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ecognizing that adequate health care is key to
childhood development and long-term health,
policy makers expanded public programs to
provide children with health insurance: first, Medicaid in
1965 and, in 1997, the State Children’s Health Insurance
Program (SCHIP). In April of 2015, Congress renewed
SCHIP for two additional years. Therefore, providing
children with health coverage has been recognized by
lawmakers as key to childhood development and longterm health. This brief uses data from the American
Community Survey to estimate children’s health insurance coverage from 2008–2013 across the United States
as well as by region, place type, and type of coverage.
Rates of coverage remained stable in 2013 relative to
2012 at 92.9 percent (see Figure 1). For the first time
in five years, a decline (0.3 percentage point) occurred
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among children in the Northeast region, though this
decrease was offset by a 0.6 percentage point increase
in coverage in the West. Coverage in the Midwest and
South remained stable from 2012 to 2013 (see Figure 2).
Nonetheless, all regions experienced some increase
in insurance rates after 2008, the first full year of the
Great Recession. The most significant gains were in the
South and West (nearly 4 percentage points in each
region), where rates have traditionally lagged behind
the Northeast and Midwest. State-by-state coverage
details by place type are provided in Table 1.
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FIGURE 2. RATES OF INSURANCE COVERAGE AMONG
CHILDREN BY REGION, 2008–2013

Source: American Community Survey, 1-year estimates, 2008–2013

The proportion of children with health insurance
in rural areas grew between 2008 and 2012; between
2012 and 2013, however, rates fell slightly (see Figure
3). Modest declines in rates of coverage occurred in the
rural Northeast and rural South as well as in suburban places in the Northeast and Midwest (see Table 1).
Overall gains in coverage were evident only in Western
suburbs and central cities. Rates of coverage among
children in central cities have grown steadily since 2008.
(See Box 1 on page 6 for definitions of place type.)

Since the Children’s Health Insurance Program
Reauthorization Act (CHIPRA) in 2009, rates of public
insurance have increased while rates of private coverage have declined. This trend continued in 2013, as
increases in public insurance (0.3 percentage points)
offset declines in private insurance (0.2 percentage
points). In line with this trend, growth in overall rates
of coverage have been driven by gains in public insurance; since 2008, rates of public coverage grew a full ten
percentage points. Since the beginning of the postrecession period, rates of private insurance have stabilized, but not grown although rates of employment have
rebounded. This new trend may indicate that the link
between children’s health insurance status and parental
employment-benefits status was weakened after the
recession (see Figure 4). For example, some parents
may be forced to take jobs that do not offer benefits or
they may be unable to pay for coverage. State-by-state
coverage details for place types and insurance type are
presented in Table 2. Note that a small percentage of
children had both public and private insurance at the
time the data were collected; thus, the percentages in
these tables and figures do not sum to 100 percent.
FIGURE 4. RATES OF PUBLIC AND PRIVATE HEALTH
INSURANCE COVERAGE AMONG CHILDREN AND
ANNUAL UNEMPLOYMENT RATE, 2008–2013

FIGURE 3. RATES OF INSURANCE COVERAGE AMONG
CHILDREN BY PLACE TYPE, 2008–2013

Source: American Community Survey, 1-year estimates, 2008–2013

Source: American Community Survey, 1-year estimates, 2008–2013

Coverage among children is highly dependent on
state policy: although Medicaid and CHIP are federally
subsidized programs, states have a great deal of leeway in
how these funds are used and who is eligible. (More data
are available in the online version of the brief.) Nearly 28
percent of the nation’s children live in just three states—
California, Texas, and Florida—giving these states particular capacity to shape coverage rates at the national level.
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TABLE 1. PERCENTAGE POINT CHANGE IN HEALTH INSURANCE COVERAGE FOR PERSONS UNDER AGE 18, 2008,
2012, AND 2013

Source: American Community Survey, 1-year estimates, 2008–2013. Note: Bold typeface indicates a statistically significant change (p<0.05). “Change” columns are
displayed in percentage points. Shaded cells indicate geographies for which small sample sizes result in unreliable estimates.
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TABLE 2. PERCENTAGE POINT CHANGE IN PRIVATE AND PUBLIC HEALTH INSURANCE COVERAGE FOR PERSONS
UNDER AGE 18, 2008, 2012, AND 2013

Source: Current Population Survey, Annual Social and Economic Supplement, 2008 to 2013
Note: Change is displayed in percentage points and is based on unrounded percentages. Bold font indicates a statistically significant change (p<0.05). All estimates are weighted.

Source: American Community Survey, 1-year estimates, 2008–2013. Note: Bold typeface indicates a statistically significant change (p<0.05). “Change” columns are
displayed in percentage points. Shaded cells indicate geographies for which small sample sizes result in unreliable estimates.
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TABLE 2, CONTINUED. PERCENTAGE POINT CHANGE IN PRIVATE AND PUBLIC HEALTH INSURANCE COVERAGE
FOR PERSONS UNDER AGE 18, 2008, 2012, AND 2013

Source: American Community Survey, 1-year estimates, 2008–2013. Note: Bold typeface indicates a statistically significant change (p<0.05).
“Change” columns are displayed in percentage points. Shaded cells indicate geographies for which small sample sizes result in unreliable estimates.
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For example, rates of coverage are relatively high
in California, where Medicaid expansion and continued efforts to enroll children have been a policy
priority. In Texas and Florida, where no Medicaid
expansion has taken place, rates fall short of the
national average. Moreover, many immigrant children and children living in immigrant families call
these three states home—immigration reform at the
federal level that aims to extend coverage to immigrant children could significantly increase coverage
rates. State-level policy changes that are aimed at
increasing the number of insured children may be
the most effective at increasing the overall number
of children insured nationally.

Box 1: Defining Place Types Using the
American Community Survey
The American Community Survey designates each
sampled household or address as being located
within one of several possible geographic components. In this analysis, central city designates
households in the principal city of a metropolitan
statistical area, suburban includes those in metropolitan areas but not within the principal city of
that area, and rural consists of those households
that are not within a metropolitan area at all.

Data

Endnotes

This analysis is based on U.S. Census Bureau estimates from the 2008, 2009, 2010, 2011, 2012, and
2013 American Community Survey. Tables were
produced by aggregating information from detailed
tables available on American FactFinder.1 Because
estimates are based on survey data, caution must be
used when comparing data from different years or
place types, because the margin of error may indicate that seemingly disparate numbers fall within
sampling error.2 All differences highlighted in this
brief are statistically significant (p < 0.05).

2. Refer to the Census Bureau’s published tables for detailed
margins of error, available at www.census.gov/acs/www/
Downloads/handbooks/ACSResearch.pdf.

1. See http://factfinder2.census.gov.

About the Author
Michael J. Staley is a research assistant at the Carsey
School of Public Policy and a doctoral candidate in
the Department of Sociology at the University of New
Hampshire (michael.staley@unh.edu).
Acknowledgments
The author is grateful to Jessica A. Carson, Marybeth
Mattingly, Michele Dillon, Jennifer Clayton, Laurel Lloyd,
Amy Sterndale, and Michael Ettlinger at the Carsey
School of Public Policy for their insights on this brief.

University of New Hampshire
Carsey School of Public Policy

The Carsey School of Public Policy conducts policy research on vulnerable children, youth, and families and on sustainable community
development. We give policy makers and practitioners timely, independent resources to effect change in their communities.
This work was supported by the Annie E. Casey Foundation, the W. K. Kellogg Foundation, and anonymous donors.
Huddleston Hall • 73 Main Street • Durham, NH 03824
(603) 862-2821
TTY Users: dial 7-1-1 or 1-800-735-2964 (Relay N.H.)
carsey.unh.edu

