
             epublican presidential nominee and Senator John McCain’s (R-AZ) health               
  plan is based on the promotion of the individual market over employer-
     sponsored health insurance.  This would be a major shift from today’s 
system.  This paper looks at the impact of the McCain health plan on America’s 
children, and proposes changes to the McCain plan that could help protect 
children.  More specifi cally, this paper discusses several key concerns that would 
need to be addressed by the McCain campaign for the plan to better serve children. 

The McCain tax credit will weaken families’ ability to afford coverage •	
for children.  The McCain plan’s health coverage tax credit is insuffi cient 
to make coverage affordable and does not keep pace with growth in the cost 
of health care premiums.  In 2008, the average premium for family coverage 
was $12,680, which would leave families with premiums of $7,680 after the 
$5,000 tax credit.  Because the tax credit is a fi xed amount not set to rise 
with medical infl ation, this shortfall will be approximately $13,400 by 2014.  
Additionally, the “one-size-fi ts-all” premium does not change with family size, 
thus penalizing large families. Nor does it change for families living in states 
with higher than average premiums.

The 19 million children currently with employer coverage could be •	
barred from insurance due to pre-existing conditions.  As McCain seeks 
to move children and families into the individual market, this same individual 
market makes it notoriously diffi cult for individuals with pre-existing 
conditions to get coverage.  Children who need insurance most — those who 
are sick today — could be charged much more for insurance, if they are offered 
insurance coverage at all.  

Tens of millions of children will lose patient protections. •	  By allowing 
insurance to be sold across state lines, millions of children will lose the 
protection of having guaranteed benefi ts.  Under the McCain plan, 55 million 
children will likely lose the protection for mandated coverage for well care 
visits, 18 million will likely lose autism care, and 16 million children will 
likely lose lead poisoning treatment.   

Funding for public insurance programs for low-income children will •	
be reduced.  Although the federal government plays a critical role in offering 
millions of children coverage through public programs, Sen. McCain recently 
announced that he would reduce Medicaid spending, with estimates showing 
possible cuts of $419 billion over ten years.1  In response, states will be forced 
to cut children and families from the public insurance program.  Also, Sen. 
McCain has voted against and said that he supports President Bush’s vetoes of 
legislation that would have expanded the State Children’s Health Insurance 
Program (SCHIP). 
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I. Introduction

A recent poll by Kaiser Family Foundation found 
that health care continues to be one of the top 
four issues in the 2008 election, with 16 percent 
of Americans identifying it as their number one 
campaign issue.2  Children’s health issues have also 
come to the fore this year, as Congress and President 
Bush failed to agree on the future of the successful 
State Children’s Health Insurance Program 
(SCHIP). 

Health coverage is particularly important for 
children given their developmental needs.  Children 
with insurance are more likely to have usual 
sources of care and less likely to have unmet health 
care needs.  With 11 percent of Americans under 
18 (roughly 8 million children) without health 
coverage in 2007, 3  children’s health care is an 
important part of the health reform debate.  This 
paper will review the status of children’s coverage 
leading up to the election, present an analysis of 
the health proposal of Sen. John McCain and the 
implications it holds for children’s health coverage, 
as well as options to improve the McCain plan to 
better serve children. 

II. Background

Sen. Mccain’S HealtH RefoRM Plan

Sen. McCain has proposed a laissez-faire approach 
to health reform that would make drastic changes 
in our system.  The centerpiece of his plan is to 
put families “in charge of their health care dollars” 
and to give them “more control over care.”  This 
would serve essentially to dismantle the current 
employer-sponsored insurance (ESI) health care 
system, through which 62 percent of Americans 
younger than 65 receive coverage.  By ending the 
long-standing tax exemption for ESI and replacing 
it with a tax credit, millions of American families 
would be on their own to purchase coverage in the 
individual market.  

The McCain plan would also encourage the 
expansion of the individual market by allowing 
insurance companies to sell coverage across state 
lines.  This, in essence, would allow insurers to 

operate from the state with regulations they wish 
to follow.  The stated goal of McCain’s plan is 
to provide families with more options through 
increased competition, but analyses of the 
individual market show it to be a very difficult 
place for many Americans families – including 
the parents of the 26 percent of children with 
chronic conditions – to obtain or afford coverage.   
Sen. McCain has acknowledged this shortfall in 
his plan, and has pledged to work with states to 
expand high-risk insurance pools.  These pools 
provide coverage for individuals who are considered 
“medically uninsurable” in the individual market 
due to a preexisting medical condition, but the 
pools are considered to have significant limitations.  

The McCain plan does not achieve, nor strive for, 
coverage of all children.  A preliminary analysis 
finds that the McCain plan would cover less than 
5 percent of the total uninsured population over 
the next ten years,5  of which only a fraction are 
children.  Indeed, the McCain plan will likely result 
in a loss of coverage for children due to a reduced 
role for Medicaid and SCHIP, the driving forces 
of recent expansions of children’s coverage.  Sen. 
McCain has recently announced that he would 
reduce Medicaid spending.  In addition, Sen. 
McCain has expressed support for allowing states 
to give families the option of purchasing private 
health insurance with Medicaid funds.6 

cHaRt 1:  Most AMericAns Under Age 19 receive 
coverAge throUgh eMployers or the governMent, 
2007

soUrce: KAiser FAMily FoUndAtion stAte heAlth FActs, “heAlth 
insUrAnce coverAge oF children, 0-18, 2007.  AvAilAble 
At http://www.stAteheAlthFActs.KFF.org/coMpArebAr.
jsp?ind=127&cAt=3.
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cHildRen and HealtH coveRage

The percent of uninsured children fell from 11.6 
percent in 2000 to 11 percent in 2007, resulting 
in 236,000 additional children with insurance.7   
Despite the overall upward trend of insurance 
among all children, however, low-income and 
minority children were still the most likely to be 
uninsured.8 

Although ESI remains the primary way children 
(and most Americans) receive health insurance, it 
has been on the decline.  Where 59.5 percent of 
children younger than 19 had ESI in 2007, that 
represents a six-percentage point drop from the 
64.5 percent of children who had ESI in 2000.9   As 
Chart 2 shows, the growth of public programs is 
primarily responsible for recent gains in children’s 
coverage.  Medicaid and SCHIP programs are 
credited with reducing the number of low-income 
uninsured children by one-third between 1997 and 
2007.10

Although ESI remains the primary way children 
(and most Americans) receive health insurance, it 
has been on the decline.  Where 59.5 percent of 
children younger than 19 had ESI in 2007, that 
represents a six-percentage point drop from the 
64.5 percent of children who had ESI in 2000.   As 
Chart 2 shows, the growth of public programs is 
primarily responsible for recent gains in children’s 
coverage.  Medicaid and SCHIP programs are 
credited with reducing the number of low-income 
uninsured children by one-third between 1997 and 
2007. 

cHaRt 2: trends in children’s coverAge, 1999-2007

soUrce: U.s. censUs bUreAU, AUgUst 2008.

iMPoRtance of coveRage

Insurance is the primary way in which Americans 
access health care, and it is especially important for 
children, whose access to health services for regular 
check-ups promotes healthy development.  A large 
and consistent body of literature has found that, 
compared with insured children, uninsured children 
are more likely to be in poorer health, lack a usual 
source of care, delay care, and have unmet health 
care needs.11  Regular access to this type of care also 
facilitates the identification and treatment of special 
health needs early in a child’s life, giving them a 
better chance of growing up healthy.  
Furthermore, the lack of health insurance 
or significant gaps in health insurance can 
expose families to financial risk, increase state 
administrative costs, and impose other hidden costs 
on the health care market.13  

 III. Key Considerations in 
the McCain Plan

In this section, we consider four key issues that 
may impact access to affordable health coverage and 
health care for children in health reform under Sen. 
McCain.

faMily tax cRedit will weaken faMilieS’ 
ability to PuRcHaSe coveRage foR 
cHildRen. 
 

The centerpiece of the McCain health plan is a tax 
credit to support families in purchasing health 
insurance.  However, this tax credit is biased against 
children and may do little to extend coverage to 
uninsured children, as it will increasingly leave 
health insurance priced out of reach for most 
families.

bAcKgroUnd

The average cost of health insurance in America 
has been sharply increasing, with ESI family 
premiums doubling between 2000 and 2008 to 
reach $12,680 annually.16  Although children tend 
to be less expensive to insure than adults, overall 
price pressures have likely been a major contributor 
to the decline in ESI dependent coverage.
The costs of chronic disease contribute to the 
high cost of health insurance – average per capita 
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spending is more than five times greater for those 
with at least one chronic condition compared to those 
without.17   

the MccAin plAn:  
on tAx credits

Today, most Americans receive a tax break from the 
government for the cost of ESI.  The McCain plan 
replaces the income tax exemption with a refundable 
tax credit, worth $2,500 for an individual and 
$5,000 for a family, with which to purchase coverage 
in the private group or individual market.     

By making changes in the tax code, research shows 
that McCain would contribute to already eroding 
employer-sponsored family coverage for working 
adults and their children.18  McCain would continue 
tax exclusions for employer health contributions, but 
not those for the employees. It is possible that this 
lesser tax preference may not be enough incentive for 
employers to continue offering health benefits.  As 
employee health benefits consume a growing portion 
of employer costs,19  employers may stop offering 
dependent coverage, reduce their contribution and 
shift costs onto employees, or some may quit offering 
health benefits altogether.  In fact, the stated goal 
of the McCain health reform plan is to encourage 
individuals and families to seek out and purchase 
coverage on the individual market.  On April 29, 
2008, Sen. McCain said, “Americans need new 
choices beyond those offered in employment-based 
coverage.”20    

MccAin iMpAct: 
tAx credit redUces insUrAnce AFFordAbility 
For Most FAMilies

Where the current tax exemption increases with 
rising health insurance costs, the McCain credit 
is a fixed amount that does not take into account 
the actual cost of coverage for American families, 
resulting in:  

Insufficient support for the purchase of •	
family insurance.  The value of the tax credit 
is insufficient for a family of any size.  The 
$5,000-per-family tax credit is far below 
the $12,680 average cost of a private family 
insurance plan purchased through an employer.21    

Reduced support over time.•	   Unlike the 
current tax subsidies that keep pace with the 

growth in insurance premiums (approximately 
7 percent annually),22  Sen. McCain’s tax credit 
would only be adjusted at the rate of inflation 
(about two percent annually).   This means 
that the effectiveness of the tax credit will be 
reduced overtime as premiums continue to 
increase.  By 2014, the average premium will 
be approximately $18,400, leaving a shortfall 
of $13,400.  

Failure to recognize family size.•	   Foremost, 
the “one-size-fits-all” design of the family tax 
credit is inherently biased against families with 
children.  Children are generally less expensive 
to insure than adults, but each child raises the 
cost of the family’s insurance plan.  Despite 
this, the value of the McCain tax credit will not 
change for a couple even after they have a child 
and face higher insurance costs.  A family will 
get the same $5,000 tax credit regardless of the 
number of children they have.  Based on this 
design, families are penalized for every child. 

 
Inadequate support for higher-cost states.  •	
Health insurance costs vary from state to 
state.  In 2006, the most recent year for which 
state-level data is available, the total premium 
cost for family ESI coverage ranged by more 
than $3,000 between some states.   Under the 
McCain plan, families in states with higher 
premiums would face higher costs, but not 
receive additional tax credit support.

tenS of MillionS of cHildRen could 
be baRRed fRoM inSuRance due to 
PReexiSting conditionS.

McCain’s stated goal in replacing the current 
tax exemption with a tax credit is to move 
Americans from employer-sponsored insurance 
into the individual market.  However, Americans 
currently face significant challenges in obtaining 
and affording coverage in the individual market 
– especially if they have a pre-existing health 
condition, as increasing numbers of children do.  

bAcKgroUnd 

There are 74.4 million children living in the 
United States,24  and the population under 18 is 
expected to surpass 78 million in 2015.25  While 
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children are less likely than adults to have chronic 
diseases, the number of children facing poor health 
status is rising, and more and more children are 
at risk for developing a chronic disease in their 
lifetimes.  

A 2007 report showed that 26 percent of children 
had at least one chronic disease, and 6 percent had 
two or more chronic conditions,26  for a total of 
19 million children.  And evidence suggests this 
number will increase:

The percent of children whose activity is •	
limited by their chronic condition increased 
to 7.3 percent of children under 18 in 2006 
compared to 6.6 percent in 1997.27   

Asthma is the most common chronic disease •	
among children, and the percentage of children 
with the disease increased by more than 4 
percent each year from 1980 to 1996.28  This is 
a disease that disproportionately affects low-
income and minority children.  

As shown in Table 1, overweight rates •	
have more than doubled for all age groups.  
Overweight children and teens are 60 
percent more likely to have risk factors for 
cardiovascular disease, and are more likely to be 
at risk for developing asthma and diabetes.30 

 

table 1. prevAlence oF overweight AMong 
children And Adolescents increAsing over tiMe

Ages 1976-1980 2003-2004 percent increase

2-5 years 5.0% 13.9% 178%

6-7 years 6.5% 18.8% 189%

12-19 years 5.0% 17.4% 248%

soUrce: centers for disease control and prevention, “childhood 
overweight,” available at http://www.cdc.gov/nccdphp/dnpa/obesity/
childhood/index.htm.  

In short, even children who don’t have a chronic 
condition today are more likely than ever before 
to develop a chronic disease in their lifetime.  For 
example, if current lifestyle trends continue, one in 
three children will one day develop diabetes.   

the MccAin heAlth plAn & childrens coverAge

the MccAin plAn:  
on AMericAns with preexisting conditions  

The McCain health plan would encourage the 
expansion of the individual market.  Sen. McCain 
acknowledges that Americans with pre-existing 
conditions often have trouble securing coverage 
in that market where insurers can choose to deny 
coverage altogether due to a pre-existing medical 
condition, or may exclude coverage of that condition 
for a period of time, often up to a year or more.31  
Thus, he has proposed a Guaranteed Access Plan to 
expand and offer some federal funding for state high-
risk pools.  These pools have traditionally provided 
access to insurance for “medically uninsurable” 
patients. Sen. McCain has suggested that as much as 
$20 billion in federal funding could be available for 
this effort.

MccAin iMpAct:   
eMphAsis on individUAl MArKet coUld iMpAir 
Access to cAre For children with chronic 
conditions

The McCain plan does not address the individual 
market practices, which make coverage unavailable 
and unaffordable for those with pre-existing 
conditions.  For example, most states allow 
individual market insurers to use information on 
an applicant’s health status to determine coverage 
offers and set premium rates, a process known as 
health underwriting.  Studies have shown that the 
result is 89 percent of those seeking coverage on the 
individual market are turned down or simply give 
up.32   This means that under the McCain plan, 19 
million children with pre-existing conditions could 
be left uncovered, including those with conditions 
which can be costly to manage or even fatal, such as 
diabetes, asthma, autism, and cancer. 

In addition, critics have questioned whether McCain’s 
pledge of $20 billion in federal funding for high-
risk pools will be sufficient to help the number of 
Americans who may find themselves uninsurable 
under his reform plan.33  Even if uninsurable children 
were able to access coverage for high risk pools, 
existing state programs often provide less than 
adequate coverage.  Most high-risk pools have higher 
than standard premiums, limited benefits, waiting 
periods, and, often, policies that exclude the pre-
existing conditions that made it impossible to obtain 
coverage in the private market.34   
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tenS of MillionS of cHildRen will loSe 
conSuMeR PRotectionS.  

McCain’s plan to expand the individual market 
includes a proposal to allow insurers to sell policies 
across state lines, a practice currently prohibited. 
This would lead to the erosion of current state-
enforced consumer protection laws, and could leave 
families vulnerable.

bAcKgroUnd

States have enacted laws that mandate insurers to 
offer insurance benefits or cover certain populations, 
or somehow limit the premiums insurers can 
charge. Insurance industries in some states are 
more heavily regulated than others, offering higher 
levels of consumer protections. Some mandates 
are specifically aimed at ensuring that children are 
covered and/or receive certain services through their 
insurance. These mandates are often targeted at 
vital medical services for children, or at underserved 
or at-risk populations.

Mandated benefits.•	   One type of consumer 
protection takes the form of a mandated benefit, 
which insurers are required to include in health 
insurance policies. For example, 31 states 
require insurers to include well-child care visits 
in insurance benefit packages.35  Mandated 
benefits make insurance more comprehensive, 
although the additional benefits raise the cost 
of insurance.36   

Mandated populations. •	  Another type of 
insurance consumer protection is mandated 
coverage of certain child populations. For 
example, 44 states require insurers to allow 
children to continue on their parents’ insurance 
through age 18.37   

Rate protections.•	   To further protect 
consumers, some states restrict insurers 
from charging premiums that vary based on 
the applicant’s health status. This practice, 
generally known as “community rating,” can 
take different forms, but all serve to protect 
insurers from taking advantage of the sickest 
consumers. As of December 2007, 18 states 
imposed some sort of limits on rating in the 
individual insurance market, but only two 
states (New Jersey and New York) require 

“pure community rating” where premiums 
cannot vary at all based on health status, age, or 
gender.38    

the MccAin plAn:  
on consUMer protections in heAlth cAre

The McCain reform plan states the intention to 
“improve the quality of health insurance with 
greater variety to match people’s needs, lower 
prices, and portability.” According to the McCain 
plan, a key mechanism for achieving this is 
reducing the regulation of insurance by allowing 
insurers to sell policies across state lines.  This will 
allow insurers to choose which state’s regulations 
they wish to follow, and reduce consumers’ ability 
to hold insurers accountable through their state 
regulatory bodies.  

MccAin iMpAct:  
decreAsing consUMer protections thAt help 
children receive the beneFits they need

A recent analysis of the McCain plan’s proposal 
to allow insurers to sell across state lines suggests 
that it will “make it harder and more expensive for 
many Americans to buy quality health coverage.”39   
Insurers would no longer need to abide by state 
regulations limiting premium costs for those with 
medical conditions, and could deny coverage for 
nearly any reason.  

In addition, this policy would limit families’ access 
to policies that have adequate coverage.  Millions of 
children in every state currently benefit from some 
consumer mandate protections, but some states 
have more protections than others.  The McCain 
plan would allow insurers to exclude benefits that 
children and families need.  

Table 2 (see page 7) shows some examples of 
protections that will be lost.  See Appendix A for 
a full list of state child-specific benefit protections 
and Appendix B for a list of child-specific access 
mandates. 
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table 2. Millions oF children beneFit FroM 
stAte MAndAtes

condition or population number of children in states 
with benefit requirement

well child visits 55 Million

Autism related-care 18 Million

lead poisoning 15 Million

Mandated Access for 
dependent students

17 Million

Mandated Access for 
non-custodial children

8 Million

Many of the mandated benefits are preventive 
in nature (e.g., newborn hearing and sickle cell 
screening, early intervention services, well-child 
care, etc.) and others are intended to diagnose, 
treat, and manage conditions (e.g., autism-specific 
mandates, cleft lip and palate treatment, PKU 
formula, etc.).  The purpose of both types of 
mandated benefits are to ensure that children get 
the treatment they need to prevent disease and/or 
manage conditions if they have them.  Ultimately 
the mandates are aimed at improving children’s 
well-being and health, but McCain’s plan would 
leave children vulnerable. 

For example, California mandates insurers to cover 
pediatric asthma education, including supplies and 
medicine for treatment and management.  This not 
only helps improve quality of life for the children, 
but it can also help reduce health costs.  The lack of 
an asthma management plan is the top indicator of 
whether California children and teens with active 
asthma regularly experience symptoms.40  Under 
the McCain plan, it will be possible for these 
children to be enrolled in a plan from another state 
that does not require such coverage. This leaves the 
California children without the coverage that they 
may need and are guaranteed today.  The result 
could be reduced health status and higher health 
costs in terms of unnecessary emergency visits. 

Public PRogRaMS foR low-incoMe 
cHildRen face an unceRtain futuRe.

Medicaid and SCHIP, public health coverage 
programs, have played an integral role in expanding 
access to coverage and health care for America’s 

most vulnerable children – the disabled and low-
income.  Despite their importance, Sen. McCain has 
announced that he will significantly cut Medicaid 
spending.

bAcKgroUnd

Public insurance programs, like Medicaid and 
SCHIP, cover 26.4 percent, or more than one-
quarter, of all children younger than 19, and 50.4 
percent of all low-income children younger than 
19.41  With eligibility expansions over the past 
decade, Medicaid and SCHIP have reduced the 
number of low-income uninsured children by 
one-third,42  and have helped mitigate the effects 
of declining employer-sponsored coverage for 
children.43 As the nation heads towards an economic 
downturn, families may find it harder to retain 
their insurance, and states will be strained by 
increased demand for public coverage.  For instance, 
with each one-percentage point increase in the 
unemployment rate, an estimated 600,000 children 
would be otherwise uninsured were it not for public 
programs.44   

Public programs have improved the health of the 
country’s poorest and most vulnerable children, and 
have done so in a less costly and more efficient way 
than private insurance. Enrollment in Medicaid 
and SCHIP has been associated with an increased 
likelihood of having a usual source of care, a 
decrease in emergency department visits, improved 
health status, and reduced problems among 
asthmatic children.45  

Research has shown that Medicaid is a cost-effective 
way of covering children.  Total medical spending 
for a low-income child with private coverage is 37 
percent higher than for children with Medicaid.46  
 
Nevertheless, Medicaid and SCHIP programs face 
certain challenges, most notably the enrollment 
of eligible children. An estimated seven of every 
ten uninsured children are eligible for Medicaid or 
SCHIP but are not enrolled.47 This suggests these 
programs could cover more uninsured children, but 
as state officials consider options regarding outreach 
activities, simplifying the enrollment processes, 
and strategies to improve retention, they often face 
budget and financing issues, such as the uncertainty 
of future federal SCHIP funding.
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the MccAin plAn:  
on pUblic progrAMs

Consistent with his history of supporting cuts 
to Medicaid funding (including $10 billion in 
2005), Sen. McCain recently announced that he 
would cut $1.3 trillion over ten years from the 
Medicare and Medicaid programs.48  Assuming 
those cuts are allocated to Medicare and Medicaid 
based on the size of the programs, the proportional 
cut to Medicaid would be $419 billion over ten 
years.49  An analysis of the proposed cuts shows 
that Medicaid spending would not meet increases 
in inflation or enrollment.  The federal funding 
shortfall would cause states to reduced enrollment 
or benefits, or both.  Enrollment cuts could 
disproportionately affect children, many of whom 
are not in the mandatory populations that states are 
required to cover.

In addition, Sen. McCain has shown a lack of 
support for maintaining the SCHIP program.  In 
2007, Sen. McCain voted against the original 
SCHIP reauthorization bill (H.R. 976), 
and supported President Bush’s veto of that 
legislation.50  On the Senate floor, Sen. McCain 
expressed disappointment that “SCHIP coverage 
has been extended to middle-income children,” or 
children in families of four with incomes between 
$42,400 and $53,000 a year.51  Sen. McCain’s 
health reform plan does not mention the SCHIP 
program.  

In interviews on the topic of public coverage 
programs, Sen. McCain has indicated he would 
promote increased state flexibility for Medicaid 
programs.  In particular, the candidate supports 
increasing the role of private insurance plans in 
providing coverage to eligible families.52   This 
could weaken the financial stability of the programs 
to the extent private insurance options are used by 
healthier families.53

 
MccAin iMpAct: 
increAsing UncertAinty For stAtes 
seeKing to expAnd coverAge And Access 
For low-incoMe children

Despite Medicaid and SCHIP’s central role in 
supporting coverage for children, the states would 
have little choice under the McCain plan other 
than to reduce the size and scope of their Medicaid 
programs in response to federal budget cuts.  

His Medicaid cuts also target many low-income 
children.  While the federal government requires 
states to cover certain populations under Medicaid, 
29 states and the District of Columbia used an 
option to extend Medicaid eligibility to children 
above the FPL.54  As an optional population, these 
children could likely be targeted for Medicaid 
enrollment cuts first.

Without strong federal funding support, states 
will have greater difficulty providing children’s 
coverage, much less expanding coverage. If states 
begin to enact policies to restrict enrollment for 
budget reasons, the decade-long success of Medicaid 
and SCHIP could begin to unravel, leaving 
increasing numbers of children uninsured.  

IV. Options to Further 
Improve Children’s 
Coverage under McCain

The McCain plan places children in danger of 
losing coverage in the group market, reduces their 
insurance protections, and will reduce public 
options.  There are changes that could be made to 
the McCain plan in order to help more children 
secure coverage. While these changes may be 
significant, they are essential to ensuring that 
families can obtain coverage for their children. The 
McCain plan could be improved by:

Assuring affordable coverage with a higher •	
tax credit. The most important change to the 
McCain plan would be to make the tax credit 
more child-friendly. For example, the tax credit 
could be adjusted to account for the number 
of children in a family so that a family can 
obtain insurance for all of the children, rather 
than penalizing families for each child. The 
tax credit could also be adjusted to account for 
low-income families who have more difficulty 
affording coverage; children with special health 
care needs who often have higher medical bills; 
and for variation in state insurance costs. 

Prohibiting children’s coverage denials •	
based on pre-existing conditions. The 
McCain plan could be changed to account for 
children with pre-existing conditions who are 
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likely to be denied coverage. For example, the 
McCain plan could require guarantee issue 
or community rating for children, which 
would require plans to sell coverage to every 
child applicant, or charge the same amount of 
premiums to all children. Sen. McCain does not 
support community rating, yet as Dr. Jonathon 
Gruber stated, “If McCain doesn’t tax the 
healthy to pay for pre-existing conditions, as 
happens under community rating, he has to tax 
the taxpayer. That means his plan will require 
huge subsidies he’s not talking about.”55  

Ensuring insurance protections for •	
children. Access to timely and necessary care 
is important for children to develop healthfully,  
and mandatory child protections are one way 
that states ensure that insurance companies 
serve children to that purpose.  Sen. McCain 
could further regulate the insurance market 
and encourage the expansion of common state-
mandated benefits, like well-child care visits, 
and mandated populations, such as students. 

Expanding and strengthening Medicaid •	
and SCHIP.  Children will be better served if 
the McCain plan protected and even expanded 
these important safety net programs.  Sen. 
McCain could encourage enrollment of 
eligible children, such as the simplification of 
application and renewal procedures, which may 
also achieve administrative savings. Promoting 
outreach activities to help find eligible but 
uninsured children could help reduce the 
number of uninsured children through the 
existing program.  However, the McCain plan 
could also provide new resources to support 
state efforts to expand Medicaid and SCHIP to 
cover more uninsured children and strengthen 
the safety net.

V. Conclusion

The McCain plan proposes a radical shift in 
America’s health coverage system, but it would do 
more to disrupt than strengthen children’s coverage. 
The proposed tax credit is insufficient for families, 
and biased against children, especially those with 
special health needs or pre-existing conditions. 

Furthermore, the McCain plan leaves children and 
families stripped of state protection laws, thrown 
into the expensive individual insurance market, 
and vulnerable to uninsurance. There are, however, 
improvements to the McCain plan that could do 
more for children’s coverage. The McCain plan 
could make the tax credit more family-friendly, 
further strengthen and fund Medicaid and SCHIP, 
and ensure that consumers are protected so that 
insurance will be available and affordable for 
American families. 
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Appendix A

Select Mandated Benefits by State, 2008
Alphabetical by Condition

benefit benefit definition States with a Mandate total children under 18 
with Mandate 
(unless otherwise noted) 

autism Autism is a brain disorder that 
affects three areas of development: 
communication, social interaction, 
and creative or imaginative play. 
Mandate provides for evaluation 
and treatment.

11 states (colorado, delaware, 
georgia, iowa, indiana, Kentucky, 
Maryland, new jersey, new york, 
south carolina, tennessee)

17,618,000

blood lead Poisoning blood lead poisoning is a specific-
substance poisoning that may be 
derived from lead sources such as 
lead-based paint, folk medicine and 
imported pottery. Mandate provides 
for evaluation and treatment.

7 states (california, delaware, 
Massachusetts, Missouri, new jersey, 
rhode island, wisconsin)

16,418,000

cleft lip and Palate cleft lip and cleft palate are 
congenital defects, or birth defects.  
treatments vary but may include 
several different types of services, 
e.g., surgery. Mandate provides for 
evaluation and treatment.

14 states (colorado, Florida, idaho, 
indiana, louisiana, Maryland, 
Minnesota, north carolina, 
nebraska, south carolina, Utah, 
virginia, washington, wisconsin)

1,094,000 newborns

early intervention 
Services

provides for reimbursement up to 
$5,000 per child from birth to 
age three, including speech and 
language therapy, physical therapy, 
case management, nutrition service 
plan development and review, 
nursing services and assistive 
technologies.

3 states (colorado, new hampshire, 
rhode island)

387,000

newborn Hearing 
Screening

testing newborns for hearing related 
disorders.  Mandate provides for 
evaluation.

17 states (Alaska, delaware, Florida, 
indiana, Massachusetts, Maryland, 
Missouri, Montana, north carolina, 
north dakota, nebraska, new 
jersey, new Mexico, rhode island, 
texas, virginia, west virginia)

1,356,000 newborns

newborn Sickle cell 
Screening

A chronic, usually fatal anemia 
marked by sickle- shaped red 
blood cells, occurring most often 
in people of African descent, and 
characterized by episodic pain in 
the joints, fever, leg ulcers. Mandate 
provides for evaluation.

3 states (nebraska, oklahoma, 
rhode island)

91,000 newborns

Pediatric asthma 
education

Asthma is a chronic respiratory 
disease characterized by 
reoccurring attacks of labored 
breathing, chest constriction and/
or coughing. Mandate provides 
benefits for equipment, supplies, 
and medication for the diagnosis, 
treatment and management of 
asthma and for asthma self-
management education. 

1 state (california) 9,633,000
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Pku/formula inherited metabolic diseases such as 
phenylketonuria (pKU), which is a 
genetically determined abnormality 
caused by a missing enzyme 
called phenylalanine hydroxylase.  
Mandate provides for evaluation, 
education, treatment and supplies 
like formula or special foods. 

32 states (Alaska, Arkansas, 
Arizona, california, colorado, 
connecticut, Florida, hawaii, 
indiana, Kentucky, louisiana, 
Massachusetts, Maryland, Maine, 
Minnesota, Missouri, Montana, 
north dakota, new hampshire, 
new jersey, new Mexico, nevada, 
new york, oklahoma, oregon, 
pennsylvania, south dakota, 
tennessee, texas, Utah, vermont, 
washington)

51,555,000

well child care provides for reimbursement up to 
$5,000 per child from birth to 
age three, including speech and 
language therapy, physical therapy, 
case management, nutrition service 
plan development and review, nurs-
ing services and assistive technolo-
gies.

3 states (colorado, new hampshire, 
rhode island)

387,000

wilms’ tumor testing newborns for hearing related 
disorders.  Mandate provides for 
evaluation.

17 states (Alaska, delaware, Florida, 
indiana, Massachusetts, Maryland, 
Missouri, Montana, north carolina, 
north dakota, nebraska, new 
jersey, new Mexico, rhode island, 
texas, virginia, west virginia)

1,356,000 newborns
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Appendix B

Select Mandates for Access to Insurance, 2008

Population Population defined States using that Population total children 
Protected 

adopted children children legally becoming part 
of a family – whether or not 
biological to the parent(s).

43 states (Alaska, Arkansas, Arizona, california, 
colorado, connecticut, Florida, georgia, hawaii, iowa, 
idaho, illinois, indiana, Kansas, louisiana, Massachusetts, 
Maryland, Minnesota, Mississippi, Montana, north 
carolina, nebraska, north dakota, nebraska, new 
Mexico, nevada, new york, ohio, oklahoma, oregon, 
pennsylvania, rhode island, south carolina, south dakota, 
tennessee, texas, Utah, virginia, vermont, washington, 
wisconsin, west virginia, wyoming)

43,786 children 
adopted in 2006

continuation 
dependents

A dependent may stay on 
parents’ health insurance 
coverage through the end of the 
year in which he or she reaches 
a certain age by law.

44 states (Arkansas, Arizona, california, colorado, 
connecticut, delaware, Florida, georgia, iowa, illinois, 
indiana, Kansas, Kentucky, louisiana, Massachusetts, 
Maryland, Maine, Minnesota, Missouri, Mississippi, 
Montana, north carolina, nebraska, north dakota, new 
hampshire, new jersey, new Mexico, nevada, new 
york, ohio, oklahoma, oregon, pennsylvania, rhode 
island, south carolina, south dakota, tennessee, texas, 
Utah, virginia, vermont, washington, wisconsin, west 
virginia)

3,738,000
18-year-olds

dependent 
students

similar to continuation 
dependents. A student may stay 
on parents’ health insurance 
coverage through the end of 
the year in which they reach a 
certain age by law – typically 
through age 22, but some states 
have moved it to age 30.

30 states (colorado, connecticut, delaware, Florida, 
georgia, idaho, indiana, louisiana, Massachusetts, 
Maryland, Maine, Michigan, Minnesota, Montana, 
north dakota, nebraska, new hampshire, new jersey, 
new Mexico, oregon, pennsylvania, rhode island, 
south dakota, tennessee, texas, Utah, virginia, vermont, 
washington, west virginia)

16,938,000 
individuals 18-25

non-custodial 
children

even if the parent is not the 
custodial parent, the child may 
be covered under the parent’s 
health plan.

11 states (colorado, connecticut, Maine, Minnesota, 
Montana, north dakota, new Mexico, oregon, 
tennessee, Utah, wyoming)

7,603,000 children 
under 18
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