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The Poverty Measure
Income poverty is defined by the
federal government using food cost as a
basis. Each year, a monetary threshold
 commonly called the federal poverty
line (FPL)  is set, and families as well
as the individuals who comprise those
families are considered poor if their
family income falls below the threshold
for their family size. In 2007, a family
of four is considered poor if their gross
annual income falls below $20,650.
Income poverty is also discussed in
terms of percentage of the FPL.
Extreme poverty is defined as half the
poverty line, or 50% FPL; lowincome is
defined as twice the poverty line, or
200% FPL.

Realizing a Vision of Child and Youth
Well-Being in Illinois
Childhood is an important time of emotional, physical, cognitive, and social development, and each
plays an important role in helping children grow into healthy, productive adults. Illinois has made
initial investments in the health and development of children. Most notably, Illinois has
taken important steps to ensure public health insurance coverage for all children regardless of
income and status.
As recently as 2003, Illinois’ state children’s health insurance program, KidCare, ranked 39th in the
nation with only 18 percent of eligible children enrolled. Due to concerted outreach efforts, Illinois’
rank improved to 18th by the following year with 35 percent of eligible children enrolled  the
second largest increase of all states.1 In July of 2006, Illinois implemented the All Kids program,
which absorbed children’s Medicaid and KidCare and offers health insurance coverage on a sliding
fee scale for every child in Illinois. All Kids established Illinois as a leader in extending coverage to
children, and as of April 2007, 50,000 previously ineligible, uninsured children had coverage
through the program, with a total of 1.3 million Illinois children covered.2
Additionally, Illinois was the first state in the nation to offer health insurance coverage to the
parents of children who are eligible for the state’s child health insurance program. Through the
creation of FamilyCare, parental coverage increased by 227 percent.3 This coverage increase is
significant in light of research that shows that lowincome uninsured parents are three times as
likely to have uninsured children as insured parents.4 Research also shows that parent enrollment
in Medicaid increases enrollment of children, and that when parents are insured their children gain
better access to care.5
Along with these expansions of public health insurance coverage are efforts to move toward a
“medical home” model of care that emphasizes primary and preventive care for both children and
adults with public health insurance coverage. 6 This model, called Illinois Health Connect, aims to
achieve better patient outcomes and increase the costeffectiveness of health care services.
While these efforts are vital first steps in helping children and youth realize healthy lives, they are
indeed only first steps. The effects of poverty experienced by many Illinois families
translate into a higher risk for negative child health outcomes and more difficulty
accessing the health care children need to thrive. Children from poor families are still less
likely to be insured, and Black and Hispanic Illinois children are 2.5 times less likely to have public
health insurance coverage as White children.7 Lack of health insurance coverage greatly
contributes to unfavorable health outcomes for many poor and minority children and youth and
diminishes the ability of poor families to adequately respond to their children’s health needs. Illinois
must continue with efforts to enroll poor and minority children in the All Kids program as a first
step in helping improve health outcomes.
For those with coverage, many poor and lowincome families face a gap between having insurance
and accessing the care their children need to become and stay healthy. The number of doctors,
dentists, and mental health professionals who accept patients with public insurance falls far short
of meeting the demand, and in many places in the state there is a severe lack of providers who
accept public insurance within a reasonable distance from where families live. Filling this gap
requires concerted efforts to expand the number and geographic dispersion of health care
professionals across the health spectrum who accept public insurance and is a critical step in
ensuring children and youth can lead healthy lives.
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Families in Illinois not only experience difficulty finding health care professionals that accept public
insurance for their children, but they also have trouble obtaining regular and preventive physical
health care, getting mental health needs met, accessing oral health services, obtaining nutritious
food, and for older youth, acquiring insurance.
Helping children and youth become and stay healthy requires a holistic approach in which all the
components of health are addressed. Health is more than the absence of disease; it encompasses
complete physical, mental, and social wellbeing. In order to realize comprehensive child and youth
wellbeing, the following components need to be in place:
§
§
§
§
§
§
§

Affordable health insurance coverage for those who need it that covers prevention, early
diagnosis, and treatment
A coordinated and streamlined health system that minimizes barriers to accessing coverage and
care
Health care professionals who accept public insurance with offices in close proximity to where
people with that insurance live
Medical homes for all children in which the doctor knows the child’s medical history and where
parents know they can take their children for needed checkups and treatment
Preventive care and treatment for physical, mental, and oral health
Nutritional support to promote healthy development
Appropriate insurance coverage and care for parents so they can maintain healthy lives to care
for their children

What follows in this report is a description of access challenges in the areas of physical health,
mental health, oral health, proper nutrition, and insurance coverage for older youth. In addition
to the critical step of enrolling additional doctors, dentists, and mental health
professionals in Medicaid, Illinois can implement the following concrete
recommendations in order to achieve the components of comprehensive child and youth
wellbeing outlined above. These recommendations are realistic next steps that can be
implemented in the near future to help Illinois enhance its status as a leader in the field of child
health.

Building on our Success: Where to go from Here
§

Expand existing school health centers, and establish new centers in communities
of need.

§

Engage in outreach efforts to enroll Licensed Clinical Social Workers as
Medicaid providers and education efforts aimed toward families with Medicaid
enrolled children.

§

Expand dental sealant programs to reach more lowincome children and
increase Medicaid reimbursement rates for restorative procedures.

§

Implement universal school breakfast in districts with high percentages of low
income students.

§

Extend eligibility of All Kids to include youth through age 24.
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The Relationship Between Child
Poverty and Health
Alone, poverty or health problems can have serious consequences for a child. But the
reality is that poverty and health intersect in a child’s life; poverty is exacerbated by
health problems and health problems are intensified by poverty. The effects of
poverty experienced by many Illinois families translate into a higher risk for negative
child health outcomes and more difficulty accessing the health care children need to
thrive.
Growing up in poverty has adverse effects on children’s physical, cognitive, and
emotional health. Compared to their nonpoor counterparts, poor children are:
§
§
§
§
§
§
§

More likely to be low birth weight and have a greater risk of infant
mortality.8
Twice as likely to be in poor health.9
Three to four times as likely to suffer lead poisoning.10
More likely to have unmet medical and dental needs.11
More likely to experience injuries from accidents.12
More likely to experience developmental delays and learning
disabilities.13
At greater risk for suffering from behavioral or emotional problems.14

The intersection of poverty and health in a child’s life is further compounded by the fact
that poverty often limits options and opportunities for adequately addressing health
issues. Poor families are less likely to have emergency funds available to respond to
health crises, and poor children are less likely to have a medical home, more likely to
rely on emergency rooms for routine care, and despite recent investments, are less
likely to have health insurance coverage.15

Child and Youth Poverty in Illinois
§
§
§

§
§
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Over half a million children live in poverty.16
1 in 5 children live in lowincome working families.17
Children are disproportionately affected by poverty,
making up 25% of Illinois’ population, but 35% of
those in poverty.18
1 in 5 youth ages 18 to 24 live in poverty.19
15% of youth ages 18 to 24 are not enrolled in
school, are not working, and have no degree beyond
high school.20

Existing Gaps and Targeted Solutions

The following pages look at children’s physical, mental, and oral health, as well as nutrition issues
and insurance coverage. In each of the following sections, these two questions are posed:

“What are the barriers to achieving a healthy life for poor and lowincome children and
youth in this area?”
“What can we do to ensure all children and youth have access to the care they need to
become healthy, productive adults?”

The answers to the first question illuminate gaps in care and access problems for many children
and youth in Illinois. The second question elicits recommendations for targeted solutions that can
be effective in building upon Illinois’ successful insurance expansions in order to realize a vision of
expanded access to care and complete wellbeing for all children and youth.
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Physical Health

Q:

What are the barriers to achieving a healthy life for poor and lowincome
children and youth in the area of physical health?

A:

The physical health of poor Illinois children and youth is
compromised by limited access to regular care, lack of preventive
care, and disparities among racial and ethnic groups.

Many Illinois children and youth lack preventive care, personal doctors, and medical
homes in which the doctor knows the child’s medical history and where parents know they can
take their children for needed checkups and treatment.
§
§

20% of Illinois children did not have a preventive medical care visit in the previous year.21
52% of Illinois children do not have a personal doctor or nurse who knows the child, and to
whom parents take their children to when they need checkups and treatment.22

Lower income Illinois
children are less likely to
be in excellent or very
good health than their
higher income
counterparts.23
There are a number of
health outcomes and risk
behaviors that emerge as
children get older that
highlight the importance
of prevention:
§

§
§
§

Parents Reporting their Child's Health to Be Excellent or
Very Good, by Income
93.2%
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70.0%
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and teens from age 10 to
over
24
17 are obese.
52% of Illinois children
and teens do not exercise regularly.25
Youth ages 10 to 19 constitute nearly 40% of Illinois’ Chlamydia and Gonorrhea cases.26
In the past month, of all Illinois youth ages 12 to 17: 141,000 have used tobacco, 190,000
have used alcohol, 147,000 have used marijuana, and 50,000 have used other illicit drugs.27

Minority children and youth in Illinois often have worse health outcomes
and more difficulty accessing needed health services.
§
§
§
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67% of Hispanic children and 59% of Black children do not have a medical home compared to
46% of White children.28
26% of Hispanic children did not receive preventive medical care visits in the previous 12
months compared to 19% of both White and Black children.29
66% of Hispanic parents and 79% of Black parents describe their child’s health excellent or
very good, compared to 91% of White parents.30
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Physical Health

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Expand existing school health centers, and establish new centers in
communities of need.

School health centers (SHCs) provide primary care, mental health, oral health, and
preventive health care services to students and are located on school grounds or nearby.
These centers offer affordable, comprehensive, and ageappropriate health services to children and
youth and significantly increase students’ access to care, particularly among lowincome students
who may otherwise have a difficult time accessing comprehensive medical treatment. Research
shows many health benefits of SHCs:
§

§
§
§
§
§
§

SHCs have demonstrated that they attract hardertoreach populations, especially minorities
and males, and that they do a better job than community health centers or HMOs at getting
them crucial services such as mental health care and highrisk behavior screens.31,32
There can be significant increases in health care use by students who use school health centers
compared to those who do not have access to a SHC.33
SHC medical services can help decrease absences by 50% among students with three or more
absences in a 6week period.34
Students who receive mental health services from SHCs can experience dramatic declines in
school discipline referrals.35
School health centers can reduce inappropriate emergency room use among regular users of
school health centers.36,37
Elementary school health centers have shown a reduction in hospitalization and an increase in
school attendance among innercity school children with asthma.38,39
SHCs can reduce Medicaid expenditures related to inpatient, drug, and emergency room use.40

Fiftytwo school health centers operate in Illinois, and there are 10 more centers in the planning
stage. In the 20042005 school year,* 38 SHCs reported enrolling over 82,000 students and
providing over 102,600 health care visits. The cost is less than $39.00 per student each year.
Each year in Illinois SHCs save an estimated:41
§ $233,000 to $342,000 by reducing asthma hospitalizations
§ $1.77 million by providing immunizations
§ $2.50 million by reducing emergency room visits
School health centers are a viable strategy for ensuring children and youth have a
regular place of care for both treatment and preventive care, and for addressing risk
behaviors.

*This is the most recent year for which data are available.
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Mental Health

Q:

What are the barriers to achieving a healthy life for poor and lowincome
children and youth in the area of mental health?

A:

Many Illinois children and youth do not have access to needed mental
health services.

Mental health is a critical component to
overall child and youth wellbeing.
Mental health problems in children can
manifest as poor weight gain, slow growth,
delayed cognitive and physical development,
aggressive or impulsive behavior, sleep
problems, and inconsolable crying. Any of
these can lead to a number of negative
outcomes including persistent fear and
stress, school failure, teenage childbearing,
unstable employment, and violence.42

Number of Psychologists and Psychiatrists
Accepting Medicaid by County, 2006

Many Illinois children do not have
access to mental health treatment, yet
without early intervention, many may
face much more severe mental health
problems later in life.43
§

§

§

37% of Illinois children with current
emotional, developmental, or behavioral
problems did not receive any type of
mental health care in the previous
year.44
1 in 10 Illinois children suffers from a
mental illness that is severe enough to
need treatment, but in any given year,
only about 20% of them receive mental
health services.45
Hispanic Illinois children are less likely to
receive needed mental health services:
71% did not receive needed services
compared to 33% of white children.46

Illinois has a shortage of mental health
service providers for people with public
insurance. Only 16 percent of
psychiatrists and psychologists in
Illinois accept public insurance.47

0 MedicaidAccepting
Psychiatrists or Psychologists
1 – 9 MedicaidAccepting
Psychiatrists or Psychologists
10 or more MedicaidAccepting
Psychiatrists or Psychologists
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Mental Health

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Engage in outreach efforts to enroll Licensed Clinical Social Workers
as Medicaid providers and education efforts aimed toward families
with Medicaidenrolled children.

Children and youth need broader access to mental health services in order to succeed in
school and have healthy relationships with their families and peers. Half of all lifetime
cases of mental illness begin by the age of 14.48 Delays in diagnosing and treating mental illness
can lead to a more severe, more difficult to treat illness, and to the development of additional
mental illnesses. Investing additional resources in the mental health of Illinois children and youth
today will substantially reduce future spending on more complex problems when they become
adults.
There are nearly 9,000 Licensed Clinical Social Workers (LCSWs) in Illinois who are licensed to
provide mental health services.49 Mental health is the specialty of approximately 37 percent of
LCSWs.50 LCSWs hold master degrees, are professionally trained to operate under a code of ethics,
are licensed and regulated by the state of Illinois, and have a professional commitment to serving
underserved populations. Under federal law and recently under Illinois state law, LCSWs can be
directly reimbursed by Medicaid for their services.
The recent change in Illinois to allow LCSWs to be directly reimbursed for the services they are
licensed to provide will significantly increase the number of mental health professionals available to
children and youth with public insurance and will expand the service provider and service setting
options for their families. Implementing this policy change holds particular promise in areas where
there are shortages of mental health providers who accept public insurance.
However, a change in law is simply the first step in expanding access to mental health care. This
effort’s success depends on the extent to which LCSWs are aware of their expanded options for
billing and families are aware that they can access mental health services for their children in
additional settings. Increasing access to mental health services for children and youth
must include outreach efforts to enroll LCSWs as Medicaid providers and education
efforts aimed toward families with Medicaidenrolled children. Such efforts will facilitate
greater access to the mental health care lowincome children and youth need to develop into
healthy adults.
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Oral Health

Q:

What are the barriers to achieving a healthy life for poor and lowincome
children and youth in the area of oral health?

A:

Many Illinois children have untreated oral health needs and lack
preventive care.

A child cannot be
completely healthy without
having sound oral health.
Untreated oral diseases and
conditions can have a
significant impact on a child’s
quality of life. The pain
associated with many oral
diseases and conditions can
render concentration difficult,
leading to diminished school
performance and increased
days absent. Additionally, oral
disease can present barriers to
speaking, chewing, swallowing,
can contribute to loss of self
esteem, and can ultimately
lead to worse oral health
problems as adults.51
§
§
§

Percent of Illinois Children with Teeth in Fair or Poor Condition,
by Income
25.0%
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Cavities are the most common chronic childhood disease, occurring five to eight times as
frequently as asthma, the next most common chronic childhood disease.52
55% of Illinois third graders have suffered from the damaging effects of tooth decay.53
30% of Illinois third graders have untreated cavities.54

Percent of Illinois Children Not Receiving all Needed Dental Care,
by Incom e
14.4%

099% FPL
12.1%

100199% FPL
3.3%

200399% FPL

4.0%

400% FPL and over
0.0%
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6.0%

8.0%

10.0% 12.0% 14.0% 16.0%

Prevention is the surest
measure in the fight against
childhood oral disease, yet 28
percent of Illinois children did
not see a dentist for routine
preventive care in the past 12
months. Research has shown
that children who are poor
and minority children are
more likely to have teeth that
are in fair or poor condition
and are less able to access
the care they need to
maintain healthy teeth and
mouths.55

Oral Health

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Expand dental sealant programs to reach more lowincome children
and increase Medicaid reimbursement rates for restorative
procedures.

Tooth decay, an infective and sometimes painful condition, can largely be prevented by providing
all children and youth with access to timely exams and direct interventions that include education
to prevent decay, appropriate amounts of fluoride supplementation, and dental sealants. Dental
sealants consist of a thin plastic coating applied to the chewing surfaces of molars to prevent tooth
decay and are a proven cavityprevention effort. Furthermore, dental sealants are costeffective:
on average, a dental sealant costs over three times less than a filling.56
§
§

The rate of schoolage children receiving dental sealants has risen over the past several
decades; however, there has been no increase for children from lowincome families.57
Only 27% of Illinois third graders have dental sealants.58

The Illinois Department of Public Health operates a Dental Sealant Grant Program, which provides
grants to local communities to implement dental sealant programs to serve lowincome children.
The dental sealant program operated in 44 of Illinois’ 102 counties in the fiscal year 2007, reaching
50,953 children and applying 53,019 sealants. Increasing available funds to support the dental
sealant program will help maintain and build needed infrastructure to reach more children.
Many children have oral health needs that are well beyond that of dental sealants. Children with
existing decay need restorative therapies, such as fillings and other more complex procedures. The
current low rate of Medicaid reimbursement does not come close to the cost of providing such care
and discourages dentists from accepting patients with public health insurance. Consequently,
children and youth who need these procedures often face a large gap in ongoing oral health care.
Expanding the Dental Sealant Grant Program and increasing the Medicaid reimbursement
rate for restorative procedures, coupled with efforts to increase the number of dentists
in all areas of the state who accept public insurance, will result in more lowincome
children receiving the proper oral health assessment, treatment, and preventive oral
health care they need.
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Proper Nutrition

Q:

What are the barriers to achieving a healthy life for poor and lowincome
children and youth in the area of proper nutrition?

A:

Providing proper nutrition is difficult for lowincome families on
limited budgets.

Proper nutrition is a vital component of healthy living
for children and youth. Yet when families have low
incomes, it can be a struggle to purchase
enough food for the family, let alone the more
costly nutritious food that children and youth
need for proper development and robust
immune systems. Over 12 percent of Illinois
households experience food insecurity or
hunger.59

Percent of Children Receiving
Food Stamps, 2006

Families are increasingly relying on
supports to ensure that their children do
not go hungry:
§

§

Nearly 820,000 Illinois children received
Food Stamps in 2006 – making up nearly
half of all Illinois Food Stamp recipients.60
46% of Illinois students received school
lunches in 2006 through the National
School Lunch Program, a federally
assisted meal program operating in
schools for lowincome children – up from
42% in 2001.61

Families who are struggling to get by are
often forced to take measures to make food
last longer. This may mean skipping breakfast
before school or only eating breakfast
sporadically. Missing breakfast and
experiencing hunger lead to a variety of
negative health and educational
outcomes:
§

§

§

12

Children experiencing hunger have lower
math scores and are more likely to have
to repeat a grade.62
Behavioral, emotional, and academic
problems are more prevalent among children
experiencing hunger.63
Youth who do not eat breakfast tend to have
a higher body mass index, an indication of
being overweight or obese.64
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6.0%19.9% of children receiving
Food Stamps
20.0%34.9% of children receiving
Food Stamps
35.0% or more children receiving
Food Stamps

Proper Nutrition

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Implement universal school breakfast in districts with high
percentages of lowincome students.

The School Breakfast Program reduces hunger among lowincome children while
improving their health and nutrition. Children and youth who eat breakfast have increased
school attendance, are more attentive, have higher academic achievement, fewer school nurse
visits, fewer classroom discipline problems, and are far less likely to be overweight since skipping
breakfast is associated with obesity.65
The National School Lunch Program and the School Breakfast Program are important tools in
guaranteeing that lowincome children have nutritious food in their stomachs to get them through
the school day and maximize their learning potential. In Illinois, the Childhood Hunger Relief Act
mandates that schools with over 40 percent of students eligible for the Lunch Program also offer
eligible students the option of breakfast. Despite this mandate and the well documented benefits of
a healthy breakfast to start a child’s day off right:
§
§

§

Less than one third of Illinois lowincome (i.e. free and reducedprice eligible) students who
receive School Lunch on an average day also participate in the School Breakfast Program.66
Between the 20042005 and the 20052006 school year, the number of Illinois lowincome
students in the School Breakfast Program grew by over 13%, yet Illinois still has the second
lowest percentage of lowincome students participating in the program in the country.67
In the Chicago Public School system, only 29% of lowincome School Lunch students participate
in the Breakfast Program.68

Implementing a universal breakfast program, rather than an optional program, in Illinois
districts with a high percentage of lowincome students can significantly increase low
income student participation in the program since it reduces stigma and eliminates fee
barriers for many lowincome families. School districts that offer breakfast free to all students
are more successful in enrolling lowincome children who are most likely to need breakfast. Low
income student participation rises even more in districts that make breakfast part of the school day
by serving breakfast in the classroom.69
Raising participation in the School Breakfast Program will also increase federal dollars going into
school districts. For example, if the Chicago Public School district raised participation in the School
Breakfast Program to 70 percent of the Lunch Program – a realistic achievement if universal
breakfast were implemented – the district would receive an additional $25.3 million in federal
funding and would serve a needed nutritional breakfast to 116,080 additional lowincome
students.70
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Insurance

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Many older youth in Illinois lack health insurance coverage which
limits their ability to access health care.

In recent years, Illinois has prioritized
insuring children ages 0 through 18,
yet youth through the age of 24
are not eligible for public health
insurance coverage. Many of these
youth do not have access to health
insurance because if they are not
enrolled in school, they cannot
typically be on their parent’s
insurance. Additionally, youth who do
not have children of their own or do
not have a disability, are typically not
eligible for public insurance. Many of
these youth are working in lowwage
or entrylevel jobs that do not offer
health benefits or that require them to
pay substantial portions of the costs –
which they cannot afford to do.
19 to 24 year old Illinoisans
have the highest rate of
uninsurance of any age
group. While these youth
comprise only 9 percent of the
Illinois population, they represent
17 percent of Illinois’ uninsured
population. Youth with low
incomes are significantly more
likely to be uninsured than
higherincome youth.71

Rates of Uninsured Illinoisans by Age, 2006
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by Income
50.0%
40.0%
30.0%
20.0%

47.2%
41.6%
27.9%
18.6%
13.0%

While constituting a relatively
10.0%
healthy group:
§ The rate of injury for 18 to 24
0.0%
year olds is 19% higher than
099% FPL
100%
200%
300%
400% FPL
that of 0 to 17 year olds,
199%
FPL
299%
FPL
399%
FPL
and over
32% higher than that of 25 to
44 year olds, and 102%
higher than that of 45 to 64
year olds.72
§ Uninsured people who experience accidental injury are less likely to receive any medical care
and if they do, they are twice as likely to not receive needed followup care.73
§ 18 to 24 year olds are the least likely of any age group to have a usual place to go for medical
care.74
14
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30.0%

Insurance

Q:

What can we do to ensure all children and youth have access to the care they
need to become healthy, productive adults?

A:

Extend eligibility of All Kids to include youth through age 24.

The age range of 19 to 24 years is a critical time in the lives of many youth that includes a
transition from school to work with new independence and freedom. Not having health insurance
during this juncture presents a serious threat to the safety and stability of Illinois youth and can
result in serious health and financial costs that follow them well into the future.
Having health insurance can lead to improved health outcomes and better access to care.75
Expanding the full package of All Kids coverage to youth through age 24 will help lowincome
Illinois youth receive preventive care, address problems before they grow into more serious issues,
and ensure they do not incur devastating financial consequences that force them to start adulthood
with significant medical debt. Moreover, having access to medical care at this age can help youth
form a relationship with health care professionals that carries well into adulthood. Research has
established a link between poor health and decreased annual earnings, which is problematic not
only for an individual, but also for the state, which feels the effects of reduced labor force
participation and work effort through fewer tax revenues.76
Illinois cannot afford to not insure these youth who are the future backbone of the state’s
workforce. In fact, young adults are the least expensive age group to insure.77 By launching
youth into adulthood with this necessary safeguard to address health issues as they
arise rather than letting them manifest into more difficult problems, and to head off the
physical, emotional, and financial consequences of unexpected accidents or health
events, the state can make an investment that will reap solid health and economic
returns.
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Building on our Success:
Where to go from Here
Illinois has been a groundbreaking leader in offering health care coverage for all children, and we
must build upon this foundation to improve health care access and availability and address all of
the components of health and wellbeing for Illinois children and youth. This requires concerted
efforts to expand the number and geographic dispersion of health care professionals across the
health spectrum who accept public insurance and continued work to enroll poor and minority
children in the All Kids program. In addition, the highlighted suggestions in this report offer
concrete ideas on how to further promote health and wellbeing so all Illinois children and youth
can thrive:
§

Expand existing school health centers, and establish new centers in communities of need.

§

Engage in outreach efforts to enroll Licensed Clinical Social Workers as Medicaid
providers and education efforts aimed toward families with Medicaidenrolled children.

§

Expand dental sealant programs to reach more lowincome children and increase
Medicaid reimbursement rates for restorative procedures.

§

Implement universal school breakfast in districts with high percentages of lowincome
students.

§

Extend eligibility of All Kids to include youth through age 24.

Incorporating these suggestions are important steps in building on Illinois’ investments in health
care coverage to become the national leader in ensuring comprehensive child and youth wellbeing.

The Mid-America Institute on Poverty (MAIP) is the policy and research arm of
Heartland Alliance for Human Needs & Human Rights. MAIP provides a source of reliable
information and data to elected officials, government agencies, media, nonprofits,
community groups, and other advocates to promote effective policies, programs, and
systems change.

Heartland Alliance for Human Needs & Human Rights champions the
human rights and improves the lives of men, women, and children who are threatened by
poverty or danger. For more than 100 years, Heartland has been providing solutions –
through services and policy – that move individuals from crisis to stability and on to
success. Heartland’s work in housing, health care, legal protections, and economic security
serves more than 100,000 people annually, helping them build better lives.

16

Building on our Success

Endnotes

1

Rich, R.F., & Elkins, C.L. (n.d.). Children’s health care in Illinois: Where are we and where are we going? In C. Herring (Ed.), The state of the state of Illinois, 2006 (pp. 7088). Chicago: Institute of
Government and Public Affairs, University of Illinois.
2
Coughlin, T.A., & Cohen, M. (2007, August). A race to the top: Illinois’s All Kids Initiative. Washington DC: Urban Institute & Kaiser Commission on Medicaid and the Uninsured.
3
Rich, R.F., & Elkins, C.L. (n.d.). Children’s health care in Illinois: Where are we and where are we going? In C. Herring (Ed.), The state of the state of Illinois, 2006 (pp. 7088). Chicago: Institute of
Government and Public Affairs, University of Illinois.
4
Schwartz, K. (2007, June). Spotlight on uninsured parents: How a lack of coverage affects parents and their families. Kaiser LowIncome Coverage and Access Survey. Washington DC: Kaiser Commission
on Medicaid and the Uninsured.
5
Kaiser Commission on Medicaid and the Uninsured. (2007, February). Health coverage for lowincome parents. Key Facts. Washington DC: Author.
6
Bouman, J., Cohen, F.H., Chizewer, D.J., Altman, S., & Yates, T. (2007, MayJune). Litigation to improve access to health care for children: Lessons from Memisovski v. Maram. Clearinghouse Review,
Journal of Poverty Law and Policy, 41, 129.
7
U.S. Census Bureau, Current Population Survey Annual Social and Economic Supplement 20052007, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
8
Gershoff, E. T., Aber, J.L., & Raver, C.C. (2003). Child poverty in the U.S.: An evidencebased conceptual framework for programs and policies. In R.M. Lerner, F. Jacobs, & D. Wertlieb (Eds.), Promoting
positive child, adolescent, and family development: A handbook of program and policy innovations (pp. 81136). Thousand Oaks, California: Sage Publications.
9
Ibid.
10
Ibid.
11
Ibid.
12
Ibid.
13
Duncan, G.J., BrooksGunn, J., & Klebanov, P.K. (1994). Economic deprivation and early childhood development. Childhood Development, 65, 296318.
14
Ibid and Kalil, A.K., & ZiolGuest, K.M. (2006, May 8). Lifetime income level, stability, and growth: Links to children’s behavior, achievement, and health. Chicago: Center for Human Potential and Public
Policy, The Harris School of Public Policy Studies, University of Chicago.
15
U.S. Census Bureau, Current Population Survey Annual Social and Economic Supplement 20052007, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
16
U.S. Census Bureau, American Community Survey 2006, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
17
Annie E. Casey Foundation. (2006). Kids count statelevel data online. Retrieved May 2, 2007, from http://www.kidscount.org
18
U.S. Census Bureau, American Community Survey 2006, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
19
Ibid.
20
Annie E. Casey Foundation. (2006). Kids count statelevel data online. Retrieved August 7, 2007, from http://www.kidscount.org
21
National Survey of Children’s Health. (2003). Illinois State Profile. Retrieved May 31, 2007, from http://nschdata.org/DataQuery/
22
Ibid.
23
Ibid.
24
Annie E. Casey Foundation. (2003). Kids count statelevel data online. Retrieved May 31, 2007, from http://www.kidscount.org
25
Ibid.
26
Illinois Department of Public Health. (2007, April). Adolescents at risk: Statistics on HIV/AIDS, STDs, and unintended pregnancy. Retrieved August 10, 2007, from
http://www.idph.state.il.us/aids/materials/adol_hiv_fs.htm
27
U.S. Department of Health & Human Services, Substance Abuse and Mental Health Services Administration, Office of Applied Studies. (2007, April). National Survey on Drug Use and Health, 2004 and
2005. Retrieved August 10, 2007, from http://www.oas.samhsa.gov/geography.htm
28
National Survey of Children’s Health. (2003). Data Query. Retrieved May 31, 2007, from http://nschdata.org/DataQuery/
29
Ibid.
30
National Survey of Children’s Health. (2003). Data Query. Retrieved May 31, 2007, from http://nschdata.org/DataQuery/, calculation conducted by the MidAmerica Institute on Poverty of Heartland
Alliance.
31
Juszczak, L., Melinkovich, P., Kaplan, D. (2003). Use of health and mental health services by adolescents across multiple delivery sites. Journal of Adolescent Health, 32S, 108118.
32
Kaplan, D.W., Calonge, B.N., Guernsey, B.P., Hanrahan, M.B. (1998). Managed care and SBHCs. Use of health services. Archives of Pediatric and Adolescent Medicine, 152(1), 2533.
33
Kisker, E.E., & Brown, R.S. (2002). Do SBHCs improve adolescents’ access to health care, health status, and risktaking behavior? Journal of Adolescent Health, 18, 335343.
34
Hall, L.S. (2001). Final Report — Youth and Family Centers Program 2000–2001 (REIS011722). Dallas: Dallas Independent Schools District, Youth and Family Centers Program.
35
Ibid.
36
Key, J.D., Washington, E.C., Hulsey, T.C. (2002). Reduced emergency department utilization associated with SBHC enrollment. Journal of Adolescent Health, 30, 273278.
37
Santelli, J., Kouzis, A., et al. (1996). SBHCs and adolescent use of primary care and hospital care. Journal of Adolescent Health, 19, 267275.
38
Webber, M.P., Carpiniello, K.E., Oruwariye, T., Yungtai, L., Burton, W.B., & Appel, D.K. (2003). Burden of asthma in elementary school children: Do SBHCs make a difference? Archives of Pediatric and
Adolescent Medicine, 157, 125129.
39
Lurie, N., Bauer, E.J., Brady, C. (2001). Asthma outcomes in an innercity SBHC. Journal of School Health, 71(9), 916.
40
Adams, E.K., Johnson, V. (2000). An elementary SBHC: can it reduce Medicaid costs? Pediatrics, 105(4 Pt 1), 780788.
41
Illinois Coalition for School Health Centers. (n.d.). Reducing costs, improving health – costs and benefits of Illinois school health centers. Chicago: Illinois Maternal and Child Health Coalition.
42
Melchiorre, D. (2006, November). Children’s mental health. Special Report. Chicago: Voices for Illinois Children.
43
Ibid.
44
National Survey of Children’s Health. (2003). Illinois State Profile. Retrieved May 31, 2007, from http://nschdata.org/Content/StatePrevalence.aspx?geo=Illinois
45
VanLandeghem, K. (2003, April). Children’s mental health: An urgent priority for Illinois. Final Report. Chicago: Illinois Children’s Mental Health Task Force.
46
National Survey of Children’s Health. (2003). Data Query. Retrieved May 31, 2007, from http://nschdata.org/DataQuery/
47
Voices for Illinois Children. (2007). Illinois kids count 2007: The state of children’s health. Chicago: Author.
48
National Institute of Mental Health. (2005, June 6). Mental illness exacts heavy toll, beginning in youth. Press Release. Retrieved August 20, 2007, from http://www.nimh.nih.gov/press/mentalhealthstats.cfm
49
Illinois Department of Financial and Professional Regulation. (2007, June 22). Roster of Licensed Clinical Social Workers in Illinois. On file with author.
50
Whitaker, T., Weismiller, T., & Clark, E. (2006). Assuring the sufficiency of a frontline workforce: A national study of licensed social workers. Executive summary. Washington DC: National Association of
Social Workers.
51
U.S. Department of Health and Human Services. (2000, November). Healthy People 2010. 2nd ed. Washington DC: U.S. Government Printing Office.
52
Ibid.
53
IFLOSS. (2007, Spring). Oral health care in Illinois: Comprehensive care for children & families. The Illinois Oral Health Plan II. Springfield, IL: Illinois Department of Public Health.
54
Ibid.
55
National Survey of Children’s Health. (2003). Data Query. Retrieved June 15, 2007, from http://nschdata.org/DataQuery/
56
IFLOSS. (2007, Spring). Oral health care in Illinois: Comprehensive care for children & families. The Illinois Oral Health Plan II. Springfield, IL: Illinois Department of Public Health.
57
U.S. Department of Health and Human Services. (2000, November). Healthy People 2010. 2nd ed. Washington DC: U.S. Government Printing Office.
58
IFLOSS. (2007, Spring). Oral health care in Illinois: Comprehensive care for children & families. The Illinois Oral Health Plan II. Springfield, IL: Illinois Department of Public Health.
59
Nord, M., Andrews, M., & Carlson, S. (2006, November). Household food security in the United States, 2005. Economic Research Report Number 29. Washington DC: U.S. Department of Agriculture
Economic Research Service.
60
Illinois Department of Human Services, Bureau of Research & Analysis (2007, June). Count of persons receiving Food Stamps during calendar year 2006. On file with author.
61
Illinois State Board of Education. (n.d.). Nutrition programs, Free and ReducedPrice Meal eligibility data. Retrieved December 6, 2006, from
http://www.isbe.state.il.us/nutrition/htmls/eligibility_listings.htm, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
62
Food Research and Action Center. (n.d.). Breakfast for learning. Child Nutrition Fact Sheet. Washington DC: Author.
63
Ibid.
64
Ibid.
65
Levin, M. (2007, August). School breakfast in America’s big cities. Washington DC: Food Research and Action Center.
66
Cooper, R., Levin, M., Adach, J., Parker, L., & Weill, J. (2006, December). School breakfast scorecard 2006. Washington DC: Food Research and Action Center.
67
Ibid.
68
Levin, M. (2007, August). School breakfast in America’s big cities. Washington DC: Food Research and Action Center.
69
Ibid.
70
Ibid.
71
U.S. Census Bureau, Current Population Survey 20052007 Annual Social and Economic Supplement, Microdata, calculation conducted by the MidAmerica Institute on Poverty of Heartland Alliance.
72
Center for Disease Control and Prevention, National Center for Health Statistics, Health Data for All Ages. (2007). Health care access and use, Injury visits to the emergency dept by intent and mechanism,
all ages: U.S., 20022004. Retrieved June 11, 2007, from http://209.217.72.34/hdaa/ReportFolders/ReportFolders.aspx
73
Hadley, J. (2007, March). Insurance coverage, medical care use, and shortterm health changes following an unintentional injury or the onset of a chronic condition. Journal of American Medical Association,
297(10), 10731084.
74
Center for Disease Control and Prevention, National Center for Health Statistics (2007, June). Early release of selected estimates based on data from the 2006 National Health Interview Survey – Usual place
to go for medical care. Hyattsville, MD: Author.
75
Hadley, J. (2002, May). Sicker and poorer: The consequences of being uninsured. Washington DC: Kaiser Commission on Medicaid and the Uninsured.
76
Ibid.
77
Dorn, S. (2004, September). Towards incremental progress: Key facts about groups of uninsured. Washington DC: Economic and Social Research Institute.

MidAmerica Institute on Poverty of Heartland Alliance 17

MidAmerica Institute on Poverty of
Heartland Alliance for Human Needs & Human Rights
4411 North Ravenswood Avenue
Chicago, Illinois 60640
Ph 773.336.6075
Fx 773.506.6649
maip@heartlandalliance.org
www.heartlandalliance.org/maip/

