
The Importance and
Challenge of Enrolling
Uninsured, Low-Income
Children Who Qualify for
Health Coverage
More than six in 10 uninsured children
qualify for Medicaid or SCHIP but are
not enrolled. Most are low-income 
children who qualify for Medicaid.3

Despite disagreement on many aspects
of SCHIP reauthorization, leaders across
the political spectrum have expressed a 
commitment to reaching these children.

Unfortunately, achieving this objective
will not be easy. In 2005, the
Government Accountability Office
(GAO) concluded that no traditional,
means-tested program enrolled more
than 75 percent of eligible individuals
(Figure 1). Since then, researchers at the

Department of Health and Human
Services (HHS) released new estimates
indicating that Medicaid and SCHIP
cover 79 percent of the combined 
programs’ target population—namely,
eligible children who lack private 
health insurance.4

Since the enactment of SCHIP in 1997,
states have undertaken extensive 
outreach efforts5 and substantially 
simplified the process of enrolling in
child health coverage.6 After a decade 
of this important work, child health 
programs appear to have reached the
high-water mark for participation in 
traditional, need-based assistance. Using
federal policy to move substantially
beyond current levels may require non-
traditional strategies.

Participation rates are limited despite
substantial beneficiary desire for health

coverage.7 Any program that requires
families to complete application forms
and document eligibility will miss the 
eligible people who either do not apply
or fail to complete the application
process successfully. Many such people
are found among almost all populations
and with benefits of many different
kinds. For example, with retirement 
savings accounts, only nine percent of
eligible individuals enroll in individual
retirement arrangements (IRAs) if they
must select a fund, complete all required
forms, and establish accounts on their
own.8 When an employer arranges a
401(k) retirement savings account and
proffers forms that new employees must
complete to enroll, 33 percent join. If
new employees are placed in 401(k)
accounts unless they complete forms to
“opt out,”90 percent enroll.9

Innovative Enrollment
Strategies Implemented by
Medicare 
To reach the remaining uninsured 
children who qualify for Medicaid and
SCHIP, policy-makers may need to 
borrow strategies from other programs
that have greatly exceeded traditional
take-up rates through automatic enroll-
ment mechanisms that largely or entirely
dispense with the need for consumers to
complete applications. As with default
enrollment into 401(k) accounts, seniors
have long been enrolled into Medicare
Part B unless they complete forms 
opting out of coverage. As a result, 95.5
percent of eligible seniors participate.10

More recently, the Medicare
Modernization Act of 2003 allowed
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Summary 
More than six in 10 uninsured children qualify for Medicaid or the State
Children’s Health Insurance Program (SCHIP) but are not enrolled.1 Although
controversy surrounds many aspects of SCHIP reauthorization, leaders across
the political spectrum agree on the need to cover these children.

Achieving that goal may not be easy. Child health coverage programs now reach
79 percent of their target population—more than any other traditional, means-
tested program.2 Since the enactment of SCHIP in 1997, states have intensively
pursued a decade of outreach efforts and streamlining of application procedures,
with positive results—but non-traditional methods may now be required to
reach the remaining children who qualify for coverage but are not enrolled.

In recent years, Medicare has significantly exceeded traditional programs in cover-
ing a high percentage of individuals who qualify for need-based subsidies. Federal
officials achieved this result through innovative strategies that provide low-
income seniors with assistance based on data accessible to public agencies. Such
strategies significantly reduce families’ need to complete forms before obtaining
help. For child health programs to move substantially beyond current enrollment
levels, SCHIP reauthorization will need to offer states the flexibility to use similar
data-driven methods like those Medicare now employs to help low-income 
seniors. Among additional required steps, SCHIP reauthorization will also need to
provide enough federal resources to pay for coverage of eligible children.
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Medicare to pursue enrollment strategies
that use government-accessible data to
determine eligibility, requiring applica-
tion forms only when such data are
insufficient. For example,

➤ Beginning this year, federal subsidies
for Medicare Part B premiums are being
means-tested,based on federal tax infor-
mation two years in the past. As a result,
every Part B beneficiary obtains a
default income determination and a
corresponding premium subsidy,with-
out completing application forms. If
income declined during the intervening
years,beneficiaries can apply for larger
subsidies. If income increased, subsidies
are unaffected.

➤ Medicare beneficiaries receive auto-
matic low-income subsidies (LIS) for Part
D prescription drug coverage if they
obtained Medicaid the previous year. As a
result, less than six months after LIS
began,74 percent of eligible individuals
received subsidies,predominately based
on data matches with Medicaid agencies
rather than new applications.11 At compa-
rable early points in their development,
more traditional means-tested programs
reached substantially lower proportions

of eligible households. After two years,
food stamps helped only 31 percent of
eligible individuals, for example;12 and
after even five years, SCHIP (without
access to Medicare-type innovative enroll-
ment strategies) reached only 60 percent
of eligible children.13

Medicare’s recent success contrasts dra-
matically with earlier efforts to help low-
income seniors. For decades, Medicare
Savings Programs (MSPs) have helped
pay Medicare premiums and out-of-pock-
et costs for low-income beneficiaries.
However, MSPs require traditional appli-
cations with state Medicaid offices. As a
result, fewer than 33 percent of eligible
seniors enroll14—a participation rate 
substantially bested by recent Medicare
innovations.

Adapting Medicare’s
Innovative Enrollment
Methods to Children
To reach many more eligible children
than in the past, Medicaid and SCHIP
may need automatic enrollment methods
like those employed by Medicare. For
example, states could be allowed to

enroll children, without requiring new
application forms, so long as:

➤ Another means-tested program has
already found that the family is poor or
near-poor (so-called “express lane 
eligibility”); or 

➤ Government-accessible information
shows the family has low enough
income for the children to qualify for
Medicaid or SCHIP. Such information
could include wage data from recent 
calendar quarters,15 supplemented by
older tax records showing other forms
of income.16

Citizenship or satisfactory immigration
status would also need to be document-
ed. This could be done by providing
intensive application assistance to help
families gather documents and complete
forms. Although this approach can be
effective,17 it is costly.18 As a less 
expensive way to facilitate substantially
increased enrollment of eligible children,
citizenship and satisfactory immigration
status could be shown electronically.
Citizenship can often be demonstrated
through data matching with birth 
certificate records and Social Security

FIGURE 1: Participation Rates for Various Means-Tested Programs 
(Highest Population-Wide Estimate for Each Program)

Sources: Hudson and Selden 2007 for child health; GAO 2005 for the other programs.

Notes: (1) For most programs, GAO listed a range of participation estimates. This table shows the high end of each range. (2) For every program taken from the GAO analysis (i.e., for all pro-
grams except child health listed in the chart), GAO supplied the most recent estimates available in 2005, when the GAO report was published. (3) “Child health” means Medicaid and SCHIP
coverage for children, excluding privately insured children from the pool of eligibles for purposes of calculating participation rates. (4) EITC is the Earned Income Tax Credit. (5) SSI is
Supplemental Security Income. (6) WIC is the Special Supplemental Nutrition Program for Women, Infants, and Children. (7) TANF is Temporary Assistance for Needy Families. (8) CCDF is the
Child Care and Development Fund.
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records.19 Citizenship and immigration
status could likewise be demonstrated
through “express lane eligibility,”
incorporating other agencies’ findings
made through federally mandated 
procedures20 that apply to Medicaid,
welfare, and certain other programs.21

Program Integrity and
Administrative Efficiency
The National School Lunch Program
(NSLP) uses similar auto-enrollment
strategies, providing children with free
lunches based on data matches with
other benefit programs. This increases
the number of eligible children who
receive assistance while lowering 
operating costs and reducing the 
percentage of ineligible children who
enroll.22 Similar gains in efficiency and
program integrity could result from the
approaches discussed here.

Even if they strengthen program integri-
ty, however, data-driven approaches to
children’s health insurance would indi-
rectly cause several minor expansions in
effective eligibility criteria:

➤ Even if another program has found
that a child is poor enough to qualify for
Medicaid or SCHIP, that program may use
a different methodology for evaluating
income, such as the definition of house-
hold. Disregarding such differences
would have little impact on total eligibili-
ty, however. Among the most generous
non-health benefits, several food pro-
grams help families with gross incomes
up to 185 percent of the federal poverty
level (FPL). SCHIP typically reaches at
least 200 percent FPL in net income,
which is calculated by deducting from
gross income various work expenses,
child support payments, etc. Few if any
families will be found (a) by nutrition
programs to have gross income below
185 percent FPL and (b) by SCHIP to
have net income above 200 percent FPL.

➤ If eligibility is based on income data
housed in government databases, some
children will receive health coverage
even though family income rose between
the period covered in the data and the
time of the child’s application for health

coverage. However, most income fluctua-
tion for low-income families results from
changed wages and hours of employ-
ment.23 Accordingly, using recent wage
data to help determine income may
greatly reduce mismatches between eligi-
bility data and current circumstances.

In exchange for these small eligibility
expansions, the policies described here
could (a) greatly increase enrollment
among children who qualify under cur-
rent rules; (b) cut administrative costs;
and (c) relieve families of the need to
complete largely redundant application
forms.24 Policy-makers have made similar
trade-offs in the past. For example:

➤ With subsidies for Medicare Parts B
and D, each beneficiary is assigned a sin-
gle, unchanging income level throughout
the calendar year. That level is based on
income one and two calendar years in
the past, for Parts D and B, respectively,
even if, since that time, income rose
enough that the beneficiary would oth-
erwise be disqualified from subsidies.

➤ Medicaid beneficiaries automatically
receive LIS for Medicare part D, even
though LIS would otherwise disqualify
some Medicaid recipients. Notably, LIS is
limited to seniors with assets below
specified levels, but some states provide
certain types of Medicaid to low-income
seniors without taking assets into
account.25 Nevertheless, HHS found that
eligibility for Medicaid and LIS is “sub-
stantially the same,”26 so these Medicaid
recipients automatically receive LIS.

➤ With Medicaid, SCHIP, NSLP, and WIC,
states are currently allowed (or required,
in the case of NSLP) to provide children
with one year of continuous health cov-
erage and nutrition assistance, based on
income at the time of the application,
even if changes in family circumstances
would otherwise make some children
ineligible at points during the year.

SCHIP Reauthorization
With SCHIP reauthorization under
active consideration, federal policy-
makers have an opportunity to provide
states with the resources and tools
needed to greatly exceed prior enroll-

ment levels. At a minimum, SCHIP
grants must increase above current 
levels enough to finance SCHIP cover-
age for eligible children.27 In addition,
federal resources, perhaps in the form
of incentive payments, need to compen-
sate states for the cost of covering 
additional eligible children through
Medicaid, for which federal matching
payments are much less generous than
under SCHIP. States also need the 
flexibility to document citizenship
through methods other than those 
mandated by the Deficit Reduction Act
of 2003, which have reduced enroll-
ment by eligible children.28

For states to use Medicare-type innova-
tive strategies in reaching eligible chil-
dren, SCHIP reauthorization also needs
to do the following:

➤ Create a new option for so-called
“express lane eligibility,” through which
states may disregard technical differ-
ences in eligibility methodologies and
grant health coverage based on the find-
ings of other means-tested programs;

➤ Provide improved access to eligibili-
ty-related data;

➤ Allow states to initiate eligibility
determinations based on data showing
that particular children are uninsured
and appear eligible for coverage;

➤ Give states the option to cover 
children whose citizenship or legal
immigration status is shown by 
electronic evidence; and 

➤ Offer federal funding to modernize
obsolete information systems needed for
data-based strategies to operate efficiently.

Conclusion
While many aspects of SCHIP reautho-
rization are controversial, almost univer-
sal support is voiced for covering unin-
sured, low-income children who qualify
for Medicaid or SCHIP. To reach that goal,
states need sufficient federal resources to
pay for covering these eligible children as
well as new flexibility to give children
the benefit of modernized Medicare
enrollment methods that have proven so
effective with America’s seniors.
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