Children’s Health and Family Income
T 1\ Wisconsin Family Health Survey, 2009-2011

Research indicates a positive relationship between household income and the health of family
members, including children. For example, children in higher-income households have been shown
to have better overall health status, fewer chronic health conditions, and fewer health-related activity
limitations than children in low-income families.1-3 Results from the 2009-2011 Wisconsin Family
Health Survey (FHS) indicate that an estimated 34% of the state’s children lived in low-income
families, defined by a household income of less than two times the federal poverty threshold, putting
them at comparatively greater risk for poor health.4
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Children’s Health Insurance Coverage

As health insurance is the primary means of paying for medical care in the United States, a lack of
insurance can be a significant barrier to health care access. According to FHS, 96% of Wisconsin
children had health insurance coverage at the time of the survey interview.

As shown in Figure 3, the vast majority Figure 3. Children's Health Insurance Type by Family

of children above the low-income 100% Income, 20092011

threshold were covered by private 0%

insurance, such as insurance provided 0%

by a parent’s employer. In contrast, an 0%

estimated 41% of low-income children m Private
were covered by private insurance, and o m Public
52% were covered by public insurance, Uninsured
such as Medicaid (BadgerCare). ao%

Seven percent of low-income children z

were uninsured, compared to only 1% of 10%

children above the low-income 0% 6% 1%
threshold. Research indicates that Low-income Above low-income

) . . Source: Wisconsin Family Health Survey, 2009-2011
uninsured children are three times more ource: fisconsin Famty Realth survey

likely to have an unmet health need than privately insured children.>

While most children are covered by some type of health insurance, low-income children were more
likely to have lapses in their health insurance coverage. FHS data indicate that 88% of low-income
children had continuous health insurance coverage (i.e., no lapses in insurance during the 12-month
period prior to the survey). By comparison, 97% of children who live in families that are above low-
income had continuous health insurance coverage.

Children’s Access to Care

In 2009-2011 an estimated 21% of all children had not received a routine physical exam in the last
year. Children with health insurance were more likely to have had a routine physical exam than were
children without health insurance (80% vs. 52%).

Research indicates that poor oral health is associated with health conditions such as diabetes, heart
disease, and respiratory disease, making it important to receive regular oral care from a young age.6
The American Academy of Pediatric Dentistry recommends that children receive their first dental
examination at the time of first tooth eruption and no later than 12 months of age.” The most
common recommended interval for dental exams is every six months. According to FHS, an estimated
19% of Wisconsin children over the age of one had not seen a dentist in the past year. Low-income
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Results of the 2009-2011 Family Health Survey support a positive relationship between family income
and the health and health care of children. While children from low-income families were at a greater
risk for poor health outcomes, most children in Wisconsin were in good to excellent health, had health
insurance coverage, and were receiving regular medical care. For more information on the Family
Health Survey see http://www.dhs.wisconsin.gov/stats/familyhealthsurvey.htm

Data Source and Endnotes

Unless otherwise noted, estimates were calculated from FHS, 2009-2011. FHS is a statewide, random-sample telephone
survey of Wisconsin households. Once weighted, the survey results represent all people living in Wisconsin households. The
survey is designed to provide estimates of health insurance coverage, various health conditions, and use of health care
services for all members of a household. For this report, analysis was limited to households that had at least one child
under the age of 18. In total, the 2009-2011 dataset consists of 2,121 households where at least one member of the
household was under the age of 18. The total number of children in the survey was 4,127.
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