
Summary
Despite the economic downturn, most states have 
maintained and even improved children’s eligibility for 
Medicaid and the Children’s Health Insurance Program 
(CHIP) by expanding eligibility to additional groups of 
children, improving enrollment and retention systems, 
and implementing new policy options available under the 
2009 Children’s Health Insurance Program Reauthorization 
Act (CHIPRA). Income eligibility for children is relatively 
high: the median threshold is now 250 percent of the 
Federal Poverty Level (FPL), which is much higher than it 
is for parents. Using the 2008–2010 American Community 
Survey (ACS), this analysis suggests that both eligibility and 
participation increased for children over this time period, 

with participation reaching nearly 86 percent nationally in 
2010 and increasing among most subgroups and states. As a 
result, the number of eligible uninsured children declined, 
reaching 4.4 million in 2010. In contrast, participation rates 
were lower for parents, both nationally and in every state, 
though states that had relatively higher/lower participation 
rates among children were more likely to also have 
relatively higher/lower participation rates among parents. 
This analysis suggests that CHIPRA may have contributed 
to increased take-up of Medicaid/CHIP among children, but 
that additional efforts will be needed, particularly among 
parents, to achieve high levels of Medicaid enrollment 
under the Affordable Care Act (ACA).

Introduction
The Children’s Health Insurance 
Program Reauthorization Act (CHIPRA) 
of 2009 included a number of provisions 
aimed at increasing participation in 
both Medicaid and the Children’s 
Health Insurance Program (CHIP) 
among uninsured children. In recent 
years, almost all states have maintained 
or improved their Medicaid/CHIP 
enrollment processes for children, 
despite the economic downturn and the 
attendant pressures on state budgets. 
Between 2008 and 2010, a third of states 
expanded Medicaid/CHIP eligibility for 
children, either by expanding to higher 
income levels or covering new groups 
of immigrant children. Currently, the 
median eligibility threshold for children 
is 250 percent of the Federal Poverty 
Level (FPL).1 

CHIPRA funded outreach efforts, 
offered new tools to boost participation, 
and encouraged simplifications in 
enrollment systems. It included grants 
to state agencies and non-governmental 
organizations for outreach and 

permitted states to adopt express lane 
eligibility (ELE) policies for children, 
working through the Supplemental 
Nutrition Assistance Program (SNAP), 
school lunch programs, the tax system, 
and other programs to identify and 
enroll participants who could be 
eligible for Medicaid/CHIP; as of April 
2012, nine states have implemented 
the new ELE option for children 
in Medicaid or CHIP.2 Application 
and renewal processes have been 
streamlined, and efforts have been 
made to use technology more efficiently 
and effectively. For example, fully 44 
states have adopted the CHIPRA option 
to verify citizenship using electronic 
data matches with Social Security 
Administration data.3 To encourage 
these efforts, CHIPRA authorized bonus 
payments to states that achieve certain 
enrollment targets for children and that 
adopt at least five of eight administrative 
policies,4 with larger awards for states 
with larger enrollment increases. Thus 
far, 23 states have received bonus 
payments totaling over $500 million.5 
Furthermore, in 2010, Secretary 

Sebelius of the U.S. Department of 
Health and Human Services issued 
the Connecting Kids to Coverage 
Challenge, encouraging efforts to enroll 
more eligible children among a variety 
of organizations.6

The Affordable Care Act (ACA) includes 
a number of provisions that affect the 
health insurance coverage available to 
children and their families. Under the 
ACA, states must meet Maintenance 
of Effort (MOE) requirements that 
prohibit them from making policy 
changes in Medicaid and CHIP that 
might make securing coverage more 
difficult.7 States also have the option of 
expanding Medicaid to more parents 
and other adults.8

In contrast to children, eligibility for 
nondisabled, nonpregnant parents 
is much more restrictive—currently, 
just 18 states provide comprehensive 
Medicaid to parents at or above the FPL, 
while 33 states have thresholds below 
this level, with 17 of these only covering 
parents at 50 percent of FPL or lower.9 
States have also made fewer policy 
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changes to simplify enrollment and 
renewal procedures for parents than 
for children: for instance, half of states 
have asset limits for parents, compared 
with only five states with asset limits 
for children, and more states request 
income documentation or interviews at 
application or renewal for parents than 
for children.10

This brief extends other research 
that has assessed participation among 
children and adults.11 We present the 
most up-to-date participation estimates 
available for children and assess how 
they vary across states and across 
subgroups of children. We examine 
how participation, eligibility, and 
uninsurance have changed among 
children between 2008 and 2010 
and assess the number of uninsured 
children who are eligible for Medicaid 
or CHIP, but not enrolled. In addition, 
we examine participation rates 
among children and parents, both 
nationally and at the state level, and we 
examine how children’s and parents’ 
participation are related across states. 
The analysis uses data from the 2008, 
2009, and 2010 ACS, which includes 
a public use sample of approximately 
700,000 children and over 600,000 
parents each year, and which began 
measuring health insurance coverage  
in 2008. 

The following section provides 
information on the ACS and the methods 
underlying the analysis; subsequent 
sections present results and discuss the 
policy implications of the findings.

Data and Methods 
Data Source. The ACS is an annual 
survey fielded continuously over a 
12-month period by the United States 
Census Bureau.12 The ACS uses an area 
frame that includes households with and 
without telephones (landline or cellular). 
It is a mixed-mode survey that starts with 
a mail-back questionnaire—52.7 percent 
of the civilian non-institutionalized 
sample was completed by mail in 2009 
(Mach and O’Hara forthcoming), with 
follow-up by telephone interviews for 
initial non-responders and by in-person 

interviews for a subsample of remaining 
non-responders.13 The reported 
household response rate in 2009 was 
98 percent nationally, ranging from 94.9 
percent in the District of Columbia to 
99.4 percent in Indiana and Wisconsin 
(U.S. Census Bureau 2009).14 We use 
an augmented version of the public 
use sample of the ACS prepared by the 
University of Minnesota Population 
Center—the Integrated Public Use 
Microdata Series (IPUMS)—because it 
has more complete relationship data.15 
The estimates presented here focus 
on children age 18 and under in the 
civilian non-institutionalized population 
(including college students in dorms and 
a small number of other children living 
in group quarters, such as outpatient 
treatment facilities) and parents, who are 
defined as civilian non-institutionalized 
adults age 19 to 64 living with a 
biological, adoptive, or step child under 
the age of 18. 

In 2008, a question was added to 
the ACS to ask the respondent about 
coverage of each individual in the 
household in any of the following types 
of health insurance or health coverage 
plans at the time of the survey:

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

b. Insurance purchased directly from an 
insurance company (by this person or 
another family member);

c. Medicare, for people age 65 or 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 [Department of Veterans Affairs] 
(including those who have ever used 
or enrolled for VA health care);

g. Indian Health Service; or

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

The uninsured are identified on the 
survey as those not having coverage 
under categories a through f (including 
those recoded from the write-in 

option, category h) who are also not 
classified as having coverage based 
on other information collected on the 
survey.16 Since the data are collected 
continuously over a 12-month period, 
the coverage estimates represent an 
average day in the calendar year.

Eligibility Simulation. This analysis 
relies 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 Annual 
Social and Economic Supplement 
(CPS ASEC) by Dubay and Cook.17 The 
model simulates income-eligibility for 
comprehensive Medicaid and CHIP 
coverage using available information 
on eligibility guidelines, including 
the amount and extent of income 
disregards, for each program and state 
in place as of approximately June of 
2008, 2009, and 2010.18 Eligibility for 
either Medicaid or CHIP is presented 
in a single category as “Medicaid/CHIP 
eligible.” Eligibility for CHIP coverage 
reflects potential eligibility based on 
income and does not take into account 
waiting periods or other anti-crowd out 
provisions that may apply to children 
with employer-sponsored coverage.  
For non-citizen children and parents, 
the model also takes into account 
length of United States residency in 
states where this is a factor in eligibility 
determination. Overall, our estimates 
of eligibility line up well with those 
from a similar model using the CPS 
ASEC, despite differences between the 
surveys.19 Among parents, additional 
analysis examines the share possibly 
eligible for Medicaid coverage under 
the ACA in 2014, including those who 
are currently eligible for Medicaid and 
those who are not currently eligible but 
meet the immigration requirements for 
coverage and have modified adjusted 
gross income (or MAGI, the income 
definition that will be used under the 
ACA) that is below 138 percent of FPL.20

The 2008 and 2009 estimates contained 
in this report were derived using a 
slightly different methodology than 
was applied in our prior analyses.21 The 
combined effect of these methodological 

Timely Analysis of Immediate Health Policy Issues 2



Timely Analysis of Immediate Health Policy Issues 3

changes resulted in only small impacts 
on our national participation and eligible, 
but uninsured estimates.22

We define participation rates as the 
ratio of Medicaid/CHIP-eligible enrolled 
children/parents to Medicaid/CHIP-
eligible enrolled children/parents plus 
Medicaid/CHIP-eligible uninsured 
children/parents. We exclude from these 
counts people with both Medicaid/CHIP 
and employer/union-based, military, or 
private nongroup coverage and those 
with Medicaid/CHIP coverage who do 
not have a known eligibility pathway. 
Since the rates for parents are more 
sensitive to alternative methodologies 
than those for children, we also 
assessed how the patterns vary for 
parents when we include those with 
Medicaid/CHIP coverage who do not 
have a known eligibility pathway. 
Estimates for children are presented 
nationally and by census region, age, 
presence of English-speaking parents, 
family income, race/ethnicity, and 
citizenship status. Estimates for children 
and parents are also presented by state, 
combining the 2009 and 2010 estimates 
for better precision. 

Statistical Analyses and Limitations. 
All the estimates use weights provided by 
the Census Bureau. Standard errors are 
calculated using replicate weights that 
take into account the complex nature of 
the sample design, and only differences 
that are statistically significant at the .10 
level or less are discussed. 

The major limitation of our analysis 
relates to measurement error inherent  
in simulating eligibility for public 
coverage based on survey data, 
particularly for adults, related to 
misreporting of income, insurance 
coverage, or other information used to 
model eligibility, and lack of specific 
information needed to simulate all 

the pathways to eligibility. Modeling 
eligibility for adults is harder than 
for children because the eligibility 
rules for adults are more complex. 
The ACS, like many other surveys, 
does not contain information on such 
factors as pregnancy status, legal 
disability status,23 income disregards 
related to child support, whether 
custodial parents meet child support 
cooperation requirements, medical 
spending used to calculate spend-
down for medically needy eligibility, 
and duration of Medicaid enrollment or 
income history to determine Transitional 
Medical Assistance (TMA) and related 
eligibility. There is also more ambiguity 
in simulating eligibility for adults as 
some states offer Medicaid coverage 
for adults that is less comprehensive in 
scope than full Medicaid benefits, and 
survey respondents may report coverage 
for limited services such as family 
planning. As a consequence, while there 
is potential measurement error in our 
estimates for both children and parents, 
the estimates for parents are likely to 
have higher levels of error. 

Results
Changes in Eligibility and 
Participation Among Children. 
Between 2008 and 2010, the share 
of children meeting the eligibility 
requirements for Medicaid or CHIP 
based on their family incomes rose by 
an estimated 5.7 percentage points 
from 53.0 percent to 58.7 percent 
(Table 1).24 As a consequence, the 
number of potentially eligible children 
increased by over 4.5 million (data 
not shown). This increase was due to 
a combination of the downward shift 
in the income distribution due to the 
economic downturn and the expansion 
of Medicaid/CHIP programs in a number 

of states. Over this time period, the 
share of children with incomes below 
200 percent of FPL increased from 47 
percent to 52 percent and the share 
with incomes above 400 percent of FPL 
decreased from 25 percent to 23 percent 
(data not shown). Meanwhile, a third of 
the states expanded their Medicaid/CHIP 
programs for children, either by raising 
their income eligibility thresholds or by 
offering coverage to new groups of legal 
immigrant children.25

At the same time that the number 
of eligible children was increasing, 
children’s Medicaid/CHIP participation 
rose, increasing by 4.2 percentage 
points nationally between 2008 and 
2010. The Medicaid/CHIP participation 
rate among children was 81.7 percent 
in 2008, 84.3 percent in 2009, and 85.8 
percent in 2010. 

Medicaid/CHIP Participation 
Among Subgroups of Children. In 
2010, participation rates varied across 
subgroups of children (Table 2). For 
instance, adolescents (ages 13 to 18) 
participated at lower rates than younger 
children (under 80% among adolescents, 
compared with 86.7% for children ages 
six through 12, and 89.9% for children 
under six). Participation was also lower 
for children not living with their parents 
(77.4%) or with no English-speaking 
parents in the home (80.5%) than for 
those with at least one English-speaking 
parent (88.1%). Eligible children with 
family incomes above 200 percent of 
FPL participated at lower rates than 
those with lower family incomes. There 
was also variation across racial/ethnic 
subgroups and citizenship groups, with 
low rates of 74.0 percent among eligible 
American Indians/Alaskan Natives 
and 84.1 percent among Hispanics, 
compared with a rate of 90.5 percent 
among eligible black children and a 

Table 1:  Rates of Eligibility and Participation Among Children Nationwide, 2008–10

2008 2009 2010
Eligibility Rate for Medicaid/CHIP 53.0% 56.5%** 58.7%** ##

Medicaid/CHIP Participation Rate 81.7% 84.3%** 85.8%** ##

Source: Analysis of 2008, 2009, and 2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. **(*) indicates estimate is statistically different from prior year estimate at the 0.05 (0.1) level. ##(#) indicates 2010 estimate is statistically differ-
ent from 2008 estimate at the 0.05 (0.1) level.
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rate of 80.0 percent among non-citizen 
children compared with rates of 85.0 
percent among citizen children with no 
citizen parents and 86.9 percent among 
citizen children with at least one citizen 
parent. Regional differences were also 
evident, with the with rates ranging from 
83.2 percent in the West to 90.5 percent 
in the Northeast. 

With the exception of non-citizen 
children, who comprise a small share of 
eligible children, statistically significant 
increases in Medicaid/CHIP participation 
were observed between 2008 and 
2010 for children in each age, language, 
income, race/ethnicity, and region 
group shown in Table 2.26 There was 
a general narrowing of differences in 
participation rates across these groups—
for example, although Hispanic and 
American Indian/Alaska Native children 
had lower participation rates than other 
children in 2010, they experienced 
larger increases in participation rates 

over the period compared to other 
children, with increases of 5.3 and 
5.6 percentage points between 2008 
and 2010, respectively, narrowing 
differences in participation across racial/
ethnic groups. Differences between 
citizen children with and without 
citizen parents also narrowed over this 
period, but participation rates remained 
slightly lower for citizen children 
with non-citizen parents. Likewise, 
participation rates increased by 4.6 
and 5.2 percentage points for children 
living in the West and South, the regions 
with lower participation rates in 2008, 
compared to increases of 2.7 percentage 
points for children in the Northeast and 
Midwest regions. The participation rate 
for adolescents (ages 13–18) increased 
by approximately 4 percentage points 
(rising from 75.5% in 2008 to 79.5% 
in 2010), but remained below the 
participation rates of younger children.

Medicaid/CHIP Participation 
Rates Among Children by State. In 
2010, 14 states (Arkansas, Connecticut, 
Delaware, the District of Columbia, 
Hawaii, Illinois, Louisiana, Maine, 
Massachusetts, Michigan, New York, 
Tennessee, Vermont and West Virginia) 
had Medicaid/CHIP participation rates 
of 90.0 percent or higher (Table 3).27 
In contrast, six states (Colorado, Idaho, 
Montana, Nevada, Texas and Utah) had 
participation rates below 80 percent. 
Nevada, with a participation rate of  
67.3 percent, remained substantially 
below the other states in terms of its 
Medicaid/CHIP participation rate; the 
next lowest participation rates were 
found in Montana and Utah, at 74.3 
percent each.28 

Between 2008 and 2010, there were 
statistically significant increases in 
Medicaid/CHIP participation rates in 
36 states. Several states saw increases 
close to or over 10 percentage points, 

Table 2:  Medicaid/CHIP Participation Among Children, by Characteristic, 2008 and 2010

2008 2010 Percentage Point Difference
Rate Rate

Total 81.7% 85.8% 4.2%++

Age
0 to 5^ 85.6% 89.9% 4.3%++

6 to 12 82.4%** 86.7%** 4.3%++

13 to 18 75.5%** 79.5%** 4.1%++

English-Speaking Parent in Home
At Least One^ 84.3% 88.1% 3.8%++

None 75.6%** 80.5%** 5.0%++

Child Not Living with Parents 72.3%** 77.4%** 5.1%++

Income (As Percent of Poverty)
0-132%^ 82.9% 86.5% 3.6%++

133-199% 78.7%** 85.1%** 6.4%++

200+% 75.5%** 80.7%** 5.3%++

Ethnicity or Race
Hispanic^ 78.8% 84.1% 5.3%++

White 81.4%** 85.1%** 3.7%++

Black or African American 86.8%** 90.5%** 3.6%++

Asian/Pacific Islander 79.2% 83.9% 4.7%++

American Indian/Alaskan Native 68.4%** 74.0%** 5.6%++

Other/Multiple 86.4%** 88.5%** 2.1%++

Citizenship Status
Citizen Child with No Citizen Parents^ 78.5% 85.0% 6.4%++

Citizen Child with At Least One Citizen Parent 83.3%** 86.9%** 3.6%++

Citizen Child Not Living with Parents 75.5%** 80.7%** 5.3%++

Non-Citizen Child 78.5% 80.0%** 1.5%
Census Region

Northeast^ 87.8% 90.5% 2.7%++

Midwest 85.0%** 87.7%** 2.7%++

South 79.7%** 84.9%** 5.2%++

West 78.6%** 83.2%** 4.6%++

Source: Analysis of 2008 and 2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. ^ Denotes reference category within group.  **(*) indicates estimate is statistically different from the reference category at the 0.05 (0.1) level. ++(+) 
indicates difference estimate is statistically different from zero at the 0.05 (0.1) level. Estimates may not add up due to rounding. Income is defined as gross income among the health insurance unit (HIU) as a percentage of poverty.
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2008 2010 Percentage Point Difference

Rate Rate

United States 81.7% 85.8% 4.2%++

Alabama 85.4%** 89.4%** 4.1%++

Alaska 70.4%** 82.0% 11.6%++

Arizona 76.3%** 80.6%** 4.3%++

Arkansas 87.8%** 92.4%** 4.6%++

California 81.4% 84.8%** 3.4%++

Colorado 69.3%** 78.7%** 9.4%++

Connecticut 85.8%** 93.0%** 7.2%++

Delaware 81.2% 91.6%** 10.5%++

District of Columbia 95.6%** 97.2%** 1.6%

Florida 69.8%** 80.7%** 10.9%++

Georgia 81.0% 84.3%** 3.3%++

Hawaii 91.5%** 90.0%** -1.4%

Idaho 73.6%** 79.9%** 6.4%++

Illinois 88.0%** 90.4%** 2.3%++

Indiana 78.5%** 81.9%** 3.4%++

Iowa 85.9%** 89.4%** 3.6%+

Kansas 81.4% 82.8%** 1.3%

Kentucky 89.5%** 89.4%** -0.1%

Louisiana 88.3%** 91.8%** 3.4%++

Maine 91.0%** 92.7%** 1.7%

Maryland 86.3%** 89.2%** 2.9%++

Massachusetts 95.0%** 96.5%** 1.5%++

Michigan 89.6%** 92.0%** 2.4%++

Minnesota 81.3% 82.5%** 1.2%

Mississippi 81.4% 88.5%** 7.1%++

Missouri 85.3%** 86.2% 0.8%

Montana 67.9%** 74.3%** 6.4%

Nebraska 80.8% 88.5% 7.8%++

Nevada 56.1%** 67.3%** 11.2%++

New Hampshire 85.5% 88.0% 2.5%

New Jersey 82.4% 86.0% 3.7%++

New Mexico 81.6% 85.9% 4.3%++

New York 89.2%** 90.9%** 1.7%++

North Carolina 84.6%** 88.1%** 3.5%++

North Dakota 75.9% 81.4% 5.5%

Ohio 83.3%** 88.5%** 5.3%++

Oklahoma 81.2% 85.1% 3.9%++

Oregon 74.9%** 83.2%** 8.4%++

Pennsylvania 86.1%** 89.2%** 3.1%++

Rhode Island 85.1% 87.9% 2.8%

South Carolina 79.4%** 84.3% 4.9%++

South Dakota 83.2% 84.1% 0.9%

Tennessee 86.3%** 90.7%** 4.4%++

Texas 74.6%** 79.7%** 5.1%++

Utah 65.8%** 74.3%** 8.5%++

Vermont 93.5%** 96.2%** 2.7%

Virginia 80.0%** 86.2% 6.2%++

Washington 82.5% 87.4%** 4.8%++

West Virginia 89.3%** 91.6%** 2.3%

Wisconsin 86.2%** 87.0% 0.8%

Wyoming 76.4% 87.7% 11.3%++

Source: Analysis of 2009/2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. **(*) indicates estimate is statistically different from national estimate at the 0.05 (0.1) level. ++(+) indicates difference estimate is statistically different from 
zero at the 0.05 (0.1) level. Estimates may not add up due to rounding.         

Table 3:  Children’s Medicaid/CHIP Participation, by State, 2008 and 2010
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and 14 states had increases of over 
5 percentage points. No state had a 
statistically significant decline in its 
Medicaid/CHIP participation rate for 
children between 2008 and 2010 (Table 
3). Moreover, many of the states that 
experienced small or no changes in 
their participation rate, such as the 
District of Columbia and Massachusetts, 
already had participation rates above 
90 percent. (Appendix Table 1 provides 
95% confidence intervals for the 
participation estimates in Table 3.) 

Changes in Uninsurance Among 
Children. The increased participation 
in Medicaid/CHIP was associated with a 
reduction in uninsurance among children 
eligible for Medicaid/CHIP (Table 4). 
The uninsured rate among eligible 
children declined by 2.3 percentage 
points between 2008 and 2010, from 
11.7 percent to 9.4 percent, while 
the uninsured rate for the entire child 
population fell by about half that much, 
declining from 9.2 percent to 8.0 percent. 

The joint effect of the increases in 
Medicaid/CHIP participation and the 
declines in uninsurance among eligible 

children was to reduce the number of 
eligible but uninsured children by 10 
percent between 2008 and 2010 (Table 
4). The number of uninsured children 
who were eligible for Medicaid/
CHIP fell from 4.9 million in 2008 
to 4.4 million in 2010, with declines 
of 300,000 between 2008 and 2009, 
and 200,000 between 2009 and 2010. 
Between 2008 and 2010, the number 
of uninsured children fell by almost 1 
million overall, reaching 6.3 million 
in 2010. In 2010, about 70 percent of 
all uninsured children nationwide 
appeared to meet the income and 
immigration requirements for Medicaid/
CHIP; this is an increase from an 
estimated 67 percent in 2008 and 68 
percent in 2009, and is likely due to 
the expansions in eligibility and the 
downward shift in incomes over this 
period (data not shown). 

Potential Medicaid Eligibility Among 
Parents of Uninsured Children. Of 
the 4.4 million Medicaid/CHIP eligible 
but uninsured children, approximately 
1.8 million have an uninsured parent 
who could be eligible for Medicaid in 
2014 because their income is below 

138 percent of FPL and they meet the 
immigration requirements for Medicaid 
(data not shown). About half of these 
eligible but uninsured children have 
a parent who is currently eligible 
for Medicaid. Many of the remaining 
eligible but uninsured children have 
uninsured parents who could qualify 
for exchange subsidies under the ACA 
(data not shown).This indicates that a 
substantial share of currently eligible 
but uninsured children have uninsured 
parents who could also enroll in 
coverage, either under current rules or 
starting in 2014.

Distribution of Eligible Uninsured 
Children Across States. As in prior 
years, three large states accounted for 
almost 40 percent of the 4.4 million 
eligible but uninsured children in the 
nation in 2010: 15.2 percent live in 
California, 15.0 percent live in Texas 
and 7.9 percent live in Florida (Table 5). 
Altogether, 61 percent of the nation’s 
uninsured children who are eligible 
for Medicaid or CHIP live in one of 
10 large states (Arizona, California, 
Florida, Georgia, Illinois, Indiana, 
New York, North Carolina, Ohio and 

Table 4:  Uninsurance Among All Children and Among Children Who are Eligible for Medicaid/CHIP, 2008–10

2008 2009 2010
Total Number of Uninsured (1000s) 7,210 6,663** 6,254** ##

Total Number of Eligible but Uninsured (1000s) 4,865 4,559** 4,356** ##

Uninsured Rate Among All Children 9.2% 8.4%** 8.0%** ##

Uninsured Rate Among Medicaid/CHIP-Eligible Children 11.7% 10.2%** 9.4%** ##

Source: Analysis of 2008, 2009, and 2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. **(*) indicates estimate is statistically different from prior year (as defined in the column header) estimate at the 0.05 (0.1) level. ##(#) indicates 2010 
estimate is statistically different from 2008 estimate at the 0.05 (0.1) level. 

Table 5:  10 States with Largest Number of Children Eligible for Medicaid/CHIP but Uninsured, by State, 2008 and 2010

2008 2010 Difference
Count (1,000s) Share Cum. Share Count (1,000s) Share Cum. Share Count (1,000s)

United States 4,865 4,356 -510++

California 723 14.9% 14.9% 660 15.2% 15.2% -63++

Texas 719 14.8% 29.7% 654 15.0% 30.2% -66++

Florida 451 9.3% 38.9% 344 7.9% 38.1% -107++

Georgia 195 4.0% 42.9% 176 4.0% 42.1% -19+

New York 173 3.6% 46.5% 174 4.0% 46.1% 1
Arizona 161 3.3% 49.8% 141 3.2% 49.3% -19++

Illinois 136 2.8% 52.6% 127 2.9% 52.3% -9
Indiana 119 2.4% 55.0% 120 2.8% 55.0% 1
North Carolina 129 2.6% 57.7% 120 2.8% 57.8% -9
Ohio 141 2.9% 60.6% 117 2.7% 60.5% -25++

Source: Analysis of 2008 and 2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. ++(+) indicates difference estimate is statistically different from zero at the 0.05 (0.1) level. Estimates may not add up due to rounding.
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Texas). Among these 10 states, Arizona, 
California, Florida, Georgia, Indiana, 
and Texas had participation rates that 
were below the national average in 
2010; Arizona, Florida, Indiana, and 
Texas were in the lowest quintile 
in terms of state-level participation, 
with participation rates of 80.6, 80.7, 
81.9, and 79.7 percent, respectively. 
(Appendix Table 2 provides estimates 
for 2009/2010 of the number of eligible 
but uninsured children in all 50 states.) 

Together, these 10 states contributed 
to over 60 percent of the total decline 
in the number of children who were 
eligible for Medicaid/CHIP coverage 
but not enrolled between 2008 and 
2010. Six of the 10 states experienced 
statistically significant decreases in the 
total number of eligible but uninsured 
children. Florida’s total decreased by 
107,000, and California and Texas each 
had declines of over 60,000; these three 
states accounted for over 45 percent 
of the national decline in number of 
eligible but uninsured children between 
2008 and 2010.

Medicaid Participation Rates Among 
Parents by State. Nationwide, the 
average Medicaid participation rate 
among parents for 2009/2010 was 65.6 
percent, 20 percentage points lower than 
the comparable rate for children over 
the same period (Table 6).29 Children 
participate at higher rates than parents 
in each state, though the differential 
between parents and children varies 
from under 8 percentage points in the 
District of Columbia, Massachusetts and 
Wisconsin, to over 30 percentage points 
in Alabama, Arkansas, Georgia, Idaho, 
Kansas, Louisiana, Maryland, Montana, 
Nebraska, Oklahoma, Oregon, Wyoming 
and Texas. 

Participation rates for parents and 
children tend to vary across states in 
the same direction, meaning high/low 
participation for children is generally 
associated with high/low participation 
among parents—their estimated 
correlation coefficient is 0.71, indicating 
a relatively strong positive relationship. 
Six of the 10 states (Connecticut, 
Delaware, the District of Columbia, 

Maine, Massachusetts and Vermont) 
in the top quintile with respect to 
Medicaid/CHIP participation rates for 
children also are in the top quintile in 
terms of Medicaid/CHIP participation 
among adults—these states all have 
Medicaid eligibility levels for parents 
above the FPL, higher than the typical 
state, which could indicate a positive 
relationship between higher eligibility 
levels and participation rates. 

Meanwhile, five of the 10 states in the 
bottom quintile of participation rates for 
children are also in the bottom quintile 
of participation rates for parents (Florida, 
Montana, Nevada, Texas and Utah). There 
are some exceptions to this pattern: 
for example, some of the southern 
states that have made substantial 
improvements in enrolling children have 
high rates for children but low rates for 
parents. For example, Arkansas, Alabama, 
and Louisiana all have participation 
rates in 2009/2010 above 90 percent 
for children, but below 60 percent for 
adults. The opposite relationship occurs 
in Arizona, which is in the bottom 
quintile in terms of its Medicaid/CHIP 
participation rate for children, but in the 
second-highest quintile for its Medicaid/
CHIP participation rates for parents.

Consistent with their lower participation 
rates, over one in four (26.5 %) Medicaid-
eligible parents is uninsured compared 
to less than one in 10 Medicaid/CHIP-
eligible children in 2009/2010 (data 
not shown). Fully eight states (Florida, 
Georgia, Idaho, Montana, Nevada, 
Oklahoma, Texas and Wyoming) have 
uninsured rates among Medicaid eligible 
parents of over 40 percent and another 
17 states have uninsured rates among 
eligible parents above 30 percent. As is 
the case for children, uninsurance among 
eligible parents is strongly inversely 
related to their levels of participation 
in Medicaid at the state level (i.e., the 
correlation coefficient is -.96 between 
those two measures for parents across 
states, meaning high state levels of 
participation are strongly related to low 
levels of uninsurance among eligibles).

Conclusions
This analysis shows that Medicaid 
and CHIP programs made noticeable 
progress reducing uninsurance among 
eligible children between 2008 and 
2010. Improvements in Medicaid/CHIP 
participation were broad, occurring 
in states in all four regions and for 
children of different ages, racial and 
ethnic backgrounds, incomes and family 
immigration status. While it is not 
possible to attribute the improvements 
in Medicaid/CHIP participation found 
here solely to CHIPRA, it is likely that 
it was a contributing factor, given all 
the attendant investments and related 
policy changes aimed at increasing 
take-up of coverage among uninsured 
children who are eligible for Medicaid 
and CHIP.30 

While statistically significant 
improvements in Medicaid/CHIP 
participation rates were observed for 
children in 36 states, the declines in 
the number of eligible but uninsured 
children in the large states of California, 
Florida, and Texas accounted for almost 
half of the total decline nationwide. 
To achieve further improvements, the 
key will be to increase participation 
in Medicaid and CHIP, particularly for 
children in the states that contain a 
disproportionately large share of the 
nation’s eligible but uninsured children 
and that have low participation rates by 
national standards.31

Since many eligible but uninsured 
children also have uninsured parents, 
policies that increase coverage 
among eligible parents could also be 
effective at reducing the number of 
uninsured children who are eligible 
for Medicaid or CHIP but not enrolled. 
Overall, approximately 1.8 million 
of the estimated 4.4 million eligible 
uninsured children had at least one 
parent with income below 138 percent 
of FPL who was eligible for Medicaid 
at the time of the survey or who could 
be eligible for expanded Medicaid 
coverage under the ACA. Given that 
parents must enroll their children in 
Medicaid/CHIP coverage in order to 
enroll themselves in Medicaid coverage 
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Children Parents
Percentage Point 

Difference

Rank Rate 95% CI Rank Rate 95% CI

United States 85.1% 84.9% - 85.3% 65.6% 65.2% - 66.0% -19.5%++

District of Columbia 1 97.3%** 95.8% - 98.7% 2 90.5%** 85.8% - 95.3% -6.7%++

Massachusetts 2 96.1%** 95.5% - 96.7% 1 91.4%** 90.1% - 92.7% -4.7%++

Vermont 3 94.4%** 92.0% - 96.8% 3 81.7%** 76.5% - 86.9% -12.7%++

Arkansas 4 92.5%** 91.6% - 93.5% 39 56.5%** 51.9% - 61.1% -36.0%++

Maine 5 91.9%** 90.0% - 93.8% 4 81.1%** 78.0% - 84.2% -10.8%++

Michigan 6 91.8%** 91.0% - 92.6% 13 72.1%** 70.2% - 74.1% -19.6%++

Connecticut 7 91.5%** 90.2% - 92.8% 9 76.1%** 73.7% - 78.5% -15.4%++

Delaware 8 91.3%** 88.7% - 94.0% 8 78.7%** 72.8% - 84.5% -12.7%++

West Virginia 9 90.9%** 89.2% - 92.6% 20 66.1% 60.9% - 71.2% -24.9%++

New York 10 90.7%** 90.2% - 91.2% 12 74.7%** 73.6% - 75.9% -16.0%++

Hawaii 11 90.7%** 88.7% - 92.6% 6 79.9%** 74.6% - 85.2% -10.7%++

Illinois 12 90.6%** 89.9% - 91.4% 15 69.9%** 68.6% - 71.1% -20.8%++

Louisiana 13 90.5%** 89.7% - 91.4% 32 58.7%** 55.5% - 62.0% -31.8%++

Tennessee 14 90.3%** 89.4% - 91.1% 16 69.2%** 67.3% - 71.1% -21.1%++

Kentucky 15 89.5%** 88.5% - 90.6% 30 59.7%** 57.0% - 62.4% -29.8%++

Rhode Island 16 89.3%** 86.9% - 91.7% 7 78.8%** 75.0% - 82.5% -10.6%++

Alabama 17 89.3%** 88.1% - 90.5% 38 57.0%** 53.6% - 60.5% -32.3%++

Nebraska 18 89.2%** 87.1% - 91.3% 31 59.0%** 52.4% - 65.5% -30.2%++

Maryland 19 89.0%** 88.0% - 90.0% 37 57.2%** 54.9% - 59.4% -31.8%++

Pennsylvania 20 88.7%** 87.7% - 89.6% 11 74.8%** 72.9% - 76.7% -13.9%++

Iowa 21 88.1%** 86.4% - 89.8% 17 67.9% 64.0% - 71.8% -20.2%++

North Carolina 22 87.6%** 86.8% - 88.4% 23 64.8% 62.3% - 67.2% -22.8%++

Wisconsin 23 87.6%** 86.3% - 88.9% 5 80.4%** 78.4% - 82.4% -7.2%++

Ohio 24 87.3%** 86.4% - 88.2% 10 75.7%** 74.2% - 77.1% -11.7%++

New Hampshire 25 87.3% 84.1% - 90.4% 29 61.3% 54.2% - 68.3% -26.0%++

Mississippi 26 86.5%** 85.2% - 87.9% 36 57.4%** 54.1% - 60.6% -29.1%++

Washington 27 86.4%** 85.5% - 87.3% 25 63.2% 60.1% - 66.3% -23.2%++

New Mexico 28 85.5% 83.7% - 87.3% 33 58.5%** 53.9% - 63.1% -27.0%++

Wyoming 29 85.4% 81.7% - 89.1% 49 42.9%** 32.3% - 53.5% -42.5%++

Missouri 30 85.1% 83.9% - 86.3% 18 66.8% 64.0% - 69.6% -18.3%++

New Jersey 31 85.0% 84.1% - 85.9% 21 65.7% 63.4% - 68.0% -19.3%++

Virginia 32 84.8% 83.6% - 86.0% 27 62.4%** 59.3% - 65.4% -22.4%++

California 33 84.4%** 83.9% - 84.8% 26 63.1%** 62.2% - 64.0% -21.3%++

Oklahoma 34 84.2% 82.8% - 85.6% 48 43.9%** 40.8% - 47.0% -40.3%++

South Dakota 35 84.2% 80.1% - 88.4% 35 58.2%* 50.1% - 66.3% -26.0%++

South Carolina 36 83.8%** 82.5% - 85.1% 40 55.9%** 53.5% - 58.3% -27.9%++

Georgia 37 83.2%** 82.2% - 84.1% 45 47.3%** 45.0% - 49.5% -35.9%++

Kansas 38 82.4%** 80.5% - 84.4% 44 51.7%** 45.7% - 57.7% -30.7%++

Oregon 39 82.3%** 80.8% - 83.9% 24 64.4% 59.9% - 68.8% -18.0%++

Idaho 40 81.6%** 79.3% - 83.9% 46 44.1%** 37.1% - 51.1% -37.5%++

Minnesota 41 81.2%** 79.3% - 83.1% 14 70.7%** 68.2% - 73.2% -10.5%++

Arizona 42 81.2%** 80.2% - 82.2% 19 66.4% 64.0% - 68.8% -14.8%++

Indiana 43 80.9%** 79.7% - 82.2% 22 64.9% 62.3% - 67.5% -16.0%++

Alaska 44 80.2%** 76.7% - 83.6% 28 61.7% 53.5% - 70.0% -18.4%++

Colorado 45 79.4%** 78.0% - 80.8% 41 55.1%** 51.4% - 58.7% -24.4%++

Florida 46 78.6%** 77.8% - 79.3% 43 52.0%** 50.4% - 53.7% -26.5%++

North Dakota 47 78.3%** 72.9% - 83.7% 34 58.5% 49.0% - 68.0% -19.8%++

Texas 48 77.8%** 77.3% - 78.3% 47 43.9%** 42.5% - 45.3% -33.9%++

Montana 49 75.0%** 71.4% - 78.6% 51 40.9%** 33.6% - 48.2% -34.1%++

Utah 50 74.8%** 72.2% - 77.4% 42 53.7%** 49.0% - 58.4% -21.1%++

Nevada 51 64.7%** 62.3% - 67.1% 50 41.6%** 38.1% - 45.0% -23.2%++

Source: Analysis of pooled 2009/2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. **(*) indicates estimate is statistically different from national estimate at the 0.05 (0.1) level. ++(+) indicates children’s estimate and parents’ estimate are 
statistically different at the 0.05 (0.1) level. Estimates may not add up due to rounding. Pearson correlation coefficient between state participation rates for children and adults is 0.7066.

Table 6:  Children and Parents’ Participation, by State, 2009/2010
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under the ACA,32 outreach efforts that 
target low-income parents should 
reduce uninsurance among children. 
In addition, many of the remaining 
eligible but uninsured children have 
parents who will become eligible for 
subsidized exchange coverage under 
the ACA. This indicates an important 
potential route to increasing coverage 
among both children and parents, as 
parents seeking coverage for themselves 
could have a child who is also identified 
as eligible and could be enrolled, or 
vice versa. This could have important 
potential benefits for both groups; in 
particular, increased coverage among 
parents could have other positive effects 
on their families that could benefit their 
children’s health and well-being.33

This analysis has shown that Medicaid/
CHIP participation rates for parents, 
while positively correlated with the 
rates found for children at the state 
level, are lower on average relative to 
the rates for children. Nationwide, over 
one in four parents who were eligible 
for Medicaid coverage were uninsured 
in the 2009/2010 period, and in eight 
states, the uninsured rate among 
Medicaid-eligible parents is over 40 
percent. The participation differential 
between children and parents 
presents an opportunity for states 
to successfully reduce uninsurance 
rates among parents, given that nearly 
three-quarters of uninsured parents 

who could be eligible for Medicaid 
in 2014 have a child who is already 
enrolled in Medicaid/CHIP.34 This 
suggests that outreach efforts targeted at 
parents whose children are covered by 
Medicaid and CHIP could be an efficient 
mechanism for reducing uninsurance 
among low-income parents, with even 
greater potential payoff in 2014 for 
states that expand Medicaid coverage 
under the ACA. In addition, states may 
be able to achieve high rates of Medicaid 
participation among parents by adopting 
the strategies that have worked for 
children to the enrollment and retention 
procedures that are used for parents.35

Other evidence suggests that uninsurance 
rates among children have continued 
to fall since 2010. Recent analysis 
using the 2009–11 ACS indicates that 
uninsurance among all children age 17 
and under continued to decline between 
2010 and 2011.36 Furthermore, analysis 
of administrative data confirms that 
Medicaid/CHIP enrollment for children 
grew between mid-2010 and mid-2011, 
albeit at a slower rate than during the 
prior two years.37

When fully implemented, the ACA 
is projected to reduce uninsurance 
among children and parents by 40 
and 50 percent, respectively.38 In 
both cases, the gains rely heavily on 
increased enrollment in Medicaid and 
CHIP coverage, particularly among 

poor and near-poor families. Although 
eligibility for most children will not 
expand under the ACA, increased public 
attention toward health insurance 
coverage, new penalties for lacking 
coverage, additional improvements to 
enrollment systems, and other factors 
are likely to increase enrollment among 
already-eligible children. For parents, 
this so-called “welcome mat effect” 
will likely lead to increased enrollment 
among those already eligible even in 
states not implementing the Medicaid 
expansion or who already cover parents 
up to 138 percent of FPL.39 This analysis 
suggests the importance of examining 
the role that state-level enrollment and 
retention policies are playing in shaping 
participation rates among children and 
parents, particularly in the states that 
have low participation rates for one or 
both groups. 

As described above, our estimates, 
particularly as they pertain to parents, 
have a number of inherent limitations 
which raise concerns about the 
possibility of measurement error. 
However, we have confidence in our 
key findings—that participation rates 
have been rising among children, that 
participation rates among parents are 
lower than those among children, and 
that participation rates vary systematically 
across states for both children and 
parents—since they hold up under 
alternative methodological approaches.



Timely Analysis of Immediate Health Policy Issues 10

2008 2009 2010

Rate 95% CI Rate 95% CI Test ’08-’09 Rate 95% CI Test ’09-’10 Test ’08-’10

United States 81.7%** 81.4% - 81.9% 84.3%** 84.1% - 84.6% ++ 85.8%** 85.6% - 86.1% ++ ++
Alabama 85.4%** 83.4% - 87.3% 89.1%** 87.6% - 90.6% ++ 89.4%** 87.8% - 91.1% ++

Alaska 70.4%** 63.5% - 77.4% 78.3%** 72.7% - 84.0% + 82.0% 76.7% - 87.3% ++

Arizona 76.3%** 74.3% - 78.2% 81.8%** 80.2% - 83.4% ++ 80.6%** 79.3% - 81.9% ++

Arkansas 87.8%** 85.5% - 90.2% 92.6%** 91.2% - 94.1% ++ 92.4%** 91.0% - 93.8% ++

California 81.4% 80.6% - 82.2% 83.9% 83.2% - 84.5% ++ 84.8%** 84.3% - 85.4% ++ ++

Colorado 69.3%** 65.8% - 72.7% 80.3%** 77.9% - 82.6% ++ 78.7%** 76.5% - 80.9% ++

Connecticut 85.8%** 83.0% - 88.7% 89.8%** 87.7% - 91.9% ++ 93.0%** 91.4% - 94.6% ++ ++

Delaware 81.2% 74.2% - 88.1% 90.9%** 87.2% - 94.7% ++ 91.6%** 87.5% - 95.8% ++

District of Columbia 95.6%** 93.0% - 98.2% 97.3%** 95.3% - 99.4% 97.2%** 95.5% - 99.0%

Florida 69.8%** 68.5% - 71.1% 76.3%** 75.2% - 77.5% ++ 80.7%** 79.7% - 81.7% ++ ++

Georgia 81.0% 79.7% - 82.4% 82.0%** 80.9% - 83.1% 84.3%** 83.0% - 85.6% ++ ++

Hawaii 91.5%** 88.4% - 94.5% 91.4%** 88.7% - 94.1% 90.0%** 86.8% - 93.3%

Idaho 73.6%** 69.3% - 77.9% 83.5% 80.3% - 86.6% ++ 79.9%** 76.6% - 83.3% ++

Illinois 88.0%** 86.8% - 89.2% 90.9%** 90.1% - 91.7% ++ 90.4%** 89.2% - 91.5% ++

Indiana 78.5%** 76.3% - 80.7% 79.8%** 77.9% - 81.7% 81.9%** 80.4% - 83.5% + ++

Iowa 85.9%** 82.6% - 89.1% 86.7%* 84.3% - 89.0% 89.4%** 87.3% - 91.6% + +

Kansas 81.4% 78.0% - 84.9% 82.0% 79.2% - 84.8% 82.8%** 80.0% - 85.6%

Kentucky 89.5%** 87.8% - 91.2% 89.7%** 88.2% - 91.3% 89.4%** 87.8% - 90.9%

Louisiana 88.3%** 86.6% - 90.0% 89.3%** 87.9% - 90.6% 91.8%** 90.7% - 92.9% ++ ++

Maine 91.0%** 87.9% - 94.1% 91.1%** 88.2% - 93.9% 92.7%** 90.3% - 95.0%

Maryland 86.3%** 84.4% - 88.2% 88.8%** 87.4% - 90.2% ++ 89.2%** 87.8% - 90.5% ++

Massachusetts 95.0%** 93.8% - 96.2% 95.7%** 94.8% - 96.7% 96.5%** 95.8% - 97.2% ++

Michigan 89.6%** 88.4% - 90.9% 91.5%** 90.5% - 92.5% ++ 92.0%** 90.8% - 93.2% ++

Minnesota 81.3% 78.5% - 84.1% 79.9%** 77.3% - 82.5% 82.5%** 79.8% - 85.2%

Mississippi 81.4% 78.8% - 84.0% 84.4% 82.6% - 86.2% + 88.5%** 86.7% - 90.2% ++ ++

Missouri 85.3%** 83.7% - 87.0% 84.0% 82.1% - 85.9% 86.2% 84.5% - 87.8% +

Montana 67.9%** 62.2% - 73.6% 75.8%** 70.5% - 81.1% ++ 74.3%** 68.6% - 80.0%

Nebraska 80.8% 76.7% - 84.8% 89.9%** 87.0% - 92.8% ++ 88.5% 85.3% - 91.8% ++

Nevada 56.1%** 51.6% - 60.5% 61.9%** 58.5% - 65.3% ++ 67.3%** 64.0% - 70.5% ++ ++

New Hampshire 85.5% 80.8% - 90.2% 86.5% 82.9% - 90.1% 88.0% 83.7% - 92.3%

New Jersey 82.4% 80.8% - 84.0% 83.9% 82.4% - 85.4% 86.0% 84.7% - 87.4% ++ ++

New Mexico 81.6% 79.0% - 84.2% 85.2% 82.9% - 87.4% ++ 85.9% 83.6% - 88.2% ++

New York 89.2%** 88.3% - 90.0% 90.6%** 89.8% - 91.3% ++ 90.9%** 90.1% - 91.6% ++

North Carolina 84.6%** 83.3% - 85.9% 87.0%** 85.8% - 88.3% ++ 88.1%** 87.1% - 89.2% ++

North Dakota 75.9% 67.4% - 84.5% 74.6%** 65.9% - 83.4% 81.4% 74.7% - 88.1%

Ohio 83.3%** 81.8% - 84.7% 86.0%** 84.6% - 87.5% ++ 88.5%** 87.3% - 89.8% ++ ++

Oklahoma 81.2% 79.2% - 83.2% 83.2% 81.0% - 85.5% 85.1% 83.3% - 87.0% ++

Oregon 74.9%** 71.5% - 78.3% 81.2%** 78.9% - 83.6% ++ 83.2%** 81.1% - 85.3% ++

Pennsylvania 86.1%** 84.5% - 87.6% 88.1%** 86.6% - 89.6% + 89.2%** 88.1% - 90.2% ++

Rhode Island 85.1% 80.0% - 90.2% 90.7%** 87.9% - 93.5% + 87.9% 83.6% - 92.2%

South Carolina 79.4%** 77.3% - 81.6% 83.3% 81.4% - 85.1% ++ 84.3% 82.5% - 86.2% ++

South Dakota 83.2% 76.5% - 89.9% 84.3% 78.9% - 89.8% 84.1% 77.6% - 90.6%

Tennessee 86.3%** 84.7% - 87.8% 89.9%** 88.7% - 91.0% ++ 90.7%** 89.5% - 91.9% ++

Texas 74.6%** 73.7% - 75.4% 75.9%** 75.0% - 76.8% ++ 79.7%** 78.9% - 80.4% ++ ++

Utah 65.8%** 61.9% - 69.7% 75.5%** 72.0% - 79.0% ++ 74.3%** 70.9% - 77.6% ++

Vermont 93.5%** 90.0% - 96.9% 92.4%** 87.9% - 96.8% 96.2%** 93.8% - 98.6%

Virginia 80.0%** 78.3% - 81.6% 83.3% 81.6% - 85.0% ++ 86.2% 84.6% - 87.8% ++ ++

Washington 82.5% 80.4% - 84.6% 85.3% 83.9% - 86.8% ++ 87.4%** 86.1% - 88.6% ++ ++

West Virginia 89.3%** 86.8% - 91.8% 90.2%** 87.9% - 92.6% 91.6%** 89.4% - 93.8%

Wisconsin 86.2%** 83.7% - 88.7% 88.2%** 86.4% - 90.0% 87.0% 85.3% - 88.8%

Wyoming 76.4% 67.9% - 84.9% 82.7% 74.9% - 90.4% 87.7% 83.6% - 91.8% ++

Source: Analysis of 2008, 2009, and 2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. **(*) indicates estimate is statistically different from national estimate at the 0.05 (0.1) level. ++(+) indicates change across years is statistically different at 
the 0.05 (0.1) level. CI is confidence interval.

Appendix Table 1:  Children’s Medicaid/CHIP Participation, by State, 2008–2010
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2009/2010

Count (1,000s) 95% CI Share Cumulative Share

United States 4,457 4,391 - 4,523
Texas 699 681 - 718 15.7% 15.7%

California 666 645 - 687 14.9% 30.6%

Florida 374 359 - 388 8.4% 39.0%

Georgia 185 174 - 196 4.2% 43.2%

New York 173 163 - 183 3.9% 47.0%

Arizona 137 129 - 145 3.1% 50.1%

Ohio 125 115 - 136 2.8% 52.9%

Illinois 122 112 - 131 2.7% 55.7%

North Carolina 120 111 - 128 2.7% 58.4%

Indiana 119 112 - 127 2.7% 61.0%

Pennsylvania 118 108 - 127 2.6% 63.7%

New Jersey 94 88 - 100 2.1% 65.8%

Washington 86 80 - 92 1.9% 67.7%

Missouri 85 78 - 92 1.9% 69.6%

Colorado 84 77 - 90 1.9% 71.5%

Nevada 82 75 - 89 1.8% 73.3%

South Carolina 77 71 - 83 1.7% 75.1%

Virginia 75 69 - 82 1.7% 76.8%

Michigan 72 65 - 80 1.6% 78.4%

Minnesota 69 61 - 77 1.5% 79.9%

Oklahoma 66 60 - 72 1.5% 81.4%

Tennessee 62 57 - 68 1.4% 82.8%

Oregon 59 53 - 64 1.3% 84.1%

Utah 57 51 - 63 1.3% 85.4%

Mississippi 56 50 - 62 1.3% 86.7%

Wisconsin 56 49 - 62 1.3% 87.9%

Alabama 55 48 - 61 1.2% 89.1%

Louisiana 54 48 - 59 1.2% 90.4%

Maryland 48 44 - 53 1.1% 91.4%

Kentucky 46 41 - 50 1.0% 92.5%

Kansas 41 36 - 46 0.9% 93.4%

New Mexico 41 36 - 46 0.9% 94.3%

Iowa 29 25 - 33 0.7% 95.0%

Idaho 27 24 - 31 0.6% 95.6%

Arkansas 27 23 - 30 0.6% 96.2%

Montana 21 18 - 24 0.5% 96.6%

Connecticut 21 18 - 24 0.5% 97.1%

Massachusetts 16 13 - 18 0.4% 97.5%

Nebraska 16 13 - 19 0.4% 97.8%

West Virginia 15 12 - 18 0.3% 98.2%

Alaska 12 10 - 15 0.3% 98.4%

South Dakota 11 8 - 14 0.2% 98.7%

New Hampshire 10 8 - 13 0.2% 98.9%

Maine 9 7 - 11 0.2% 99.1%

Hawaii 8 7 - 10 0.2% 99.3%

Rhode Island 8 6 - 10 0.2% 99.5%

North Dakota 7 5 - 8 0.2% 99.6%

Delaware 6 4 - 8 0.1% 99.8%

Wyoming 6 4 - 7 0.1% 99.9%

Vermont 3 2 - 5 0.1% 100.0%

District of Columbia 2 1 - 2 0.0% 100.0%

Source: Analysis of pooled 2009/2010 American Community Survey (ACS) data from the Integrated Public Use Microdata Series.
Notes: See text for how eligibility, participation, and uninsurance are defined. Confidence intervals given at the 95%-level. CI is confidence interval.

Appendix Table 2:  Uninsurance Among Children Who are Eligible for Medicaid/CHIP Coverage, by State, 2009/2010
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