
TO: The First Lady 

FROM: Neera Tanden 

DATE: March 8, 1998 

RE: Additional Background on New Report on Children's Health Insurance in America 

HHS' Agency for Health Care Policy and Research will release a new source book, titled 
Children's Health 1996, tomorrow. This report on the status of children's health in America in 
1996 provides new, more accurate information than was previously available. The data we have 
used up to this point for 1996 has been based on Census Data ~ specifically, the Current 
Population Survey ~ which was released last year. However, because the data that will be 
released tomorrow is more precise, it should form the basis of our understanding of this problem 
for future debates. 

Key findings of the report: 

• In 1996, 3.3 million children age 12 and under (almost 20% of all eligible children) and 
more than 1 million children age 13 and over — 4.3 million overall — were eligible for 
Medicaid, but not enrolled. (We have previously stated that only-three million children are 
eligible for Medicaid but not enrolled.) 

• Nearly 11 million children were uninsured throughout the first half of 1996. These 
children represent 15 .4% of all children in the United States. (We have previously cited 
10 million as the number of children uninsured in America.) 
Of all children uninsured throughout the first half of 1996, about 90% were in households 
with a working adult 

• 52.8% ofchildren enrolled in Medicaid are living in households with at least one working 
adult. 

• Children aged 13 to 17 years are nearly three times less likely to have a usual source of 
health care, compared with children five and under. 

This data indicates that the Administration's efforts to expand insurance coverage for children are 
more important than ever. In particular, this data adds urgency to the President's FY 99 budget 
request of $900 million over five years for an outreach initiative which will enroll more children in 
Medicaid. 

Data Sources: 
The estimates presented in this report are drawn from the Medical Expenditure Panel Survey 
(MEPS). MEPS is a nationally representative survey that collects detailed information on health 
status, health care use and expenses, and health insurance coverage of individuals and families. 

Note: 
Some ofthe above data has been incorporated into your speech before the Association of 
Maternal and Child Health Programs' Annual Meeting. 
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NEW STUDY: CHILDREN'S HEALTH PROBLEMS LINKED TO 
RACE, ETHNICITY, EDUCATION AND EMPLOYMENT 

Lack of Health Insurance Not The Only Problem 

Hispanic Children Far More Likely Than Others to be Uninsured 
And in Fair or Poor Health 

WASHINGTON, D.C. - Ldck of insurance is not the only critical issue affecting 
cWldrcn's health care. A new study publlslied today in the journal Health Affairs shows 
that health problems among children are strongly linked to such socioeconomic factors as 
race and ethnicity and the education and employment status of their parents. Hispanic 
children, children whose parents have litdc education, and those living in families 
widiout an employed parent are more likely than other children to have health problems, 
study researchers found. 

The study, conducted by the federal govemment's Agency for Health Care PoUcy 
and Research (AHCPR). sheds new light on issues surrounding children's health 
insurance coverage, access to care, and health status. Despite various policy mitiatives 
11 million childrai in this countiy are widiout any health insurance coverage at all, and 
nearly three million are repotted to be in fair or poor health, the study researchers noted. 
Children are defined as those under age 18. 

The smdy found that Hispanic children are far more likely than children of other 
iBcial and ethnic groups to be uninsured, lack a usual source of care, and to be m fair or 
poor health. In addition, children whose parents have little formal educaUon arc vciy 
unlikely to have private insurance, and more than one-quaiter of them arc uinnsiucd. 
These children also are more likely to lack a usual source of hcaltli care and to be in 
worse health than children whose parents ate more educated. Fmolly, children with no 
employed parents are heavily depoident on public insurance coverage and arc 
significantly more likely to be in fair or poor health than children with one or two 
employed parents, 

(More) 
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"A significant number of children in the United States have serious problems with 
health insurance coverage, access lo care, and overall health status," lead study author 
Robin M. Weinick noted. She and her colleagues describe the segments ofthe population 
to which new initiatives aimed at improving children's health may be targeted. 

The study, which relies on data irom the Medical Expendititfe Panel Survey, 
could prove to be an important benchmark in helping to detennine if the recently 
established State Children's Health Insurance Program (CHIP) will be able to help the 
children most in need. The $24 billion program is designed to insure children who would 
otherwise not have coverage by providing funds for states to expand Medicaid or to 
establish new programs. 

Among the study's specific findings: 

• Hispanic children are most likely to be miinsured (27.7 percent, compared 
with 17.6 percent of blacks and 12.2 percentof whites), while black 
children are most likely to have public insurance only (40.8 percent, 
compared with 32.5 percent of Hispanic and 13.1 percem of white 
children). Hispanic children are also mostly likely to be without a usual 
source of health care (17.2 percent), and black children (12.6 percent) are 
more likely than white children (6.0 percent) to lack a usual care provider. 

• Children whose parents have more than 12 years of education are most 
likely to have private insurance (80.7) percent) and least likely to be 
iminsured (10.1 percent). Children whose parents have fewer than 12 
years of education aie least likely to have private insurance (21.4 percent), 
most likely to be uninsured (28.5 percent), and much more likely to lack a 
usual source of care (16.6 percent). 

• Children living with two employed parents are the most likely to have 
private insurance (83.0 percent) and the least likely to be uninsured (11.4 
percent). Children iti families without any working parents are least likely 
to have private insunmce (7.7 percent) but the most likely to have public 
insurance (76.5 percent). 

• Hispanic children are most likely to be in fair or poor health (7.8 percent), 
while white children are most likely to be in excellent health (55.3 
percent). Children whose parents have more than 12 years of education 
arc most likely to be in excellent health (59.1 percent), and those whose 
parents who have fewer tlian 12 years of education arc most likely to be in 
fair or poor health (8.6 percent). Children in families with no working 
parents are less likely to be in excellent health (37.9 percent) than those in 
families with either one (52.1 percent) or two (55.8 percent) working 
parents. 

(More) 
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The study is based on data from AHCPR's Medical Expenditure Panel Survey 
(MEPS). the most comprehensive survey of health care in the United States. By 
analyzing survey data related to children's health, the study researchers sought to 
document recent evidence conceming chUdren's health care and to provide a baseline for 
evaluating the results of new healtii care policies and programs for children. 

MEPS is unparalleled in the level of detail and breadth of Information it provides 
about the U.S. health care system. Unlike other surveys used for analyses of health 
insurance coverage in the United States, MEPS provides the linked infonnation necessary 
to examine the relationships among health insurance, use and expenditures, access to 
care, and other health care-rclatcd topics. Data for the ongoing survey are collected via 
five in-person interviews with one or more persons per household, who report on the 
health care experiences ofthe entire lamlly over a two-year period. 

Health Affairs is a bimonthly multidisciplinary journal devoted to publishing the 
leading edge in health policy thought and research. Copies ofthe March/April issue will 
be provided free to interested members ofthe press. Copies are available to the public for 
$25 each from Judie Tucker at Health Affairs, 7500 Old Georgetovwi Road, Suite 600, 
Dethesda, Maryland 208J4. 

Health Affairs is published by Project HOPE. Established in 1958, Project 
HOPE is an international nonprofit health education foundation providing health policy 
research and analysis, training for health care professionals, and consultation in health 
systems planning and development. HOPE is now working on five continents -
iocluding North America - to enable communities to find lasting solutions to health 
problems. 

I f j | I t 
ffffff 
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Health correspondents note: 

Two items related to availability of health insurance will be 
issued by HHS agencies next week: 

A new report will indicate variations in the availability of 
employer-sponsored insurance by state, ranging from 86 percent 
of private sector employees in Hawaii offci-cd health insurance, 
10 40 percent in Montana. The information (1993 data) i.s drawn 
from the National Employer Health Insurance Survey. llllS 
agencies sponsoring the survey were the National Center for 
Health Statistics (part of the Centers for Disease Control and 
Prevention), the Agency for Health Care Policy and Research, 
and the Health Care Financing AdminLstration. h'or informaliun 
call Sandra Smith, Jeff Lancashire or Mary Jones at NCHS, (.301) 
436-7551. 

A new charibook will be available from (he Agency for Health 
Care Policy and Research, Children's Health 1996. Data for the 
chartbook are drawn from AHCPR's 1996 Medical Expenditure Panel 
Survey. Information includes number and characteristics of 
children without health insurance, a,s well as other child 
heakh information. A companion article is being published in 
the March/April edition of Health Affairs. For information, 
call AHCPR, (301) 594-1364 -- Karen Carp (xl378) or Vcncsc 
DcJernetl (xl317). 

### 
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UNITED STAT^SS DEPARTMENT OF EDUCATION 

WASHOiOTON. O C. 3oao» 

T I M S S 1 2 T H G R A D E R E S U L T S S H O W N E E D T O 

B U I L D A S T R O N G F O U N D A T I O N , S E T H I G H E R STANDARDS, R E Q U I R E T O U G H E R 

C O U R S E S , AND E N S U R E W E L L - P R E P A R E D AND E F F E C T I V E T E A C H E R S 

TIMSS RESUL-re SHOW UNACCEFTABLV TOOK U.S. PERFORMANCE. The Third International 
^Iff r^mlf'cTi ^'^^^^ "^"^P*"^ inathcmatics,and science achievement ofa 
half-million swdenis from 41 countries at 4th. 8th and 12th gmdc. Prior TIMSS reports showed that 
U.S students perfbnned relatively well at 4rh grade - above the intemitiona! averse in both 
maUiemaucs and swcnce, and in science outperformed only by Korea. U.S, students' relative standing 
declined by 8th grade, to only slightly above the international average in science and below the 
iniemauonal average in mathematics. One reason is that while most students in grades 4-8 in other 
nations are smdying the beginning concepts of algebra, geometry and other topics, U.S. students 
continue to be taught primarily arithmetic. 

Today's release of 12th grade results shows that U.S. rtudcnis' standing relative lo other TIMSS 
countnes contmues to decline in the high school years. A comparison of U.S, 12th gmdcrs' general 
mathematics and science knowledge to students in 20 other nations shows that our students Lred 
below the international average in both topics and exceeded the performance of only two nations A 
separate examination of advanced mathematics and physics comparing our students taking prê alculus 
or calculus and our smdents taking physics with advanced mathematics and physics student̂  in other 
nations shows that the perfomiance of our advanced students is among the lowest of countries 
participating in TIMSS. The bottom line is that it appears that U.S. standards of achievement, testing 
and teachmg in mathematics and science are far too low in middle and high schools. 

^ BiHLD A STRONG FOUNDATION IN THE MIDDLE GRADES: S60 MILLION TO IMPROVE MATHEMATICS 

^ ™ r S L ! : : ^ ' f ^ r . ^ / r ' " ' ' * ^^^^^ approximately s Z i l L ^ for Uic U.S. Department of E<lucation (ED) and the National Science Foundation (NSF) *o implement 
Z ' ^ ^ u l ^ ' ^ ^ J ! * T * ^ ? " P''̂ "̂  rigon,us courses and effective teaching 

quality mformation and technical assistance to communities wishing tn select and Implement rigorous 
instructional matenals based on challenging standards. It will promote improved mathematics teaching 
^nJn'Tr^'^ «»<l."J'<JdIe school teachers by supporting teacher networks and effective teacher training 
models and matenals that hdp teachers upgrade their content knowledge and leam how to teach for 
conceptual understanding while still ensuring mastery ofthe basics of computation. It wiuSmize 
S ^ c S ' l ' " ^ r r : i^^^ oapacity-bui-lding ^nts to jumpslTe^^Tn 
^loo?!.^ 1 Significantly improve the quality of mathematics instmction in the middle 
sd̂ oo Lft^nfaH:, ; Z r'"*''" P f̂ "^""d<=«""ding ofthe in,port«,cc of challenging middle 
school matheniatics through a national cffon to engage parents and communities, 

^ RAISE STANI>AJU>S AND MEASURE STUDENT PERFORMANCE WITH A VOLUNTARY NATIONAL TEST 
IN MxTHEMATICSxTgrH G R A D . . The TIMSS result, demon r̂ate the needTor . rigoriu^na^^ 
benchmaric that-will reflect not only how a student's perfonnance compares across states but a l T 
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around the worid, Thp standards of state assessments in 8th grade mathematics vary widely, and many 
of these 8th grade assessments are not as rigorous as the standards ofthe National Assessment of 
Educational Progress (NAEP) according to a recent study by the Southern Regional Education ' 
Board, Moreover, recent international comparisons of science and mathematical cxarainaiions for 
college-bound siudcnu show that gur SAT. ACT, and AP exams are much less rigorous than similar 
exams from other nations. This is why President Clinton has proposed a voluntary national test in 
matficmatics at the e|fihth pade. The voluntary national test will be based on the rigorous content and 
performance standards in N A E P and linked to TIMSS. While TIMSS and NAEP provide a snaDshm 
ofthe nation's perfonnance they assess only a sample of students: neither individual student nor school 
performance can be ascertained. TTie volunary national test in mathematics, however, would let 
parents and teachers know how mdtvidual students and schools can improve in relation lo rigorous 
national and international standards and whether students are adequately prepared to take demanding 
high school mathematics and science- ' r t~ ui«iaing 

OFFER A CHALLENCWC CIMWCULUM AND ENCOURAGE STUDENTS TO TAKE TOUGHER COURSES 
TIMSS shows that what we teach and how we teach is what determines our students' achievement 
Because decisions about curriculum and teaching are local ones, it rests primarily with local 
communities and states to ensure that students are getting a rigorous mathematics and science program 
taught by effective and well-trained teachers. Today, most students - even most college-bound 
students ^ do not take four years of high school mathematics and science. Ninety percent ofall high 
school students stop taking mathematics before getting to calculus. Students should take demanding 
mathematics and science courses through high school such as physics and calculus - and these courses 
must be rigorous. 

IMPROVE T H E TEACHING OF MATHEMATICS ANb SaENCE. How we teach is as important as what 
we teach. The TIMSS 8th grade study found that wc teach mathematics differently than other nations-
U.S. mathematics classes require students to engage In less high-level mathematical thought and solve 
fewer multistcp problems than classes in Germany and Japan. In the nation's high schools, this is 
compounded by the fict that 28% of high school mathematics teachers and 55% of high school physics 
teachers neither majored nor minored in these subjects. States, districts, colleges and universities must 
get serious about teacher preparaUon. teacher certification, and ongoing professional development to 
ensure that students arc taught by teachers who are prepared to teach challenging mathematics and 
science. 

ADomoNAL ADMINISTRATION INITIATIVES THAT WILL IMPROVE MATHEMATICS AND SCIENCE 
ACHIEVEMENT. Many ofthe Pteildent's educadon proposals in the FY99 budget will raise standards 
and achievement in maihemaiics and science, TTie budget itjquests $50 million for the Depanment of 
Education and $25 millloa for NSF to support a joint research program to leam how brain research 
cognitive science and learning technology can lead to improved achievement in reading and 
mathematics. The Presidem's SI 40 million High Hopes for College proposal would promow 
partnerships between colleges and middle or junior high schools in low-income communities to get and 
keep students on the track to college, Including ensuring that snidenu have access to the rigorous 
mathematics and science courses that prepare them for college. The President's proposal for 
Recniiiing. Preparing, and Supporting Teachers includes 530 million for improving the preparation of 
future teachers, with emphasis on teachers of mathematics and reading. Furthermore, the President's 
$22 billion school modemization proposal will help upgrade mathcmatici and science classrooms and 
laboratories in many overcrowded and ouidaied schools 

February 2<. 1991 
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It is an honor to be here with you today, and to be working with the AMA on so many 
important fronts. We've had our honest differences on policy. We haven't been on the same 
side of every health care fight. But one thing we've always agreed on is our profound 
obligation to the health of American families. And in our step-by-step approach to health care 
reform, we're walking together. We're expanding the promise of new medical technology and 
extending health care opportunities to the most vulnerable Americans. We've helped 
Americans keep their coverage when they change their jobs. And last year, we helped make 
sure that millions of uninsured children get the medical coverage they deserve and the help 
they need. 

And we've found the right family doctor for America-Dr. David Satcher, our country' 
s new Surgeon General. We went too long without one. Just last month, your voices were 
strong and united in support of his nomination. I thank you, and America's families thank 
you. 

This is a great and glorious moment for America. Our economy is the strongest in a 
generation. Social problems are on the mend. Our leadership is unrivaled around the world. 
Still, as I said in ray State of the Union Address, this is not a time for America to rest. It is a 
time for us to build-to expand our prosperity, to strengthen our values, and to widen the 
circle of opportunity. 

I am here to talk to you about two of the next, important steps we must take as a nation 
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as we move forward into the 21st century. This is a moment of great potential, and we must 
seize it. There are fewer than 70 working days left before Congress adjourns. History is 
being written by this Congress, and I do not want it to be another story of partisan political 
bickering in an election year. I want it to be the story of a strong, bipartisan commitment to 
the health of America's families. First, we have a historic opportunity to protect all 
Americans with a Patient's Bill of Rights. And second, we can--and must-pass landmark 
legislation to help end the epidemic of teen smoking. 

My mother, as some ofyou may know, was a nurse. She was an anesthetist at St. 
Joseph's Hospital-a blond-brick building just off Central Avenue in Hot Springs. So I grew 
up around doctors. Walking through the wards with my mother, 1 saw some of the miracles 
doctors perform every day. And I remember what the profession used to look like-very 
different than today, I'm sure you'll agree. For one thing, I wasn't familiar with the term " 
emergency knee surgery" back then. 

This is, in fact, a time of great change in American medicine. More than 160 million 
Americans are now in managed care plans, with profound implications for health services of 
every kind. Much good has come of these changes. Good plans are promoting preventative 
medicine. And all of us appreciate it when health care costs don't rise at four or five times the 
rate of inflation. That means affordable health care for fainilies who need it. And that's most 
families. 

But the new system can make it harder for doctors simply to be doctors. When a 
doctor spends ahnost as much time with a bookkeeper as with a patient, somethmg is wrong. 
When a doctor spends almost as much time filing authorization forms as making rounds, then 
sometliing is wrong. Insurance company accountants aren't trained to do your job~and you 
shouldn't have to do theirs. 

Traditional care or managed care, every American deserves quality care. And every 
American deserves medical decisions made by medical doctors, not insurance company 
accountants. When a patient comes to your office or emergency room, your furst question 
should be: "Where does it hurt?" Not "How will you pay?" 

Patients deserve better from their health plans. I was really moved to hear recently 
about a woman who works in an oncologist's office. Her job is to verify insurance coverage 
and get authorizations for medical procedures, and she told the story of a 12-year old boy with 
a cancerous mmor in his leg. The doctor wanted to perform a procedure to save the boy's leg. 
But the health plan said no~and refused to cover it. For that condition, the approved 
procedure was amputation. Period. That was the only procedure the plan would pay for. 

The boy's parents appealed that decision and were mmed down. They appealed again 
and were tumed down again. Only when the father's employer weighed in did the health plan 
change its mind-but it was too late. After four months of this terrible nig-of-war between 
patient and plan, the boy's cancer had spread. By now, amputation really was his only choice. 
A life-or-death choice. One his family shouldn't have had to make. 
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You are the best trained, best skilled doctors in the world. You've had the best 
medical educations, and have the best medical teclinology. We've got to let you do the job 
that only you can do—to heal. 

That's why I have urged Congress to pass a Patient's Bill of Rights-and put medical 
decisions back in the hands of patients and the best medical doctors in the world. 

I have aheady acted to ensure that our federal employees and their families, our 
military personnel, our veterans and their families, and every person on Medicare or 
Medicaid-altogether, one third of Americans-are protected by the Patient's Bill of Rights. 
And across the nation, state legislatures-Republican and Democratic-are doing what they can. 
Forty-three have enacted into law one or more of the basic provisions of the Patient's Bill of 
Rights. But the reality is that state law, and this patchwork of reforms, can't protect most 
Americans-140 million Americans. That's why Congress must pass a Patient's Bill of Rights 
with the full force of federal law. 

The Patient's Bill of Rights keeps the covenant of care with our parents, our children, 
and the neediest and most vulnerable Americans. The Hippocratic Oath binds doctors to " 
follow that method of treatment which, according to my ability and judgment, I consider for 
the benefit of my patients." That's your responsibility and your patients' right-to know all 
their medical options, not just the cheapest. Primary care when possible. Specialists when 
necessary. That's why the Patient's Bill of Rights lifts the gag order on our nation's doctors, 
and allows patients to follow your best recommendations by appealing any unfair decisions by 
managed care accountants. 

Patients have a right to keep their medical records confidential. And doctors must feel 
free to write down the whole truth—without it ending up on the Intemet, or in the hands of 
employers and marketing firms, or increasing a patient's insurance rates. Again, we recall the 
Hippocratic Oath, which says that "all such shall be kept secret." That's why the Patient's 
Bill of Rights safeguards the sanctity of the patient-doctor relationship. 

Patients have a right to emergency services wherever and whenever they need it. And 
when the EMTs are wheeling a new arrival into your ER, the last thing you-or your 
patient—should have to worry about is the fine print on a health plan. 

With less than 70 days remaining in this legislative session, it is time to guarantee that 
the best practices of traditional medicine survive in the age of managed care. This 
administration has acted. The states have acted. The AMA has acted. I ask you to urge 
Congress to take the next, important step—and take it today. 

The other great health issue before this Congress is tobacco. Today-and every 
day-3,000 children light their fu-st cigarette. 1,000 of them will die prematurely because of 
it. This is a national epidemic, and a national tragedy. As physicians, you know the 
importance of preventative care. Often, it is easier to stop a disease before it starts. And that 
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is why, for more than five years, our administration has worked to stop our children from 
smoking before they start. We launched a nationwide campaign with the FDA to educate 
children about the dangers of smoking, to reduce their access to tobacco products, and to put a 
stop to tobacco companies that spend millions on mass marketing to young people. 

Last fall, I called on Congress to pass comprehensive bipartisan legislation to reduce 
teen smoking by raising the price of cigarettes by up to $1.50 a pack over the next decade; 
imposing strong penalties on tobacco companies that keep advertising to children, and giving 
the FDA fijll authority to reduce our children's access to tobacco products. If we do this, we 
can cut teen smoking by almost half over the next five years. We can stop almost three 
million children from taking that first puff. We can prevent almost one million premamre 
deaths. 

But again, the clock is ticking. It is time for leaders of both parties to put politics ) 
aside, protect our children from the deadly threat of tobacco, and protect every patient's right ) 
to quality care. It is time for Congress to match the conunitment this administration has mad/, 
and the AMA has made, to the health of American families as we approach the 21st century 

There is another step we must take, and on this one you and I may disagree, I have 
made a targeted proposal that gives a vulnerable group of Americans new options for health 
care coverage. By enabling Americans aged 62 to 65 to buy into Medicare, and giving 
displaced workers 55 and over a similar buy-in option, my proposal protects them-without 
burdening the Medicare Trust Fund or busting our balanced budget. The CBO just reported 
that this policy will cost even less and help even more people. It will provide access to health 
care for hundreds of thousands of the most vulnerable Americans, and it is clearly the right 
thing to do. We should not wait to take this next, important step toward quality care in the 
next century. I challenge you to join me. 

This is a time of remarkable promise for American medicine. We have the potential to 
make it the most powerful force for human health m history. We are fmding cures for 
seemingly incurable conditions. New gene therapies. Revolutionary fertility treatments. The 
choice we face today is whether to fulfill this promise tomorrow-and carry die best aspects of 
traduional care forward into the fuUire. I think we will make the right choice as a country. 
And even though medical technology is ever-changmg, the values of the medical 
profession-the Hippocratic Oath-are everlasting. If we preserve the values you were taught 
and continue to uphold, then we will truly have a healthier America, and a stronger America, 
in the 21st century. 
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I'm so sorry. I spaced -my brain is tired. 
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Record Type: Record 

To: Brenda B. Costello/WHO/EOP 

cc: 
Subject: Briefing for Ass of maternal and child health programs - monday!!! 

REMARKS TO THE ASSOCIATION OF MATERNAL 
AND CHILD HEALTH PROGRAM'S ANNUAL MEETING 

DATE: Monday, March 9, 1998 
TIME: 12:00 pm - 12:30 pm 
PLACE: Omni-Shoreham Hotel, Washington, DC 
FROM: Maria Echaveste 

Barbara Woolley 

1. PURPOSE: 

To speak on this Administration's commitment to child care and to seek their assistance in the 
implementation of the Children's Health Insurance Program. 

IL BACKGROUND 

You will speak to 500 attendees of the Association of Matemal and Child Health Programs 
Annual Meeting and accept their Inaugural AMCHP Award for Leadership in Matemal and 
Child Health. The theme of this year's meeting is quality in maternal and child health 



programs and is entitled "New Environments, New Needs: Setting the Agenda for Quality." 
It will run from Monday, March 9, 1998 to Wednesday, March 11, 1998. 

AMCHP conducts an annual meeting to present cutting-edge information on maternal and child 
health policy and programs to the maternal and child health community. It is an opportunity 
for maternal and child health professionals, state officials, and others to exchange best 
practices, strategies, and lessons learned. 

This year, AMCHP's top priority is quality of child care in conjunction with 
increasing its availability and affordability. Quality needs to include a safe and 
healthy environment as well as programs equipped to serve children with special 
needs. AMCHP feels child care should be linked to health care in the community, 
encompassing access, immunizations, screening, and insurance enrollment. 

Since 1944, the Association of Maternal and Child Health Programs has served as 
a source of ideas and in-depth knowledge on women's and children's health. It is 
a national non-profit organization principally comprised of 300 directors and staff 
of state public health agency programs for maternal and child health, and children 
with special health needs in all 50 states. These programs include WIC, family 
planning, early intervention, school health, and specific Medicaid programs. They 
are funded by Title V of the Social Security Act, also known as the Maternal and 
Child Health Services Block Grant. An additional 100 AMCHP members include 
academic, advocacy, community-based maternal and child health professionals, 
and families. 

AMCHP has worked with the administration on the Kennedy-Kassebaum legislation, Medicaid 
issues, and immunization programs and was instrumental in the success of the Children's 
Health Insurance Program. AMCHP offered strong support for Surgeon General Dr. David 
Satcher and continues to advocate strong tobacco legislation. 

Recently, AMCHP has promoted awareness of uninsured children, assisted states in CHIP 
implementation and eligibility outreach, worked with the CDC on tobacco control efforts, and 
helped states understand and address the consequences of welfare reform on infant and child 
health. 

An audience of 500 will be comprised of 150 of AMCHP's membership of directors and staff 
of state health agency Maternal and Child Health (MCH) programs. The other attendees will 
be consumers, families with special health care needs, and members of national research, 
policy, and advocacy organizations concerned with maternal health. 

III. PARTICIPANTS: 

The First Lady 
Deborah Klein Walker, President 
Catherine Hess, Executive Director 



In Meet and Greet Prior to Remarks 

Deborah Klein Walker, EdD, President 

Assistant Commissioner, Bureau of Family and Community Health, Boston, MA 

Catherine A. Hess, MSW, Executive Director, Washington, DC 

Tom Vitaglione, MPH, President-Elect 

Chief, Children & Youth Division of MCH, Dept of Environment, Raleigh, NC 

Maxine Hayes, MD, MPH, Past President 

Assistant Secretary, Dept of Health/ Parent-Child Services, Olympia, WA 

Kathryn Peppe, RN, MS, Secretary 

Director of Family & Community Health at the Ohio Dept of Public Health, Columbus, OH 

Edd Rhoades, MD, MPH, Executive Council Member 

Chief Health and Guidance, Oklahoma State Dept of Health, Oklahoma City, OK 

Gil Buchanan, MD, Executive Council Member 
Medical Director, Children's Medical Services, Arkansas Pediatric Clinic, Little Rock, 
AR 
Patricia Moore-Moss, LCSW, Executive Council Member 

Director, Maternal and Child Health, West Virginia State Dept of Health, Charleston, WV 

Sally Fogerty, BSN, MED, Executive Council Member 

Deputy Director, Bureau of Family & Community Health, Mass. Dept of Health, Boston, MA 

W. Sundin Applegate, MD, MPH, Executive Council Member 

Medical Director, Family Health Services, Arizona Dept of Health Services, Phoenix, AZ 

Cassie Lauver, ACSW, Executive Council Member 
Director, Bureau for Children, Youth, and Families, Kansas Dept of Health, Topeka, KS 
Donna Barber, RN, MPH, Executive Council Member 
Chief, Dept of Health, Family Health Services, Tallahasse, FL 
Millie Jones, MPH, Executive Council Member 
Section Chief, Maternal and Child Health, WI Dept of Health and Social Services, Madison, 
WI 
Joan Eden, MSPH, RD, Executive Council Member 
Director, Health Care Program/ Children with Special Health Care Needs, CO Dept of Public 



Health and Environment, Denver, CO 

Mavis Matthew, MD, Executive Council Member 
Director, Dept of Health MCH & CSHCN, St. Croix, VA 

Karen Pearson, BS, MS, Executive Council Member 
Section Chief, Maternal, Child, and Family Health, AK Dept of Health, Anchorage, AK 

Marie Meglen, MS, CNM, Executive Council Member 
Director, MCH Bureau, DHEC, Columbia, SC 
Ann Gionet, Family Advocate, Hartford, CT 

Conni Wells, Family Voices, Crawfordville, FL 

V. PRESS PLAN: 

Closed. 

VI. SEQUENCE OF EVENTS: 

YOU will be greeted upon arrival by Cathy Hess, Executive Director and Deborah Klein 
Walker, President. 
YOU will proceed to the Holding Room accompanied by Cathy Hess and Deborah Klein 
Walker, where you will meet and greet 20 of AMCHP's executive board. 
YOU proceed to the speaker platform with Deborah Klein Walker who will introduce YOU. 
YOU deliver remarks. 
YOU will be presented with a plague (the Inaugural AMCHP Award for Leadership in 
Maternal and Child Health) by Deborah Klein Walker. 
YOU work rope line and depart. 
VII. REMARKS: 

Remarks provided by speech writer. 

VIIL ATTACHMENTS: 

1: Bio of Deborah Klein Walker, AMCHP President 

2: Bio of Cathy Hess, AMCHP Executive Director 
3: Press Release 
4: Copy of Award Plaque 
5: Annual Meeting Agenda 



Ai/tincv tor Health Caie Policy ancl noi^ciucfi • 2101 Edtit JulfciMon Stivct • Rockville MD 208Li2 

EMBARGOED FOR RELEASE 
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Contact: AHCPR Public Affairs 
301/594-1364 

Karen Carp, xl378 (kcarp@ahcpr.gov) 
Venesc l^emctt, xl317 (vdejeme@ahcpr.g()v) 

NEW RESOURCE AVAILABLE FOR CHILDREN'S HEALTH DATA: 
MiUions ofAmerican Children Siill Unin.«iured and Face Barriers to Care 

The Agency for Health Cure Policy and Research (AllC'PR) today released a new sourcebook on data 
aboul children's hcahh. The data in Children's Health 1996 highlights findings from AHCPR's 1996 Medical 
Expenditure Panel Survey (MEPS). 

"This publication allows policymakers, advocacy groups, or anyone with an interest in children's health to 
understand quickly many important aspects ofour children's health data," said AHCPR Administrator Jolui 
M. Eiscnbcrg, M.D. Dr. Eisenbcrg said that chartbook.s highlighting other aspects of MHPS data are planned. 

The chartbook is split into three sections which provide information on children's health status, access to 
care, and health insurance status. The information is presented in an uncompUcatcd way, using a question and 
answer style and many pie charts and bar graphs Ui communicate current data on children's health. 

Significant frndings on children's health included in the chartlHH)k arc: 

•Tn 1996, nearly 11 millionchildren were uninsured. 

•About 90% ofall uninsured children lived in households with al least one working adult. 

• 52.8% ofchildren insured through Medicaid are living in households with al least one working adull. 

•At leasi 3.3 million American children under age 13, and more than 1 million age 13 and over, arc eligible 
for Medicaid but not enrolled. 

•Of families who said ihey did not receive needed health care, 60% said ihcy did not get care because they 
could not afford il . 

•Children aged 13-17 years arc nearly three limes less likely lo have a usual sourci: of health care, 
compared with children aged 5 and under. 

(more) 
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•Children in fair or poor health were as likely us children in excellent health to be covered by some fonn of 
health in.surancc. However, 41.8% of children in fair or p<K)r health were covered by a pubhc health 
insurance program, while only 15.1 % of children in excellent health had public insurance. 

•Hispanic children arc more likely than black or white children to he unin.surcd (27.7% of Hispanic 
children, compared wiih 17.6% of black children, and 12.3% of white children). 

•Hispanic children arc more likely than black or white chiklren to be ui fair or poor health (7.8% of 
Hispanic children, compared with 4.2% of black children and 2.9% of wliite children). 

Children's Health 1996 (Publication Number 98-0008) is available thniugh the AHCPR Publications 
Clearinghouse by calling (800)358-9295, or writing to Children's Health 1996, P.O. Box 8547, Silver Spring, 
Md., 20907. It also is available through the redesigned AHCPR Web site at www.ahcpr.gov. 

i l I I j i 
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more-
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HOLD FOR RELEASE WITH A.M. PAPERS 
March 9,1998 

NEW STUDY: CHILDREN'S HEALTH PROBLEMS LINKED TO 
RACE, ETHNICFTY* EDUCATION AND EMPLOYMENT 

Lack of Health Insurance Not The Only Problem 

Hispanic Children Far More Likely Than Others to he Uninsured 
And in Fair or Poor Heahh 

WASHINGTON, D.C. - Lack of insurance is not the only critical issue affcctkig 
children's health care. A new study publisiied today in the joumal Health Affairs shows 
that health problems among children axe strongly linked 10 such socioeconomic factors as 
race and ethnicity and the education and cmploymctit status of their parents. Hispanic 
children, children whose parents have little education, and those living in ftmilies 
without an employed parent are mere likely than other children to have health problems, 
study researchers found. 

The study, conducted by the federal govemment's Agency for Health Care Pohcy 
and Research (AHCPR), sheds new light on issues surrormding children's healtii 
insurance coverage, access to care, and health status. Despite various policy initiatives, 
11 miUion childrai in this country are without any health hisurance coverage at all, and 
nearly three million arc reported to be In fair ot poor health, the study researchers noted. 
Children are defined as those under age 18, 

The study found that Hispanic children are far more likely than children of other 
racial and ethnic groups to be uninsured, lack a usual source of care, and to be in fair or 
poor health, hi addition, children whose parents have little formal educaUon are vciy 
unlikely to have private msurancc, and more than one-quarter of them arc uiunsurcd. 
These children also are more likely to lack a usual source of hcaltli care and to be in 
worse health than children whose parents are more educated. Finally, children with no 
employed parents are heavily dependent on public msurance coverage and arc 
significantly more likely to be m fah or poor health than children with one or two 
employed parents. 

(More) 



"A significant number of children in the United States have serious problenu with 
health insurance coverage, access to care, and overall health status," lead study author 
Robin M. Weinick noted. She and her colleagues describe the segments of the population 
to which new initiatives aimed at improN-ing children's health may be targeted. 

The study, which relies on data &om the Medical Expenditiu'e Panel Survey, 
could prove to be an important benchmark in helping to determine if the recently 
established State Childi«n*s Health Insurance Program (CHIP) mil be able to help the 
children most in need. The $24 billion program is designed to insure children vviio would 
otherwise not have coverage by providing funds for states to expand Medicaid or to 
establish new programs. 

Among the study's specific findings: 

• Hispanic children are most likely to be uninsured (27.7 percent, compared 
with 17.6 percent of blacks and 12.2 percentof whites), while black 
children arc most likely to have public insurance only (40.8 percent, 
compared with 32.5 percent of Hispanic and 13.1 percent of white 
children). Hispanic children are also mostly likely to be without a usual 
source of health care (17.2 percent), and black children (12.6 percent) are 
more likely than white children (6.0 percent) to lack a usual care provider. 

• Children whose parents have more than 12 years of education are most 
likely to have private insurance (80.7) percent) and least likely to be 
iminsured (10.1 percent). Children virhose parents have fewer than 12 
years of education aie least likely to have private insurance (21.4 percent), 
most likely to be uninsured (28.5 percent), and much more likely to lack a 
usual source of caie (16.6 percent). 

• Children living with two employed parents are the most likely to have 
private insurance (83,0 percent) and the least likely to be unmsured (11.4 
percent). Children in families without any working parents are least likely 
to have private insur.mce (7.7 percent) but the most likely to have public 
insurance (76.5 percent). 

• Hispanic children arc most likely to be in fair or poor health (7.8 percent), 
v*ilc white children are most likely to be hi excellent health (55.3 
percent). Children w hose parents have more than 12 years of education 
arc most likely to be in excellent health (59.1 percent), and those whose 
parents who have fewer than 12 years of education arc most likely to be m 
fair or poor health (8.6 percent). Children in families with no working 
parents are less likely to be in excellent health (37.9 percent) than those in 
families vvdth either one (52.1 percent) or two (55.8 percent) working 
parents. 

(More) 



The study is based on data from AHCPR's Medical Expenditure Panel Survey 
(MEPS), the most comprehensive survey of health care in the United States. By 
analyzing survey data related to children's health, the smdy researchers sought to 
document recent evidence conceming children's health care and to provide a baseline for 
evaluating the results of new healtii care policies and programs for children. 

MEPS is unparalleled in the level of detail and breadth of infonnation it provides 
about the U.S. health care system. Unlike other surveys used fbr analyses of health 
insurance coverage in the United Slates, MEPS provides the linked infoimadoo necessary 
to examine the lelatlonships among health insurance, use and expenditures, access to 
care, and other health care-related topics. Data for the ongoing survey are collected via 
five in-person interviews with one or more persons per household, who report on the 
health catc expciienccs ofthe entire family over a two-year period. 

Health Affairs is a bimonthly multidisciplineiy joumal devoted to publishing the 
leading edge in health policy thought and research. Copies ofthe March/April issue will 
be provided free to interested members ofthe press. Copies are available to the public for 
$25 each from Judie Tucker at Health Affairs, 7500 Old Georgetown Road, Suite 600, 
Dcthcsda, Maryland 20814. 

Health Affairs is published by Project HOPE. Establi-shed in 1958, Project 
HOPE is aii mtemational nonprofit health education foundation providhig health policy 
research and analysis, training for healdi care professionals, and consultarion in health 
systems planning and development HOPE is now working on five continents -
iocluding North America - to enable communities to find lasting solutions to health 
problems. 

II i i I t 



March 5, 1998 

A D V I S O R Y 

Health correspondents note: 

Two items related lo availability of health insurance will be 
issued by HHS agencies next week: 

A new report will indicate variations in the availability of 
employer-sponsored insurance by state, ranging from 86 percent 
of private sector employees in Hawaii offcixjd health insurance, 
10 40 percent in Montana. Tlie information (1993 data) is drawn 
from the National Employer Health Insurance Survey. HHS 
agencies sponsoring the survey were the National Center for 
Health Statistics (part of the Centers for Disease Control and 
Prevention), the Agency for Health Care Policy and Research, 
and the Health Care Financing AdminLstration. hor Informalion 
call Sandra Smith. Jeff Lancashire or Mary Jones at NCHS, (301) 
436-7551. 

A new chartbook will be available from the Agency for Health 
Care Policy and Research, Children's Health 1996. Data for the 
chartbook are drawn from AHCPR's 1996 Medical Expenditure Panel 
Survey. Information includes number and characlerislics of 
children without health insurance, as well as other child 
health information. A companion article is being published in 
the March/April edition of Health Affairs. For information, 
call AHCPR, (301) 594-1364 - Karen Carp (xl378) or Vcncsc 
DcJernetl (xl317). 

### 
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What were we doing On the other 
well in 1996} hand««« 

. • ĵ 3latfii&l̂ itiiKiî j 

Near ly I I mi l l ion chi ldren were 
uninsured (p. 7), 

O f all chi ldren w h o were uninsured, 
approxl i i i . i te ly 9 0 ' ; livod in households 
w i th a work ing adulc (p. 7). 

Many chi ldren rc-ni.nin uninsured despite 
being clij^ible for Medic. i id. MEPS osli-
m. i t t s indicate? tha t over 3 ni i l l ion younj] 
chi ldren and n io i e than .T mi l l ion older 
children were eligible but uninsured (p. 12). 

of uninsured chi ldren lacked a usuai 
source of health care (p. 18). 

Of famil ies w i t h barr iers to receiving 
needed care, iO^c said the main re.ison 
they did not get care was because they 
could no t afford it (p. 22). 

2.8 mi l l ion chi ldren wero in fair or poor 
hoalth (p. 2H). 

Only -13"^ of chi ldren in f.^r o r poor 
health liad private insurance, while -12 
had public coverage (p. 26). 
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Health Policy 
for Children 

High-quality health care is 
important to the well-being of 
America's children. Recent policj' 
changes have attempted to Increase 
children's health insurance coverage 
and access to care so chat children 
can obtain health care that is 
appropriate to their doelopcnental 
needs. 

In the last decade, the Medicaid 
program has been expanded to 
decrease the proportion of children 
who arc uninsured. However, a 
substandal number of children still 
lack health insurance and adequate 
access to care. Consequcndy, \hcy 
risk health problems associated with 
not being immunized, not receiving 
appropriate well-child care, and iK)t 
receiving timely treatment for acute 
health problems. 

In this era of rapid changes in 
our health care system, it is 
important to assess periodically 
where we stand. This report 
presents the latest available 
information conceming three key 
elements rcbtcd to children's 
health. The first section of the 
report presents data on the health 
insurarKe status ofchildren in the 
United States. Since ha\ing health 
insurance is just one tactor that may 
influence children's health and well-
being, the second section of the 
report addresses access to health 
care, with a fbcus on usual source of 
care and barriers to care, finally, the 
third section of the report turns to 
the motivating force behind our 
Nation's interest in children's health 
insurance and access to care: the 
health status ofchildren. 

i 
•2 

2 
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Source of 
Data fbr This 

Report 

The estimates presented in this 
report are drawn from the Medical 
Expenditure Panel Survey (MF.PS). 
MEPS is the third in a scries of 
medical expenditure survcj-s 
conducted by the Agency for 
Health Care Polic>' and Research. It 
is a lutionally representative sur\'c\' 
that collects detailed information on 
health status, health care use and 
c}^o$es, and health insurance 
coverage of individuals and families 
in the United States. 

These data come from the first 
and second rounds of inter\icwing 
for the Household Component of 
the 1996 panel of MEPS. (See 
Note 1.) The estimates presented 

here arc nationally representative of 
noninstituQonalized children under 
age 18. In some cases, totals may 
not add precisely to 100 percent as 
a consequence of rounding. Where 
shown, the racial category "white" 
indudes children identified as white 
as well as a very small number of 
children idcntilied as American 
Indians, Aleuts, Eskimos, or other 
races. 

MEPS data are released to the 
public in a number of formats, 
including public use data files and 
the printed MEI'S Research Bndin£fs 
and MEl^ Hî hlî hts scries. The 
numbers shown in this chartbook 
arc di:awn from a varict)' of the 
Research Pindings reports, as weU as 
additional analyses conducted by the 
MEPS staff. These sources of 
information are listed in the 
references at the end of this report. 

Medical Expcnditura Panel Surrar 



Source of 
Data fbr This 

Report 

The estimates presented in this 
report are drawn from the Medical 
Expenditure Panel Survc>' (MEPS). 
MEPS is the third in a scries of 
medical expenditure survey's 
conducted by the Agency for 
Health Care Policv* and Research. It 
is a nationally representative sur\'c\' 
that collects detailed information on 
health status, health care use and 
expenses, and health insurance 
coverage of individuals and families 
in the United States. 

These data come from the first 
and second rounds of interviewing 
for the Household Component of 
the 1996 panel of MEPS. (See 
Note 1.) The estimates presented 

here arc nationally representative of 
noninsritutionalizcd children under 
age 18. In some cases, totals may 
not add precisely to 100 percent as 
a consequence of rounding. Where 
shown, the racial category "white" 
includes children identified as white 
as well as a very small number of 
children identified as American 
Indians, Aleuts, Eskimos, or other 
races. 

MEPS data arc released to the 
public in a number of formats, 
including public use data files and 
the printed ME1*S Research Endinjfs 
and MEPS Highlf£ihts saics. The 
numbers shown in this chartbook 
arc drawn from a varict)' of the 
Research Findinjfs reports, as weU as 
additional analj^s conducted by the 
MEPS staff. These sources of 
information arc listed in the 
references at the end of this report. 
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Children's 
Health 

Insurance 

Health insurance plav's a critical 
role in ensuring tliat children obuin 
timdy medical care that is 
appropriate to their developmental 
needs. In an eta of high health care 
costs, indhiduals' difficult)' 
affording medical care has made 
health insurance essential for 
ensuring that children's health 
services are both accessible and 
affordable. 

.a 
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J Childroi's health insurance: 
Where do we standi 

Health insurance status of 
chQdren under age 18 

15.4% of the Nation's children 
were uninsured throughout the 
firet half of 1996. 

Onc-tifth (20.8%) ofchildren 
had public coverage. 

Almost two-thirds (63.9%) of the 
Nation's children were covered 
by private health insurance. 

jUninsia'ed 

[Public 

Ti'*: Private 

Medical Expenditure Panei Surrey 



Who are the uninsured children? I 

a 

• Nearly 11 million children in & 
America were uninsured -̂
throughout the first half of 
1996. These children represent 
15.4% of all children in the 
United States. j 

• Ofall children uninsured 
throughout the first half of 
1996, about 90% were in 
households with a working adult. 

• Children in families with a 
working adult represented over a 
fifth (22.1%) of the non-cldcrly 
uninsured population. 

Medlcai Expenditure Panel Survey 
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Are minority children at greater risk 
of not havii^ health insurance? 

Percent uninsured 

27.7 

Hispanic ciiildren were the most 
likely to be uninsured: 27.7% of 
Hispanic children, 17.6% of black 
children, and 12.3% of white 
children were uninsured. 

• White children were far more 
likely to have private health 
insurance (73.9%) than cither 
black (41.7%) or Hispanic 
children (39.8%). 

• Nearly a third (32.5%) of 
Hispanic children and 40.8% of 
black children had public health 
care coverage, compared to only 
13.8% of white children. 

HisDiiik Black VVhite 

Hedical Es^nditure Panel Survegr 



Are childrm in smĝ ê paroit fiunilies at greater 
risk of not having prh^e health insurance? 

3 

• ^proximately one-quarter of 
children in the United States live 
in single-parent families. 

• Roughly one in five children 
(19.8%) in single-parent families 
were uninsured during the first 
half of 1996, compared with 
13.6% of children in two-parent 
families. 

• Ncarlv' three-quarters (73.7%) of 
children in two-parent fiunilies 
had private insurance, compared 
with onlv 38.7% ofchildren in 
angle-parent households. 

• Children in single-parent femilics 
were three times more likely to 
have public insizrancc than 
children in two-parent families 
(41.5% compared to 12.7%). 

I 

Single-parent funilies Iwo-parent families 

Uninsured 

Medical Expanditure Panel Survey 
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How doparents' employment and education 
levels afitect childrm's healtib h 

Employment 

10 

Children living with rwo 
employed parents vvere the most 
likely ro have employment-related 
private health insurance. 

• 79.1% of children living with two 
employed parents had health 
insurance through an employer. 

• 58.8% of children in two-parent 
households with one wooing 
parent had health insurance 
through an employer. 

• 51.1 % of children in single-
parent households with a 
working parent had 
emplo>Tncnt-rclated health 
insurance. 

Education 

Adults' educational level greatly 
influenced the probability ofchildren 
being insured. 

• 27,6% ofchildren living in 
families where adults had less 
than a high school diploma were 
uninsured. 

• Only 10.6% of children living in 
families vfciiere adults had more 
than 12 years of education were 
uninsured. 

M«dicai Expenditure Panel Survey 



How did recent M^caid e:manaiQns affect 
the health insurance status of children? 

• Medicaid cvpansions between 
1987 and 1996 resulted in more 
generous eligibility rules km 
children. During the same 
period, the proportion of 
chikircn covered by Medicaid 
increased fix)m 12.4% to 20.9%. 

• Young children v*'cre targeted bj' 
the expansions, and 1996 
estinmtes show that the largest 
increase was among that group. 
Medicaid eiuollmcnt among 
children 5 and under nearly 
doubled, from 13.8% in 1987 to 
25.8% in 1996. 

• Approximately 9.4 million 
children under the age of 18 
who were eligible fbr Medicaid 
in 1996 would not have qualified 
for coverage under the 1987 
rules. 

Medicaid enrollment, 1987 and 1996 

II 

All children 5 years 
and under 

13-17 
years 
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Are all the children who are eligible 
for Medicaid enrolled in the program? 

12 

Insurance status of Medicald-eligible 
children 12 and under 

Uninsured 

Public 

Private 

The estimaEei for yaun| diSdren diHer fronn ottwr wridely cited 
estinriMCi for diHdren aje 10 and under, primarlty bcouie 11 - and 12-
yetNoldi who becunc ellfible under che Federal expantlon rule* In 
effea in 199& arc inelvided. In addition, children who are eiii'ible under 
optional Sate ei^intioni ara Included, and itlgibaiijr is predicted 
using weeidjr earned income rather than annual 'ncome from all 
tourcei. 

Medicaid expansions have 
increased access to health insurance 
for children. However, many 
Medicaid-eligible children still are 
not enrolled. 

• Ofthe estimated 16.6 million 
children age 12 and under who 
were eligible fix Medicaid, 
approximately 3.3 million 
(19.7%) wtTC uninsured during 
the first half of 1996,4.4 million 
(26.6%) had private coverage, 
and 8.9 million (53.7%) had 
public coverage. (Sec Xote 2.) 

• In addition, MEPS estimates 
indicate that more than 1 million 
children age 13 and over vv-cre 
uninsured despite being eligible 
for Medicaid. 

Medical Expenditure Panel Surver 



What is the employment status of 
parents of children on Medicaid? 

1 
I 

• 40.1%ofMcdicaid-cnroUcd 
children under the age of 18 
lived with one employed parent 

• An additional 12.7% of 
Mcdicaid-enroUed children 
under 18 Bved with two 
emplov'cd parents. 

Medicaid-enrolled children 

< 

13 

Two employed parervts 

One employed parent 

Parents not employed 
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Childr^'s 
Access to 

Healthcare 

Having adequate access to 
health care services can significandy 
influence health care use and health 
outcomes. Consequcndy, measures 
of access to care are an important 
tool for evaluating the qualitv' ofthe 
Nation's health care system. 
Limitations in access to care extend 
beyond such simple issues as a 
shortage of health care providers or 
facilities in some areas. Even w+icrc 
health care services are readily 
available, people may not have a 
usual sourcx of health care or may 
experience barriers to receiving 
services because of financial or 
insurance restrictions, a lack of 
availabilit)' of providers at night or 
on weekends, or other diffiadtics. 

One extensively studied 
indicator of access is having a usual 
source of care. 

I 

I 

< 

IS 
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Do children have a place to go when 
they are sick or need health carê  

16 Usual source of care 

H Office-based 

Hospital-based 

'Iz^ No usuai source 

Persons with a usual soiu-ce of 
health care have been sliown to be 
more likely to receive a variety of 
prevenrive health services than those 
without a usual source of care. 
However, all usual sources of care 
are not the same. Office-based 
sources may cost less and provide 
better continuity of care. 

Children aged 13-17 were less 
likely than younger children to 
have a usual source of health 
care. 

Ciiildren aged 13-17 were also 
less likdy to have an office-based 
usual source of health care. 

14.5% 

5 years 
and under 

10.1% 
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Are mority children at greater risk 
having a usual source of care? 

Hispanic and black children 
were less bkcly than white children 
to fiave a usual source of care and 
less likely to have an ofHce-based 
usual source of care. 

• Hi^anic children were less likely 
than children in am' other 
radal/ethnic group to have a 
usual source of health care. 

• Black children were less likdy 
than white children to have a 
usual source of health care. 

• Hispanic and black children were 
less likely than vv'hite chiklren to 
have an office-based usual source 
of care, and were more likely to 
have a hospital-based usual 
source of care. 

r 

V 

Usual source of care 

H Office-based 

Hospital-based 

\ No usual source 

17 

Hispanic Black Asian/Pacific Islaivder White 
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Does health insurance affect children's 
chances of ha\ing a usual source of carê  

18 
Percent with no usual source 
of care 

Ciiildren with private health 
insurance were more likely to have a 
usual source of care than those who 
had public insurance or were 
uninsured. 

• 20.2% of uninsured children 
lacked a usual source of health 
care. 

• Cfiildren who were uninsured 
were 3.6 times more likely to 
lack a usual source of care when 
compared to children with 
private insurance. 

• Children who were uninsured 
were twice as likely as those with 
public insurance to lack a usual 
source of care. 

Uninsured Public Private 

Hedical Expendltuie Panel Survey 



Do childrm with a usual source of care I 
get the care diey need when they need it? } 

Characteristics of usual sources 

1 

•is 

3 

of health care that can affect access ^ 
to care include having office hours at 
times when parents are not working 
and being easy to contaa by phone. 
Among children under age 18 vvho |^ 
had a usual source of care: 

• 40.6% had a provider who did 
not have night and weekend 
office liours. 

* 22.1% of these children's famifies 
found their usual source of care 
providers "somcv̂ -hat" or 'S'cry" 
difficult to contact by telephone. 

Medical Expenditure Pand Survey 
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^ Satisfaction and condnuitv' of 
I* care are important aspects of high-

{ qualitv' health care. Families of 
children with a usual source of care 
reported that: 

20 
• 97.5% vvxre "somewhat" or 

"very" satisfied with their usual 
source of care. 

• 96.9% lud a usual source of care 
provider who gaicrally listened 
and gave them needed 
infbrmation about health and 
health care. 

• 74.9% had a usual source of care 
provider vvho generally asked 
quesdons about prescription 
medicines and treatments fit>m 
other doctors. 

How satisfied are ̂ unities with their 
usual source of care? 

Medical Expendlcura Panel Survey 



Why don't some children have a usual 
source of care? 

While more than 91 % of 
children under age 18 had a usual 
source of care, 8.8% had no usual 
source of health care. Of these: 

I 

^ 

65.9% had no usual source of 
care because they seldom or 
never got sick. 

7.8% had no usual source of care 
because thev rcccntiv moved to 
the area or did not know where 
to receive care. 

10.0% had no usual source of 
care because their fiunilies could 
not afford medical care. 

21 

Main reasons fbr not having a usual source of care 

IB Recently moved or 
don't know where co go 

Seldom or never sick 

Cannot afford care 

Various other reasons 

MedlcaJ Expenditure Panel Survey 



I Why don't some fan 
care when they need it? 

1 
I 

i-

22 
Reported barriers to receWing 
needed care 

insurance 
reasons 

Unable co 
afford care 
Other 
problenns 

get health 

^proximately 12.8 million 
families (11.6% of all American 
families) experienced difRcultv' or 
delay in obtaining care, or did not 
recdvc needed health care services. 
(Sec Note 3.) 

• Among these families, inabilit)' to 
zfford health care vvas cited bv' 
the majorit)' (59.9%) as the main 
problem. Another 19.5% cited 
insurance-related reasons as the 
main obstacle to rccdving care. 
(See Note 4.) 

e Families with a Hispanic head of 
household, or with one or more 
uninsured membcis, were 
substandally more likely to 
report experiencing barriers to 
receiving needed health care. 

Medical Expenditure Panel Survey 



Children's 
Health Status 

One main objccrivc of our 
health care system is to maintain 
and in^rovc American children's 
health. Consequently, children's 
health outcomes provide one 
indication of how well the system is 
functioning. 

Answers to simple questions 
like the one reported here, which 
asked ''Would you rate this chiWs 
health as excellent, vcrv' good, 
good, fair or poor?" have been 
shown to predict both demand for 
n>cdical care services and medical 
outcomes. 

73 

"2 
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Children's health status: 
Whore do we stand? 

v3 

I 

I 
24 

Health status of children 

Poor 0.6% 
Fair 3.3% 

Excellent 
510% 

Very good 
282% 

80J,% of all children under the 
age of 18 were in excellent or 
very good health. 

Less than 1% ofchildren were in 
poor health. 

Although they represent just 
under 4% of all American 
children under the age of 18, 
2.8 million ciiikircn were in 
fair or poor health. 

Medical Expenditure Panel Survey 



Are minori^ children at greater risk 
of poor heakh? 

Children's health status varies bv 
racial and ethnic group. This may in 
part be explained by dififercnccs in 
access to aidcquate health care. 

• Hij^anic children were more 
likely than black or white 
children to be in &ir or poor 
health (7,8% of Hispanic 
children, compared with 4.2% of 
black children and 2.9% of white 
children). 

* Black and Hispanic children were 
less likely than white children to 
be in excellent health (48.1% of 
black children and 42.9% of 
Hispanic children, compared 
with 55.1% of white children). 

Perceived health status 

100 7.8 
• • » < • • • « 

80 

^60 
i l> 

26.7;. 
V 

20 
42,9 

0 

35:2 I m ? 

42,9 •48,[ I 49.6 • 55, i 

Hispanic Black Astan./ White 
Pacific 

Islander 

Fair/poor 

Good 

Very good 

Excellent 

4 

I 

% 

i 
i 
I 
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i Where do children m £ur or poor 
health get their health msurancê  

26 

Children in fisur/jpoor health Children in excellent health 

Children in fiiir or poor health 
were far more likely than children in 
excellent health to have public 
insurance. Chikircn in excellent 
health were more likely to bav-e 
private insurance. Because public 
health care coverage, children with 
health problems were as likely to be 
insured as children in excellent 
health. 

• Of children in fair or poor 
health, only 42.8% had private 
health insurance and 41.8% had 
public health insurance. Of 
children in fair or poor health, 
15.4% liad no insurance 
coverage. 

• Of children in excellent health, 
70.1% had private hcal± 
insurance coverage, while 15.1% 
had public health insurance and 
14.8% were uninsured. 

Medical Expenditure Panel Survey 



Hie data presented 
In tills rcpoirt 
suggest mat: 

1^ in spite of various policy 
Inlthitives, a substantial number 
of dii ldren in America remain 
uninsured. 

^ Black and Hispanic children are 
at Increased risk of adverse 
outcomes, Indudlng being 
uninsured and being In poor 
health. 

? 

V 
3 

U 

1 
5 

^ Having a working parent is not 
enough to ensure children^ 
access to private health 
insurance. 

2 7 

p- The most common reason 
dil idren do not get needed 
health care is because their 
families cannot afford I t 

^ Public coverage is a critical 
factor in providing insurance 
for children with health 
problems. 

M B V Medical Expenditure Pand Snrviy 



Future 
MEPS Data 
on Children 

This report presents estimates 
of children's health insurance 
coverage, access to hcahh care, and 
health status. Fumre data from 
MH1*S will address a number of 
additional aspects of children's 
health care, including: 

• The impaa of managed care. 

• Use of specific services. 

• Use of preventive health 
services, induding 
immunization status. 

• Amounts paid for health care 
and sources of payment. 

• Addiuonal measures of health 
status, including health 
conditions and functional 
limitarions. 

• Changes in children's health 
insurance status over time. 

• Amounts families pay for private 
health insurance coverage, 

MEFS is a unique data resource 
for monitoring our Nation's health 
care sj'stem. As an ongoing survey, 
MF.PS will produce data that can be 
used to examine changes over time. 

Medical EapanfiiCBre Panel Survey 
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HILLARY RODHAM CLINTON 

h*..o ^^if^J" you BO much for this award. i t i s a pleasure to be 
mt'ir,^r^^i?-iJ'^'-^ BO many conunitted friends and advocates of 

"̂"̂  families. 1 want to acknowledge the strong 
leadership of the Association of Maternal and Child Health 
uf ? f P r e s i d e n t Deborah Klein Walker (Massachusetts Assistant 
Health Commissioner); the AMCHP Executive Council; executive 
director Catherine Hess and the rest of the staff; and a l l of you, 

!it'Ĵ *̂'*Jf̂ ®n'lu°° tirelessly to improve and strengthen maternal 
and child health programs in states and communities across the 
nation. 

This Association has been a pioneer on behalf of America's 
/ women and children for over 50 years — extending health care to 

J servicemen^'B wives and children during World War I I ; ensuring 
community services were available for children with mental 
disabilities in the 1950's; and placing the spotlight on the need 
to provide comprehensive prenatal and Infant care to low income 
women in our inner city neighborhoods/ beginning in the 1960B. 

And you've been our allies in the 1990s, working with the 
Clinton Administration to place the health and well being of 
families at the top of the nation's agenda. You've been our alrl-ieo p 
in our efforts to improve ijwnunization rates, and protect our 
children from the terrible affects of tobacco. You've helped to 
pass important legislation like the Kennedy-Kassebaum health 
insurance reforms. -:^nk you also for assuring strong national 
public health leadership,^— through support for our new Surgeo 
General, Dr. David S a t c h e f v ^ " 

7 

Yet as much progress as we've made on improving maternal and 
child health over the years, our nation faces another cr i t i c a l 
cross roads in our journey to give America's families the quality 
health care they need and deserve. Today, a reportreleased^yjthe---'V'^^ 
Agency for Health CarePqlicy Research at HHS,-tSoHTIniiB^fiatth^^e rMv̂ .ŷ  
are eleven million Oj^MMn America who do not havA h««if>i Ĉ /i>̂ V̂. in America who do not have health 
insurance. And four million of them are eligible for 
Medicaid, but are not enrolled. The report confirms our deepest 
fears, and more accurately reflects the extraordinary challenge 
before us. J TI 

As the world's wealthiest nation, these figures are not just 
a terrible shame. They are unacceptable. And we cannot let them 
stand. 

The President, along with many of you, has taken the first 
crucial steps to begin turning this situation around. Last August, 
he signed into law the largest expansion of health care in 30 
years. On that day, our nation made a commitment of $24 billion, 
aimed at insuring railllions of children who didn^ have health 
insurance. We also created a federal state partnership to f u l f i l l 
t h i s hlBtorie promise to America'B children and l^^holr parents. 
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know ^ o % i ! f ''''''^nJ'^^Xl'T^ been/ppropriated is - as you 
n T . ' o L r i L -^A'^V^^^^^^^^^ t^h^t^tl^isTea^tS c^^ 

el^hlt^S'^^^^^yi^,^.'^^ child?enTho so deVperately n̂^̂^̂^ 
H«-i^\ r enrolling them in Medicaid, or the new Chi l i e n ' s Health Insurance Program (CHIP). ^-niAoren s 

*.i .^tJ^\??^ i*̂ » w*nt, but i f parents don't know 
^ ' ' i i i ^ r ? eligible, oj^-if-they^an't or won't-^^^^^eutS 
foaas, these laws will never f i l f i l l their promise. 

'J® "̂̂ "̂  ^̂ Â  finding them, scattered across the country, and 
then insuring them, would not be easy. But we also knew the 
??SSt'̂ "Si;°̂ 2 S° ^ -goVwe opened a second 
ff?™ President announced an a l l out. $900 million effort to 
inform every fainily about health ensurance, so that they can enroll 
their uninsured children, and take advantage of this historic 
investment in health careL_, ̂  ^^^^^^^^ 

First, he directed a l l federal agencies who run our children's 
programs — such as WIC and food stamps, to cooperate in a 
comprehensive effort to make sure every family gets the information 
they need to enroll their children. They a ^ c a n spread the word 
through agency employees, from pamphlets, a toll free number, or 
simpler application forms. 

Second, states must take responsbility for ensuring that every 
eligible child within its borders gets insured — and I know that 
many of you have been working at the state and community level to 
help expand insurance coverage ~ with states like Colorado and 
South Carolina and Alabama leading the way. 

Third, the private sector can, and must, play a crucial role 
in this effort. And already, many companies and foundations are 
stepping up to the plate. Bell Atlantic will prnvlde tho 
leadecfth±p=feo establish a new 800 number that will direct families 
to state agencies in charge of Medicaid. Safiied^will put that 
number on their shopping bags. And the National Association of 
Chain Drug Stores and the National Community Pharmacists 
Association will help us get the word out to parents picking up 
preeecrlptions. *- i» ±' 

r. u f̂ î *̂ ® foundations continue to be strong partners — with the 
Robert Wood Johnson Foundation and the Kaiser Family Pamountation 
committing more than $23 million to finding better ways to expand 
coverage and outreach efforts. «*pana 

4.U Perhaps the most important allies, however, are the people on 
lines in our communities, who have contact with our 

^children on a regular basis. We need to enlist every parent, every 
grandparent, doctor, nurse, health caie provider-, teacher, camp 
?n«y«SS "^t bua^rnesB-teaderi minister, lo^a^^^^harmasist, and 
^ uf?^ to work together, and to find new ways o f r o a 5 h i n J our 
Children and their parents. They must hear the message: "What you 
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^^^^ we must get parents informed ~ and 
children enrolled. And we can't do i t without a l l of you. 

I recently met one of the families who has already suffered 
trom lack of health care coverage — but one who would benefit from 
these new measures. Linda Havemann is a full-time horaemafer in 
Williamsburg, Virginia. Her husband, Tom, has a good job working 
as a mechanic, but they can't afford health Insurance for their 
sons Raymond, 6, Michael, 3, and Andrew, 18 months. The two 
youngest have suffered with ear infectlosn since birth. ~ but 
they've never had regular doctor's visits because they doA't have / 
insurance. 7 , J 

Just recently, a Salvation Army social worker informed them 
that Michael and Andrew were eligible for Medicaid. When the ^ , ^ 
Havemann's finally took the boys to the doctor, they found that 
Andrew had already lost 20 percent of his hearing^ (and that his 
speech wftft delayed, A few weeks later, after surgery to insert 
tubes in his ears, Andrew said his first work^fti Mama, Dada, 
bubble, and shoe. 

That's the good news. The bad news is that 6 year old Raymond 
is too old to quality for Virginia's Medicaid program. And that's 
where the Children's Health Insurance Program — CHIP — can help 
the millions of working parents like the Havemann's get the health 
care coverage they so desperately need. -We muafcjM^rfaer-^het the 
majority of kids not insured — 90% of them — live in homes like 
the Havemman's — with one working adult. ^ Ani.u /-̂ t-r-V-UK̂  

^ \ o ( J ^ S ^ ^^^^^ 
Tnese etiorts to ensure our youngest and most vulnerable kids 

get the health care they need must be seen as part of the larger 
fabric of services and programs aljned at ensuring a l l of our 
nation's children get a healthy start in l i f e . Children need to be 
healthy — phyBp:^|ally, emotionally, and intellectually. And one Of 
the ways we can make sure they get those building blocks for the 
future i s by providing safe, quality, affordable child care to 
America's working families. 

That's why the President has proposed the single largest child 
care investment in the history of our nation. He claims he was 
responding to my ceaseless requests for action over the past 20 
years — but I know he believes as deeply as I do that this is part 
of America's unfinished business, and that i t ' s time to give 
parents child care they can afford, trust, and rely on. 

As many of you know, we held the first eveia^ White House 
Conference on Child Care last year, to jump start efforts to 
Improve child care in America. The urgency to act has been 
heightened by new scientific information we have gained about the 
emotional and intellectual developmetn of young children. 

Science has confirmed what a l l mothers and grandparents and 
care g i v e r s have always known I n s t i n c t i v e l y — t h a t how we I n t e r a c t 
with a Child — particularly in those early years — affects how 
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well he or she learns and develops over a lifetime. And with =4*^**^ 
percent of our children under the age of one in regular day care, 
the issue of quality has tremendous bearing not only on individual 
lives, but on the future of this country. 

And here, I wajitr^o recognize the important work that many of 
you have contJibutod over the years to strengthening the links 
between health care services and child care providers. I'm sure 
many of you are involved in one such Clinton Administration 
initiative called the Healthy Child Care America, And it's 
working. Already, partnerships betwen child care providers 
andhealth care servies have been established in 46 states. 

The Clinton Child Care initiative builds on these efforts, by 
stepping up enforcement of state health and safety standards, and 
providing scholarships for child care workers — so they are better 
trained to give children the stimulating and loving atmopshere they 
need to grow and thrive. 

Giving our children the best possible start in l i f e — by 
building healthy bodies and active minds -- i s our greatest 
challenge -- and when met, our greatest reward. And to succeed, i t 
will demand the resources, energy, creativity, and commitment of 
every one of us. Whether it's working at the state level to 
deliver quality maternal and child health programa; promoting 
literacy efforts in our communities where doctors "presecribe" 
books for parents to read to their children; or printing an 800 
number on shopping bags to alert parents they could be eligible for 
health insurance; we are making crucial investments in the health 
and well-being of our children. And thus, in the future of our 
nation. 

This month, we celebrate Women's History Month — giving us an 
opportunity to look back on the historic strides that this country 
has made on behalf of women and children — but also to guird 
ourselves for the new and difficult challenges that we face as we 
enter the 21st century. As this gathering knows so well, and as 
I've seen so vividly on my travels around the world, whenever we 
see an investment in women ~ whether it's in women's rights, 
women's businesses, or women's health -- we see progress for 
families, progress for communities, and progress for the nation. 

I was remembering recently one mother's day, when Chelsea, ray 
daughter, was about 4 years old. We were at a church in Little 
Rock, and during the children's sermon, the minister asked the 
kidsj "If you could give your mommy anything in the world today, 
what would i t be?" Chelsea answered without hesitationi "life 
insurance." That broke up the congregation. I t turned out she 
thought l i f e insurance meant you could live forever. 

As much progress as this group — and others like you around 
the country — we can't make any one of us live forever. But we 
can recommit ourselves to improving the quality of l i f e of our 
chlldiren and f a m l l l o B , Thank you you f o r your I n v a l u a b l e 
contributions toward that goal. 


