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How Health Care Reform Can Benefit Children and Adolescents

Judith S. Palfrey, M.D.

Medical and scientific advances have reduced
the rates of acute childhood illnesses and
childhood mortality and increased the positive
outcomes of a wide variety of serious childhood

illnesses; nevertheless, children’s
health in the United States cur-
rently falls short. Our infant mor-
tality rate is higher than that of
29 other countries, and the United
Nations Children’s Fund (UNICEF)
ranks the United States last among
21 developed countries in terms
of children’s health and safety.?
The children’s health communi-
ty is looking to health care re-
form to improve access, provide
needed preventive and compre-
hensive benefits, and develop
quality initiatives for all children
and youth through the medical
home. The medical home is a
system of comprehensive, family-
centered, culturally appropriate
services, through which all chil-

dren and young people would be
provided care, with appropriately
enhanced services for those with
special health care needs. A num-
ber of components are essential
if reform is to benefit children
and young people adequately.
Lack of insurance affects care
and outcomes.? On the basis of
the latest U.S. census figures,
7.3 million American children
(9.9%) were uninsured in 2008.
Rates varied widely among states;
the percentage of children who
did not have coverage ranged from
3.4% in Massachusetts to 19.1%
in Nevada (see map).? Despite the
passage of the Children’s Health
Insurance Program Reauthoriza-
tion Act (CHIPRA), 5 million to
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6 million children may remain
uninsured because of eligibility
requirements and the current re-
cession. Furthermore, CHIPRA
will expire in 2013. Health care
reform legislation must ensure
sustained universal coverage that
includes all children and young
people. The proposed expansion
of family coverage to include fam-
ily members up to 26 years of age
would fill a particularly trouble-
some insurance gap, and the ban
on exclusion of persons who have
preexisting conditions is a wel-
come correction.

To ensure access, health in-
surance must provide adequate
payment for providers. Currently,
the average state Medicaid pro-
gram pays providers at a rate
that is 72% of Medicare rates.
This low payment rate forces
many providers to limit the num-
ber of patients with public cov-
erage whom they accept. The
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health care bill under consider-
ation in the House of Represen-
tatives (H.R. 3200) would raise
Medicaid payment rates to 100%
of Medicare rates within 3 years.
Thus, children who depend on
public insurance would come
much closer to having access to
health care that is equal to that
of children with private insurance.

Prevention is cost-effective, and
preventive care provided during
childhood for conditions such
as obesity and hypertension will
help avert serious disease in
adulthood. For example, it has
been predicted that reducing the
prevalence of obesity to 1998
levels by 2023 would have major
health and economic effects (see
table).* The incorporation into
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health care reform of measures
that promote the provision of pre-
ventive care without copayments,
as the national Bright Futures
initiative recommends, along with
the expansion of eligibility for
Medicaid’s Early Periodic Screen-
ing, Diagnosis, and Treatment pro-
gram, would be a major gain for
children.

Support for coordinated care
is essential for the optimal deliv-
ery of health care. Medical homes
in pediatrics provide continuous
medical coverage, bringing togeth-
er primary care, specialty services,
emergency services, and hospi-
tals.> The House reform legisla-
tion incorporates the medical home
concept, which it considers both
a quality enhancement and a cost-
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control measure. Most impor-
tant is the related financial sup-
port for additional coordination
of care, which would probably
take the form of a per-member-
per-month fee paid in addition to
the fee for service. As proposed,
H.R. 3200 includes an important
step that will benefit children by
funding pilot medical home pro-
grams under Medicaid.

Caring for children and adoles-
cents with chronic conditions or
special needs requires coordinat-
ed subspecialty care as a vital
component of the medical home
approach. Access to such care
relies on having a robust sub-
specialist workforce, but owing
to the increasing costs of medi-
cal education and limited com-
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Estimated Avoidable Costs if Obesity Decreased

to 1998 Levels by 2023.*
Disease Decrease in Cases Savings
no. in millions (%) $ in billions
Heart disease 4.4 (20.4) 73
Hypertension 5.7 (12) 100
Diabetes 2.8 (13.3) 52

* Although analyses were not performed in the case of cancer or stroke, it is esti-
mated that there would be approximately $85 billion in savings as a result of a
decrease in the number of cases of cancer and $3 billion in savings as a result of
a decrease in the number of cases of stroke if obesity levels decreased to 1998
levels by 2023. Data are from DeVol and Bedroussian.*

pensation, there is a shortage of
physicians in pediatric subspe-
cialties. Thus, reform legislation
will need to ensure the recruit-
ment and retention of clinicians
both in primary care and in sub-
specialty fields.

Many of the current reform
proposals include programs that
would have a highly favorable ef-
fect on children’s health. As the
legislation makes its way through
Congress, it will be critical to en-

sure that the new programs are
adequately funded and are pro-
tected by means of other assur-
ances at the federal and state lev-
els. If all children have access to
financially supported medical
homes that emphasize prevention,
health care reform will truly ben-
efit children — and society at

large.
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