
Targeting Communities With
High Rates Of Uninsured

Children
Despite improved eligibility, enrollment outreach remains the key to getting

children insured.

b y  P e t e r  J.  Cunningham

La r g e  d i f f e r e n c e s  in the rate at
which children are uninsured persist
across the nation.1 Since uninsured chil-

dren tend to be disproportionately concen-
trated in some areas of the country, the suc-
cess of policies to expand health coverage for
children—such as the State Children’s Health
Insurance Program (SCHIP)—will depend in
large part on how successful they are in re-
ducing the number of uninsured children in
these high-uninsurance areas.

State policies regarding public programs
account for some of the differences in unin-
surance rates. However, areas with high unin-
surance rates also have large differences in
their local economies and population charac-
teristics, which may affect eligibility for em-
ployer-sponsored and public coverage, as well
as the extent to which eligible children are
enrolled in coverage.2 Moreover, if low levels
of enrollment—or “take-up” of coverage—are

an important factor in accounting for high lev-
els of uninsurance in some areas, then it is
unlikely that significant reductions in chil-
dren’s uninsurance in these areas will be real-
ized merely by further eligibility expansions.

Using data from the 1996–1997 and
1998–1999 Community Tracking Study (CTS)
household surveys, this paper examines dif-
ferences between areas with high and low
rates of uninsurance among children. Specifi-
cally, we examine differences in eligibility for
employer-sponsored and public coverage, and
differences in take-up enrollment rates among
eligible children. We also assess the extent of
changes in eligibility for and participation in
public programs as a result of SCHIP, and
whether these changes have been greatest in
those areas with the highest levels of unin-
sured children.
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ABSTRACT: Data from the first two rounds of the
Community Tracking Study household survey
show that coverage expansions through the
State Children’s Health Insurance Program
(SCHIP) have virtually eliminated differences
across communities in children’s eligibility for
public or private health coverage. Nevertheless,
some communities continue to have very high

rates of uninsured children, in large part because
of lower participation rates in public programs
and higher costs for employer-sponsored cover-
age. Participation in SCHIP may increase in high-
uninsurance communities as the new programs
mature, although low participation rates in public
programs prior to SCHIP suggest that enrollment
barriers may still be greater in such communities.
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Data And Methods
The CTS is a longitudinal study designed to
track changes in the health care system and
the effects of these changes on individuals.3

The CTS household survey is designed to pro-
duce representative estimates, for the U.S.
population and sixty randomly selected com-
munities, of health insurance coverage, access
to care, use of services, and perceived quality
of care.4 The sample for the surveys was ob-
tained primarily through ran-
dom-digit dialing, supple-
mented by in-person inter-
views to represent households
without telephones. As of this
writing, two rounds of the sur-
vey have been completed. The
first round of the household
survey took place between Au-
gust 1996 and August 1997,
while the second round took
place between August 1998
and October 1999.

The timing of the two surveys coincides
with the passage and early implementation
stages of SCHIP. The field period for Round 1
ended just before passage of the SCHIP legis-
lation in 1997. The field period for Round 2
began after thirty-three states began imple-
menting their SCHIP programs and were en-
rolling children. These include states with the
largest populations, such as New York, Cali-
fornia, Illinois, Pennsylvania, Florida, and
Texas. In addition, all but five states had im-
plemented their programs by 1 January 1999 (a
little before the halfway point of the survey
field period). Nevertheless, because the
1998–99 survey began immediately after or
during SCHIP implementation in most states,
the results reflect the early stages of SCHIP
implementation. Enrollment increases in
SCHIP after 1999 are not reflected in these
results.

Information was obtained on all adults in a
family, as well as one randomly selected child.
There are a total of about 18,800 children un-
der age eighteen in the sixty-community sam-
ple, including 9,600 in the 1996–97 survey and
9,200 in the 1998–99 survey. The overall re-

sponse rate for both rounds of the survey was
65 percent.5

n Classification of CTS communities.
The sixty CTS communities are classified into
three groups based on children’s uninsurance
rates in those communities in the 1996–97
survey.6 These include low-uninsurance com-
munities (children’s uninsurance rates of less
than 8 percent), moderate-uninsurance com-
munities (rates between 8 and 15 percent),
and high-uninsurance communities (rates of

16 percent or higher).7 Esti-
mates for each group of sites
are weighted so as to be repre-
sentative of all U.S. communi-
ties with low, moderate, or
high percentages of uninsured
children.

To simplify the presenta-
tion of the results, we focus
only on differences between
high- and low-uninsurance
communities. Estimates for

moderate-uninsurance communities gener-
ally fall in between the estimates for high- and
low-uninsurance communities and thus are
consistent with our major findings.

n Defining eligibility for and take-up of
public and private coverage. Eligibility for
public coverage is defined as being eligible for
Medicaid or other state coverage programs
(such as SCHIP). Our determination of
whether individual children in the sample
were eligible for Medicaid/SCHIP was similar
to that used in other studies.8 It takes into
account state-specific criteria related to age,
income, family composition, and labor-force
participation of the parents. State-specific
criteria as of 1996 were used to determine eli-
gibility for Medicaid and selected other state
programs for the 1996–97 survey.9 For the
1998–99 survey we used state-specific criteria
as of 1998 for Medicaid, as well as the age and
income criteria for the SCHIP programs that
existed on the date of the interview.10 Children
were considered to be eligible for employer cov-
erage if either parent was offered and eligible for
coverage through an employer on the day of the
interview (asked in the survey).

“Uninsured
children tend to be

more heavily
concentrated in

some areas of the
nation.”
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Take-up rates reflect the percentage of eli-
gible children who actually enroll in
employer-sponsored or public coverage. The
denominator for computing take-up rates is
based on the number of children eligible for
coverage, as defined above. Eligible children
who were reported to be enrolled in Medicaid
or other state coverage on the day of the inter-
view were considered to have taken up public
coverage. Eligible children who were reported
to have private insurance obtained through an
employer on the day of the interview were con-
sidered to have taken up employer coverage.

Study Findings

n Geographic concentration. Uninsured
children tend to be more heavily concentrated
in some areas of the nation. While only one-
fourth of all children live in high-uninsurance
areas, about 40 percent of all uninsured chil-
dren live in these areas (Exhibit 1). Con-
versely, while about 40 percent of all children
live in low-uninsurance areas (uninsured rate
of less than 8 percent), only about one-fourth
of all uninsured children live in these areas.

The percentage of children who were unin-

sured between the two survey rounds was vir-
tually unchanged across all areas. However,
high-uninsurance communities saw an in-
crease in the percentage of children covered
by Medicaid and other state programs (from
14 percent to 17 percent).11 At the same time,
the percentage of children with private insur-
ance decreased in these communities, al-
though the decrease was statistically signifi-
cant only at the .10 level. Nevertheless, the
decrease was enough to offset the gains in
Medicaid and other state coverage for chil-
dren in high-uninsurance communities,
where uninsurance rates are still about 2.5
times higher on average than in low-
uninsurance communities.

n Eligibility. It is likely that the gains in
Medicaid and other state coverage for chil-
dren in high-uninsurance communities were
the result of a dramatic increase in the per-
centage of children in these areas who became
eligible for public programs. Furthermore,
coverage expansions through SCHIP have vir-
tually eliminated the difference between
high- and low-uninsurance communities in
children’s eligibility for health coverage.

EXHIBIT 1
Distribution Of All Children And Uninsured Children Across High- And Low-Uninsurance
Communities, 1996–97 And 1998–99

1996–97 1998–99

Total
U.S.

Low-
uninsurance
sitesa

High-
uninsurance
sitesb

Total
U.S.

Low-
uninsurance
sitesa

High-
uninsurance
sitesb

All children in group
Uninsured children
 in group

100%

100

41%

22

24%

41

100%

100

38%

21

25%

40

Percent who are
 uninsuredc

Percent with private
 insurancec

Percent with Medicaid/
 other state coveragec,e

 12

 70

 15

 6

74

16

19d

64d

14

 12

 68

 16f

 7

74

16

18d

61d

17f

SOURCE: Community Tracking Study household survey, 1996–97 and 1998–99.
NOTE: Children are defined as under age eighteen.
a Includes communities where the percentage of children who are uninsured is less than 8 percent, based on 1996–97 survey.
b Includes communities where the percentage of children who are uninsured is 16 percent or higher, based on 1996–97 survey.
c Estimates reflect coverage on the day of the interview.
d Difference with low-uninsurance sites is statistically significant at the .05 level.
e Includes state-specific SCHIP programs.
f Difference with estimate for 1996–97 is statistically significant at the .05 level.
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Just prior to SCHIP (in 1996–97), 91 per-
cent of children in low-uninsurance commu-
nities were eligible for employer-sponsored or
public coverage, compared with 82 percent of
children in high-uninsurance communities
(Exhibit 2). These discrepancies reflect both
lower eligibility for employer coverage and
lower eligibility levels for Medicaid in high-
uninsurance communities, especially among
low-income children (those in families with
incomes below 200 percent of the federal pov-
erty level). In low-uninsurance communities,
76 percent of low-income children were eligi-
ble for Medicaid prior to SCHIP, compared
with about half of low-income children in
high-uninsurance communities.

Eligibility levels for public programs in-
creased across all areas after the passage and
implementation of SCHIP, but the increase
was especially dramatic in areas with high un-
insurance rates. In such communities, the per-

centage of children eligible for Medicaid/
SCHIP rose from 28 percent in 1996–97 to 48
percent in 1998–99, while that of low-income
children eligible for Medicaid/SCHIP rose
from 52 percent to 91 percent. The result is
that 92 percent of all children, and 98 percent
of low-income children, are now eligible for
employer-sponsored or public coverage.
Moreover, differences in eligibility for cover-
age between high- and low-uninsurance com-
munities have been virtually eliminated, de-
spite the fact that there continue to be large
differences in children’s eligibility for em-
ployer coverage.

It is particularly noteworthy that expan-
sions in eligibility for public coverage appear
to have compensated for structural differ-
ences in local economies that result in gener-
ally lower eligibility for employer coverage in
high-uninsurance communities. While there
are no differences between low- and high-

EXHIBIT 2
Changes In Children’s Eligibility For Employer-Sponsored And Public Coverage, By
Income And Insurance Prevalence, 1996–97 And 1998–99

1996–97 (pre-SCHIP) 1998–99 (after SCHIP)

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

All children
 Percent eligible for
  employer-sponsored or
  public coveragea

 Percent eligible for employer-
  sponsored coverage
 Percent eliglble for
  Medicaid/SCHIP

88%

69

31

91%

72

33

82%b

63b

28

92%c

69

43c

93%c

72

40c

91%c

63b

48b,c

Low-income childrend

 Percent eligible for
  employer-sponsored or
  public coveragea

 Percent eligible for employer-
  sponsored coverage
 Percent eliglble for
  Medicaid/SCHIP

89

50

63

94

48

76

83b

48

52b

98c

48

92c

99c

47

96c

97c

43

91c

SOURCE: Community Tracking Study household survey, 1996–97 and 1998–99.
NOTE: See Exhibit 1 for definition of low- and high-uninsurance sites.
a Eligibility for public coverage is defined as being eligible for Medicaid or the State Children’s Health Insurance Program (SCHIP).
Eligibility for employer-sponsored coverage is based on having at least one parent offered and eligible for insurance through an
employer.
b Difference with low-uninsurance sites is statistically significant at the .05 level.
c Difference with estimate for 1996–97 is statistically significant at the .05 level.
d Defined as being in families with incomes below 200 percent of the federal poverty level.
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uninsurance areas in the percentage of chil-
dren who have at least one full-time-
employed parent (Exhibit 3), differences in
the types of jobs parents have are clearly re-
lated to lower eligibility for employer cover-
age. Key characteristics that are known to be
related to eligibility for employer coverage in-
clude the size of the firm (small firms are less
likely to offer coverage), industry, and union
membership among the workforce.12

Parents in high-uninsurance areas are
more likely to be employed in small firms
(fewer than twenty-five workers) and in in-
dustries that typically have high uninsurance
rates among workers, such as agriculture,
construction, retail sales, and entertainment
and recreation services. Workers in high-
uninsurance communities are also less likely
to be members of labor unions than are work-
ers in low-uninsurance communities. These
differences in the labor market suggest that
disparities across communities in children’s
eligibility for coverage would persist without
expansions in eligibility for public coverage.

n Take-up rates. Given the dramatic ex-
pansions in eligibility for public coverage for
children in high-uninsurance communities,
why was there not an even larger increase in

the proportion of children with public cover-
age in these areas? The reason is due entirely
to the fact that take-up rates of public or pri-
vate programs are lower in high-uninsurance
communities, and these take-up rates did not
increase over the two-year study period.

Prior to SCHIP, 90 percent of children in
low-uninsurance communities who were eli-
gible for employer or public coverage had ac-
tually taken up this coverage, compared with
only 79 percent of children in high-
uninsurance communities (Exhibit 4).
Among low-income children, take-up rates
were 83 percent in low-uninsurance commu-
nities and 68 percent in high-uninsurance
communities. Take-up rates in high-
uninsurance communities are lower for both
employer and public coverage, although dif-
ferences in the take-up of public coverage
were not statistically significant.

These differences in take-up rates between
high- and low-uninsurance communities have
persisted since SCHIP and may have even be-
come larger. In high-uninsurance communi-
ties overall take-up rates continue to lag well
behind those in low-uninsurance communi-
ties. Take-up rates of employer coverage
among low-income children declined in high-

EXHIBIT 3
Employment Characteristics Of Parents In Low- And High-Uninsurance Sites, 1996–97

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

Percent of children with full-time-
 employed parenta

Percent of employed parents who work in firms
 with fewer than 25 workers
Percent of employed parents who work in firms
 with more than 500 workers

82%

27

32

79%

26

32

79%

31b

29b

Percent of employed parents who work in
 high-uninsurance industriesc

Percent of workers in labor unionsd
31
13

28
13

33b

 9b

SOURCE: Community Tracking Study household survey, 1996–97, except as noted.
NOTE: See Exhibit 1 for definition of low- and high-uninsurance sites.
a Full-time employment includes working at least thirty-six hours per week.
b Difference with low-uninsurance sites is statistically significant at the .05 level.
c Includes those identified in the Standardized Industrial Classification as agriculture, construction, retail sales, business and
repair services, personal services, and entertainment and recreation services.
d According to the 1997 Robert Wood Johnson Foundation Employer Survey.
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uninsurance communities, although this de-
cline was not statistically significant. Take-
up rates for public programs have also de-
creased slightly in all areas since SCHIP. The
decrease in take-up among those eligible for
Medicaid/SCHIP may reflect a large increase
in the number of children newly eligible for
public coverage, and the 1998–99 CTS survey
may reflect the early stages of SCHIP imple-
mentation before many newly eligible persons
became aware of the program.

n Reasons for lower take-up rates.
Lower take-up rates in high-uninsurance
communities reflect a combination of higher
costs for employer-sponsored coverage, lower
incomes among families with children, and
noneconomic factors.

When we adjusted for differences across
communities in the cost of living, we found
average monthly premiums for family cover-
age to be higher in high-uninsurance areas
than in low-uninsurance areas ($405 versus
$374) (Exhibit 5), although this difference is
statistically significant only at the .10 level.13

In addition, the employee share of the pre-
mium for family coverage is higher in high-
uninsurance communities, especially when
differences in the cost of living are adjusted
for. This indicates that employers in these
communities pay a somewhat smaller part of
the premium, on average.

In addition, fewer families with children in
high-uninsurance communities may be able
to afford employer coverage. Average incomes
for families with children were much lower in
high-uninsurance communities ($44,900)
than in low-uninsurance communities
($56,700). Also, half of children in high-
uninsurance communities are in families with
incomes below 200 percent of the federal pov-
erty level, compared with 37 percent of chil-
dren in low-uninsurance communities. Lower
incomes in high-uninsurance communities
also may contribute to lower enrollment rates
in public programs, since states have a smaller
revenue base with which to fund outreach ac-
tivities to increase enrollment.

Nevertheless, one might expect that take-

EXHIBIT 4
Changes In Children’s Take-Up Rates For Public And Private Coverage, By Income And
Insurance Prevalence, 1996–97 And 1998–99

1996–97 (pre-SCHIP) 1998–99 (after SCHIP)

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

All children
 Overall take-up rate for
  public and private coveragea

 Take-up rate for employer-
  sponsored coverage
 Take-up rate for Medicaid/
  SCHIP

85%

85

50

90%

88

53

79%b

80b

50

84%

84

45c

90%

89

49

76%b

79b

40b,c

Low-income childrend

 Overall take-up rate for
  public and private coveragea

 Take-up rate for employer-
  sponsored coverage
 Take-up rate for Medicaid/
  SCHIP

76

70

48

83

74

52

68b

66

45

72c

64c

42c

81

70

47

62b

57b

38b,c

SOURCE: Community Tracking Study household survey, 1996–97 and 1998–99.
NOTES: See Exhibit 1 for definition of low- and high-uninsurance sites. SCHIP is State Children’s Health Insurance Program.
a Sample includes children eligible for public or private coverage (as defined in Exhibit 2).
b Difference with low-uninsurance sites is statistically significant at the .05 level.
c Difference with estimate for 1996–97 is statistically significant at the .05 level.
d Defined as being in families with incomes less than 200 percent of poverty. W25
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up of public programs would be higher in
high-uninsurance communities given that
employer coverage is less affordable. This sug-
gests that noneconomic factors are important
in accounting for low take-up rates as well.
These might include greater stigma attached
to public programs in high-uninsurance com-
munities, as well as lower preferences for
health coverage among the population. One
key characteristic of high-uninsurance com-
munities is the relatively large percentage of
children who are Hispanic (29 percent) com-
pared with communities with low uninsur-
ance rates (10 percent). Hispanics typically
have lower take-up rates for health insurance
programs for which they are eligible.14 This
could be attributable to immigration con-
cerns, language barriers, lack of awareness of
public programs, or not understanding the
role that insurance coverage plays in the
United States in securing access to high-
quality health care.15

Policy Implications

Policymakers have understood from the be-
ginning that the key to the success of SCHIP
is in getting eligible children to enroll. To this

end, both federal and state governments are
devoting considerable energy to outreach ac-
tivities and are streamlining enrollment pro-
cedures. The results of this study suggest that
outreach activities and other efforts to stimu-
late enrollment need to be especially focused
in high-uninsurance areas, both because they
include a large concentration of the nation’s
uninsured children and because take-up rates
of public and private coverage have histori-
cally been lower in these areas. While our
findings reflect the early stages of SCHIP and
therefore do not take into account enrollment
increases since the data were collected, lower
take-up rates of public and private coverage in
high-uninsurance areas prior to SCHIP sug-
gest that barriers to enrollment are poten-
tially greater in these areas.

It is possible that areas with low take-up of
public programs are in states that have greater
barriers to enrollment, although it is not im-
mediately apparent what these barriers may
be. Almost all states engage in various types of
outreach activities, such as using advertise-
ments, Web sites, and toll-free hotlines, and
have involved schools, health care providers,
employers, and the business community in ef-

EXHIBIT 5
Factors Associated With Lower Insurance Take-Up Rates In High-Uninsurance
Communities, 1996–97

Total
U.S.

Low-
uninsurance
sites

High-
uninsurance
sites

Total premium for family coveragea

 Monthly average
 Adjusted for cost of living

$428
397

$438
374

$403b

405

Employee share of family premiuma

 Monthly average
 Adjusted for cost of living

$116
110

$110
93

$121
123b

Average family income for childrenc

Percent of children with family incomes
 below 200 percent of povertyc

Percent of children who are Hispanicc

$50,000

43%
16%

$56,700

37%
10%

$44,900b

50%b

29%b

SOURCES: See below.
NOTE: See Exhibit 1 for definition of low- and high-uninsurance sites.
a Robert Wood Johnson Foundation Employer Survey, 1997.
b Difference with low-uninsurance sites is statistically significant at the .05 level.
c Community Tracking Study household survey, 1996–97.
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forts to publicize the program and identify
potential enrollees.16 Also, most states have
attempted to remove administrative barriers,
such as by having relatively short application
forms and not requiring face-to-face inter-
views or asset tests.17 Somewhat fewer states
allow joint applications for Medicaid and
SCHIP and twelve-month continuous eligibil-
ity, although there do not appear to be any sys-
tematic differences between states with high-
uninsurance communities and states with
low-uninsurance communities
in the number that have
adopted these procedures.

Despite these efforts, barri-
ers to enrollment persist, and
it is likely that states and com-
munities vary in the extent to
which these barriers inhibit
enrollment. These include the
continuing stigma of enroll-
ment in public programs
among some potential benefi-
ciaries, remaining complexi-
ties in the application process,
confusion or apathy about eli-
gibility among some potential
beneficiaries, and cost-sharing
provisions in some states.18

Also, only a handful of states allow presump-
tive eligibility (that is, allowing children to
temporarily enroll before the formal applica-
tion process is completed), and none of the
states with high-uninsurance communities
do so.

Efforts by most states to reduce barriers
and increase enrollment also may vary in the
intensity of activity and the amount of re-
sources that states are willing and able to de-
vote to outreach and enrollment activities. In
the past, states with high uninsurance rates
have had more limited fiscal capacity as well
as a lower level of fiscal effort with respect to
Medicaid spending than have states with
lower uninsurance rates.19 While federal
matching rates for SCHIP are more generous
than for Medicaid, concerns have been raised
about the large amount of funds allocated to
states in the early years of SCHIP that have

not been spent. In particular, states with
high-uninsurance communities appeared to
have a considerably higher percentage of un-
spent SCHIP funds in 1999 compared with
states with low-uninsurance communities.20

Whether this reflects the state’s level of effort
in getting eligible children enrolled is unclear,
but it nevertheless is troubling since these
states have the farthest to go in getting eligi-
ble children enrolled.

While low enrollment rates in public pro-
grams may reflect less effort by
these states to enroll children,
it is also possible that neither
higher costs for private insur-
ance nor limitations in state
programs fully account for
persistently high uninsurance
rates in these areas. In addition
to the particular difficulties in
enrolling uninsured Hispanic
children noted earlier, most of
the high-uninsurance commu-
nities are concentrated in the
southern and western states,
while virtually all of the low-
uninsurance communities are in
the Northeast and upper-
Midwest. These more general

regional differences may have evolved along
with the development of the economies of
these regions: Large-scale manufacturing in-
dustries and heavily unionized workforces in
the Northeast and Midwest have contributed
greatly to the extensive private insurance cov-
erage of the population in these areas.21 This
may have resulted in a greater predisposition
toward health coverage in these regions, as
reflected in the decisions of employers, indi-
viduals, and state policymakers. To the extent
that “cultural” differences across communi-
ties do play a role in influencing participation
in public and private health insurance cover-
age, policymakers should be mindful that
changing these patterns may take consider-
ably more time and effort than they had an-
ticipated. This time and effort are essential if
SCHIP is to succeed in reducing the number
of uninsured children.

“Neither higher
costs for private

insurance nor
limitations in

state programs
may fully account

for high
uninsurance rates
in low-enrollment

areas.”
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