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Underinsured Children Outnumber Uninsured

B Y  N A S E E M  S. M I L L E R
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C
hildren who are underinsured
outnumber uninsured children
and are almost as likely as are

uninsured children to have problems
with health care access and quality, ac-
cording to an analysis of 2007 data. 

Nearly a quarter of children with con-
tinuous health care coverage in 2007 did
not have coverage adequate enough to
provide access to appropriate services
and providers, according to lead author
Michael Kogan, Ph.D., of the Health
Resources and Services Administration’s
Maternal and Child Health Bureau, and
his colleagues.

Dr. Kogan and his colleagues analyzed
data collected from the 2007 National
Survey of Children’s Health, which was
conducted by random-digital-dial inter-
views with the parents or guardians of
91,642 children.

They found that in 2007, 19% (14.1
million) of all U.S. children were under-

insured (continuous but inadequate cov-
erage), while 5% (3.4 million) were unin-
sured, and 10% (7.6 million) were some-
times insured. In contrast, 66% (48.2
million) were fully insured. 

Children with private insurance were
twice as likely to be underinsured as
those with public insurance, for example
coverage under either Medicaid or a
State Children’s Health Insurance Pro-
gram (SCHIP), they wrote. Inadequate
coverage of charges was the most com-
mon source of underinsurance, ac-
counting for 12.1 million children.

Certain groups of insured children
were more likely to be underinsured:
those older than 6 years, Hispanic and
black children, those in the Midwest,
and those who had special health care
needs. 

Underinsured children had no access
to a medical home on the same scale as
their sometimes insured peers—55% and
58% respectively. Dr. Kogan and col-
leagues found a similar situation regard-
ing access to specialty care: 26% of un-
derinsured children had difficulty

obtaining specialist care, compared with
29% of sometimes insured children and
25% of uninsured children.

While attention has been focused on
the woes of adult underinsurance, less
has been paid to childhood underinsur-
ance, according to Dr. Kogan, who added
that it is not clear whether the number
of uninsured children has been on the
rise over the years, because there are no
similar studies for comparison.

As implementation of the Affordable
Care Act continues, “it may be worth-
while to consider not only the number of
uninsured children in the United States
but also the adequacy of coverage for
those with current insurance,” wrote
Dr. Kogan and colleagues.

The study is limited in several ways,
the authors wrote. Because the study de-
sign was cross-sectional, it is difficult to
establish the direction of causality. In ad-
dition, the data excludes children in in-
stitutions. And, because the study is
based on data collected in a phone sur-
vey, it is subject to biases, “including the
exclusion of household without land-
lines.” 

“What I would hope from policymak-
ers is that they would be aware that this
problem is more prevalent than the num-

ber of uninsured kids and to take that
into account in the future policy consid-
erations,” Dr. Kogan wrote, noting that
HRSA plans on repeating the study with-
in the next few years. 

In an accompanying editorial, Dr.
James Perrin of the MGH Center for
Child and Adolescent Health Policy,
Boston, noted that the study offers “com-
pelling evidence that underinsured chil-
dren face major problems in obtaining
both the appropriate quality of care and
access to that care. Implementation of
the Affordable Care Act offers important
opportunities to address the problem of
underinsurance.”

He added, however, that “the Afford-
able Care Act may leave chronically ill
children with CHIP coverage and newly
insured Medicaid population underin-
sured.” 

While expansion of benefits is unlike-
ly, “CHIP and the new Medicaid could
offer such benefits to persons meeting
certain disability criteria [and potential-
ly offer a better federal match to en-
courage states to include these bene-
fits].”

The study authors and Dr. Perrin dis-
closed that they have no relevant con-
flicts of interest. ■

Fourteen million U.S. children lack adequate

coverage and face problems with quality of care.

One of the hallmarks of the
Patient Protection and Af-

fordable Care Act is that people
with preexisting medical condi-
tions will no longer be denied
coverage by insur-
ance companies. For
adults, this protec-
tion begins in 2014,
but for many of
those younger than
age 19 years, it takes
effect on Sept. 23.
New regulations
from the U.S. De-
partment of Health
and Human Services
bar health plans from
refusing to offer a
policy because of a child’s pre-
existing medical condition, and
from imposing benefit limita-
tions once the child is on a plan. 

Dr. Judith S. Palfrey, president
of the American Academy of
Pediatrics, explains what this
part of the law will mean for
children. 

FAMILY PRACTICE NEWS: How
important is the ban on preex-
isting condition exclusions in
children, in terms of access to
insurance and coverage for
treatments?
Dr. Palfrey: This is one of the
most significant provisions
within the health reform law in

terms of what it means for im-
proved access and care for some
of the country’s most vulnera-
ble children. Before, if a child
had a chronic condition like

asthma, or a debili-
tating disease like
cancer, it was possi-
ble for insurers to
deny them care,
when—ironically—
they were the ones
who needed treat-
ment the most. 

Although this pro-
vision is an enor-
mous step forward,
there is work to be
done to make sure

children can benefit whether
they are enrolled in a new
health insurance plan or an ex-
isting one. The AAP is working
with Obama administration of-
ficials to make sure that the
ACA provides access to as many
children with preexisting health
conditions as possible. 

The ACA also guarantees an
array of preventive services for
all children, without copay or
deductible, including a yearly
physical, well-child visits, and
routine immunizations as well
as hearing, vision, developmen-
tal, and behavioral screenings.
This will help physicians detect
many diseases before they cause

morbidity, then treat and mon-
itor them as needed. These es-
sential benefits could be life sav-
ing, especially for children with
preexisting and often chronic or
complex conditions.

FPN: How many children are
likely to benefit from this pro-
vision in the near future, and
what are the implications for
their future health?
Dr. Palfrey: We don’t
have data on how many
children are expected to
benefit, but the Congres-
sional Budget Office esti-
mates that about 200,000
Americans will enroll in
the Preexisting Condition
Insurance Plan during
2011-2013. The plan will
provide an option for many sick
children to gain access to cover-
age they don’t currently have.
Because a good number of these
children may have forgone care
or treatment because of costs or
being denied insurance, the en-
actment of this provision should
improve their future health.

FPN: Will this change the way
physicians who treat children
and adolescents are able to care
for their patients?
Dr. Palfrey: This should cer-
tainly make it easier to provide

care to more children, because
services now will receive some
level of payment. This provi-
sion also should help provide a
pathway for families to get pri-
vate insurance for their chil-
dren, increasing access to care.

FPN: Will this new requirement
apply to all health plans, and
what can physicians do to en-

sure that their patients are pro-
tected under the new law?
Dr. Palfrey: This provision ap-
plies to all new health insur-
ance plans that begin after Sept.
23. It does not apply to plans
that were already in existence
when the ACA was signed into
law last March, as long as those
plans have not made any signif-
icant changes in coverage, like
raising premiums or cutting
benefits. The administration has
issued additional guidance on
the preexisting condition exclu-
sions ban after some insurance

companies threatened to drop
child-only coverage options, cit-
ing concern about families who
might enroll children only when
they fall ill and drop coverage if
their children are healthy. 

The guidance allows insurers
to limit families to specific peri-
ods of “open enrollment” when
they can apply for insurance
coverage for their children,

rather than giving families
the flexibility of applying
throughout the year. The
AAP is concerned that re-
stricting families to an
open-enrollment season
prevents many vulnerable
children from attaining
health insurance when
they need it. If a child be-
comes ill outside of the

open-enrollment period, par-
ents may have to wait for
months to get the child cover-
age. The AAP hopes to work
with the administration to make
sure that children can access
care when they need it, regard-
less of their health status or the
time of year. ■

DR. PALFREY is a professor of
pediatrics at Harvard Medical
School, Boston, and directs the
children’s international pediatric
center at Children’s Hospital
Boston.
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The AAP is concerned that
restricting families to an open-
enrollment season prevents
many vulnerable children from
attaining health insurance when
they need it. 


