SCHIP and Children’s
Health Coverage:
% Leveling the Playing Field for
Minority Children

The SCHIP program will expire in 2007 unless it is reauthorized by
Congress. Reauthorization provides an opportunity to review how

SCHIP works, examine what has been learned about children’s health coverage in the last 10 years, and discuss what Congress
must do to continue the progress made in reducing the number of uninsured children. More information on children’s health
coverage through SCHIP and Medicaid is available on the Families USA Web site at http://www.familiesusa.org/issues/

medicaid/medicaid-action/ .

Most Uninsured Children Are Racial and Ethnic Minorities

In 2005, more than 8 million children went without health insurance, and 60 percent of them
belonged to a racial or ethnic minority group (Figure 1).! Health insurance is essential for

children so that they have timely access to
preventive health care services and treatment
for conditions that could affect their health later
in life. The gaps that persist in children’s health
coverage remain a major obstacle to eliminating
the more pervasive health disparities that confront
racial and ethnic minorities of all ages in the
United States.

Reducing disparities in children’s access to
health care is an important and achievable

goal. Health insurance is especially important
for minority children because when they lack
coverage, they are less likely to see a doctor.

For example, uninsured African American and
Latino children are less likely to have a personal
doctor and more likely to forgo needed medical
care than other uninsured children.? Fortunately,
most uninsured children (74.1 percent) are eligi-
ble for health coverage through either Medicaid
or the State Children’s Health Insurance Program
(SCHIP).? This means that increasing support for
these programs will be crucial to reducing health
disparities.

Figure 1. Minority Children Are
Disproportionately Uninsured
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Source: Based on data from the U.S. Census Bureau
Current Population Survey, 2006.

Note: Includes children ages 0-17.
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Medicaid and SCHIP Play a Crucial Role in Covering Children of Color

Although children receive health coverage through a variety of sources, Medicaid and
SCHIP play an especially important role in covering children from communities of color.
Today, more than half of all children who receive health insurance through public programs
belong to a racial or ethnic minority group. While most insured children (68.1 percent)
have coverage through a parent’s employer, slightly more than half of insured African
American children (51.3 percent) and insured Latino children (50.3 percent) are covered by
Medicaid or SCHIP.*

Minority children are more likely to have public coverage for a variety of reasons. For
example, even though most children in Medicaid and SCHIP live in working families,
children from communities of color are less likely to have employer-based coverage. This is
because their parents are disproportionately more likely to work either in positions where
health care benefits are not offered or for small companies that cannot afford to pay for
employee health insurance.” Even when parents are offered coverage through an employer,
many cannot afford the premiums.

Together, Medicaid and SCHIP provide a vital safety net for America’s low-income children.
These children live in households with annual incomes below 200 percent of the federal
poverty level ($33,200 for a family of three in 2006).° And because minority children are
much more likely to live in low-income families, they are more likely to rely on programs
like Medicaid and SCHIP for health care coverage.

Disparities in Coverage Have Decreased Since SCHIP Started

After SCHIP was created in 1997, the percent of children who were uninsured steadily
declined, from a high of 15.4 percent in 1998 to a low of 10.8 percent in 2004.” The decline
was even more striking for racial and ethnic minorities. In 1998, roughly 30 percent of
Latino children and 20 percent of African American children were uninsured. In 2004,
those numbers had dropped to about 21 percent and 12 percent, respectively (Figure 2).®
While disparities in insurance coverage still exist, SCHIP and Medicaid played an important
role in narrowing the coverage gap for minority children.

SCHIP was created at a time when more and more Americans were losing employer-based
health insurance. The program expanded health coverage to many low-income children and
was crucial to reducing both the number and proportion of children who were uninsured.
Together, Medicaid and SCHIP were directly responsible for expanding children’s health
coverage, even as a growing number of parents lost employer-based coverage and became
uninsured. And while many low-income children benefited from the expanded eligibility
provided by SCHIP, minority children experienced the greatest gains from increased coverage
through public programs.
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Figure 2. Percent of Children Who Were Uninsured, by Race and Ethnicity (1997-2005)
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Source: Analysis of U.S. Census Bureau Current Population Survey.
Note: Includes children ages 0-17.

* Estimates for 1999 do not reflect the introduction of a follow-up verification question and implementation of
Census 2000-based population controls. For this reason, the estimates depicted here are slightly higher than
other reported estimates using the same survey.

SCHIP Plays an Important Role in Reducing Disparities in Access to Care

In addition to reducing the coverage gap for minority children, enrollment in SCHIP has also
been shown to reduce disparities in access to health care services —an important measure of the
program’s success. For example, uninsured minority children are more likely than other unin-
sured children to have unmet health care needs and to lack a usual source of care, but a study of
children enrolled in New York’s SCHIP program for one year found an almost complete elimi-
nation of these disparities.” A study of California’s SCHIP population confirmed these results:
Across racial and ethnic groups (including different language groups), enrollment in SCHIP was
associated with a stark reduction in disparities in access to needed care.”

SCHIP Reauthorization: A Chance to Level the Playing Field

Together, SCHIP and Medicaid have made tremendous strides toward narrowing the
coverage gap that exists for minority children. However, millions of children from com-
munities of color remain uninsured, and more work must be done to ensure that these
children receive the health care coverage they need. The good news is that the majority of
uninsured children are already eligible for either Medicaid or SCHIP. In fact, more than 80
percent of uninsured African American children, and 70 percent of uninsured Latino chil-
dren, appear to be eligible for public coverage."

But without additional funding for SCHIP, these children will remain uninsured, and the
progress made over the past 10 years will be reversed as states scale back their SCHIP and
Medicaid programs. At this point, there is insufficient federal funding for SCHIP to cover
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the children currently enrolled, let alone to expand coverage to uninsured children who are
eligible. To finish the job it started in 1997, Congress should add sufficient money to the federal
budget to cover all uninsured, low-income children who are already eligible for Medicaid or
SCHIP. This is a critical step for expanding coverage for minority children.

The reauthorization process also provides an opportunity to address the underlying barriers to
enrollment in Medicaid and SCHIP that minorities are more likely to face. For example, distrust
of the health care system, language and cultural barriers in the application process, and
misinformation about eligibility rules are a few of the obstacles that can prevent eligible
children from enrolling in public programs. Enrollment strategies targeted to minority communi-
ties, including the use of community health workers and promotoras to help guide families through
the enrollment process, have been shown to increase enrollment and reduce disparities.'?
Congress should take advantage of SCHIP reauthorization to improve outreach efforts and
simplify enrollment in order to reach the millions of uninsured children from communities of
color who are eligible for Medicaid and SCHIP.

SCHIP reauthorization provides policymakers with a unique opportunity to address racial and
ethnic disparities in children’s access to health care. By prioritizing children’s health care and
increasing funding for this important program, Congress can level the playing field for children’s
health coverage and pave the way for reducing health disparities later in life.
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