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ABSTRACT. Child health care financing must maxi-
mize access to quality, comprehensive pediatric and pre-
natal health care. This policy statement replaces the 1998
policy statement by the same title. Changes reflect recent
state and federal legislation that affect child health care
financing. The principles outlined in the statement will
be used to evaluate the changing structure of child health
care financing.

ABBREVIATIONS. AAP, American Academy of Pediatrics;
SCHIP, State Children’s Health Insurance Program.

INTRODUCTION

The American Academy of Pediatrics (AAP) ad-
vocates for universal and insured financial ac-
cess to quality health care for all newborns,

infants, children, adolescents, young adults (through
21 years of age), and pregnant women (hereafter
referred to as children and pregnant women). The
financing of such universal access should provide a
comprehensive benefit package that should include
but not be limited to preventive care services recom-
mended by the AAP, acute and chronic care services,
pregnancy-related services, mental and behavioral
health services, and emergency care services without
condition exclusions. Current financing systems
must be improved to maximize access to quality,
comprehensive pediatric and prenatal care. These
systems should include ongoing, timely enhance-
ment of coverage to ensure children’s access to ap-
propriate new technologies, such as improved im-
munizations and screening for genetic and metabolic
diseases. Furthermore, reimbursement should be
closely tied to quality of care as demonstrated by
objective measures recommended by the Institute of
Medicine.1

Inequitable financing of health care contributes to
the current level of preventable mortality and mor-
bidity among children and pregnant women in the
United States. There is growing evidence that access
to comprehensive and continuous care, including
preventive care and behavioral and mental health
services, leads to positive health outcomes and de-
creased health expenditures.2 Poor and near-poor
children who were up-to-date on their well-child
visits in the first 2 years of life had fewer avoidable

hospitalizations.3 Expansion of ambulatory care co-
ordination and other supportive services led to de-
creased lengths of hospital stays and total inpatient
expenditures among children with chronic condi-
tions.4 Comprehensive follow-up care decreased the
risk of life-threatening illness in the first year of life
among high-risk inner-city infants without increas-
ing costs.5 One analysis of mental health parity leg-
islation found that the number of hospital days for all
causes decreased by 70% and payments for mental
health services as a portion of total health expendi-
tures decreased from 6.4% to 3.1%.6 Although the
establishment of the State Children’s Health Insur-
ance Program (SCHIP)7 (Title XXI of the Social Secu-
rity Act8) has not created universal coverage for chil-
dren, it has been an important opportunity to expand
insurance coverage to a large portion of uninsured
children. In addition, SCHIP partially addresses the
current inequity of financing.9 Care must be taken to
provide resources for the financial needs of chil-
dren’s health care even in the face of increasing adult
health care expenditures. The AAP is concerned with
the implications of state Health Insurance Flexibility
and Accountability waivers, because the funds for
new enrollee coverage will be derived only from cuts
in existing benefits and increases in cost sharing for
individuals, including poor children and their fami-
lies. As the public and private sectors and the AAP
work to expand the structure of health care financ-
ing, the following principles will be used to evaluate
proposed changes. These principles will be integral
in ensuring that SCHIP, regardless of whether states
have established new programs or expanded Medic-
aid, provides access to quality health care.
1. Children’s Rights to Access to the Health Care
System
• All children and pregnant women have a right to

comprehensive health care that is fully portable
and ensures continuous coverage.

• Financial barriers should not prevent children and
pregnant women from receiving comprehensive
health care.

• One children’s health care financing program
without means testing and with uniform eligibility
and benefits and simplicity of administrative pro-
cedures should be created.

• When families cannot be covered by private insur-
ance, the public has an obligation to provide
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health insurance for them, particularly for chil-
dren and pregnant women.

• Health care financing should permit children and
their families to choose health care professionals
who will provide quality pediatric care.

• Children should be able to access pediatricians or
family physicians whose offices will serve as med-
ical homes10 providing continuity of care, and
pregnant women should be able to access obste-
tricians, family physicians, and internists.

• All plans should be required to include in their
panel of providers all pediatric medical subspe-
cialties, pediatric surgical specialties, and inpa-
tient facilities having designated pediatric units.

• Managed care plans should provide access to
emergency care consistent with the “prudent lay-
person standard,” such that a prudent layperson
could reasonably expect the absence of immediate
medical attention to result in 1) placing the health
of the plan member in serious jeopardy; 2) serious
impairment to bodily functions; or 3) serious dys-
function of any bodily organ or part.7

• Health care plans should ensure that access and
referral processes for mental and behavioral health
specialists are equivalent to those for physical
health services. Health care plans should also rec-
ognize that pediatricians often provide mental
health care in their offices and should be reim-
bursed for these services. Furthermore, health
plans should also encourage improved communi-
cation and coordination between primary care
physicians and behavioral health organizations.

2. Standards for Equity, Comprehensiveness, and
Quality Improvement
Health care financing should:

• Support and fund health care that is provided in a
culturally sensitive, family centered, flexible man-
ner. Competition among health financing and de-
livery plans should be based on access, service,
and quality and not solely on economics. Benefits
and requirements for administrative efficiencies,
such as uniform claim forms and payment, should
be standardized among programs.

• Cover all health care needs of children as defined
by the AAP statement “Scope of Health Care Ben-
efits for Newborns, Infants, Children, and Adoles-
cents Through Age 21 Years,”11 Bright Futures:
Guidelines for Health Supervision of Infants, Children,
and Adolescents,12 and Bright Futures in Practice:
Mental Health.13

• Include incentives to promote continuity and co-
ordination of care by primary care physicians
whose practices serve as medical homes.

• Recognize that chronically ill children have special
needs requiring appropriate reimbursement of
evaluation and management, care coordination
and case management, team meetings and confer-
ences, and medically indicated interventions and
surgeries.

• Be structured to encourage preventive care and
screening for early detection and treatment of
physical and mental illness. Such care has been

shown to improve quality of life and decrease the
risk of psychosocial morbidities.14–18

• Incorporate appropriate mechanisms for monitor-
ing and reporting quality of care measurements
specific to children. These should include assess-
ments of process and outcome indicators, access to
care, and patient satisfaction.

Additional recommended standards for health insur-
ance policies include:

• Health care insurers should be prohibited from
denying coverage after an appropriate waiting pe-
riod through the use of preexisting condition ex-
clusion clauses or severely restrictive medical un-
derwriting practices.

• All private and public health insurance policies
should fulfill the following requirements: 1) no
limitation of coverage or reimbursement because
of chronic or recurring illnesses; 2) no premium
rate increases on the basis of experience; and 3)
guaranteed renewability and portability of insur-
ance coverage with no disruption as patients move
between Medicaid, SCHIP, and commercial plans.

• The specifications and limitations of all health fi-
nancing plans should be stated clearly and readily
understood by all families and physicians.

• Regulations governing health care financing
should encourage access to quality pediatric pri-
mary, medical subspecialty, surgical specialty, and
mental and behavioral health care.

• Health insurers should define medical necessity as
health and health-related services that: assist in
achieving, maintaining, or restoring health and
functional capacity; are appropriate for age and
developmental status; and take into account the
specific needs of the child.19

• Appropriate reimbursement should be available
for medical care provided via telephone and e-
mail and for telemedicine.

3. Standards for Cost Containment
• Cost containment is essential but must not impair

the quality of care delivered. Physicians should
play an important role in establishing principles of
evidence-based medicine, validating the measure-
ments used, and ensuring quality of care in any
cost-containment process.

• Controlling costs should be the combined respon-
sibility of families, clinicians, third-party payers,
pharmaceutical companies, medical product/sup-
ply manufacturers and other manufacturers, em-
ployers, and administrators of health care delivery
systems.

• Financial incentives should be used to encourage
health care delivery systems to provide a medical
home for all children and emphasize preventive
care, early detection, and comprehensive diagno-
sis and treatment, thus promoting quality and ef-
ficiency.

• Health care financing should encourage delivery
of services in the most medically appropriate and
cost-effective settings.

• Health care insurers should recognize the un-
needed extra cost involved with individualized
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and nonstandardized requirements for provider
participation. Standardization among programs
for administrative efficiency, such as uniform cre-
dentialing, claim forms, referral processes, and
payment systems will aid in achieving cost effec-
tiveness.

• Cost sharing should not be applied to preventive
or health supervision services, such as immuniza-
tions and well-child visits.

• The same cost sharing amounts and principles
applied to physical health services should be ap-
plied to mental health and behavioral health ser-
vices.

• Innovative models of health care financing should
be carefully evaluated before assuming that they
are relevant to the needs of children.
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All policy statements from the American Academy of
Pediatrics automatically expire 5 years after publication unless
reaffirmed, revised, or retired at or before that time.
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