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Medicaid at 50: A Look at the Long-Term 
Benefits of Childhood Medicaid
by Alisa Chester and Joan Alker

The Top Three Benefits

1.	 As the Medicaid program turns 50 a growing body of research provides 

evidence that children with Medicaid coverage become healthier adults.

Using longitudinal data from Medicaid expansions in the 1980s and 1990s, 

researchers found that children with access to Medicaid showed a 26 

percentage point decline in the incidence of high blood pressure in adulthood. 

In addition, children with Medicaid had lower rates of hospitalizations and 

emergency room visits in adulthood—leading the government to recoup 

between 3 and 5 percent of the initial cost of Medicaid eligibility expansions 

in just one year. Children with Medicaid are also healthier adolescents, with 

lower rates of eating disorders, drinking, and mortality.

2.	 Medicaid eligibility expansions for children also lead to greater academic 

achievements.

Children who benefited from the Medicaid eligibility expansions were less 

likely to drop out of high school (9.7 percent decline) and more likely to 

graduate from college (5.5 percent increase). 

3.	 Children with access to Medicaid had greater economic success as adults.

Two new studies indicate that these children had higher incomes later in life and 

were more likely to surpass their families’ economic status, making them less 

reliant on safety net programs and contributing to a strong government return 

on investment. Each additional year of Medicaid eligibility from birth to age 

18 increased cumulative tax payments in adulthood of $186 per person (a 0.9 

percent increase) and reduced receipt of the Earned Income Tax Credit receipts 

by $75 (a 2.4 percent decrease) by age 28. The increase in tax payments alone 

returned nearly one-third (32 cents on the dollar) of the initial cost of expanding 

childhood Medicaid by the time these children reached age 28, and 56 cents of 

each dollar by the time the children reached age 60. Medicaid-eligible children 

also had greater economic mobility, with a greater likelihood that their income 

exceeded that of their parents.
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Medicaid provides 
coverage for nearly 
33 million children, 
or 37 percent of all 
children living in the 
United States.

Medicaid has served America’s children for 

fifty years and has played a central role in 

our nation’s successful efforts to reduce the 

uninsured rate for children. Today, Medicaid 

provides coverage for nearly 33 million 

children, or 37 percent of all children living in 

the United States. Children make up the largest 

group of Medicaid beneficiaries, accounting for 

nearly half (48 percent) of Medicaid enrollees 

but only one-fifth (21 percent) of expenditures.1 

In 1945, President Harry Truman, the architect 

of Medicaid, made a special address to the 

Congress recommending a comprehensive 

health insurance program.2 Truman argued that 

Americans deserve adequate medical care to 

achieve and enjoy good health in addition to 

protection from the financial costs of sickness: 

“Millions of our citizens do not now have a 
full measure of opportunity to achieve and to 
enjoy good health. Millions do not now have 
protection or security against the economic effects 
of sickness. And the time has now arrived for 
action to help them attain that opportunity and 
to help them get that protection.”

When Lyndon B. Johnson signed the Social 

Security Amendments of 1965, he repeated 

Truman’s words.3 

An emerging body of research underscores the 

significant role that Medicaid plays as a source 

of health coverage and financial protection for 

children and families—the benefits of which 

last through adulthood. New data highlight 

striking examples of the long-term effects of 

Medicaid—including better health, lower rates 

of mortality, better educational and economic 

outcomes, and many ways in which government 

recoups its investment in the long term. These 

findings underscore Medicaid’s role as not only 

a foundational source of health coverage for 

children, but also an investment in their future. 

In light of these findings, the need to preserve 

and strengthen Medicaid for future generations 

of children has never been greater as the 

program reaches its fiftieth year. This paper 

highlights the mounting evidence underscoring 

the positive long-term effects of childhood 

Medicaid coverage that emerge later in life for 

adolescents and adults. 

Medicaid: A Children’s Program
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Figure 1: Rate of Uninsured Children from 1987-2013

Source: SHADAC analysis of the Current Population Survey’s Annual Social and Economic Supplements (CPS SHADAC-Enhanced).
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No statistically significant 
difference from the national 
average (5 states)

Uninsured rate lower than 
national rate (32 states 
including DC)

Uninsured rate higher than 
national rate (14 states)

Figure 2: 14 States Had Higher Uninsured Rates for  
Children than the National Average
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Source: CCF analysis of single year estimates of 2013 American Community Survey (ACS) data. For more 
information, see J. Alker & A. Chester, “Children’s Coverage at a Crossroads: Progress Slows,” Georgetown 
University Center for Children and Families (October 2014), available at http://ccf.georgetown.edu/wp-content/
uploads/2014/10/Childrens-Coverage-at-a-Crossroads.pdf.	

The Medicaid Program Today 

At the core of the Medicaid program is a 

combined federal-state effort to finance health 

programs for low-income persons. Title XIX 

of the Social Security Act of 1965 provides 

matching federal funds to states to finance 

medical assistance to those “whose income 

and resources are insufficient to meet the costs 

of necessary medical services.”4 

At a minimum, Medicaid now covers children 

in families earning under 133% of the Federal 

Poverty Level (FPL, $26,720 annually for a 

family of three).5 In addition, states receive 

federal CHIP funds to finance coverage for 

children in families who earn too much to 

qualify for Medicaid but too little to afford 

health insurance without financial assistance. 

Improvements to Medicaid eligibility and the 

enactment of CHIP lead the way to reducing 

children’s uninsurance rates in half between 

1997 and 2012.

While all states have shared in the remarkable 

success in reducing the uninsured rate for 

children ushered in by Medicaid and the 

Children’s Health Insurance Program (CHIP), 

some states have been more successful than 

others in connecting uninsured children with 

affordable health coverage.

http://ccf.georgetown.edu/wp-content/uploads/2014/10/Childrens-Coverage-at-a-Crossroads.pdf
http://ccf.georgetown.edu/wp-content/uploads/2014/10/Childrens-Coverage-at-a-Crossroads.pdf


 4   MEDICAID AT 50 CCF.GEORGETOWN.EDU  July 2015

Since its original 
passage in 1965, 
Medicaid eligibility 
expansions have 
contributed to a 
significant decline in 
the national rate of 
uninsured children.

Medicaid Eligibility Expansions and Their Effects 

Since its original passage in 1965, Medicaid 

eligibility expansions have contributed to 

a significant decline in the national rate of 

uninsured children. Prior to Medicaid eligibility 

expansions that occurred in the 1980s and 

1990s, only children eligible for Aid to Families 

with Dependent Children (AFDC), a cash 

assistance program and precursor to Temporary 

Aid to Needy Families (TANF), were eligible for 

Medicaid coverage. Few children and families 

were eligible for Medicaid due to restrictive 

eligibility cutoffs that varied across states. In 

1985, the median income cutoff for AFDC was 

just 54 percent of the FPL, with eligibility in 

South Carolina set at just 25 percent of the FPL.6

Between 1984 and 1991, a series of legislative 

acts expanded Medicaid eligibility to a larger 

group of children. The Omnibus Budget 

Reconciliation Act of 1986 delinked Medicaid 

from AFDC for children. It permitted states to 

provide Medicaid coverage to children under 

the age of six who were born after September 

30, 1983 and had incomes below 100 percent 

of the FPL, even if their family did not receive 

AFDC benefits. By 1990, every state Medicaid 

program was required to offer coverage for all 

children under age 19 (born after September 

30, 1983) with a family income up to 100 

percent FPL. The percent of children eligible for 

Medicaid coverage doubled between 1984 and 

1992, from 16 percent of children eligible for 

Medicaid in 1984 to 31 percent in 1992.7 Today, 

many states cover children with Medicaid and 

CHIP up to much higher incomes, with the 

median income eligibility limit at 255 percent of 

the FPL.8

Pregnant women saw similar gains in eligibility 

in the 1980s and 1990s. In 1985, Medicaid 

eligibility broadened to include low-income 

women who met the financial standards for 

AFDC, whether they participated in the program 

or not. Legislative acts between 1986 and 

1990 allowed states to expand coverage to 

pregnant women up to 100 percent of the 

FPL and, later, up to 185 percent of the FPL. 

Between 1979 and 1991, the fraction of 15 to 

44 year old women who would have become 

eligible for Medicaid coverage had they become 

pregnant increased 31 percentage points, from 

12 percent to 43 percent.9 Current Medicaid 

law requires states to cover pregnant women 

up to 185 percent of the FPL, with the median 

eligibility for pregnant women at 200 percent of 

the FPL.10

This national sea change in coverage provided 

an opportunity for researchers to explore the 

long-term impact of having Medicaid coverage. 

How were the studies conducted?
Researchers have begun to explore the effects 

of the dramatic change in eligibility for children 

and pregnant women, which differed by state 

based on implementation dates of eligibility 

expansions, has had on those who become 

eligible for Medicaid. Staggered implementation 

of Medicaid eligibility expansions across 

states created groups of children that varied 

in the length of time they were eligible for 

Medicaid. Medicaid expansions in the 1980s 

created two vastly different eligibility groups of 

children – those born before September 1983 

and those born afterwards. Children in families 

with incomes at or below the poverty line born 

before September 30, 1983 gained about five 

additional years of Medicaid eligibility.11, 12 
Researchers use this discontinuity in coverage 

to explore the effect that expanding Medicaid 

eligibility had on the population of children. 

Similar study designs were applied to analyze 

the effect of Medicaid eligibility expansions for 

pregnant women. 
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Children with access to Medicaid grow to 

become healthier adults. Two studies found 

that childhood Medicaid eligibility led to better 

health outcomes during adolescence, including 

a significant decrease in drinking, eating 

disorders, and deaths by internal (treatable) 

causes. Three studies measured the effect of 

Medicaid on adult health outcomes. In general, 

Medicaid eligibility during childhood led to 

overall better health as an adult, lower rates of 

obesity, and fewer catastrophic health needs—

particularly for Black children. Reductions in 

costly hospitalizations and emergency room 

visits lead to future savings for hospitals.

Access to Medicaid in Childhood 
Leads to Better Health and Lower 
Rates of Mortality in Adolescence

Medicaid eligibility during early and middle 

childhood (under age 14) leads to better 

health outcomes as an adolescent (ages 14 

to 18), according to researchers at Harvard 

and Cornell Universities.14 Teenagers eligible 

for Medicaid as children had lower rates of 

risky sexual activity, drinking, and smoking 

cigarettes or marijuana as well as a lower 

body mass index (BMI) than their non-eligible 

peers.15 Further, the study links Medicaid 

eligibility and better adolescent health 

outcomes to increased educational attainment 

in young adulthood (see below). 

A 10-percentage point increase in average 

Medicaid income eligibility during a child’s 

Researchers use a simulated Medicaid eligibility 

approach pioneered in 1996 that measures 

the percent of children eligible for Medicaid 

coverage by birth cohort and based on the 

state’s eligibility rules.13 In many of the studies 

that consider the long-term effects of Medicaid, 

researchers measure eligibility or exposure, 

rather than coverage or participation. Tracking 

changes in Medicaid eligibility policy, rather 

than Medicaid enrollment, excludes variations in 

external factors such as changing demographics 

or economic conditions (such as a recession), 

allowing researchers to analyze the effect 

of Medicaid eligibility on children’s health, 

education, and economic outcomes. 

Medicaid Eligibility Leads to  Improved Long-Term Health 

youth reduced their engagement in risky sexual 

behavior (e.g., having sex without birth control, 

having sex under the influence of alcohol or 

drugs, or becoming pregnant) by 3.5 percent as 

teenagers and reduced their BMI by 3.9 percent. 

In addition, being eligible for Medicaid at a 

young age decreased the number of reported 

mental health issues and eating disorders during 

high school.16 While Medicaid eligibility translated 

into better teen health and behaviors across the 

board, results were only statistically significant in 

terms of reducing alcohol use (measured by the 

number of days that the individual drank in the 

past month) and eating disorders. Results were 

suggestive, rather than conclusive, for other 

measures, including “risky sex,” “ever had sex,” 

BMI, overweight, obese, “ever use marijuana,” 

“ever smoke regularly,”and “any mental health 

issue.”

Additional research corroborates the positive 

effects that Medicaid eligibility in childhood 

has on adolescent health. Scholars from the 

University of Chicago found that Medicaid 

eligibility expansions for children in the 1980s 

decreased teenage fatalities caused by 

treatable illnesses.17 This was especially so for 

Black children who were disproportionately 

represented in low-income and Medicaid 

populations. Because Black children were more 

likely to be poor than their non-Black peers, 

these children saw a greater increase in eligibility 

after Medicaid expansions for children in the 

A 10-percentage 
point increase in 
average childhood 
Medicaid reduced 
their engagement 
in risky sex by 3.5 
percent and reduced 
their BMI by 3.9 
percent as teenagers.
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Medicaid expansions 
over thirty years 
have had lasting 
long-term health 
benefits.

1980s.18 Medicaid expansions reduced the 

mortality rate of Black teenagers (ages 15 to 

18) born after September 30, 1983 by 13 to 20 

percent for internal (treatable) causes.19 Results 

were not statistically significant for all children or 

for only white children. A substantial reduction in 

internal causes of death suggests that childhood 

Medicaid eligibility improves access to medical 

care that prevents treatable causes of illness. 

Childhood Medicaid Expansions 
Lead to Better Adult Health, Fewer 
Hospitalizations, and Cost Savings

Medicaid eligibility during early childhood (under 

age 6) is also associated with better health 

outcomes as adults (ages 25 to 54). Researchers 

at the University of Maryland and the University 

of Minnesota found that Medicaid exposure 

during childhood leads to better adult health 

(a 0.37 standard deviation improvement), as 

measured by a composite health index that 

examines the prevalence of high blood pressure, 

diabetes after age 18, heart disease or heart 

attack, and obesity.20, 21 Children eligible for 

Medicaid had a 26-percentage point decline in 

incidence of high blood pressure as adults.22

The authors point to two potential mechanisms 

by which a child’s exposure to Medicaid leads 

to improved health as an adult. First, using a 

measure of hospital utilization based on National 

Health Interview Survey data, the authors found 

that exposure to Medicaid lead to increased 

health service utilization, which they posit is 

a likely manner in which Medicaid improves 

health outcomes in the long run. Second, using 

data from the Survey of Consumer Finances, 

the authors find that exposure to Medicaid is 

associated with a reduction of household debt 

for low-income individuals.

A study by researchers at the University of 

Michigan and the University of California, Los 

Angeles (UCLA) supports these findings in a 

study that suggests Medicaid expansions over 

thirty years ago have had lasting long-term 

health benefits.23 Researchers examined the 

effect of Medicaid eligibility expansions on adult 

health outcomes with a unique focus on the 

effect of Medicaid exposure at different ages 

during childhood. For young children ages one 

through four, a 10-percentage point increase in 

Medicaid eligibility reduced hospitalizations in 

adulthood (ages 19 to 32) by 1.1 percent.24

The same researchers found that children who 

benefited from Medicaid eligibility expansions 

in the 1980s had fewer hospitalizations and 

emergency room visits in their mid-twenties.25 

Results were only statistically significant for 

young Black children born after September 

30, 1983; results for non-Black children were 

not significant nor were results for conditions 

that are unlikely to be affected by medical 

intervention (appendicitis or injury).26 As noted 

earlier, Black children were particularly likely 

to benefit from Medicaid expansions and 

researchers measure a larger impact of those 

expansions among Black children. 

Medicaid eligibility expansions for children 

reduced hospitalizations at age 25 for Black 

children eligible for Medicaid by 8 to 13 percent. 

This translates into an annual reduction of 

2,700 to 4,400 hospitalizations and government 

savings of $15 to $25 million (based on the 

hospitals’ cost of the visit). Black children 

eligible for Medicaid had 3 to 4 percent fewer 

emergency department visits at age 25, 

representing 10,600 to 15,100 fewer visits and 

savings of $6.5 to $9.2 million per year. Results 

were even more pronounced for Black children 

living in low-income zipcodes and for children 

with a chronic illness.27

The decrease in hospitalizations and 

emergency rooms visits indicates that 

children with Medicaid are less likely to have 

catastrophic health needs and are receiving 

more regular and prompt care, particularly for 



CCF.GEORGETOWN.EDU  MEDICAID AT 50    7July 2015

this relationship is strong.31 In other words, 

adolescents in poorer health are both less 

likely to graduate from high school in a timely 

manner and less likely to attend two- and 

four-year colleges. Academic success in 

adolescence correlates with academic and 

occupational success later in life, further 

underscoring the important role that health 

coverage in childhood plays in shaping a 

child’s future. 

Two studies provide evidence that Medicaid 

eligibility during childhood reduces high school 

drop out rates and three studies indicate that 

Medicaid eligibility during childhood increases 

rates of college attendance. 

Adolescent health is an important factor in 

determining a teenager’s educational success. 

A Brown University researcher found that 

poorer health during adolescence is negatively 

correlated with educational attainment, and that 

chronic conditions. Because hospitalizations 

and emergency rooms visits are far more 

expensive than office-based or outpatient care 

visits, there are lower rates of costly services 

and money is returned to taxpayers over time.28 

Fewer health costs incurred by those children 

later in life saved the government $22 to $34 

million in just one year, between 3 to 5 percent 

of the total cost of expansion. If benefits of 

childhood Medicaid eligibility continue after 

age 25, and if other financial benefits to the 

government were included in the authors’ 

calculations (increased tax receipt, better 

educational outcomes, and lower mortality), the 

savings may be very substantial.

Prenatal Medicaid Eligibility Leads to 
Fewer Hospitalizations in Adulthood 
and Significant Cost Savings

In the study conducted by scholars at the 

University of Michigan and UCLA, researchers 

examined prenatal Medicaid exposure in 

addition to Medicaid exposure during childhood. 

Findings suggest that an increase in eligibility 

for prenatal care for mothers is associated with 

better health outcomes for their children as 

adults (ages 19 to 33), including a reduction in 

obesity and hospitalizations.29 A 10-percentage 

point increase in prenatal Medicaid eligibility 

reduced adulthood obesity by 7 percent.30 

A 10-percentage point increase in prenatal 

Medicaid eligibility is also associated with 

a 9 percent reduction in hospitalizations 

for endocrine, nutritional and metabolic 

diseases and immunity disorders (e.g., 

thyroid disorders, Cystic Fibrosis, diabetes), 

which includes an 11 percent reduction in 

hospitalizations for diabetes and obesity. 

Using administrative data on the cost of 

hospitalizations, the authors conservatively 

estimated savings in hospital costs that 

occurred as a result of reductions in adult 

hospitalizations. The study results suggest 

that increasing prenatal eligibility of a single 

cohort by 30 percentage points reduces 

hospitalization costs by $280 million, which 

represents 58 percent of the total cost 

associated with increasing prenatal Medicaid 

eligibility. In other words, Medicaid eligibility 

leads to healthier mothers and babies, the 

effects of which carry into adulthood. These 

improved health outcomes lead to less 

demand for more expensive medical services 

later in life, which allows the state and federal 

governments to recoup much of the cost of 

providing coverage earlier in life. 

Medicaid Eligibility Leads to Better Educational Outcomes

The study results 
suggest that increasing 
prenatal eligibility 
of a single cohort 
by 30 percentage 
points reduces 
hospitalization costs 
by $280 million, 
which represents 58 
percent of the total 
cost associated with 
increasing prenatal 
Medicaid eligibility.
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Researchers from Harvard and Cornell found 

that childhood Medicaid eligibility improves 

educational outcomes with fewer children 

dropping out of high school and more children 

graduating from college.32 A 24-percentage 

point increase in average Medicaid eligibility for 

children—an eligibility gain that closely aligns 

with historical Medicaid eligibility trends—

correlated with a decrease in the high school 

drop out rate by 9.7 percent and an increase 

college graduation rates by 5.5 percent. 

Importantly, the authors found that Medicaid 

eligibility expansions to older, school-age 

children also increased educational attainment, 

not just eligibility expansions for very young 

children or newborns.33 Access to health 

insurance in childhood proves a vital pathway 

to improve children’s educational outcomes and 

long-term life outcomes. 

Childhood Medicaid eligibility also increases 

the likelihood of attending college, according 

to economists from the U.S. Department of 

Treasury and Yale University.34 An additional 

year of Medicaid eligibility during childhood 

(birth to age 18) increased the likelihood of 

women attending college by 0.4 percentage 

points and men attending college by 0.24 

percentage points (although this result is 

suggestive, rather than statistically significant). 

Medicaid’s Implications for Economic Growth and 
Financial Security

Another benefit of Medicaid is greater financial 

security for families. Several studies have 

found that Medicaid protects families by 

reducing personal bankruptcies and increasing 

household expenditures.35 Two new studies 

find that childhood Medicaid eligibility leads to 

improved economic outcomes. 

Childhood Medicaid Eligibility 
Expansions Leads to Greater Earnings 
and Government Return on Investment

Economists from the Department of the 

Treasury and Yale University also found that 

increases in childhood Medicaid eligibility 

reduced future Earned Income Tax Credit (EITC) 

receipts.36 In other words, children eligible for 

public health programs (born after September 

30, 1983) had higher incomes and therefore 

required fewer tax subsidies targeted towards 

people with low incomes. Thus these children 

exposed to Medicaid also paid more taxes 

when they became adults. Medicaid eligibility 

increased overall earnings, and therefore 

government revenue, though the results are 

larger and more significant for women.37

By age 28, young adults contribute an average 

of $20,623 in cumulative income and payroll 

taxes. Each additional year of Medicaid 

eligibility from birth to age 18 increased 

cumulative tax payments by $186 (0.9 percent 

increase) and reduced cumulative EITC 

receipts by $75 (a 2.4 percent decrease). Put 

simply, this study found that Medicaid eligibility 

during childhood increases a person’s wages 

during adulthood and therefore increases taxes 

paid and decreases EITC payments, both of 

which save the government money. 

The increase in tax payments alone returned 

nearly one-third of the initial cost of expanding 

childhood Medicaid to the government. By 

the time these children reached age 28, the 

government had recouped 32 cents of each 

dollar spent on childhood Medicaid eligibility 

and 56 cents of each dollar by the time the 

children reached age 60 based on increased 

tax payments. These conservative estimates do 

not incorporate other study findings, including 

lower rates of mortality and increased rates 

of college attendance. In addition, authors 

Medicaid eligibility 
during childhood 
increases a person’s 
wages during 
adulthood and 
therefore increases 
taxes paid and 
decreases EITC 
payments, both 
of which save the 
government money. 
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found that each additional year of Medicaid 

eligibility during childhood resulted in 0.58 

additional years of Medicaid receipt. A high 

take-up rate suggests that the government’s 

return on investment is actually twice as large 

as reported. 

Childhood Medicaid Eligibility 
Expansions Lead to Greater 
Intergenerational Economic Mobility 

Harvard researchers found that expanding 

Medicaid eligibility to low-income pregnant 

women lead to upward economic mobility for 

their children in adulthood.38 Increasing the 

proportion of women ages 15 to 44 eligible 

for Medicaid reduced the correlation between 

the income of parents and their children in 

adulthood and increased the probability that 

children had better economic outcomes than 

their parents.39

Specifically, the authors demonstrated the 

following benefits associated with a 50 percent 

increase in Medicaid eligibility. 

zz Children who received Medicaid were more 

likely to attend college than would have 

otherwise been predicted by their parents’ 

income. For children with Medicaid, their 

parent’s income was 1.43 percent less 

likely to predict their enrollment in college 

at age 19. 

zz Low-income children with Medicaid were 

more likely to end up a in a higher income 

percentile than their parents. For the poorest 

10 percent of children (e.g., children born 

to parents at the 10th percentile of income), 

Medicaid increased the likelihood that their 

incomes will surpass those of their parents 

by 1.34 percent.  

   Conclusion

For the past fifty years, Medicaid has been an 

important source of health coverage for this 

nation’s children. A growing body of research, 

as summarized in this report, provides 

evidence that children with Medicaid coverage 

become healthier adults who have higher rates 

of success in terms of health, education, and 

earnings. Several of these studies indicate that 

childhood Medicaid is sound fiscal policy with 

a powerful return on government investment. In 

just one year, reductions in hospitalizations and 

emergency room visits led to savings of $22 to 

$34 million, or 3 to 5 percent of the initial cost 

of expanding Medicaid eligibility.40 Another 

study found that the increase in tax payments 

alone returned nearly one-third (32 cents on the 

dollar) of the initial cost of expanding childhood 

Medicaid.41 Overall, these studies find 

compelling evidence linking Medicaid coverage 

during childhood with reduced government 

safety net expenditures and increased tax 

revenue over the long-term. 

This research underscores Medicaid’s role 

as a pillar of health coverage for children 

and a promising financial investment for 

the government. As Medicaid turns fifty, we 

must ensure that Medicaid remains robust in 

the years to come for future generations of 

children.
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Children with Medicaid Coverage, 2012

Note: Data above is reported for Fiscal Year 2012 based on MACPAC analysis of Medicaid Statistical Information System (MSIS) data as of September 2014. Enrollment 
numbers reflect Medicaid beneficiaries on the basis of eligibility (child, adult, disabled, and aged). See source notes for more information.
Source: Medicaid and CHIP Payment and Access Commission (MACPAC), “Medicaid Enrollment by State and Selected Characteristics, FY 2012,” (March 25, 2015), available at 
https://www.macpac.gov/wp-content/ uploads/2015/01/Medicaid-Enrollment-by-State-and-Selected-Characteristics-FY-2012.pdf.

Number of Children Enrolled in Medicaid Percent of Medicaid Beneficiaries Who Are Children
United States 31,879,646 46%
Alabama 558,046 51%
Alaska 75,316 54%
Arizona 782,848 46%
Arkansas 354,075 51%
California 4,363,105 36%
Colorado 462,627 56%
Connecticut 324,567 39%
Delaware 100,114 39%
District of Columbia 78,743 35%
Florida 2,077,614 50%
Georgia 931,923 57%
Hawaii 120,755 41%
Idaho 170,187 61%
Illinois 1,603,410 53%
Indiana 667,701 54%
Iowa 282,857 46%
Kansas 250,711 58%
Kentucky 444,834 48%
Louisiana 669,652 51%
Maine 131,031 29%
Maryland 510,145 46%
Massachusetts 386,008 25%
Michigan 1,167,307 51%
Minnesota 463,005 40%
Mississippi 401,367 51%
Missouri 574,984 51%
Montana 76,511 56%
Nebraska 148,713 56%
Nevada 240,513 59%
New Hampshire 96,294 57%
New Jersey 623,868 53%
New Mexico 354,347 54%
New York 2,095,755 36%
North Carolina 1,027,612 52%
North Dakota 46,511 54%
Ohio 1,130,249 46%
Oklahoma 490,935 53%
Oregon 365,925 49%
Pennsylvania 1,107,434 43%
Rhode Island 80,227 43%
South Carolina 526,315 50%
South Dakota 77,160 58%
Tennessee 794,452 51%
Texas 2,978,528 64%
Utah 224,513 58%
Vermont 69,028 34%
Virginia 580,071 53%
Washington 794,606 56%
West Virginia 207,574 47%
Wisconsin 493,265 39%
Wyoming 57,835 65%
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