unmet health care needs.42



Children with Medicaid/CHIP are more likely than both uninsured and privately insured children to make
emergency department (ED) visits even when health and socio-demographic differences between the
groups are controlled. In 2008, 28% of Medicaid/CHIP children had at least one ED visit, compared to 15%
of uninsured children and 18% of children with private coverage, and Medicaid/CHIP children were also
significantly more likely to have had multiple ED visits. Preliminary analysis suggested that barriers to
access to primary care might have contributed to the higher ED use.43



The results from a GAO survey of physicians who serve children show that more than 80% of primary care
physicians and about 70% of specialists participate in and provide care to children covered by Medicaid and
CHIP. These physicians are generally more willing to accept new privately insured children than new
publicly insured children, but they appear not to schedule appointments preferentially, as wait times for
new appointments are generally the same for both groups of children. A large majority of physicians not
participating in Medicaid and CHIP cite payment and billing issues, bureaucratic barriers, and referral
difficulties as reasons.44



A 2010 GAO report on children’s oral health indicates that dentist participation in Medicaid and CHIP is
low and that many dentists who do participate may limit the number of Medicaid or CHIP patients they will
treat.45
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 One synthesis of the evidence on Medicaid and CHIP reviewed 12 studies that examined impacts on any of
four outcome measures: perceived health status, restricted activity days, avoidable hospitalization, and child
mortality.46 Only one study of four showed an effect on perceived health status, and neither of two studies
showed an effect on restricted activity days for children. However, of five studies looking at the impact of
Medicaid or CHIP expansion on avoidable hospitalization and/or child mortality, all but one found a
reduction in avoidable hospitalizations, and two of two showed a positive impact on child mortality. To
illustrate:
o A California study found reductions in hospitalizations for ambulatory care-sensitive conditions among
children following CHIP implementation, suggesting that primary care access and quality for low-income
children improved.47 However, another study found no significant decline in avoidable hospitalization
nationally during the early period of the Medicaid expansions,48 and a third study (also of Medicaid
expansion) found reduced avoidable hospitalizations only for children age 2 to 6.49
o A national study found that a 10 percentage point increase in Medicaid/CHIP eligibility (e.g., from 30% of
children in a state in a particular age group to 40%) resulted in a roughly 3% decline in child mortality.50
 An evaluation of Oregon’s Healthy Kids program found a significant increase in the share of parents who
who reported that their child was in good general health and in stable health after 12 months of coverage in
the program, compared to the before-enrollment baseline. There were no significant changes in these
measures for children covered less than 12 months, suggesting the possibility that effects of coverage on
health take more time to manifest. Nor was there significant change in health for uninsured children. The
share of parents reporting that their child’s health was interfering with school or social activities did not
change for any of the three groups.51
 A state assessment of California’s CHIP program followed newly enrolled children who were in the poorest
health over a two-year period and examined physical and psycho-social aspects of their health, including
social, emotional, and school functioning. The parents of these children reported significant, sustained gains
in their children’s ability to pay attention in class and keep up in school activities.52 An evaluation of Kansas’
CHIP program found that children missed fewer days of school due to illness or injury after they were
enrolled in the program for one year.53
 A new study suggests that Medicaid expansions for young and school-age children in the 1980s and 1990s
resulted in improvements in their long-run educational attainment. By extension, similar effects might be
expected from CHIP. 54
o A 10 percentage point increase in Medicaid eligibility for children reduced the high-school drop-out rate by
about 5%, increased college enrollment by 1.1% to 1.5%, and increased the four-year college completion
rate by 3% to 3.5%.
o Showing that Medicaid eligibility during childhood translated into better health among teens, the
researchers suggested that this effect is an important mechanism by which coverage affects children’s
educational attainment.
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 More than 8 in 10 low-income parents who do not currently have a child enrolled in Medicaid or CHIP say
they would be interested in enrolling their child in the program if their child needed coverage.55
 More than 90% of low-income parents with children enrolled in Medicaid or CHIP are somewhat (27%) or
very (66%) satisfied with the coverage. The parents of Medicaid/CHIP-enrolled children are more likely than
low-income parents of children with job-based coverage to say they are very satisfied with the quality of care,
the range of covered services, and affordability.56
 Parents of children enrolled in Medicaid and CHIP report that they are thankful for the programs and have
peace of mind knowing their children are covered.57

CHIP has been an effective program, providing comprehensive coverage and financial protection to millions of
American children and increasing their access to and use of recommended care. It has also helped to reduce
disparities in health coverage and care that affect low-income children and children of color. These
improvements in access and care appear to lay the foundation for gains in school performance and educational
attainment, which, in turn, hold promise for children’s long-term health and economic well-being, and for
economic productivity at the societal level. The evidence is strong that improving coverage through CHIP and
Medicaid has contributed to meaningful gains in access to care and the quality of care for low-income children.
Further, studies that find an impact of CHIP and Medicaid on children’s health show a positive impact,
suggesting that the programs advance the end goal of coverage, better health.
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