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ABSTRACT OF THE DISSERTATION 

 

Do Health Insurance Policies which Split Children within the Same Household  

into Different Publicly-financed Programs 

Affect Rates of Enrollment or Utilization of Basic Health Care Services? 

 

by 

Barbara Anne Wentworth 

Doctor of Philosophy in Health Services 

University of California, Los Angeles, 2015 

Professor Moira Inkelas, Chair 

  

Background 

A  child’s  eligibility  for  publicly-financed insurance is based upon household factors such 

as family income and state of residence,  as  well  as  a  child’s  own  characteristics  

including age and citizenship status.  As a result, eligibility policies can fracture children 

living in the same household into different eligibility categories for insurance programs.   

 

Purpose 

This analysis considers two questions.  First, it investigates whether children living in 

households in which siblings are split by eligibility into different insurance programs, or 

between eligibility and ineligibility, are more likely to be uninsured compared to children 

who are eligible for the same program as their siblings.  Second, the analysis examines 
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whether children who receive insurance from a different publicly-financed program 

compared to one or more siblings, including covered children who have uninsured 

siblings, have lower rates of utilization for basic health services compared to children 

with the same publicly-financed coverage as their siblings.   

 

Methods  

The 2008 Current Population Survey Annual Social and Economic Supplement is used 

for the eligibility analysis.  The population consists of children who are eligible for 

Medicaid or CHIP, reside in states with separate CHIP programs, and live with at least 

one other child.  The 2008 Survey of Income and Program Participation is used for the 

utilization analysis.  The population consists of children who are enrolled in a publicly-

financed insurance program and who live with at least one other child.  The services 

examined include an annual physician visit, an annual dental visit, and use of dental 

sealants.  Logistic regression is used for both analyses. 

 

Results 

The eligibility analysis does not find a significant difference in the odds of being 

uninsured among children in split-eligible households compared to those in households 

in which all children are eligible for the same program.  The second analysis finds that 

split-enrolled children have lower odds of having had a dental visit in the last year 

compared to children in uniformly-enrolled households, and the same odds of having 

had a physician visit and of having used dental sealants.  
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Two unexpected findings are notable.  Children covered by CHIP had lower odds of 

having obtained each service compared to children with Medicaid.  Children living in 

Medicaid Expansion states also appeared to have more equitable access to services 

across personal and household characteristics compared to children in separate CHIP 

states (although this was not examined for statistical significance). 

 

Conclusions 

These findings suggest that split-eligibility and split-enrollment do not pose the obstacle 

to  children’s  enrollment  in  coverage  and  access  to  care  as  hypothesized.    Dental visits 

were the exception.  Two unexpected findings raise questions about variations in 

access to care among children covered by publicly-financed insurance.  Greater 

attention is warranted to explore ways in which Medicaid and Medicaid Expansion 

states may be outperforming CHIP and separate CHIP states, and how those lessons 

may be applied to improve both programs. 
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Introduction  
 

 
“[P]eople generally function economically and socially as part of a family unit.  

This  mismatch  between  insurers’  eligibility  criteria  and  a  family’s  definition  of  

itself  affects  the  coverage  patterns  of  families  and,  ultimately,  the  family’s  well-

being.  The mismatch and resulting uninsurance within the family also have 

important  implications  for  the  public  debate  about  expanding  coverage.”1   

  Health Insurance Is a Family Matter, Institute of Medicine, 2002 
 
 
The health care community is increasingly recognizing the importance of family-

centered  care,  which  embraces  “the  philosophies,  principles  and  practices  that put the 

family  at  the  heart  or  center  of  services.”2  In Health Insurance Is a Family Matter, the 

Institute of Medicine (IOM) emphasized the importance of the family structure with 

respect to insurance decisions3,  and  extensive  research  shows  that  parents’  access  to  

care  influences  their  children’s  insurance  status  and  utilization  of services.4  Families 

                                                      
1 Committee on the Consequences of Uninsurance, Institute of Medicine. (2002). Health Insurance Is a 
Family Matter. Washington, DC: National Academy Press.  
 
2 Schor, E.L., & American Academy of Pediatrics Task Force on the Family. (2003). Family Pediatrics: 
Report of the Task Force on the Family. Pediatrics; 111(6 Pt 2), 1539 –1587. Retrieved from 
http://pediatrics.aappublications.org/content/111/Supplement_2/1541.long 
 
3 Committee on the Consequences of Uninsurance, Institute of Medicine. (2002). Health Insurance Is a 
Family Matter. Washington, DC: National Academy Press. 
 
4 E.g. Sommers, B.D. (2006). Insuring Children or Insuring Families: Do Parental and Sibling Coverage 
Lead to Improved Retention of Children in Medicaid and CHIP? Journal of Health Economics, 25(6), 
1154-69.  Also, Dubay, L., & Kenney, G. (2003). Expanding Public Health Insurance to Parents: Effects 
on  Children’s  Coverage  under  Medicaid.  Health Services Research, 38(5), 1283-1301.  Also, Aizer, A., & 
Grogger, J. (2003). Parental Medicaid Expansions and Child Medicaid Coverage. National Bureau of 
Economic Research. Working Paper No. 9907.  Also, Ku, L., & Broaddus, M. (2006). Coverage of Parents 
Helps Children Too. Center on Budget and Policy Priorities. Retrieved from 
http://www.cbpp.org/cms/?fa=view&id=754 .  Also, Committee on the Consequences of Uninsurance, 
Institute of Medicine. (2002). Health Insurance Is a Family Matter. Washington, DC: National Academy 
Press. Retrieved from http://books.nap.edu/openbook.php?record_id=10503&page=R1 
 

http://pediatrics.aappublications.org/content/111/Supplement_2/1541.long
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Sommers%20BD%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'J%20Health%20Econ.');
http://www.cbpp.org/cms/?fa=view&id=754
http://books.nap.edu/openbook.php?record_id=10503&page=R1
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purchasing private insurance typically are considered a family unit.  Yet public insurance 

eligibility is based on multiple characteristics of the individual, without taking into 

consideration the family context.   

 

For example, Medicaid uses different income thresholds for different ages, while the 

Children’s  Health  Insurance  Program  (CHIP) covers low income children who fall 

outside  Medicaid’s  eligibility  range but under a state-determined ceiling.  As a result, in 

some families older children are covered under a CHIP program at the same federal 

poverty level at which a younger child is covered by Medicaid; or, an older child may be 

ineligible for any program while a younger child may be eligible for coverage.  In 

addition, citizenship requirements can lead to families in which children born in the U.S. 

are eligible for publicly-financed insurance, while their siblings who are not U.S. citizens 

remain ineligible.  As a result, families do not always have a consistent source of 

insurance across all children.  In these cases, parents must navigate more than one 

program to ensure that their children are covered, or they must navigate publicly-

financed insurance for some family members while other family members are ineligible.   

 

Despite the potential effect of split-eligibility policies on enrollment, the impact of one 

child’s  program  eligibility  and  coverage  status  on  sibling  insurance  eligibility  and  

utilization of services remains largely unstudied.  It is not known whether these policies 

may discourage enrollment among eligible siblings in insurance programs or depress 

utilization of services.  If public policies which fracture children in families into more than 

one health insurance program lower program enrollment and reduce health care 
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utilization, the resulting reduced access to care and underutilization of services would 

have concerning implications for the overall health status of these children. 

 

This analysis addresses the specific issue of children within the same household who 

are eligible for a different publicly-financed insurance program compared to one or more 

siblings, and children in households in which some siblings are eligible for coverage and 

some are not.  It also considers children who are actually enrolled in a different 

insurance program compared to one or more siblings.  This study will examine (1) 

whether being eligible for a different publicly-financed insurance program compared to 

one’s  sibling is associated with higher levels of failing to enroll in that program and 

therefore being uninsured, and (2) whether a  child’s  enrollment  in  a  different  publicly-

financed program compared to one or more siblings is associated with lower utilization 

of basic health services. 

 

Background 

Traditional barriers to parents enrolling their children in publicly-financed insurance, 

such as inadequate knowledge about the programs, eligibility, and administrative 

processes, are less of an obstacle among parents who are themselves enrolled.5  

Parents’  experience  within  the  insurance  system  proves  valuable  when  it  comes  to  

enrolling their children.  Families whose children qualify for or are enrolled in multiple 

                                                      
5 Committee on the Consequences of Uninsurance, Institute of Medicine. (2002). Health Insurance Is a 
Family Matter. Washington, DC: National Academy Press. Retrieved from 
http://books.nap.edu/openbook.php?record_id=10503&page=R1 
 

http://books.nap.edu/openbook.php?record_id=10503&page=R1
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programs may face additional difficulties compared to families served by one program, 

such as greater demands related to knowledge and awareness as well as different 

application processes, cost-sharing responsibilities, provider networks, and 

transportation needs.  As a result, parents are likely to experience fewer barriers in 

obtaining health insurance for their children when the process is the same for all 

siblings, and a greater set of barriers when children within a household are divided into 

multiple types of coverage.  Such barriers are also likely to apply to families whose 

children are divided between eligibility for Medicaid or CHIP and ineligibility for any 

program.      

 

Among the lower income families eligible for these programs, the task of coping with 

multiple programs may be especially onerous.  Low-income families may be more 

acutely affected than higher income families by potential barriers to enrollment and 

access, such as obtaining information about program eligibility and application 

procedures, having the additional time to navigate multiple systems administratively and 

to accommodate potentially different provider networks, as well as arranging the 

transportation and child care that may be necessary.  Interest among families in insuring 

their children is generally very high; however, problems with administrative 

requirements and knowledge gaps persist in diminishing enrollment of children eligible 

for Medicaid and CHIP.6    

                                                      

6 Kenney, G.M., Haley, J.M., & Tebay, A. (2003). Familiarity with Medicaid and SCHIP Programs Grows 
and Interest in Enrolling Children Is High. The Urban Institute. Retrieved from 
http://www.urban.org/UploadedPDF/310817_snapshots3_no2.pdf 

 

http://www.urban.org/GenevieveMKenney
http://www.urban.org/JenniferMHaley
http://www.urban.org/AlexandraTebay
http://www.urban.org/UploadedPDF/310817_snapshots3_no2.pdf
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Contribution of Research 

The large number of children who are eligible for publicly-financed programs but not 

enrolled presents an important rationale for exploring how policy structures may 

contribute to this problem.  To date, little research has examined the effect of 

complicated insurance arrangements within a household.  Studies have established the 

connection between insurance coverage among parents and their children, but little 

attention has been placed on insurance coverage among siblings.  The failure of 

millions of children who are eligible for publicly-financed programs to obtain coverage 

has been a major concern in the policy community for some time.  On this point, the 

literature has focused on concerns about gaps in knowledge and enrollment hurdles 

generally rather than evaluating inter-household factors.  Examining the impact that 

eligibility for multiple programs within the same household may have on enrollment and 

the impact of split-enrollment on utilization will help to clarify the overall effect of policies 

that divide children in the same family into different health insurance frameworks.  

 

In  the  years  since  the  IOM  report  was  written  on  the  importance  of  an  entire  family’s  

health insurance status, no major change in public policy has taken place with respect 

to covering families rather than individuals, despite the passage of a landmark health 

reform  law  under  President  Obama.    A  study  on  the  effect  of  siblings’  coverage  offers 

the chance to improve our understanding about the effects of inconsistent coverage 

status across family members and expose the consequences of policies that require 

complicated family insurance arrangements.  Particularly given this unique 

implementation period during which the rules and regulations that govern the Affordable 
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Care Act of 2010 (ACA) are being determined, the potential flaws in the current system 

that insures children should be well understood in order to guide future decisions.  The 

new law does not align coverage within families, and the basic structure of Medicaid 

and CHIP coverage for children is scheduled to remain in place through 2019.   

 

The ACA requires that individuals have health insurance; but the law does not 

fundamentally change the way children are enrolled in Medicaid and CHIP.  Many 

households with children eligible for publicly-financed insurance are likely to remain 

confused about whether their children are eligible, how to enroll, and the process to 

obtain benefits.  Policies which shape the insurance process should be streamlined and 

simplified.  If eligible children who have a different insurance eligibility status compared 

to their siblings are less likely to be enrolled in publicly-financed health insurance 

programs, that information could be used to improve the coverage process for families.  

Similarly, policymakers should know if insuring children within a family under different 

programs  leads  to  lower  health  care  utilization  compared  to  families  in  which  children’s  

insurance coverage is the same.  The practical implications of policies that govern 

publicly-financed insurance for children and their families warrant increased attention, 

and this analysis aims to contribute to one aspect of that discussion.    

 

Related Literature 

Many low income families experience non-monetary barriers that impede access to care 

for children and their parents, including time off work, transportation and cultural 

barriers.  Split-eligibility and enrollment could compound these concerns.  For example, 
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20% of  poor  children  miss  routine  doctor’s  appointments  because of transportation 

barriers.  The same is true for 9% of children in lower-middle income families with 

annual incomes of $50,000 and below.7  A study of access to care among inner-city 

Latino children found that 21% of parents cited transportation, 17% cited excessive 

waiting time, and 11% cited lack of cultural understanding by staff as obstacles.8  

Among low-income women explaining why they delayed getting needed care for 

themselves, over one-quarter (27%) reported that they were unable to take the 

necessary time off of work, one-fifth (20%) reported that they had problems related to 

child care, and 17% reported that they had transportation problems.9  These barriers 

are likely to be particularly difficult among families in which children are split into 

multiple programs, or in which some children are left out of the insurance system 

entirely.  

 

Experience in the Los Angeles Healthy Kids program suggests that the inability to 

insure all children in a household may discourage families from enrolling those who are 

eligible.  Funding gaps forced Healthy Kids, a local health insurance program, to close 

new enrollment for older children ages 6 to 18, while enrollment in the program 

                                                      
7 Zogby International. (2001). Children's Health Care and Transportation Access. The Children's Health 
Fund. 
 
8 Flores G., Abreu, M., Olivar, M.A., & Kastner, B. (1998). Access Barriers to Health Care for Latino 
Children. Archives of Pediatrics & Adolescent Medicine, 152(11), 1119-25. Retrieved from 
http://archpedi.jamanetwork.com/article.aspx?articleid=190044 
 
9 Salganicoff, A., Ranji, U.R., & Wyn, R. (2005). Women and Healthcare: A National Profile. Key Findings 
from  the  Kaiser  Women’s  Health  Survey.  Kaiser Family Foundation. Retrieved from 
https://kaiserfamilyfoundation.files.wordpress.com/2013/01/women-and-health-care-a-national-profile-
key-findings-from-the-kaiser-women-s-health-survey.pdf 
 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=PubMed&Cmd=Search&Term=%22Flores%20G%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=PubMed&Cmd=Search&Term=%22Abreu%20M%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=PubMed&Cmd=Search&Term=%22Olivar%20MA%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=PubMed&Cmd=Search&Term=%22Kastner%20B%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'Arch%20Pediatr%20Adolesc%20Med.');
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remained open for young children age 5 and below.  Administrative enrollment reports 

showed that once the older group became ineligible for new enrollment, Healthy Kids 

experienced slower enrollment among those in the younger age group as well, despite 

the fact that the younger group was not subject to the new program restrictions.10  

 

Likewise, another study found that “crowd-out”  – that is, the extent to which publicly-

financed insurance expansions reduce take-up of private insurance – was 

approximately twice as high when an entire family was eligible for publicly-financed 

coverage compared to the crowd-out rate when an individual alone had eligibility.  

Parents appeared more likely to enroll their children in publicly-financed programs when 

they or other siblings were also eligible for coverage.11  Insurance decisions are made 

at  the  family  level,  so  “eligibility  of  the  entire  family  should  affect  the  private  insurance  

coverage  of  each  member  of  the  family.”12  A study of CHIP disenrollment patterns in 

New Jersey showed that families having only one child enrolled in the program were 

37% more likely to drop out than those with multiple children in the program.13   

 

                                                      
10 Hill, I., Barreto, P., Courtot, B., & Wada, E. (2008). Growing Pains for the Los Angeles Healthy Kids 
Program: Findings from the Second Evaluation Case Study. The Urban Institute. Retrieved from 
http://www.urban.org/research/publication/growing-pains-los-angeles-healthy-kids-program 
 
11 Gruber, J., & Simon, K. (2007). Crowd-out Ten Years Later: Have Recent Public Insurance Expansions 
Crowded Out Private Health Insurance? National Bureau of Economic Research. Working Paper 12858. 
Retrieved from http://www.nber.org/papers/w12858  
 
12 Cutler, D.M., & Gruber, J. (1996). Does Public Insurance Crowd Out Private Insurance? The Quarterly 
Journal of Economics, 111(2), 391-430. Retrieved from 
http://qje.oxfordjournals.org/content/111/2/391.short 
 
13 Phillips, J.A., Miller, J.E., Cantor, J.C., & Gaboda, D. (2004). Context or Composition: What Explains 
Variation in SCHIP Disenrollment? Health Services Research, 39(4 Pt 1), 865–886. 
 

http://www.urban.org/IanHill
http://www.urban.org/PatriciaBarreto
http://www.urban.org/BrigetteCourtot
http://www.urban.org/ErikoWada
http://www.nber.org/papers/w12858
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In an article on public insurance retention among children, Benjamin D. Sommers 

reported that the strongest predictor of insurance retention in Medicaid and CHIP was 

having a sibling in public insurance.  The article found that among children enrolled in 

Medicaid or CHIP who had no other type of insurance during the previous year, 

“[c]hildren  with  a  sibling  in  Medicaid  or CHIP were 39 percent less likely to drop out than 

those  without  siblings  in  either  program.” 14  A later study by Sommers focused on 

children enrolled in Medicaid or CHIP (without consideration of insurance status during 

the previous year) found that having a sibling enrolled in Medicaid or CHIP reduced the 

risk of drop-out by 23.9%.  The analysis then applied an instrumental variable (IV) to 

address the potential endogeneity of family coverage, using sibling eligibility for 

Medicaid or CHIP in the place of sibling coverage to predict retention.  Using the IV of 

eligibility, no significant effect on likelihood of retention from having a sibling in the 

program remained.  To explain the difference between these two analyses and the fact 

that eligibility of an enrolled  child’s  sibling  does  not  perfectly  correlate  to  coverage  of  

that sibling, Sommers points to split-eligibility within families who may be less likely in 

practice to enroll their children in multiple programs.  He notes that while almost 20% of 

the children in the sample had siblings eligible for a different public program than 

themselves, only 5.1% reported having siblings actually enrolled in a different program.  

Families with children eligible for different programs therefore appear to be failing to 

                                                      
14 Sommers, B.D. (2005). From Medicaid to Uninsured: Drop-Out among Children in Public Insurance 
Programs. Health Services Research, 40(1), 59–78. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1361126/ 
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enroll their children in both Medicaid and CHIP.15  In a third article, Sommers reports on 

a  similar  issue,  finding  that  “[c]hildren  living  in  states  running  separate  Medicaid  and  

CHIP programs, rather than a single combined program, have a 45% increased risk of 

drop-out, suggesting that splintering family coverage into multiple programs may make 

the  renewal  process  more  difficult  to  navigate.”16  Together, these findings suggest that 

families with children split into eligibility for different public insurance programs may be 

less likely to enroll each child successfully. 

 

The only study on this specific subject, by J.L. Hudson, found  that  “mixed-eligibility”  

families were indeed significantly more likely to have an uninsured child.17  My approach 

would improve upon the data source and methods and expand the scope of analysis.  

For example, this analysis uses data from the Current Population Study, which has the 

important  advantage  of  distinguishing  between  a  child’s  coverage  under  Medicaid  and  

coverage under CHIP.  Hudson’s  study  uses  the  Medical  Expenditure  Panel  Study  

(MEPS), which groups children covered by Medicaid and by CHIP together into one 

category.  As a result, coverage under a program is determined based on the estimation 

of an eligibility model rather than the survey data itself.  That analysis also uses older 

data and examines fewer Medicaid and CHIP state policies compared to this study.  

                                                      
15 Sommers, B.D. (2006). Insuring Children or Insuring Families: Do Parental and Sibling Coverage Lead 
to Improved Retention of Children in Medicaid and CHIP? Journal of Health Economics, 25(6), 1154-69. 
Retrieved from http://www.sciencedirect.com/science/article/pii/S0167629606000506 
 
16 Sommers,  B.D.  (2005).  The  Impact  of  Program  Structure  on  Children’s  Disenrollment  from  Medicaid  &  
SCHIP. Health Affairs, 24 (6), 1611-1618. 
 
17 Hudson, J.L. (2009). Families with Mixed Eligibility for Public Coverage: Navigating Medicaid, CHIP and 
Uninsurance. Health Affairs, 28(4), w697-709. 
 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Sommers%20BD%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'J%20Health%20Econ.');
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This analysis includes a second focus on the use of health care services among 

children who are actually enrolled in different publicly-financed programs, as described 

below. 

 

A  natural  extension  of  this  study’s  initial  question  as  to  whether children who are split 

into eligibility for different publicly-financed insurance programs compared to their 

siblings are less likely to be enrolled in those programs, is whether children who are 

actually enrolled in different programs compared to their siblings use health care 

services differently compared to children who are uniformly-enrolled in the same 

insurance program.   

 

Little research is available on the topic of split-enrollment.  A related study found that 

children who live with many siblings had lower utilization patterns than children living in 

families with few or no siblings, suggesting that the time, energy, or financial resources 

involved presents obstacles to obtaining care for multiple children.18  Parents with 

children in multiple insurance programs may confront similar obstacles as well, 

particularly given the lower incomes of families who qualify for these programs.  The 

barriers discussed above which may prevent families from successfully enrolling 

children eligible for different publicly-financed insurance programs – such as knowledge 

gaps, administrative hurdles, transportation, and child care – may also affect a  parent’s 

ability to navigate more than one program when seeking services for their children.   

                                                      
18 Chen,  A.Y.,  &  Escarce,  J.J.  (2006).  Effects  of  Family  Structure  on  Children’s  Use  of  Ambulatory  Visits  
and Prescription Medications. Health Services Research, 41(5), 1895-1914. 
 

http://www.ingentaconnect.com/content/bpl/hesr;jsessionid=c5th3jio5ttgq.alice
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Additional factors may also hamper proper utilization of care among children in split-

enrolled families.  For example, a study which compared the experiences of children in 

Georgia covered by Medicaid with that of children covered  by  the  State’s  CHIP  

program, PeachCare, found that children with Medicaid were less likely to have seen a 

physician in the previous six months and to have a primary care provider, while their 

parents reported greater difficulty obtaining help by telephone and making 

appointments.19  The study notes that communication and transportation demands are 

more likely among Medicaid enrollees, factors which may present particular difficulty for 

split-enrolled families who must address the demands associated with multiple 

programs.   

 

Conceptual Frameworks 

Children eligible for publicly-financed insurance are enrolled in those programs based 

on a variety of factors.  This process is illustrated in Figure I (below) as an enrollment 

“pathway”,  a  visual  description  of  the  causes  and  relationships  that  determine  whether  

an eligible child is enrolled.  This section aims to describe the process that shapes 

these enrollment outcomes for split-eligible families. 

 

 

                                                      
19 Edwards, J.N., Bronstein, J., & Rein, D.B. (2002). Do Enrollees in 'Look-Alike' Medicaid and SCHIP 
Programs Really Look Alike? Health Affairs, 21( 3), 240-248. 
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ENROLLMENT PATHWAY 

The enrollment process is represented in the conceptual model as a pathway that 

families with eligible children must navigate in order to enroll a child in Medicaid or 

CHIP.  The model begins by highlighting the factors which enhance the likelihood that 

an eligible child will be enrolled in a publicly-financed insurance program.  These driving 

factors – a  family’s  resources,  awareness  of  the  programs,  and  the  value  placed  upon  

health insurance – are visually represented by an arrow to convey their role in guiding a 

family along the remainder of the pathway to attain the desired enrollment outcome.  

The potential obstacles to enrollment are represented in the model as literal barriers 

that may block enrollment attempts.  These barriers may be more or less restrictive 

according to state eligibility guidelines and enrollment procedures, and correspondingly 

more or less challenging to navigate.  Based on this balance of driving factors and 

obstacles,  a  family’s  enrollment  attempt  on  behalf  of  a  particular  child  may  or  may  not  

be successful.   

 

It is expected that for split-eligible households in which children have a different 

eligibility status compared to their  siblings,  demands  on  the  family’s  resources and 

awareness are greater compared to the resources required for other eligible 

households.  More complicated or onerous administrative procedures for Medicaid or 

CHIP are also expected to diminish split-eligible household rates of enrollment even 

more than for other families.  The hypothesis for this part of the analysis is therefore that 

children eligible for Medicaid or CHIP who live in split-eligible households will be less 
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likely to be insured compared to children living in households in which insurance 

eligibility for Medicaid or CHIP is the same across all siblings.  

 

Driving factors 

Families require three key factors to successfully navigate the enrollment process.  

First, the family must have the resources necessary to complete the tasks associated 

with enrollment.  For example, families must gather information to evaluate whether one 

or more of their children may be eligible for enrollment, obtain information about the 

enrollment process, and complete the necessary administrative steps to submit 

applications to the state.  The resources required to facilitate this process are divided 

into two categories: personal resources and public resources.  Given the nature of our 

publicly-financed insurance programs in which families typically must seek out a 

program and comply with considerable administrative requirements, these resources 

are likely to play a critical role in determining whether an eligible child will actually obtain 

insurance.   

  

Personal Resources 

Personal resources include the time needed to research the application process, and 

the means to complete and submit an application.  This ability hinges on factors such as 

having the necessary literacy and language skills to navigate the process, as well as 

knowledge of and access to a source of information to provide guidance.  For example, 

a staffed local office may offer this type of assistance and access to the internet, and 

knowledge of appropriate websites may offer additional support.  Transportation to 
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accomplish these tasks and any child care that may be needed also contribute to the 

resources a family is likely to require. 

 

Public Resources 

Public resources may also be available to families to facilitate the enrollment process, 

such as a local staffed social services agency, a telephone hotline, and other publicly-

sponsored or subsidized community services.  Public sources of transportation or child 

care may also help to facilitate this process.  Naturally, the quality of the staff, the 

availability and location of public resources contribute to the degree to which they are 

valuable, and the richness of the public resources available to families will vary by 

region.  Public resources, to the extent that they are available and accessible, can help 

to compensate for personal resources that may be lacking for families, a point that is 

particularly salient for the low income populations eligible for Medicaid or CHIP.  The 

proportion of public to personal resources varies by family and by community; but given 

that investment in these resources has not been a major public priority and typically 

fluctuates according to the strength of the economy, the role of personal resources in 

the enrollment process is considered dominant. 

 

As shown in the model, publicly-sponsored outreach and education can enhance a 

family’s  resources  by  providing  direct  information  and  guidance  about  enrollment  in  

insurance programs, as well as inform families about resources available to help them 

through the process.  A  family’s  past  needs  for  health  care  and  the  subsequent 
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experiences  they  have  had  within  the  system  may  also  impact  a  family’s  familiarity with 

the system which may enhance (or diminish) their available resources. 

 

Awareness 

While personal and public resources are central  to  a  household’s  ability  to  navigate  the  

enrollment process, families also must gain awareness of the publicly-financed 

programs for which their children may be eligible.  This awareness may take place 

through a variety of communications with family, friends, and other community sources.  

A  child’s family or the people with whom the family interacts may learn about the 

programs through concerted efforts by the state or community to conduct outreach and 

education, as indicated in the model.  These efforts are likely to be particularly important 

in notifying the lower income populations who qualify for publicly-financed insurance 

about their options.  Creative and persistent campaigns are necessary to help ensure 

that the hard-to-reach communities who are often the neediest among the eligible 

population are informed about these programs.  Past needs for health care services and 

experiences with the system may also help to drive that awareness.  
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Among families in which children are eligible for different publicly-financed programs, 

gaining awareness of and gathering information about insurance options requires 

knowledge of multiple programs, including the different eligibility requirements.  The 

resources required to investigate multiple programs are higher for these families, 

including greater time and means required to pursue enrollment, such as obtaining 

information and application materials, staff assistance if needed, transportation and any 

child care needs, and other associated costs.  These factors are likely to increase the 

demands on split-eligibility households.  If children are split between eligibility and 

ineligibility, the family must devote resources to an enrollment process that will still 

leave some children without insurance.  Split-eligible families either require more 

resources for the same outcome or similar resources for a lesser outcome compared to 

families in which all children are eligible for the same program. 

 

Value Assigned to Insurance 

The importance that a household assigns to insurance coverage is also included as a 

driver in the model due to the key role that this factor plays in engaging a family to 

pursue publicly-financed coverage for their children.  The importance of insurance to a 

family  depends  on  multiple  factors.    For  example,  a  family’s  perception  of  a  child’s  

health and developmental needs is likely to influence its attitude toward coverage.  

Children with health problems are likely to require more medical care, in which case the 

financial need for insurance may be acute.  Parents who view childhood as an important 

period of growth and potential vulnerability may have a strong desire for insurance to 

facilitate access to health care providers.  Families which value routine medical and 
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developmental monitoring of children, in health as well as sickness, are likely to assign 

high value to coverage.  In contrast, some families may view the medical system as a 

last resort when a child is visibly sick, as opposed to a source of ongoing care and 

guidance, and therefore may be less concerned about obtaining insurance for healthy 

children.   

 

The value  a  household  places  on  insurance  is  also  influenced  by  a  family’s  perception  

of health care and health insurance from past experiences.  Parents who have coverage 

themselves may value the access to medical care it provides.  This background may 

contribute to a positive view of insurance – and the health care system more broadly – 

which leads them to be more inclined to pursue coverage for their children.  If a family 

has suffered negative experiences within the health care environment, due to factors 

such as limited access to services or poor quality of care, the importance they place on 

insurance for their children may be lower.  It is possible that for some parents, 

particularly given recent anti-immigrant movements in some parts of the country, fear 

may also factor into whether a household engages with government-based programs.  

Outreach and education campaigns may also impact a  family’s  perspective on the 

relative importance or value of insurance.  This influence may occur through direct 

education  about  children’s  needs  and  available  services,  or  by  pointing  families  to  

additional sources of help and information that further inform their views. 

 

Given that families often must go to considerable effort to enroll their children in 

Medicaid or CHIP, some threshold of interest is necessary to compel a family to 
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continue along the enrollment pathway.  Nonetheless, considerable personal and public 

resources will always be required to engage in the enrollment process.  Even if a 

household assigns a maximum level of value to insurance, this priority alone will not 

compensate  for  a  lack  of  personal  or  public  resources.    If  a  household’s  regard  for  

insurance is extremely low, this disinterest may overwhelm the predominant role that 

resources typically represent on the enrollment pathway.  Research suggests that the 

share of parents holding this view is small, however.  Most families report that they 

value insurance and want their children to have coverage. 20, 21 

 

As described above, split-eligible families require a greater commitment to insuring their 

children compared to other families to complete the enrollment process given that the 

resource calculation is more onerous for these households.  Families who are less 

certain about the importance of health insurance for children may be more easily 

thwarted by obstacles along the enrollment pathway given that the bar is higher when 

children’s  eligibility is split between programs, and the household benefit is lower when 

children are split between eligibility and ineligibility. 

 

                                                      
20 Haley, J., & Kenney, G. (2001). Why  Aren’t  More  Uninsured  Children  Enrolled  in  Medicaid or SCHIP? 
The Urban Institute. Retrieved from http://webarchive.urban.org/publications/310217.html  
  
21 There  is  some  research  to  suggest  that  perception  of  need  is  a  function  of  a  household’s  financial  
circumstances in addition to its health-related values.  This may suggest that among the small share of 
families who report that they do not need insurance, their ability to afford insurance may factor into this 
response.  Strickland, J., & Strickland, D.L. (1996). Barriers to Preventive Health Services for Minority 
Households in the Rural South. The Journal of Rural Health, 12(3), 206-17. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/10162852 
 

http://webarchive.urban.org/publications/310217.html
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Collectively, the personal and public resources available to a family, the awareness of 

available programs, and the value assigned to insurance within the household provide 

the  “fuel”  that  will  help  a  household  to  complete  the  enrollment  path.     

 

Eligibility and Enrollment Procedures 

If a household has an awareness of publicly-financed insurance and a minimum 

threshold of interest or greater, families may use the resources at its disposal to seek 

out,  complete,  and  submit  an  application  for  a  child’s  enrollment in Medicaid or CHIP.  

As shown in the model, two primary hurdles must be cleared to successfully enroll: 

eligibility requirements and enrollment procedures.   

 

First, a child must meet state eligibility criteria, which vary by program within each state 

and are subject to change over time.  Children qualify for insurance according to 

individual characteristics based on age and citizenship, and household characteristics 

based on family income and qualification for any income disregards a state may allow.  

As shown in the model, the eligibility hurdle presents a growing obstacle for families as 

the number of requirements increases.  These criteria determine the households in 

which  siblings’  eligibility  for  insurance  is  split  into  multiple  programs  or split between 

eligible and ineligible children.   

 

Once families have determined that their children may be eligible for publicly-financed 

insurance,  they  must  comply  with  the  program’s  enrollment  policies.    These  procedures  

can increase or decrease the burden associated with families actually enrolling their 
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children in Medicaid or CHIP.  As the procedures increase in complexity, this hurdle 

becomes a more formidable impediment to successfully enrolling.  The types of policies 

that may apply to split-eligible families in particular are numerous.  For example, a 

family may or may not be permitted to submit just one application for all members of the 

household to apply to Medicaid and to CHIP so that any family member who is eligible 

will be matched with the correct program.  A family may or may not have the option to 

submit a joint application for Medicaid and CHIP, under which families may submit one 

application for a child to both programs if it is unclear which program a child may qualify 

for – a likely concern given the complex and changing nature of eligibility criteria.  The 

programs differ with respect to cost-sharing, a common requirement among CHIP 

programs, both through premiums and co-payments for services.  This difference may 

lead families to be unsure about their financial responsibilities when children fall into 

different eligibility categories.  Other relevant policies may include: a waiting period prior 

to  a  child’s  enrollment  during  which  a  child  must  be  uninsured;;  a  face-to-face or 

telephone interview with a parent; administrative verification of income based on 

information from other government agencies so that families do not have to submit 

separate documentation to establish that they meet income requirements; a single 

renewal application for both Medicaid and CHIP and the frequency with which a family 

must renew; and presumptive eligibility based on declaration of household income so 

that a child may be temporarily covered for services in the immediate term until eligibility 

is formally determined.    Depending  on  a  state’s  program  procedures,  these  policies  may  

increase or reduce the likelihood that split-eligible families will successfully enroll their 

children.   
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Costs to the Family 

A  family’s  decision  to  enroll  a  child  is  likely  to  shift  with  respect to the costs associated 

with this process.  These costs include the time invested and resources required.  Costs 

are greater among split-eligible families compared to families in which one program 

stands to benefit all children in the family.  The costs of exploring and attempting 

enrollment among families with one or more children who remain ineligible for insurance 

coverage while others qualify may be lower compared to families investigating multiple 

programs.  However, as noted above, the value of that investment is also lower, given 

that one or more children would be excluded from any benefit.  Families would need to 

justify the importance of insurance and the costs associated with enrolling one or more 

children in a program, with the knowledge that another child or children would continue 

to lack coverage.   

 

Some families who meet the eligibility criteria clear the procedural hurdles and achieve 

a successful enrollment outcome and obtain coverage for their children under Medicaid 

or CHIP.  Others fail to complete the enrollment process despite meeting the eligibility 

requirements.  Among families who are able to enroll one or more children successfully, 

the process continues.  Families must continually return to the pathway to comply with 

the ongoing renewal process.  In addition, the renewal pathway may differ across cycles 

as  eligibility  and  renewal  policies  change.    Given  that  factors  such  as  a  child’s  age  

bracket, family income, and eligibility policies may change over time, even households 

with one or more children who appear to be ineligible may have reason to revisit the 

enrollment process to attempt to clear those hurdles again.   
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HEALTH CARE UTILIZATION PATHWAY 

The conceptual model presents a utilization pathway by which children with publicly-

financed insurance in split-enrolled families obtain routine health care services.  

Children in split-enrolled families are those in which children in the same household 

differ by insurance status – that is, siblings are covered by different programs, or one or 

more siblings is uninsured while at least one has coverage.  As in the previous section, 

the emphasis of the utilization pathway is on children with publicly-financed coverage.   

 

Similar to the structure of the enrollment pathway, the utilization pathway begins with 

the key factors that affect whether a child in a split-enrolled household who is covered 

by a publicly- financed insurance program will actually obtain services.  These factors 

include the resources available to a household, the parents’  perception  of  a  child’s  

needs, and health care preferences.  The model identifies the two key potential barriers 

for families attempting to obtain services: arranging with providers to receive services 

and complying with insurance rules.  These factors together contribute to whether 

children ultimately obtain routine health services. 

 

It is expected that for split-enrolled households in which children are divided between 

different programs, the demand on resources will be higher to obtain services compared 

to families in which all children are enrolled in the same program.  Families must gather 

additional information to be informed about multiple programs and devote the time and 

means to obtain care according to those insurance programs’ constraints and provider 

factors.  The additional strain on resources may require a heightened perception of 
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need for these services among families, as well as a stronger preference to use child 

health care services generally, in order to compel families to routinely obtain services 

compared to other families.  In the case of split-enrolled households in which some 

children are enrolled in publicly-financed insurance while others remain uninsured, 

families face a more difficult process compared to families in which all children are 

insured under the same program.  Families must determine a source for care that will 

accept insured and uninsured children, or they must seek care from multiple sources.  

The information and logistical demands to ensure that all children receive proper care 

are more onerous compared to households in which all children are served by one 

program, and as in the case of split-enrolled families divided into multiple programs, 

they require more resources, a potentially greater perception of need and a stronger 

preference for utilization of services.  These factors are behind the hypothesis that 

because split-enrolled families require additional resources to address the information 

and logistical demands of obtaining care, they will be less likely to obtain routine child 

health services than families in which all children are enrolled in the same publicly-

financed program.  

 

Resources: Personal and Public 

Just  as  a  family’s  resources  can  play  a  critical  role  in  determining  whether  an  eligible  

child is enrolled in a publicly-financed insurance program, resources are again 

influential in determining whether a child obtains routine medical care.  Among a 

family’s  personal  resources  are  the  time  and  means  to  arrange  for  and  obtain  care,  as  

well as knowledge of and access to a source for information about providers who can 
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deliver  those  services.    A  family’s  experience  with the medical system is an important 

resource, given that it can provide both a familiarity with the process and insights into 

how to overcome challenges to obtaining care.  Logistically, transportation and child 

care are also important personal resources that can affect utilization outcomes.22 

 

Public resources may be available to provide assistance with some of these needs, 

potentially  helping  to  offset  some  of  the  gaps  within  a  family’s  personal  resources.    For  

example, a local staffed office may offer recommendations about local providers who 

accept publicly-financed insurance.  A telephone hotline could provide similar 

information.  Public transportation or publicly-supported child care services may also 

support families in the process of obtaining care.  The availability of these options vary 

by community, and as in the case of the eligibility model, their fluctuating presence 

makes  them  less  influential  in  the  health  care  utilization  pathway  than  a  family’s  

personal resources.  

                                                      
22 Although all children covered by Medicaid are entitled to Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) services, which include benefits such as transportation and assistance with arranging 
for care when needed, families may not be aware of this coverage or they may be subject to other access 
barriers that diminish the practical impact of EPSDT.  This type of service may not be available under 
CHIP. 
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Figure 2: Medicaid & CHIP Utilization Pathway for Children
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As shown in the model, public efforts at outreach and education can be used to 

enhance  a  family’s  resources  by  providing  information  directly  and  offering  referrals  to  

other appropriate sources.  A  child’s  health  status  can  affect  resources  with  respect  to  

the demands on a family, which may reduce time and flexibility for parents.  A  family’s  

past experience with obtaining services may influence resources with respect to the 

advantage familiarity with providers and how to navigate insurance constraints may 

provide, or disadvantage among those with less experience.  In addition, cultural factors 

can  affect  a  family’s  ability  to  communicate  within  the  health  care  system,  arrange  

services, and obtain insurance information.  These factors may also impact the ease 

with which information is gathered and understood, and in some cases, the degree to 

which a family trusts available sources for guidance and information about the process 

of obtaining care. 

 

Split-enrolled households with children who are enrolled in multiple programs have 

greater resource demands compared to other families in which all children have the 

same insurance.  Families must have knowledge of how multiple programs operate and 

comply with those rules.  Even in the event that the programs use similar or identical 

networks or policies, families must have the resources to confirm these facts to ensure 

that coverage will be provided.  The lower income levels among families who are 

eligible for publicly-financed programs make these households particularly sensitive to 

the breadth of coverage a program provides and the potential for out-of-pocket costs.  In 

the case of split-enrolled families in which one or more children are insured while others 

are uninsured, challenging factors also apply.  Families must have the resources to 
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identify a source of care that either accepts both insured and uninsured children or 

expend the resources necessary to obtain care from different sources.   

 

Perception of Need 

A  family’s  perception  of  a  child’s  need  for  health  services  is  a  key  driver  within  the  

health care utilization  pathway.    This  factor  is  influenced  by  parents’  perception  of  a  

child’s  health  status.    For  example,  a  child  with  a  serious  health  condition  is  likely  to  

create a different level of perceived need for services compared to a child in excellent 

health, which in turn affects the likely use of care.    A  family’s  perception  of  health  care  

and the benefits it has to offer also may influence whether parents believe that a child is 

in  need  of  services.    Family  members’  past  experiences  with  the  health  care system – 

for better or for worse – are likely to affect that assessment.  Public outreach and 

education  may  also  affect  families’  understanding  about  the  unique  health  care  needs  of  

children, while cultural factors may shape the degree to which families consider routine 

medical care necessary. 

 

Split-enrolled families may require a higher threshold of perceived need to obtain health 

services for their children given that the resource demands are greater compared to 

other families.  If parents are unsure if routine health services are really necessary, they 

may not be able or willing to clear the additional hurdles that split-enrolled families must 

confront. 
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Preferences 

A  family’s  general  preferences  with  respect to the use of child health services also help 

drive utilization patterns.  The preference to use health services or not is influenced by 

the  same  kinds  of  factors  as  those  that  impact  the  family’s  perception  of  need.    Public  

outreach  and  education  campaigns  may  impact  a  families’  interest  in  pursuing routine 

care  for  their  children.    A  family’s  perception  of  a  child’s  health  status  is  also  likely  to  

affect their health care preferences.  For example, a child with health problems may 

increase  a  family’s  interest  in  seeking  care,  even  if  the  family  is generally disinclined to 

engage with the health care system.  Experience with the health care system is likely to 

impact those preferences as well.  For example, negative past encounters may create 

reluctance among families to seek out services unless a child’s  health  status  is  

considered low enough to surpass that aversion.  Cultural factors also may impact the 

impression a family assigns to the health care system.  Certain immigrant communities, 

for example, may prefer more informal arrangements than visits with medical providers, 

while others may have learned to be skeptical of a health care system that has exhibited 

ethnic or racial biases. 

 

Just as split-enrolled families may require a higher threshold of perceived need to obtain 

services for their children, they may also require a stronger preference for using 

services compared to other households.  If their preference for using services is 

sufficiently weak, they may not consistently obtain services for their children given the 

additional barriers they face. 
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Together,  a  family’s  personal  resources,  public  resources  that  may  be  available,  

perception  of  a  child’s  needs,  and  health  care  preferences  join  as  key  factors  on  the  

health care utilization pathway that drive whether children receive routine health care 

services. 

 

Barriers to Accessing Care 

The following section of the utilization pathway identifies barriers to accessing care that 

affect split-enrolled households.  The model illustrates the provider and insurance 

system demands that may present particular challenges for these families.   

 

Split-enrolled families may face greater difficulty addressing the insurance constraints of 

multiple programs compared to other households.  For example, parents not only must 

account for whether a provider accepts publicly-financed insurance, but in the event that 

provider networks between the programs differ, they may have the additional hurdle of 

finding a doctor covered under multiple programs.  Parents might even resort to 

obtaining care for their children from different doctors.   

 

Differences between insurance benefit policies may also pose a challenge.  The 

benefits covered by Medicaid and CHIP and local programs may differ.  The actual or 

perceived differences may confuse parents as to which child is covered for which 

benefits, an issue that may be exacerbated by changes to those benefits over time as 

policymakers pare back services when political or budget concerns compel such 

reductions.  Cost-sharing often applies differently to Medicaid, CHIP, and local 
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programs, which may lead to confusion among split-enrolled families about the cost-

sharing demands for each child.  Families with tight budgets may be reluctant to seek 

services when they are unsure about their own financial exposure.   

 

Making arrangements with providers may also pose a more formidable barrier to split-

enrolled families.  Once parents have identified providers as in-network, obtaining an 

appointment and ideally a relationship with those doctors may be challenging.  Lower 

reimbursement for services under these programs compared to reimbursement offered 

under private insurance depresses participation among providers and often places 

Medicaid and CHIP enrollees at a disadvantage when seeking care.23  Providers may 

be selective in accepting new patients, particularly among those covered by publicly-

financed insurance.  These challenges may be particularly difficult for split-enrolled 

families given that the policies of multiple programs must be taken into account.  If 

siblings require different providers, the waiting time and inconvenience of visiting 

multiple doctors presents additional hurdles.  Even if the same physician provides care 

for all siblings, the family may have to make sacrifices related to convenience of location 

or timing of appointments in order to find a provider who accepts reimbursement from 

multiple programs.   

 

                                                      
23 Baugh, D., & Verghese, S. (2012). Physician Service Use and Participation in Medicaid, 2009. Brief 11. 
Mathematica Policy Research, for U.S. Department of Health and Human Services, Centers for Medicare 
and Medicaid Services. Retrieved from http://www.cms.gov/Research-Statistics-Data-and-
Systems/Computer-Data-and-
Systems/MedicaidDataSourcesGenInfo/Downloads/MAX_IB11_PhysicianParticipation.pdf   
 

http://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/MedicaidDataSourcesGenInfo/Downloads/MAX_IB11_PhysicianParticipation.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/MedicaidDataSourcesGenInfo/Downloads/MAX_IB11_PhysicianParticipation.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/MedicaidDataSourcesGenInfo/Downloads/MAX_IB11_PhysicianParticipation.pdf
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When some children have insurance while others do not, families must abide by policies 

that apply to their insured children in addition to seeking care that is subsidized or 

otherwise made affordable for the uninsured.  Parents must navigate insurance 

constraints and manage their arrangements with providers while addressing the difficult 

task of obtaining care for children who do not have coverage.  They must either devote 

additional resources to find a provider who will serve all children including the 

uninsured, or assume the logistical difficulty of splitting children between different 

sources of care.  Given that the benefits of insurance only apply to some family 

members, these split-enrolled families must confront insurance-related hurdles while still 

being subject to the traditional challenges faced by the uninsured, factors that may even 

affect their insured children. 

 

Collectively, these insurance and provider-related demands are likely to create 

additional hurdles for split-enrolled families when obtaining care for their children. 

 

Health Care Utilization Outcomes  

The final element in the model is the measure of health care utilization.  Preventive 

services are the focus, given that they are recommended for all children.  While a 

therapeutic service like prescription drug utilization may be a useful indicator for some 

children, for example, it is not a part of routine care for many others.  In contrast, 

contact with a physician is an important aspect of care that applies to the entire 

population of children.   
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The health care utilization process is shown in the model as an ongoing, continuous 

pathway.  The process must be repeated throughout childhood in order to obtain the 

appropriate schedule of child health services.   

 

Together with the previous section describing the enrollment pathway, these two 

conceptual models suggest that split-eligibility and split-enrollment among children is 

likely to lead to lower enrollment in publicly-financed health insurance programs and 

lower utilization of health care services.   
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Purpose 

This study aims to investigate two primary questions.   

 

First, are children less likely to be enrolled in a publicly-financed health insurance 

program for which they are eligible if they have one or more siblings who is not eligible 

for that program?  That is, compared to children with a consistent eligibility status 

among all siblings in the family, are children who have a different eligibility status from 

one or more siblings less likely to enroll in the program for which they are eligible?  The 

children of interest in this study therefore have one or more siblings who are eligible for 

a different publicly-financed insurance program from themselves; or they have one or 

more siblings who are ineligible for any program while they themselves are eligible.   

 

The first part of the analysis also estimates the total number of children who are split 

with respect to publicly-financed insurance eligibility, as well as identifies the 

characteristics that are associated with split-eligibility status and the likelihood that 

eligible children in the household are insured under Medicaid or CHIP.   

 

Second, among children in the same family who are both eligible for and enrolled in 

different publicly-financed insurance programs, is utilization for routine medical care 

different compared to children in families in which all siblings are enrolled under the 

same program?   

 

The data and methods for these analyses are described below. 
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Eligibility Question: Data and Methods  

The first part of the analysis uses data from the Current Population Survey (CPS) to 

address whether children are less likely to be enrolled in a publicly-financed health 

insurance program for which they are eligible if they have one or more siblings who are 

not eligible for that program, compared to children in families with consistent eligibility 

status across all siblings.  Table 1 identifies the variables that are used in the analysis.   

 

Current Population Survey 

The CPS is a monthly survey of the civilian, non-institutionalized population in the 

United States conducted by the U.S. Census Bureau for the Bureau of Labor 

Statistics.24  Over 55,000 households are interviewed monthly.  Households from all 50 

states and the District of Columbia are in the survey for 4 consecutive months, out for 8, 

and then return for another 4 months before leaving the sample permanently.  The CPS 

is the primary source of information on the labor force characteristics of the U.S. 

population, and secondarily provides demographic data.  The large population captured 

by the CPS and the frequency with which it  is  conducted  are  among  this  survey’s  assets  

that are relevant to this study.  Income statistics are based on earnings during the 

preceding calendar year.   

                                                 
24 U.S. Department of Labor, U.S. Bureau of Labor Statistics and U.S. Department of Commerce, 
Economics and Statistics Administration. (2006). Design and Methodology: Current Population Survey. 
Technical Paper 66. Retrieved from http://www.census.gov/prod/2006pubs/tp-66.pdf  
 

http://www.census.gov/prod/2006pubs/tp-66.pdf


37 
 

The CPS offers detailed information about insurance coverage.  It is one of the few data 

sets which provides health insurance information about all children in a household.  This 

enables analysis and comparison of health insurance enrollment among children and 

their siblings.   Unlike the Medical Expenditure Survey (MEPS)25, the CPS also 

distinguishes between types of publicly-financed coverage, such that children with 

Medicaid and children with CHIP can be categorized separately.   

 

The Annual Social and Economic (ASEC) Supplement of the CPS, which is used here, 

contains basic monthly demographic and labor force data, plus additional data on health 

insurance, work experience, income, noncash benefits, and migration.  The  survey’s  

insurance  questions  report  on  the  sample’s  insurance  status  during  the  previous  year.    

In 2002, the ASEC sample was expanded to  improve  estimates  for  children’s  health  

insurance coverage.  This sample expansion has three components: 1) asking the 

ASEC Supplement questions of one-quarter of the February and April CPS samples, 

that is, of the households not also included in the March sample; 2) interviewing 

selected sample households from the preceding November CPS sample during the 

February- April period using the ASEC Supplement; and 3) increasing the monthly CPS 

sample in states with high sampling errors for uninsured children.  This sample increase 

results in the addition of about 34,500 households to the ASEC.  Adding together the 

                                                 
25 The only published study on the topic of split-eligibility (Hudson) used MEPS data. MEPS does not 
collect information about whether a child is enrolled in Medicaid or in CHIP but rather groups these two 
programs together.  In contrast, the CPS allows for the testing of the accuracy of our eligibility model for 
each program while MEPS does not. 
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regular sample (60,000), plus the Hispanic sample (4,500), plus the expansion sample 

(34,500), the total sample size for the ASEC is approximately 99,000 households.26 

 

There are some known limitations of this data.  Researchers using the CPS for health 

insurance data have noted that the survey undercounts the individuals reported as 

enrolled in Medicaid.27  This undercount may be due to recall errors or confusion among 

respondents  about  the  source  of  a  child’s  insurance.    However,  for  this  study  this  

concern is somewhat mitigated: underreporting of Medicaid coverage appears to be 

less common among adults reporting on behalf of children than among adults reporting 

on their own insurance.28  Another issue regarding the CPS is that while the survey 

questionnaire solicits information about insurance coverage for the previous year, 

experts believe the findings actually reflect results that fall between point-in-time and 

full-year data.  Despite these issues, the CPS remains the primary benchmark for data 

on  the  status  of  children’s  health  insurance.29    

 

 

 

                                                 
26 U.S. Department of Labor, U.S. Bureau of Labor Statistics and U.S. Department of Commerce, 
Economics and Statistics Administration. (2006). Design and Methodology: Current Population Survey. 
Technical Paper 66. Retrieved from http://www.census.gov/prod/2006pubs/tp-66.pdf 
 
27 Klerman, J.A., Davern, M., Call, K.T., Lynch, V., & Ringel, J.D. (2009). Understanding the Current 
Population  Survey’s  Insurance  Estimates  and  the  Medicaid  ‘Undercount’.  Health Affairs, 28(6), w991-
w1001. 
 
28 Call, K.T., Davidson, G., Davern, M., & Nyman, R. (2008). Medicaid Undercount and Bias to Estimates 
of Uninsurance: New Estimates and Existing Evidence. Health Services Research, 43(3), 901-14. 
 
29 Tang, S.S., Olson, L.M., & Yudkowsky, B.K. (2003). Uninsured Children: How We Count Matters. 
Pediatrics, 112(2), e168-e173. 
 

http://www.census.gov/prod/2006pubs/tp-66.pdf
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Call%20KT%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Davidson%20G%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Davern%20M%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Nyman%20R%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'Health%20Serv%20Res.');
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Population and Definitions 

The study population consists of children who are eligible for Medicaid or CHIP who are 

not in households in which children are covered entirely under private insurance.  The 

population is limited to children living in states with separate CHIP programs in which 

Medicaid eligibility differs by income according to age, which presents the possibility of 

children in the same household being split between eligibility for Medicaid and for 

CHIP.30  Children must live with at least one other child, given that only-children do not 

have the possibility of being in split-eligibility households and do not provide a 

meaningful group for comparison.  Children are defined as individuals 18 years or 

younger, and siblings or other qualifying children are defined as children who live in the 

same household.31  Children with Medicare or Supplemental Security Income are 

excluded because they are likely to have substantial health problems and could skew 

comparisons across groups.32 

 

Program eligibility is analyzed for Medicaid and CHIP only.33  The unit of analysis for the 

eligibility  component  of  the  study  is  an  ‘eligible’  child.    The  dependent  variable  is  the  

                                                 
30 Six states with separate CHIP programs have Medicaid eligibility income thresholds which do not differ 
by age: Connecticut, Idaho, South Dakota, Vermont, Virginia, and Washington.  
 
31 Given the complexity of some family structures, this definition of siblings as children living in the same 
household who eat together and use the same entrance to their residence appears to be appropriate, 
particularly since decisions about health insurance are assumed to be household-level choices.  
Generational or marriage-related  differences  are  considered  less  important;;  a  child’s  family  is  instead  
defined based on the occupants of the household in which they are raised.   
 
32 Davidoff, A.J., Garrett, B., & Schirmer, M. (2000). Children Eligible for Medicaid but Not Enrolled: How 
Great a Policy Concern? Urban Institute. Retrieved from http://www.urban.org/publications/309643.html  
 
33 Split-eligibility will be considered to apply to Medicaid and separate CHIP programs only.  Medicaid 
expansions using CHIP funds are not considered for the purposes of this analysis.   
 

http://www.urban.org/publications/309643.html
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eligible  child’s  insurance  status  during  the  previous  year  – that is, whether or not a child 

was insured.  The primary independent variable identifies whether or not a child has a 

different eligibility status compared to his or her siblings.   

 

The analysis examines whether enrollment levels vary among children with siblings who 

are eligible for a different program from themselves, and from those children with 

siblings who are not eligible for any Medicaid or CHIP program.   

 

A split-household  is  determined  according  to  Medicaid  and  CHIP’s  eligibility  criteria,  

which  are  a  function  of  a  child’s  state  of  residence  and  the  corresponding  eligibility  

policy in that state for each program.  Each state has its own eligibility formulas based 

on  a  child’s  household  income  measured  as  a  percentage  of  poverty,  income  disregards  

that may be allowed for the number of workers in a family, child care costs, and child 

support payments (which effectively raise the income threshold for families who qualify), 

and  the  child’s  age  and  citizenship.    The  analysis  accounts for 2008 eligibility thresholds 

for these factors.34   

 

Given that the CPS reports annual income, rather than monthly income which is used 

by the Medicaid and CHIP programs, this analysis uses annual household data to 

estimate monthly income.  

                                                 
34 Income disregard information is referenced from a 2008 Kaiser Family Foundation report.  Ross, D.C., 
Horn,  A.,  Rudowitz,  R.,  &  Marks,  C.  (2008).  Determining  Income  Eligibility  in  Children’s  Health  Coverage  
Programs:  How  States  Use  Disregards  in  Children’s  Medicaid  and  SCHIP.    Kaiser  Family  Foundation.  
Retrieved from http://kff.org/medicaid/issue-brief/determining-income-eligibility-in-childrens-health-
coverage/  
 

http://kff.org/medicaid/issue-brief/determining-income-eligibility-in-childrens-health-coverage/
http://kff.org/medicaid/issue-brief/determining-income-eligibility-in-childrens-health-coverage/
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Table 1: Variable List for Eligibility Model  

  Values/Range 

Dependent Variable Child’s  Insurance  
Status  Insured, Uninsured 

Primary Independent 
Variable Split-Eligible Status Split-eligible household, 

Uniformly-eligible household 
Variables Used to 
Determine Eligibility for 
Medicaid or CHIP 

Child’s  Age <1 to 18 years 

 State of Residence 

AL, AZ, CA, CO, DE, FL, GA, IL, 
IN, IA, KS, KY, ME, MA, MI, MS, 
MO, MT, NV, NH, NJ, NY, NC, 
ND, OR, PA, TN, TX, UT, WV, 
WY 

 Citizenship Status U.S. Citizen, Not a U.S. Citizen 

 Infant’s  Mother  
Covered by Medicaid Yes, No 

 Number of Family 
Members 3 to 15 people 

 

Annual Family 
Income (including wages 
and salary, self-
employment earnings, 
public assistance 
payments, alimony/child 
support, and other money 
income) 

-$7998 to $101,900 

      Income disregard       
     for workers 

Up to 2 workers 
 

$90 per month to $400 per 
month, or 20% of earnings per 
month 

      Income disregard     
     for Child Care 

Up to 5 children in a family 
 

$175-$200 per child per month 

 
     Income disregard    
     for Child Support  
     Received 

$50 to full amount 

Additional Variable used 
to Determine Eligibility for 
CHIP only 

Medicaid Eligibility Eligible, Not eligible 

Control Variables Age of Child <1 to 18 
 Health Status of Child Excellent, Good, Fair, Poor 

 Family Income 
according to Federal 

<100%, 100% to 200%, 200% to 
300%, 300%+  
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 Health Status of Child Excellent, Good, Fair, Poor 

 
Family Income 
according to Federal 
Poverty Guidelines 

<100%, 100% to 200%, 200% to 
300%, 300%+ 

 Education of Parent 
or Guardian 

<High School, High School, 
Some college/Assoc. degree, 
College grad+ 

 Health Status of 
Parent or Guardian Excellent, Good, Fair, Poor 

 Citizenship Status of 
Parent or Guardian U.S. Citizen, Not a U.S. citizen 

 Insurance Status of 
Parent or Guardian 

Medicaid, Private, Military, 
Medicare, Uninsured 

 Number of Children in 
Family 2 to 12 

 Rural or Urban 
Residence 

Rural MSA status, Urban MSA 
status 

 Eligibility for Medicaid 
or CHIP 

Eligible for CHIP, eligible for 
Medicaid 

  Enrollment/Renewal Policies 

Joint/family 
application (One 
application per family 
for Medicaid/CHIP) 

Yes, No 

 
Joint application (One 
application for 
Medicaid/CHIP) 

Yes, No 

 Waiting period Yes, No 

 In person or 
telephone interview Yes, No 

 Administrative 
verification Yes, No 

 Joint renewal Yes, No 
 Renewal frequency Yes, No 
 Presumptive eligibility Yes, No 

 Cost-sharing 
differences Yes, No 

Variables for Additional 
Analysis 

Marital Status of 
Family 

Married, Separated/Divorced, 
Never Married, Other 

 Work Hours of Parent 
or Guardian 

Non-working, <20 hours, 20-35 
hours, 35+ hours 
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Eligibility Model Construction 

The eligibility model required a large-scale effort to account for the variety of factors that 

determine whether an individual is eligible for either program.  First, a  child’s  household  

characteristics were examined to determine whether a child qualifies for some or all of 

the income disregards offered in that state for Medicaid or CHIP.  Most states require 35 

formulas to account for the combination of possible income disregards that apply to 

working guardians, child care costs which are calculated per child, and any child 

support payments that may be received.35  These data include families which use child 

care for up to five children, so each of these iterations was constructed.  The baseline 

income threshold for the program was then calculated for each family size, which in the 

2008 CPS data included up to 15 family members.  Family income was used rather than 

household income given that Medicaid and CHIP programs more often use this 

measure to determine eligibility.  The baseline income threshold was adjusted for each 

possible disregard, by family size, to produce a final income threshold that accounts for 

each of these factors.  This model was  constructed  for  each  age  group’s  maximum  

baseline threshold under Medicaid, up to three per state.  A CHIP model for each state 

was then constructed in the same manner, using the applicable income disregard 

amounts for states in which the CHIP and Medicaid policies differ.  A state with two 

income thresholds by age and income disregards for each of the three categories 

requires approximately 200 pages of coding to determine Medicaid eligibility, and 100 to 

                                                 
35 Child support payments made from a household to an outside party also qualify some families for 
income disregards; however the CPS does not offer sufficient information to incorporate this factor into 
the eligibility model. 
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determine CHIP eligibility.  States with different income thresholds for all three age 

categories (infants, children ages 1 to 5, and those age 6 to 18) and income disregards 

in each category require approximately 300 pages of coding to determine Medicaid 

eligibility. 

 

The model incorporated all states with separate CHIP programs in which Medicaid 

eligibility differs by income according to age, which presents the possibility of split-

eligibility between programs.  In order to test the accuracy of the model, a test was 

performed to determine how many children who report having Medicaid or CHIP would 

fall outside of the model; that is, what share of children reporting that they have 

Medicaid or CHIP would be deemed ineligible for that program based on this model?  

The results were encouraging given the complexity and variation of eligibility rules 

among states.  The test results indicated that 11% of children who report having 

Medicaid and 8% of children who report having CHIP fall outside of the model.  These 

figures are comparable to those found using an eligibility model built by a RAND team.36  

Excluding children with SSI, Medicare, and those in households in which all children are 

covered by private insurance, the sample of children in households split between 

Medicaid and CHIP eligibility totals 1,188.37  The sample of children in households split 

between children eligible for Medicaid or CHIP and children who are ineligible for either 

program totals 550.  The sample of children in households in which all children are 

                                                 
36 Personal communication with Carole Gresenz. (2009). 
 
37 This figure (n=1,188) includes children in households split between Medicaid and CHIP (n=1125) and 
children in households split among Medicaid, CHIP, and ineligibility for either program (n=63). 
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eligible either for Medicaid or for CHIP totals 8,114, excluding those from households in 

which all children are privately insured.  Together, the total sample of children eligible 

for Medicaid or CHIP equals 9,852 children. 

 

Model Variables and Controls 

The conceptual model identifies the categories of factors likely to influence enrollment of 

eligible children in Medicaid or CHIP.  These categories guide the use of CPS variables 

in building the analytic model used for this study.  Among  a  household’s  personal  

resources, the analysis accounts for household income; parental educational 

background, health status, and citizenship status; the number of children in a 

household, and rural or urban residence.  The importance a household places on 

insurance is captured by the following variables: child health status, child age, parental 

insurance status and parental race and ethnicity.38,39  The model also accounts for the 

specific program (Medicaid or CHIP) for which a child is eligible, as well as the 

administrative enrollment and renewal policies that apply to a child according to 

program and state of residence.  These policies are listed in the description of the 

                                                 
38 Parental characteristics are considered according to this hierarchy: mother, if present; father if present 
and mother is not; head of household if neither mother nor father is present.  Survey findings indicate that 
women are the primary decision-makers with respect to health care needs of children in a family, 
suggesting  that  maternal  characteristics  may  be  particularly  influential.    In  a  Sommers’  study  on  retention  
of children in Medicaid and CHIP, the author found that maternal coverage was protective against drop-
out while the effect of paternal coverage and the  effect  of  both  parents’  coverage  were  not  significant.  
Salganicoff, A., Ranji, U.R., &  Wyn, R. (2005). Women and Health Care: A National Profile. Key Findings 
from  the  Kaiser  Women’s  Health  Survey.  Kaiser  Family  Foundation.  Retrieved  from  
http://kaiserfamilyfoundation.files.wordpress.com/2013/01/women-and-health-care-a-national-profile-key-
findings-from-the-kaiser-women-s-health-survey.pdf .  And, Sommers, B.D. (2006 ). Insuring Children or 
Insuring Families: Do Parental and Sibling Coverage Lead to Improved Retention of Children in Medicaid 
and CHIP? Journal of Health Economics, 25(6), 1154-69.  
 
39 A  child’s  guardians  are  identified  as  the  family  reference  person  if  the  mother  or  father  are  not  present. 
  

http://kaiserfamilyfoundation.files.wordpress.com/2013/01/women-and-health-care-a-national-profile-key-findings-from-the-kaiser-women-s-health-survey.pdf
http://kaiserfamilyfoundation.files.wordpress.com/2013/01/women-and-health-care-a-national-profile-key-findings-from-the-kaiser-women-s-health-survey.pdf
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Sommers%20BD%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'J%20Health%20Econ.');
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conceptual model.  While the  impact  of  the  model  components  “Outreach  and  

Education”  and  “Public  Resources”  cannot be measured directly, the analysis accounts 

for  a  child’s  state  of  residence  in many cases40, which should capture some aspects of 

these factors. 

 

In  order  to  account  for  the  fact  that  a  child’s  well-being may compel some parents either 

to seek out insurance coverage or to remain unengaged,41 the analysis controls for a 

child’s  health  status.    This  issue  is  particularly  applicable  for  low  income  children  eligible  

for Medicaid or CHIP given that they may be enrolled in a program upon entry into the 

health care system to obtain treatment for an imminent or presenting health condition.  

 

Methods 

The analysis uses a logistic regression model that accounts for the CPS survey designs 

and for the restricted subpopulation of the dataset examined here.  The model applies 

person-level replicate weights.  While a multi-level model may have been preferable in 

order to fully account for clustering at the state and household levels, the corresponding 

weights needed to employ this approach were not available.  The Census Bureau 

provides person-level and household-level weights, but they are not scaled to allow for 

                                                 
40 All models include state fixed effects, except for those which examine state enrollment or renewal 
policies. 
 
41 E.g. Davidoff, A.J., Makuc, D., Garrett, B., & Schirmer, M. (2000). Medicaid-Eligible  Children  Who  Don’t  
Enroll: Health Status, Access to Care, and Implications for Medicaid Enrollment. Inquiry, 37, 203-218. 
 
 

http://www.urban.org/AmyJDavidoff
http://www.urban.org/DianeMakuc
http://www.urban.org/BowenGarrett
http://www.urban.org/MatthewSchirmer
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inclusion simultaneously in a multi-level model.42  It was possible to apply a multi-level 

model using the data without any adjustment for the survey design, but this raised too 

many concerns.  These include the fact that such an approach would not allow for 

generalization to the broader population and because this analysis focuses on 

vulnerable populations who are key targets of complex sampling designs which aim to 

ensure their full representation in the data.  The replicate weights used in the analysis 

do account for households as a secondary sampling unit and should account for 

household-level correlation.  The weights also adjust for state-level differences for sex, 

age and race data43, and most models control for state fixed effects, except where this 

is undesirable due to the specific effects being examined.  Given the advantages of 

using the weighted data with a straight logistic model compared to the disadvantages of 

using unweighted data with a multi-level model, the analysis applies a straight logistic 

regression model with adjustments for the survey design and subpopulation used here. 

 

Exclusions  

With respect to differences in immigration status, the CPS includes data on citizenship 

but does not provide further information on differences in documentation or permanent 

residency.  In an effort to be conservative, the eligibility analysis excludes non-citizens 

                                                 
42 U.S. Department of Labor, U.S. Bureau of Labor Statistics and U.S. Department of Commerce, 
Economics and Statistics Administration. (2006). Design and Methodology: Current Population Survey. 
Technical Paper 66. Retrieved from http://www.census.gov/prod/2006pubs/tp-66.pdf .  Regarding scaling 
of weights in multi-level models: Carle, A.C. (2009). Fitting Multi-level Models in Complex Survey Data 
with Design Weights: Recommendations. BMC Medical Research Methodology, 9(49).     
 
43 U.S. Department of Labor, U.S. Bureau of Labor Statistics and U.S. Department of Commerce, 
Economics and Statistics Administration. (2006). Design and Methodology: Current Population Survey. 
Technical Paper 66. Retrieved from http://www.census.gov/prod/2006pubs/tp-66.pdf .  Also, personal 
communication with UCLA ATS staff. (2012). 
 

http://www.census.gov/prod/2006pubs/tp-66.pdf
http://www.census.gov/prod/2006pubs/tp-66.pdf
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in order to avoid assigning eligibility to children who do not meet full categorical 

qualifications required under Medicaid and CHIP, while acknowledging that this 

assumption will exclude some eligible children.44   

 

This analysis examines trends among children eligible in the publicly-financed health 

insurance system only.  Given that the CPS reports health insurance coverage for the 

previous year, many children are reported as having multiple types of insurance, 

including a mix of public and private coverage.  For the purposes of this analysis, 

children who are reported as covered by Medicaid or CHIP are considered to be 

covered by those programs, even if they also were reported as covered by private 

insurance during that period.  This study seeks to determine whether children eligible for 

Medicaid or CHIP actually enroll in those programs, so those that did enroll should be 

                                                 
44 While no data are available on the effect of this omission as applicable to this particular study, one 
study does provide some insight.  In his analysis of uninsured children eligible for public insurance, 
Sommers found that excluding or including non-citizens had only a small effect on his estimates.  
Sommers, B.D. (2007). Why Millions of Children Eligible for Medicaid and SCHIP are Uninsured: Poor 
Retention Versus Poor Take-Up. Health Affairs, 26(5), w560-w567. 
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counted as such, even if they had access to private insurance at some point during the 

year.45,46  

 

Additional Analysis  

In addition to the questions described above, the analysis also considers certain 

household characteristics which may be associated with different levels of enrollment 

among children in split-eligible households, such as parental marital status and 

employment information. 

                                                 
45 Unfortunately, the CPS data does not make it possible to determine whether a child was covered by 
Medicaid or CHIP and covered by private insurance simultaneously.  Children in households in which all 
children in residence are covered only by private insurance have been excluded from the analysis.  
Several reasons suggest that households would not intentionally cover some children with private 
insurance while using publicly-financed coverage for other children.  First, families with employer-
sponsored insurance who take up dependent coverage – representing the bulk of families with private 
coverage – generally have the same premium costs regardless of how many family members are on the 
policy.  That is, premium savings are typically not realized by covering one child but not others.  Even if 
one child were eligible for Medicaid while another older child, for example, were not and would need to be 
covered under private insurance, the family would generally have little reason not to cover both children 
under private dependent coverage if covering one would be an option.  While cost-sharing in the form of 
copayments and deductibles tends to be higher under private coverage than Medicaid or CHIP, this 
difference may be outweighed by access hurdles that are often greater under publicly-financed coverage 
than private coverage.  Families with access to private insurance for one or more children appear to have 
few incentives to exclude other children from that coverage, with the potential exception of some children 
with serious health care needs who would benefit from the broad benefits covered by Medicaid.  The 
number of families in which children are split between private and publicly-financed coverage, or private 
coverage and a lack of coverage, is therefore likely to be low. 
 
46 The chance that a parent would buy a single individual insurance policy for one child and not the other 
also appears unlikely.  The share of children under 18 years old for whom individually-purchased 
insurance is obtained (for a single person) represents less than 7% of all those obtaining non-group 
private insurance.  In addition, the difference in average price between single coverage and family 
coverage for those under age 18 would be less than $25 per month ($97.03 vs. $120.37 monthly 
premiums).  Among families with several children, there generally would be no advantage with respect to 
premium costs to exclude one or more children from a family policy.  Among families deciding between 
private and public coverage for a child who is eligible for public insurance (and whose sibling(s) are not 
eligible and are covered by private insurance), cost-sharing for private insurance would generally be 
higher, especially under individual insurance compared to employer-sponsored coverage; however public 
insurance would typically be more likely to present access difficulties.  In addition, many families with 
incomes low enough to qualify for Medicaid do not have the resources to make buying individual 
insurance for their children a feasible option.  Kaiser Family Foundation. (2004). Update on Individual 
Health Insurance (revised).  Retrieved from 
http://kaiserfamilyfoundation.files.wordpress.com/2013/01/update-on-individual-health-insurance.pdf .  
 

http://kaiserfamilyfoundation.files.wordpress.com/2013/01/update-on-individual-health-insurance.pdf
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Findings on Children in Split-Eligible Households 

The model indicates that approximately 18% of all children eligible for Medicaid or 

CHIP47 reside in split-eligible households, while 82% live in homes in which all siblings 

are eligible for the same program (Exhibit 1).  Among children living in split-eligible 

households, two-thirds live in homes split between Medicaid and CHIP; 30% are split 

between either Medicaid or CHIP and siblings who are ineligible for either program; and 

approximately 3% are split among Medicaid, CHIP and ineligibility.  These figures 

translate to over 2.5 million children total who reside in split-eligible households.  This 

total includes approximately 1.7 million children in Medicaid-CHIP split households; 

780,000 children in Medicaid or CHIP and ineligible split households; and 76,000 

children in Medicaid-CHIP-ineligible split households.   

 

Which Characteristics Predict Split-Eligibility?  

The primary research question of this first part of the analysis focuses on whether 

children in the split-eligible group are more likely to be uninsured compared to those in 

the uniformly-eligible population.  Without adjusting for other factors, the proportions of 

insured and uninsured children in these two groups are not statistically different.   

 

 

                                                 
47 These estimates reflect the study population used in this analysis, which as described above, excludes 
certain children, such as those covered exclusively by private insurance, children who are not citizens, 
and children eligible for SSI.  In addition, the eligibility model used in this analysis is not able to 
incorporate all eligibility pathways, such as the Medically Needy, given the complexity of this type of 
eligibility.  These numbers also reflect the fact that the CPS data are considered point-in-time data rather 
than full-year  data,  despite  the  CPS  instrument’s  actual  language.    Due  to  these  factors,  the  total  number  
of children identified by this analysis as eligible for Medicaid or CHIP is lower than year-round, 
comprehensive, national figures. 
 



51 
 

Exhibit 1: Almost 1 in 5 Children Eligible for Medicaid/CHIP  
Live in Split-Eligible Households 

 
Medicaid/CHIP Eligible Children in Split-Eligible Hhlds 18% 
      The 18% (shown above) of eligible children in split-eligible households consists of: 
         Children in households split between Medicaid and CHIP 12% 
         Children in households split between eligibility and ineligibility (for Med or CHIP) 5% 
         Children in households split both ways (Med and CHIP and eligibility-ineligibility) <1% 
Medicaid/CHIP Eligible Children in Uniform-Eligible Hhlds 82% 

 

Notes:  

1. Population consists of children living with at least one sibling (or other qualifying child) who 
are eligible for Medicaid or CHIP (n = 9852).  Children are 18 years of age or younger.  Siblings 
are defined as children living in the same household.  The following exclusions apply: children in 
households in which all residing children are covered by private insurance; children covered 
under Medicare; children receiving Supplemental Security Income; and children living in states 
which do not administer separate CHIP programs or in which Medicaid income thresholds do 
not differ by age (which would preclude this model from finding split-eligibility between 
programs).   

2. Eligibility for Medicaid and CHIP is determined by the model described in the Methods 
section,  based  upon  a  child’s  state  of  residence,  age,  family  income,  and  relevant  income  
disregards according to work status, child care expenditures, and receipt of child support.  
Source: Current Population Survey Annual Social and Economic Supplement, 2008. 
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Children in split-eligible households do show significant differences according to a 

number of descriptive characteristics when compared to children in uniformly-eligible 

households.  Significance is determined using a Pearson uncorrected chi-square test.  

Some of these differences follow logically from the fact that children in these 

households fall into different eligibility categories.  For example, the income thresholds 

that apply to Medicaid are below those for CHIP.   As a result, poor children are more 

likely to be in households in which all children are eligible for the same program 

(Medicaid) while children who are in low income, but not poor, families are more likely to 

have children who fall into multiple eligibility categories.  Accordingly, the proportion of 

children in split-eligible households who are poor (<100% FPL) is much lower than the 

proportion of children in uniformly-eligible households, taking into account the overall 

proportions of the split-eligible and uniformly-eligible populations.  The reverse is true in 

the case of near-poor households (100% to 200% FPL).   

 

Unsurprisingly, children in households with a larger total number of children make up a 

higher proportion of the split-eligible population.  More children naturally offer more 

opportunities for children to be split into different insurance eligibility categories by age 

or citizenship.  Proportionally, the share of children in households with 5 to 7 children is 

considerably higher in split-eligible households compared to uniformly-eligible 

households, as is the share of children who reside in households with 4 total children.  

The proportion of children in split-eligible households with 2 children is much lower 

compared to the proportion in uniformly-eligible households.     
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Children in split-eligible households are younger compared to children in uniformly-

eligible households.  Proportionally, infants under one year are much more common in 

split-eligible households compared to those in uniformly-eligible households, and 

children age 1 to 5 are also more common in split-eligible households.  These two age 

groups correspond to age categories often used by Medicaid and CHIP to separate 

children by income.  Infants are eligible at higher income levels compared to young 

children, and children age 5 and younger are often eligible at higher income levels 

compared to older children.  Eligibility categories do not differ according to income 

above age 5, and accordingly, somewhat lower proportions of children ages 6 to 12 and 

teens reside in split-eligibility households compared to uniformly-eligible households, 

accounting for the size of these two populations.    

 

Proportionally, the share of children eligible for Medicaid is lower among those in split-

eligible households compared to children in uniformly-eligible households while the 

share of children eligible for CHIP is higher.  This finding is expected given that most 

split-eligible children are divided between eligibility for Medicaid and CHIP rather than 

between one of these programs and ineligibility for either.    

 

Also as expected, children in households in which at least one person is not a citizen 

proportionally make up a much higher share of split-eligible households compared to  
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uniformly-eligible households.  In the case of parental citizenship48 specifically, the 

pattern is the same.  Having a parent who is not a citizen is much more common among 

children in split-eligible households compared to children in uniformly-eligible 

households when accounting for the population size of each.   

 

Parents’  race  and  ethnicity  are  different  in  several  cases  between  these  groups.    

Children in split-eligible households have a lower share of non-Hispanic white parents 

and black parents compared to children in uniformly-eligible households, and a higher 

share of Hispanic parents.    

 

With respect to parental insurance coverage, a somewhat smaller proportion of children 

in split-eligible households have parents covered by Medicaid compared to children in 

uniformly-eligible households, while the split-eligible population has a slightly higher 

representation of parents covered by private or military coverage.  Proportionally, a 

large share of both groups have parents who lack insurance of any kind. 

 

Exhibit 2 shows the proportions of children according to each of these measures, along 

with details according to parental education, employment, marital status, and health 

status.   

 

                                                 
48 All parental characteristics reflect data for one parent or guardian in the household.  The parent or 
guardian used to examine parent-level characteristics, as noted earlier, is identified according to the 
following hierarchy: 1) mother, if present; 2) father, if present and mother is not present; 3) family 
reference person, if neither mother nor father is present. 
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Exhibit 3 shows how children in split-eligible or uniformly-eligible populations are 

distributed among the states.  The chart indicates the share of children in split-eligible 

households for each state (among all eligible children within a particular state), as well 

as a  state’s  share  of  the total national population of split-eligible or uniformly-eligible 

children in each state.  States with notably high proportions of children from the split-

eligible population include Arizona, California, Delaware, Florida, North Carolina, 

Tennessee, and Utah.  Those in which the proportion of children in uniformly-eligible 

households is particularly high include Illinois, Indiana, Massachusetts, Michigan, 

Mississippi, Missouri, and New Hampshire.   

 

In addition, the proportion of children in split-eligible households is higher among states 

with certain enrollment and administrative policies.  Fewer children in split-eligible 

households, proportionally, live in states that allow for family applications, joint 

applications which cover both Medicaid and CHIP, or joint renewal applications which 

cover both programs, compared to the proportion of children in uniformly-eligible 

households who have these options.  Compared to those in uniformly-eligible 

households, a somewhat higher proportion of children in split-eligible households are 

subject to waiting periods which require that a child must be uninsured for a certain 

period of time before enrolling in Medicaid or CHIP.  Split-eligible children are also 

proportionally more common in states which require interviews as part of the application 

process.  Despite the greater administrative burden overall on children in split-eligible 

households according to these measures, this population has the same share of 

children who are uninsured (without adjusting for other factors) as those in the  
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Exhibit 2: Characteristics of Split-Eligible and  
Uniformly-Eligible Children 

  
 Split-Eligible  

Children 
Uniformly-Eligible 

Children 
Insurance Status   
  Insured 4% 19% 
  Uninsured 14% 63% 
Program Eligibility   
  Medicaid 11% 60% 
  CHIP 7% 22% 
Family Poverty Level   
  <100% FPL 6% 50% 
  100% to <200% FPL 11% 28% 
  200% to <300% FPL <1% 4% 
  300%+ FPL <1% <1% 
Age of Child   
  Age <1  2% 4% 
  Ages 1 to 5  7% 24% 
  Ages 6 to 12  6% 32% 
  Ages 13 to 18  3% 21% 
Total Children in Household   
  2 Children 4% 33% 
  3 Children 6% 25% 
  4 Children 5% 15% 
  5+ Children 4% 9% 
Health Status of Child   
  Excellent 7% 33% 
  Very Good 6% 24% 
  Good 4% 21% 
  Fair/Poor 1% 3% 
Education of Parent   
  <High School 7% 29% 
  High School Graduate 6% 29% 
  Some College 4% 19% 
  College Graduate 1% 4% 
Insurance Status of Parent   
  Medicaid 6% 31% 
  Private  3% 10% 
  Medicare <1% 1% 
  Uninsured 9% 40% 
Marital Status of Parent   
  Married 10% 35% 
  Separated 2% 9% 
  Divorced or Widowed 2% 12% 
  Never Married 4% 25% 
Employment Status of Parent   
  Full-Time 5% 23% 
  Part-Time 3% 15% 
  Unemployed 1% 6% 
  Not in Labor Force 9% 38% 
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Race/Origin of Parent   
  Non-Hispanic White 4% 29% 
  Non-Hispanic Black 2% 19% 
  Non-Hispanic NAHPI <1% 1% 
  Non-Hispanic Asian 1% 2% 
  Non-Hispanic Mixed Race <1% 1% 
  Hispanic 10% 30% 
Citizenship of Parent   
  Citizen 11% 65% 
  Non-Citizen 8% 17% 
Non-Citizen in Household   
  Yes 9% 21% 
  No 9% 61% 
Health Status of Parent   
  Excellent 4% 16% 
  Very Good 6% 25% 
  Good 6% 26% 
  Fair/Poor 2% 15% 
Metropolitan Status   
  Lives in Metro Area 15% 68% 
  Does Not Live in Metro Area 3% 14% 

 

Notes:  

1. Population consists of children living with at least one sibling (or other qualifying child) who 
are eligible for Medicaid or CHIP.  Children are 18 years of age or younger.  Siblings are defined 
as children living in the same household.  The following exclusions apply: children in 
households in which all residing children are covered by private insurance; children covered 
under Medicare; children receiving Supplemental Security Income; and children living in states 
which do not administer separate CHIP programs or in which Medicaid income thresholds do 
not differ by age (which would preclude this model from finding split-eligibility between 
programs).   

2. Eligibility for Medicaid and CHIP is determined by the model described in the Methods 
section, based upon  a  child’s  state  of  residence,  age,  family  income,  and  relevant  income  
disregards according to work status, child care expenditures, and receipt of child support.  
Source: Current Population Survey Annual Social and Economic Supplement, 2008. 

3. The proportions for each variable (broken out by split-eligible and uniformly-eligible status) 
together total the full population of children eligible for Medicaid or CHIP (n=9852).   

4. Note that 18% of the total population is split-eligible while 82% is uniformly-eligible. 
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Exhibit 3: The Proportion of Split-Eligible vs. Uniformly-Eligible 
Children within States, and by State within the U.S. 

 
 Split-Eligible 

Among All Eligible 
Children within 

State 

Split-Eligible by 
State Among All 

Eligible Children in 
U.S. 

Uniformly-Eligible 
by State Among All 
Eligible Children in 

U.S. 
State of Residence    
  Alabama 15% 1% 2% 
  Arizona  23% 5% 3% 
  California 26% 27% 17% 
  Colorado 18% 1% 1% 
  Delaware 26% <1% <1% 
  Florida 25% 9% 6% 
  Georgia 13% 3% 5% 
  Illinois 7% 2% 6% 
  Indiana 6% 1% 3% 
  Iowa 9% 1% 1% 
  Kansas 19% 1% 1% 
  Kentucky 3% <1% 2% 
  Maine 11% <1% <1% 
  Massachusetts 8% 1% 2% 
  Michigan 5% 1% 4% 
  Mississippi 8% 1% 2% 
  Missouri 3% <1% 4% 
  Montana 12% <1% <1% 
  Nevada 18% 1% 1% 
  New Hampshire 8% <1% <1% 
  New Jersey 13% 2% 3% 
  New York 14% 6% 7% 
  North Carolina 24% 6% 4% 
  North Dakota 16% <1% <1% 
  Oregon 19% 1% 1% 
  Pennsylvania 18% 4% 4% 
  Tennessee 50% 8% 2% 
  Texas 17% 14% 15% 
  Utah 39% 2% 1% 
  West Virginia 10% <1% 1% 
  Wyoming 23% <1% <1% 

 

Notes:  

1. Population consists of children living with at least one sibling (or other qualifying child) who is 
eligible for Medicaid or CHIP.  Children are 18 years of age or younger.  Siblings are defined as 
children living in the same household.  The following exclusions apply: children in households in 
which all residing children are covered by private insurance; children covered under Medicare; 
children receiving Supplemental Security Income; and children living in states which do not 
administer separate CHIP programs or in which Medicaid income thresholds do not differ by age 
(which would preclude this model from finding split-eligibility between programs).   
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2. Eligibility for Medicaid and CHIP is determined by the model described in the Methods 
section, based upon  a  child’s  state  of  residence,  age,  family  income,  and  relevant  income  
disregards according to work status, child care expenditures, and receipt of child support.  
Source: Current Population Survey Annual Social and Economic Supplement, 2008. 

3. The first  column  of  data  (“Split-Eligible  Among  All  Eligible  Children  within  State”)  consists  of  
the total split-eligible population (n=1738), while the following two columns of data (Split-Eligible 
and Uniformly-Eligible Children by State among All Eligible Children in the U.S.) consists of the 
total population of children eligible for Medicaid or CHIP (n=9852). 

4. Note that nationally, 18% of the total population is split-eligible while 82% is uniformly-eligible.  
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Exhibit 4: Enrollment and Administrative Policies Among  
Split-Eligible and Uniformly-Eligible Children 

 
 Split-Eligible 

Children 
Uniformly-Eligible 

Children 
Family Application 
A single application used for all family members 

  

  Yes 9% 46% 
  No 9% 35% 
Joint Application 
A single application applies to both Medicaid and 
CHIP 

  

  Yes 16% 79% 
  No 2% 3% 
Waiting Period 
A period of time in which a child must be uninsured 
to qualify for enrollment 

  

  Yes 15% 64% 
  No 3% 18% 
Interview Required 
An interview in person or by phone mandated as 
part of the application process 

  

  Yes 3% 8% 
  No 15% 74% 
Administrative Verification 
An  applicant’s  income  is  verified  using  existing  
state databases rather than requiring the applicant 
to submit documentation 

  

  Yes 3% 14% 
  No 15% 68% 
Joint Renewal 
A single renewal application applies to both 
Medicaid and CHIP 

  

  Yes 3% 20% 
  No 15% 62% 
Renewal Frequency >1 per year 
Renewal applications must be submitted more than 
once a year 

  

  Yes 4% 21% 
  No 14% 61% 
Presumptive Eligibility 
Qualified institutions such as hospitals and clinics 
may grant temporary program eligibility to a child 
while an application is being processed 

  

  Yes 8% 37% 
  No 11% 45% 
Cost-Sharing Differences b/w Med and CHIP 
Differences  in  an  enrollee’s  cost-sharing 
obligations, such as premiums and copayments for 
services, between the two programs 

  

  Yes 18% 78% 
  No <1% 3% 
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Notes:  

1. Population consists of children living with at least one sibling (or other qualifying child) who 
are eligible for Medicaid or CHIP.  Children are 18 years of age or younger.  Siblings are defined 
as children living in the same household.  The following exclusions apply: children in 
households in which all residing children are covered by private insurance; children covered 
under Medicare; children receiving Supplemental Security Income; and children living in states 
which do not administer separate CHIP programs or in which Medicaid income thresholds do 
not differ by age (which would preclude this model from finding split-eligibility between 
programs).     

2. Eligibility for Medicaid and CHIP is determined by the model described in the Methods 
section, based  upon  a  child’s  state  of  residence,  age,  family  income,  and  relevant  income  
disregards according to work status, child care expenditures, and receipt of child support.  
Source: Current Population Survey Annual Social and Economic Supplement, 2008. 

3. Children  are  organized  within  each  variable  according  to  the  policies  in  place  within  a  child’s  
state of residence. 

4. The proportions for each variable (broken out by split-eligible and uniformly-eligible status) 
together total the full population of children eligible for Medicaid or CHIP (n=9852).   

5. Note that 18% of the total population is split-eligible while 82% is uniformly-eligible. 
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uniformly-eligible group.  Exhibit 4 shows the proportions of enrollment and 

administrative policies among the split-eligible and uniformly-eligible. 

 

Health Care Utilization Question: Data and Methods 

The second aspect of the study examines utilization of services.  While the first part of 

the  analysis  considers  whether  a  child’s  eligibility  for  a  different  insurance  program  

compared to his or her sibling affects whether a child successfully obtains publicly-

financed insurance, this part of the analysis examines whether actually having different 

types of coverage influences access to services.  The Survey of Income and Program 

Participation (SIPP) is used to determine whether children in the same household who 

are enrolled in different publicly-financed insurance programs (Medicaid, CHIP, or 

another government-based program such as local insurance initiatives), or who are 

enrolled in one of those programs and have siblings who are uninsured, exhibit 

differences in the use of preventive care compared to children whose siblings are 

enrolled in the same publicly-financed program.  Table 2 shows the variables used in 

this model.  

 

Survey of Income and Program Participation 

The SIPP is a multipanel, longitudinal survey of the U.S. civilian non-institutionalized 

population, conducted monthly by the U. S. Census Bureau.  The SIPP collects data on 

income, the labor force, program participation and eligibility data, and general 

demographic characteristics.  The survey design is a continuous series of national 
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panels, with sample size ranging from approximately 14,000 to 36,700 interviewed 

households, with the duration of each panel ranging from 2 ½ years to 4 years. 49  

These households are interviewed at 4-month intervals, or waves, during the course of 

the panel period.  The 2008 panel began in September 2008 and ended in December 

2013.  The data used for this analysis, which include the topical information needed on 

medical utilization, were collected between September and December 2009 in the fourth 

wave of the survey.50 

 

The SIPP content is built around a "core" of labor force, program participation, and 

income questions designed to measure economic indicators.  The survey was also 

designed to provide a broader context for analysis by adding questions on a variety of 

topics not covered in the core section, called topical modules.  These are assigned to 

particular interviewing waves of the survey, with topics including personal history, child 

care, wealth, program eligibility, child support, utilization and cost of health care, 

disability, school enrollment, taxes, and annual income.  The health care utilization data, 

along with program participation information, is the focus of this component of the study.  

As in the case of the CPS, the SIPP is unusual among surveys in that it provides 

information about all children in a household, allowing for analysis of inter-family 

utilization patterns.  The survey also specifies which type of publicly-financed insurance 

                                                 
49 U.S. Census Bureau. (2006). Overview of the Survey of Income and Program Participation (updated). 
Retrieved at http://www.census.gov/programs-surveys/sipp.html   
 
50 U.S. Census Bureau. (2014). 2008 Panel Data Product Schedule, retrieved at 
https://www.census.gov/content/dam/Census/programs-surveys/sipp/data/2008-
panel/2008%20Panel%20Core%20and%20Topical%20Module%20Release%20Schedule.pdf  
 

https://www.census.gov/content/dam/Census/programs-surveys/sipp/data/2008-panel/2008%20Panel%20Core%20and%20Topical%20Module%20Release%20Schedule.pdf
https://www.census.gov/content/dam/Census/programs-surveys/sipp/data/2008-panel/2008%20Panel%20Core%20and%20Topical%20Module%20Release%20Schedule.pdf
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a child has, which allows this analysis to differentiate between children covered by 

Medicaid, children covered by CHIP, and children covered by other public programs. 

 

Population and Definitions 

The study population consists of children with at least one sibling who are reported as 

enrolled in Medicaid, CHIP, or in a third category which identifies coverage under 

another publicly-financed program, which includes a variety of programs at multiple 

levels of government.  As in the eligibility component of the analysis, children are 

defined as individuals 18 years or younger, and siblings are defined as children living in 

the same household. 

 

The unit of analysis is an enrolled child.  The dependent variables include the following 

utilization measures: physician contact during a medical visit in the last year among all 

children, a dental visit in the last year among children age 2 and over, and use of dental 

sealants among children age 3 to 14.51, 52  The independent variable indicates whether 

                                                 
51 Information about appropriate child ages for dental services: U.S. Department of Health and Human 
Services. (2011). Healthy People 2020. Summary of Objectives.  Retrieved from 
http://healthypeople.gov/2020/topicsobjectives2020/default.aspx  
 
52 While sealants are not indicated for all children, they are an important preventive service for children at 
higher risk than average for dental caries.  Low income children fall into this category, given that they are 
more likely than higher income children to have dental caries and to have caries that remain untreated.  
The most effective use of sealants is to apply them when molars erupt and before tooth decay has been 
established.  Healthy People 2010 goals aim to more than double the proportion of children with sealants, 
a particularly important service for the low income populations eligible for publicly-financed insurance.  In 
addition to these factors, oral health experts recommend an increased focus on vigilant preventive care, 
including the use of sealants, rather than continuing to apply disproportionate focus on acute care.  
Geshan,  S.,  Snyder,  A.,  &  Paradise,  J.  (2008).  Filling  an  Urgent  Need:  Improving  Children’s  Access  to  
Dental Care in Medicaid and SCHIP. Kaiser Family Foundation, Kaiser Commission on Medicaid and the 
Uninsured and National Academy of State Health Policy.  Also, U.S. Department of Health and Human 
Services. (2001). Healthy People 2010. 2nd ed. Understanding and Improving Health and Objectives for 
Improving Health.  
 

http://healthypeople.gov/2020/topicsobjectives2020/default.aspx
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a child is enrolled in the same program as his or her siblings or a different publicly-

financed program, or whether a child in a publicly-financed program has one or more 

siblings who are uninsured. 

 

Wave 4 of the 2008 SIPP provides information about medical utilization in the topical 

data file.  These data were merged with information from the core data file, also from 

Wave 4.  Using these combined data and accounting for the multiple entries per 

individual from the core data file (typically 4 rotations per individual per wave),53, 54 the 

sample of children in households in which at least one child had Medicaid, CHIP, or 

another government-based program and his or her sibling(s) were covered by one of  

                                                 
53 Given the fluctuating nature of coverage, health insurance information is tallied to include multiple 
responses across this single wave for each child.  Typically, an individual provides four responses, one 
per month, as to the source of his or her health insurance (or lack thereof) for this wave of the SIPP 
survey.  For example, the responses for a child might indicate that she was covered by Medicaid for the 
first two months of the wave and by private insurance for the second two.  In this analysis, this child would 
be counted as being covered by Medicaid, and a separate variable would indicate that she also reported 
being covered by private insurance.  (No children were reported as having a mix of publicly-financed 
insurance programs within this wave.)   
 
54 Besides health insurance data, information for children and their guardians are gathered from the first 
month  of  the  wave  (including  the  child’s  age).    If  guardian  data  were  missing,  the  specific  case  was  
examined and addressed, such as by spreading guardian data over from a different month or from one 
sibling to another if necessary.  Some cases were eliminated from the study population, such as in cases 
of two older teenagers living together with no guardians (given that they were probably cohabitating as 
young adults as opposed to as siblings in a family) or in cases of young couples with one or more 
teenage parents living together with a young child (in which there are not multiple siblings/dependents in 
residence despite having multiple individuals age 18 or younger in the household).  
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Table 2: Variable List for Health Care Utilization Model  
  Range/Values 

Dependent Variables Child Health 
Utilization Measures  

Physician contact, Dental visits 
among children ages 2+ years, Use 
of dental sealants in children ages 3 
to 14 years 

Primary Independent 
Variable Split-Enrolled Status Split-enrolled household, Uniformly-

enrolled household 
Control Variables Age of Child <1 to 18 years 

 Health Status of Child Excellent, Very Good, Good, Fair, 
Poor 

 

Annual Household 
Income, according to 
Federal Poverty 
Guidelines. (Income 
includes wages, salary and 
self-employment earnings. 
One-time or lump-sum 
payments are excluded, 
such as inheritances or 
insurance settlements.) 

<100%, 100% to 200%, 200% to 
300%, 300%+ 

 Education of Parent 
or Guardian 

<High School, High School, Some 
College/Assoc. Degree, College 
grad+ 

 Health Status of 
Parent or Guardian 

Excellent, Very Good, Good, Fair, 
Poor 

 Insurance Status of 
Parent or Guardian 

Medicaid, Private, Medicare, 
Uninsured 

 Citizenship Status of 
Parent or Guardian U.S. Citizen, Not a U.S. Citizen 

 Race/Ethnicity of 
Parent or Guardian 

Non-Hispanic White, Non-Hispanic 
Black, Non-Hispanic Asian, 
Hispanic, Other 

 
English Language 
Ability of Parent or 
Guardian 

Speaks English: Very Well, Well, 
Not Well, Not at All 

 Linguistic Isolation 

No One Age 14+ in Household 
Speaks English Very Well, At Least 
One Person Age 14+ in Household 
Speaks English Very Well 
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 Number of Children in 
Family 

2 to 12 

 Rural or Urban 
Residence 

Rural MSA status, Urban MSA 
status 

 Program in which 
Child is Enrolled 

Enrolled in Medicaid, Enrolled in 
CHIP, Enrolled in another public 
program 

 Private Insurance 
also reported 

Yes, No 

 Transportation 
Assistance Reported 

For Medical Appointment, For Non-
Medical Appointment, None 

Additional Analysis Marital Status of 
Parent or Guardian 

Married (spouse present), Married 
(spouse absent), Widowed, 
Divorced,  Separated, Never 
Married 

 Employment Status of 
Parent or Guardian 

<20 Hours per week, 20 to 35 
Hours per week, 35+ Hours per 
week, Not in Labor Force 
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 these as well but a different program from the first child, totals 241.  The sample of 

children in households in which at least one child had Medicaid, CHIP, or another public 

program and one or more other children were uninsured is 625.  The sample of children 

who fall into both of the above categories, who are split among Medicaid, CHIP or 

another public program and a lack of insurance totals 32.  (Note that the previous two 

totals of 241 and 625 each include these 32 children who fall into both categories.) The 

sample of children in households in which all siblings were covered by the same 

publicly-financed program (Medicaid, CHIP, or a third category of other government-

based programs) totals 5,452.  Together, the sample of all children used in the 

utilization analysis totals 6,286. 

 

Model Variables and Controls 

Table 2 identifies the variables that are included in the model, which correspond to the 

conceptual model described above.    The  variables  used  to  account  for  a  household’s  

personal resources include household income, parental education, parental health 

status, parental insurance status, and language ability.  In order to account for a 

household’s  perception  of  need  for  health  services  and  for  utilization  preferences  

generally, the analysis includes variables for  the  child’s  age,  health  status,  and  parental  

race and ethnicity.   

 

As in the case of the eligibility section, this analysis also controls for the specific 

program type in which a child is enrolled: Medicaid, CHIP, or a third group of smaller, 

government-based programs.  If a child is reported to have had private insurance during 
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the survey period in addition to publicly-financed insurance, this factor is considered as 

well.   

 

While the SIPP does not offer variables that would capture the impacts  of  the  “Outreach  

and  Education”  and  “Public  Resources”  model  components,  state of residence is 

included in the analysis in various ways, which helps to account for some of this 

influence as well as other regional effects on utilization.  State residence is accounted 

for in the survey weights, and states are included directly into the model in some parts 

of the analysis to assess their effect.  States are also considered with respect to the 

CHIP program type that was adopted there.  The insurance and medical system barriers 

shown in the model cannot be measured directly; however, they are the kinds of 

obstacles that may account for a split-enrollment effect on utilization.  Two variables 

which may factor into these model components are included: the type of insurance a 

child has and whether the child was reported to have had private insurance during the 

survey wave as well as publicly-funded insurance. 

 

Methods 

As in the case of the first section of the analysis, the utilization section uses a logistic 

regression model that accounts for the SIPP survey design and for the specific 

subpopulation used here.  The considerations applied to the question of which technical 

approach would be most advantageous are similar to those discussed in the eligibility 

section.  The advantages and disadvantages of using a multi-level model with 

unweighted data were assessed (given that scaled, weighted data at the person, 
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household, and state levels are not available), as were the advantages and 

disadvantages associated with using a straight logistic model which properly accounts 

for the SIPP survey design.  The latter was determined to hold the most advantages 

overall, given that the study population includes key targets of the complex survey 

design, the replicate weights applied to the model offer a reasonable substitute for the 

adjustments the multi-level model would seek to achieve, and this approach allows for 

generalization to the broader population.  Therefore, a straight logistic model is used, 

accounting for the SIPP survey design and the restricted subpopulation.  The model 

applies person-level replicate weights. 

 

Each part of the analysis is conducted for the total study population, and then 

separately on children in states which established separate CHIP programs, and on 

children in states which opted to use CHIP funds to expand their existing Medicaid 

programs (“Medicaid expansion”  states).55  Given the paucity of information available in 

the literature on differences in access among children covered by CHIP and those 

covered by Medicaid, this analysis offers a window into how the type of state in which a 

child receives insurance may factor into actual access to care.   

 

 

 

                                                 
55 This analysis designates states according to whether or not separate CHIP programs have been 
established.  Some states run combination programs in which CHIP funds are used to fund a separate 
CHIP program, in addition to expanding Medicaid.  Given that these states operate separate CHIP 
programs, they are designated as such and as distinct from states which cover children under the 
Medicaid program exclusively. 
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Additional Analysis 

In addition to the variables discussed above, this part of the analysis considers a 

selection of other variables to determine how they may be associated with this 

population’s access to the preventive services.  Additional household indicators are 

considered, such as the total number of children in a household, parental marital status, 

hours of employment, parental citizenship status, linguistic isolation, and transportation 

concerns.   

 

Findings on Children in Split-Enrolled Households 

Thirteen percent of children who are covered by Medicaid, CHIP or another public 

program live in split-enrolled households while 87% live in households in which all 

children are enrolled in the same program (Exhibit 5).  In total, approximately 2.5 million 

children live in split-enrolled households, of whom 23% reside in households split 

between Medicaid and CHIP or another public program; 72% reside in households split 

between a publicly-financed program and uninsurance; and 5% reside in households 

split among at least two programs (Medicaid, CHIP or another public program) and 

uninsurance.   

 

The split-enrolled population differs from the split-eligible population markedly with 

respect to this composition.  The split-eligible population in the first part of the analysis 

consists primarily of children split between eligibility for Medicaid and for CHIP, while a 

minority are split between eligibility for one of those programs and ineligibility for either.  

In contrast, the split-enrolled population consists primarily of children in households split 
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between enrollment in Medicaid, CHIP or another public program and a lack of 

enrollment in insurance entirely.  A minority of the split-enrolled are split among different 

programs.  The reasons for this difference are not clear but this difference underscores 

the salience in questioning whether children who are split-eligible are more likely to fail 

to actually obtain coverage. 

 

Which Characteristics Predict Split-Enrollment? 

The profile of children in split-enrolled households differs somewhat from children in 

households in which all of the children are enrolled in the same program.  Significance 

is determined based on a Pearson uncorrected chi-square test.  As is true in the case of 

children in split-eligible homes, a number of these differences are predictable given the 

factors that determine eligibility for Medicaid and CHIP.  For example, compared to 

children in uniformly-enrolled households, a higher proportion of children in split-

enrolled homes have many siblings.  The share of children with 5 or more total children 

in the household is much higher among split-enrolled homes compared to uniformly-

enrolled households given the proportion of split-enrolled children within the population 

as a whole.  Similarly, the proportion of children with 2 children in the home is 

considerably lower for split-enrolled households. 

 

The ages of children that are represented in the household also differ between the two 

groups.  This finding is not surprising given that eligibility is determined in part by a 

child’s  age,  with  infants  typically  subject  to  the highest income thresholds under 

Medicaid and teens typically subject to the lowest.  Infants are therefore more likely to  
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Exhibit 5: 1 in 8 Children Enrolled in a Publicly-Financed 

Program Live in Split-Enrolled Households 
 
Children in Split-Enrolled Households 13% 
      The 13% (shown above) of enrolled children in split-enrolled households consists of: 
          Medicaid-CHIP-Other Public Split     3% 
          Medicaid/CHIP/Other Public-Uninsured Split 9% 
          Medicaid-CHIP-Other Public AND Medicaid/CHIP/Other  
         Public-Uninsured Split 

<1% 

Children in Uniform-Enrolled Households 87% 
 

Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in 
Medicaid, CHIP, or in a third category that identifies coverage under another publicly-financed 
program, which consists of a variety of programs at multiple levels of government (n=6286).  
Children are 18 years or younger.  Siblings are defined as children who live in the same 
household.  Source: Survey of Income Program Participation, 2008 (Wave 4, Core and Medical 
Expenses/Utilization of Health Care Module). 
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be eligible for Medicaid and less likely to qualify for CHIP compared to their teenage 

counterparts, and families with infants and teens are therefore more likely to fall into 

multiple eligibility categories.  These data reflect this relationship, showing that children 

living in households which include at least one infant are proportionally more common in 

the split-enrolled population compared to the uniformly-enrolled population.  Children 

living with teens are also represented in greater proportion among split-enrolled homes, 

taking into account the size of the split and uniformly-enrolled populations overall.     

 

Children who fall into these age groups themselves reflect the same pattern.  

Proportionally, a greater share of infant children is represented among the split-enrolled 

population compared to the uniformly-enrolled population, and the proportion of teens is 

also higher among the split-enrolled.  The proportion of those ages 6 to 12 is lower 

among children in split-enrolled households.  

 

With respect to a  child’s source of insurance, the share of children in split-enrolled 

households who are covered by CHIP is considerably higher proportionally compared to 

uniformly-enrolled households.  Medicaid is the primary source of coverage for a large 

majority of children in both groups, although CHIP covers a substantial share of children 

as well.  Children enrolled in Other Public programs constitute a very small percentage 

of all enrolled children.    
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An interesting finding involves the poverty levels among children in these two 

populations.  The analysis finds that there is no significant difference in the proportion of 

children by poverty level between children in split-enrolled households and those in 

uniformly-enrolled households.    While in the first part of the analysis, children in split-

eligible households were in somewhat higher income families compared to children in 

uniformly-eligible households, the composition of the split-enrolled population may help 

to explain the difference here.  As noted above, children in split-eligible households are 

primarily split between eligibility for multiple programs, while children in split-enrolled 

households are more commonly split between enrollment in one of these programs and 

a lack of insurance entirely.  Families with uninsured children are likely to be lower 

income compared to families with at least one child eligible for CHIP.  Therefore, the 

lower incomes among children in uniformly-enrolled households who are typically 

enrolled in Medicaid are likely being balanced out by children in split-enrolled families 

who are split between publicly-financed insurance and uninsurance, who are likely to 

have lower incomes compared to children split between multiple programs. 

 

Children in split-enrolled households are slightly more likely to be citizens compared to 

children in uniformly-enrolled households.  Almost all children in both groups are 

citizens, however, an unsurprising finding given that citizenship is typically required to 

qualify for these programs.  In the case of parental citizenship, the share of children in 
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split-enrolled households with parents who are not citizens is proportionally higher 

compared to those in uniformly-enrolled households.56   

 

Most children in both groups speak only English at home, with a somewhat lower 

proportion of children in split-enrolled households compared to those in uniformly-

enrolled households.  A small proportion of children have parents who do not speak 

English at all.  The share of these children in split-enrolled households is higher 

compared to those in uniformly-enrolled households.   

 

With respect to race and ethnicity, a somewhat lower share of children in split-enrolled 

households, proportionally, have non-Hispanic white parents compared to those in 

uniformly-enrolled households, as well as a lower share of non-Hispanic black parents.  

Proportionally given the size of the split and uniformly-enrolled populations, a 

considerably higher share of children in split-enrolled households have a Hispanic 

parent.   

 

The  two  populations  differ  by  parents’  insurance  status and education as well.  

Proportionally, a higher share of children in split-enrolled households have parents who 

                                                 
56 Note that in the case of parental citizenship, as is the case for all adult characteristics examined in this 
analysis  and  the  eligibility  analysis,  a  variable’s  value  for  a  child  is  determined  according  the  
characteristics of one adult according to the following hierarchy: mother if present; father if present and 
mother is absent; guardian if both mother and father are absent.  The descriptive language here may 
describe  children’s  “parents”,  which  collectively  refers  to  the  parents  of  multiple  children.    The  value  for  
each child corresponds to the value of one parent or guardian, in the order noted above. 
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are uninsured compared to those in uniformly-enrolled households, while a lower share 

of children in split-enrolled households have parents covered by Medicaid.   

 

With respect to parental education, a somewhat greater share of children in split-

enrolled households have parents who never graduated from high school, while a 

somewhat lower proportion of children have parents who completed some (but not all 

of) college.  In both populations, only a small minority of parents had completed college.  

 

The remaining characteristics in the analysis differed little or showed no difference.   

 

The findings noted above apply to all children eighteen years or younger who fall into 

the study population.  This population is used for the first of the three utilization 

analyses,  which  is  focused  on  children’s  doctor  visits.    The  subpopulations  used  in  the  

other two analyses, for the dental visit analysis (ages 2 to 18) and the dental sealant 

analysis (ages 3 to 14), were examined in the same way.  These analyses were quite 

similar in all but a few cases to the differences described above between the 

proportions of children in the split-enrolled and uniformly-enrolled populations.  Exhibits 

6, 7 and 8 show the characteristics of split-enrolled and uniformly-enrolled children for 

the age groups which correspond to each measure.  
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Exhibit 6: Characteristics of Split-Enrolled and  
  Uniformly-Enrolled Children  

(Population for Physician Visit: Age <19) 
 Split-Enrolled 

Children 
Uniformly-Enrolled 

Children 
Insurance Type   
  Medicaid 10% 77% 
  CHIP 3% 10% 
  Other Public <1% 1% 
Private Supplemental Insurance   
  Has Private Insurance 1% 8% 
  No Private Insurance 12% 79% 
Poverty Level   
  <100% FPL 6% 42% 
  100% to <200% FPL 4% 29% 
  200% to <300% FPL 2% 10% 
  300%+ FPL 1% 6% 
Age of Child   
  Age <1  1% 4% 
  Ages 1 to 5  4% 27% 
  Ages 6 to 12  3% 34% 
  Ages 13 to 18  5% 21% 
Ages of Children in Household:   
Infants   
  Hhld with Infant 3% 10% 
  Hhld without Infants 10% 77% 
Ages 1 to 5   
  Hhld with Ages 1 to 5 8% 51% 
  Hhld without Ages 1 to 5 5% 36% 
Ages 6 to 12   
  Hhld with Ages 6 to 12 9% 65% 
  Hhld without Ages 6 to 12 4% 22% 
Ages 13 to 18   
  Hhld with Ages 13 to 18 10% 41% 
  Hhld without Ages 13 to 18  3% 46% 
Total Children in Household   
  2 Children 3% 35% 
  3 Children 4% 29% 
  4 Children   3% 14% 
  5+ Children 3% 9% 
Citizenship of Child   
  Citizen 12% 85% 
  Non-Citizen 1% 2% 
Health Status of Child   
  Excellent 6% 42% 
  Very good 4% 28% 
  Good 3% 14% 
  Fair/poor <1% 3% 
Education of Parent   
  <High School 5% 24% 
  High School Graduate 4% 27% 
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  Some College 3% 30% 
  College Graduate 1% 5% 
Insurance of Parent   
  Uninsured 5% 29% 
  Medicaid 4% 40% 
  Medicare 1% 3% 
  Private 2% 13% 
  Medicaid & Private <1% 2% 
Marital Status of Parent   
  Married 6% 41% 
  Separated 1% 9% 
  Divorced or Widowed 2% 13% 
  Never Married 4% 25% 
Employment of Parent by Hours   
  <20 Hours 1% 5% 
  20 to 35 Hours 3% 16% 
  35+ Hours 3% 24% 
  Not in Labor Force 6% 42% 
Race/Origin of Parent   
  Non-Hispanic White 4% 34% 
  Non-Hispanic Black 2% 20% 
  Non-Hispanic Asian <1% 2% 
  Non-Hispanic Other <1% 4% 
  Hispanic 6% 27% 
Citizenship of Parent   
  Citizen 10% 72% 
  Non-Citizen 3% 15% 
English Language Ability   
  Only English  7% 57% 
  Very Well 2% 11% 
  Well 1% 5% 
  Not Well 2% 9% 
  Not at All 1% 4% 
Linguistic Isolation   
  Yes 2% 11% 
  No 11% 76% 
Health Status of Parent   
  Excellent 2% 16% 
  Very Good 4% 27% 
  Good 5% 32% 
  Fair/Poor 2% 12% 
Metropolitan Status   
  Lives in Metro Area 10% 66% 
  Does Not Live in Metro Area 3% 21% 
Privately-Insured Sibling   
  Has a Privately-Insured Sibling 2% 9% 
  No Privately-Insured Sibling 11% 78% 
Transportation Assistance   
  Used Assistance for Medical Appt   <1% 1% 
  Used Assistance (Non-Medical) <1% 1% 
  Did Not Use Assistance 13% 84% 
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Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in 
Medicaid, CHIP, or in a third category that identifies coverage under another publicly-financed 
program, which consists of a variety of programs at multiple levels of government.  Children are 
18 years or younger.  Siblings are defined as children who live in the same household.  Source: 
Survey of Income Program Participation, 2008 (Wave 4, Core and Medical Expenses/Utilization 
of Health Care Module). 

2. The proportions for each variable (broken out by split-enrolled and uniformly-enrolled status) 
together total the full population of children in the analysis (n=6286). 
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Exhibit 7:  Characteristics of Split-Enrolled and  
Uniformly-Enrolled Children  

(Population for Dental Visit: Age 2-18) 
 Split-Enrolled 

Children 
Uniformly-Enrolled 

Children 
Insurance Type   
  Medicaid 9% 77% 
  CHIP 3% 10% 
  Other Public <1% 1% 
Private Supplemental Insurance   
  Has Private Insurance 1% 8% 
  No Private Insurance 11% 79% 
Poverty Level   
  <100% FPL 5% 42% 
  100% to <200% FPL 4% 30% 
  200% to <300% FPL 2% 10% 
  300%+ FPL 1% 6% 
Age of Child   
  Ages 2 to 5 3% 25% 
  Ages 6 to 12  4% 39% 
  Ages 13 to 18  6% 24% 
Ages of Children in Household:   
Infant   
  Hhld with Infant 2% 7% 
  Hhld without Infants 10% 81% 
Ages 1 to 5   
  Hhld with Ages 1 to 5 7% 48% 
  Hhld without Ages 1 to 5 5% 39% 
Ages 6 to 12   
  Hhld with Ages 6 to 12 9% 69% 
  Hhld without Ages 6 to 12 4% 19% 
Ages 13 to 18   
  Hhld with Ages 13 to 18 10% 44% 
  Hhld without Ages 13 to 18  3% 43% 
Total Children in Household   
  2 Children 3% 34% 
  3 Children 3% 29% 
  4 Children   3% 15% 
  5+ Children 3% 10% 
Citizenship of Child   
  Citizen 12% 85% 
  Non-Citizen 1% 2% 
Health Status of Child   
  Excellent 5% 42% 
  Very good 4% 28% 
  Good 3% 15% 
  Fair/poor <1% 3% 
Education of Parent   
  <High School 4% 24% 
  High School Graduate 4% 27% 
  Some College 3% 31% 
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  College Graduate 1% 6% 
Insurance of Parent   
  Uninsured 5% 29% 
  Medicaid 4% 40% 
  Medicare 1% 3% 
  Private 3% 14% 
  Medicaid & Private <1% 2% 
Marital Status of Parent   
  Married 6% 41% 
  Separated 1% 9% 
  Divorced or Widowed 2% 13% 
  Never Married 3% 24% 
Employment of Parent by Hours   
  <20 Hours 1% 5% 
  20 to 35 Hours 3% 16% 
  35+ Hours 3% 25% 
  Not in Labor Force 6% 42% 
Race/Origin of Parent   
  Non-Hispanic White 4% 34% 
  Non-Hispanic Black 2% 21% 
  Non-Hispanic Asian <1% 2% 
  Non-Hispanic Other <1% 4% 
  Hispanic 5% 28% 
Citizenship of Parent   
  Citizen 9% 72% 
  Non-Citizen 3% 16% 
English Language Ability   
  Only English 7% 58% 
  Very Well 1% 11% 
  Well 1% 5% 
  Not Well 1% 9% 
  Not at All 1% 4% 
Linguistic Isolation   
  Yes 1% 10% 
  No 11% 77% 
Health Status of Parent   
  Excellent 2% 16% 
  Very Good 3% 27% 
  Good 5% 32% 
  Fair/Poor 2% 13% 
Metropolitan Status   
  Lives in Metro Area 9% 66% 
  Does Not Live in Metro Area 3% 21% 
Privately-Insured Sibling   
  Has a Privately-Insured Sibling 2% 9% 
  No Privately-Insured Sibling 11% 79% 
Transportation Assistance   
  Used Assistance for Medical Appt   <1% 1% 
  Used Assistance (Non-Medical) <1% 1% 
  Did Not Use Assistance 12% 85% 
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Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in 
Medicaid, CHIP, or in a third category that identifies coverage under another publicly-financed 
program, which consists of a variety of programs at multiple levels of government.  Children are 
between the ages of 2 and 18.  Siblings are defined as children who live in the same household.  
Source: Survey of Income Program Participation, 2008 (Wave 4, Core and Medical 
Expenses/Utilization of Health Care Module). 

2. The proportions for each variable (broken out by split-enrolled and uniformly-enrolled status) 
together total the full population of children in the analysis (n=6286).   
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Exhibit 8:  Characteristics of Split-Enrolled and  
Uniformly-Enrolled Children  

(Population for Dental Sealants: Age 3-14) 
 Split-Enrolled  

Children 
Uniformly-Enrolled 

Children 
Insurance Type   
  Medicaid 8% 80% 
  CHIP 2% 10% 
  Other Public <1% 1% 
Private Supplemental Insurance   
  Has Private Insurance 1% 8% 
  No Private Insurance 9% 82% 
Poverty Level   
  <100% FPL 4% 44% 
  100% to <200% FPL 3% 31% 
  200% to <300% FPL 1% 10% 
  300%+ FPL 1% 5% 
Age of Child   
  Ages 3 to 5 3% 25% 
  Ages 6 to 12  5% 53% 
  Ages 13 to 14  2% 12% 
Ages of Children in Household:   
Infant   
  Hhld with Infant 1% 7% 
  Hhld without Infants 8% 84% 
Ages 1 to 5   
  Hhld with Ages 1 to 5 7% 53% 
  Hhld without Ages 1 to 5 3% 37% 
Ages 6 to 12   
  Hhld with Ages 6 to 12 8% 78% 
  Hhld without Ages 6 to 12 2% 13% 
Ages 13 to 18   
  Hhld with Ages 13 to 18 6% 38% 
  Hhld without Ages 13 to 18 3% 52% 
Total Children in Household   
  2 Children 2% 34% 
  3 Children 2% 31% 
  4 Children   3% 16% 
  5+ Children 2% 10% 
Citizenship of Child   
  Citizen 9% 88% 
  Non-Citizen <1% 2% 
Health Status of Child   
  Excellent 5% 44% 
  Very good 2% 29% 
  Good 2% 15% 
  Fair/poor <1% 3% 
Education of Parent   
  <High School 4% 24% 
  High School Graduate 3% 28% 
  Some College 3% 33% 
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  College Graduate <1% 6% 
Insurance of Parent   
  Uninsured 4% 30% 
  Medicaid 3% 41% 
  Medicare <1% 3% 
  Private 2% 15% 
  Medicaid & Private <1% 2% 
Marital Status of Parent   
  Married 5% 43% 
  Separated 1% 9% 
  Divorced or Widowed 1% 14% 
  Never Married 2% 25% 
Employment of Parent by Hours   
  <20 Hours <1% 5% 
  20 to 35 Hours 2% 17% 
  35+ Hours 2% 26% 
  Not in Labor Force 5% 43% 
Race/Origin of Parent   
  Non-Hispanic White 3% 35% 
  Non-Hispanic Black 2% 21% 
  Non-Hispanic Asian <1% 2% 
  Non-Hispanic Other <1% 3% 
  Hispanic 5% 29% 
Citizenship of Parent   
  Citizen 7% 74% 
  Non-Citizen 3% 16% 
English Language Ability   
  Only English 5% 59% 
  Very Well 1% 12% 
  Well 1% 5% 
  Not Well 1% 10% 
  Not at All 1% 4% 
Linguistic Isolation   
  Yes 1% 12% 
  No 8% 79% 
Health Status of Parent   
  Excellent 2% 17% 
  Very Good 3% 29% 
  Good 4% 33% 
  Fair/Poor 2% 12% 
Metropolitan Status   
  Lives in Metro Area 7% 68% 
  Does Not Live in Metro Area 2% 22% 
Privately-Insured Sibling   
  Has a Privately-Insured Sibling 1% 9% 
  No Privately-Insured Sibling 8% 81% 
Transportation Assistance   
  Used Assistance for Medical Appt   <1% 1% 
  Used Assistance (Non-Medical) <1% 1% 
  Did Not Use Assistance 9% 88% 
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Notes:  
1. Population consists of children living with at least one sibling who are reported as enrolled in 
Medicaid, CHIP, or in a third category that identifies coverage under another publicly-financed 
program, which consists of a variety of programs at multiple levels of government.  Children are 
between the ages of 3 and 14.  Siblings are defined as children who live in the same household.  
Source: Survey of Income Program Participation, 2008 (Wave 4, Core and Medical 
Expenses/Utilization of Health Care Module). 

2. The proportions for each variable (broken out by split-enrolled and uniformly-enrolled status) 
together total the full population of children in the analysis (n=6286).   
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 Diagnostics  

The measures available to estimate goodness-of-fit are limited in this analysis, given 

that both primary analyses rely on logistic regression using complex survey data.  While 

the  “pseudo-R2”  estimate  is  typically  used  in  the  case  of  logistic  regression,  this  

measure is not valid when the model includes adjustments  for  a  survey’s  design  

parameters, given that the observations are not independently and identically 

distributed.   

 

The models can be assessed to determine whether they have been properly specified; 

that is, whether the predictors included in the model are appropriate and whether the 

model has omitted key predictive variables.  If there has been this type of specification 

error, a diagnostic measure produced based on a linear combination of the predictors in 

the model would not be significant, while this value squared – which should not have 

any predictive value if the key variables are present in the model - would be significant.  

The former case would indicate that the model includes predictors which should not be 

used in the analysis, while the latter would indicate that key variables are missing from 

the  model  and  should  be  identified  and  added.    This  ‘link  test’  was  performed  on  the  

primary model in the eligibility analysis and on the primary model for each utilization 

measure (physician visit, dental visit, and dental sealant use) in the enrollment part of 

the analysis.  For each model, the tests indicated that the linear predicted value was 

significant in each case, suggesting that the variables included in the model are indeed 

appropriate to each analysis, while the square of the linear predicted value was not 
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significant, suggesting that the models were not missing key variables.  These results 

offer evidence that the models have been properly specified.   

 

The presence of collinearity among the predictors was examined by computing the 

variance inflation factor (VIF) for each predictor in the primary eligibility model, and for 

those in the primary models for each of the three utilization measures.  The resulting 

values were generally quite low, most falling under a VIF of 2.  All values were 

considerably below 10, the threshold at which concerns about collinearity are typically 

introduced.  These findings suggest that the models do not suffer from problematic 

levels of collinearity, which offers additional confidence in the findings described below. 
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Results 

ELIGIBILITY MODEL 

The following findings are based upon the eligibility model which begins by examining 

whether split-eligibility within a household is associated with different odds of being 

uninsured among children eligible for Medicaid or CHIP.  The association between 

administrative policies under these programs and being uninsured is also considered, 

along with other individual and household characteristics. 

 

Uninsured Among Split-Eligible Children 

Are children in split-eligible households more likely to be uninsured compared to those 

in households with consistent eligibility across all siblings?   

The eligibility model does not find that children in split-eligible households are more 

likely to be uninsured than children in households with consistent eligibility for publicly-

financed insurance across all siblings.57  There was no significant difference in the odds 

of being uninsured among children in households in which one or more children is 

eligible for Medicaid while one or more of their siblings is eligible for CHIP, and the odds 

of being uninsured among children in households in which all children are eligible for 

Medicaid or all children are eligible for CHIP.  The analysis also found no significant 

difference in the odds of being uninsured among children in households in which one or 

more siblings is eligible for Medicaid or CHIP while one or more siblings is ineligible for 

                                                           
57 Unless otherwise noted, findings are significant at the p <0.05 level. 
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any publicly-financed programs, and the odds of being uninsured among children in 

households in which all siblings are eligible for Medicaid or all are eligible for CHIP.58  

Children in households falling into both categories, in which siblings are split between 

both Medicaid and CHIP and between eligible and ineligible, also did not have 

significantly different odds of being uninsured compared to children in which all siblings 

are eligible for the same program.  The analysis did not produce different results when 

this group was combined into the Medicaid-CHIP split eligibility category, or when it was 

included in the eligible-ineligible split eligibility category.    

 

This  finding  differs  from  Hudson’s finding, which used MEPS data from the years 2000 

to 2005.  Hudson found that children in Medicaid-CHIP split-eligible families were 

significantly more likely to be uninsured by 5 percentage points, and that those in 

eligible-ineligible split families were more likely to be uninsured by 6 percentage points 

than children in families with consistent eligibility (the latter at a significance level of 

<0.10).  These findings reflect a measurable but relatively small difference between 

these groups.  Small changes in the composition of the population used in each 

analysis could account for the different outcomes.  For example, the Hudson analysis 

did not exclude children in families in which all of those eligible for publicly-financed 

insurance were covered by private insurance.  This difference in the number and type of 

split-eligible families included in her analysis but excluded in mine may have had an 

                                                           
58 Note  that  these  results  apply  only  to  children  in  the  eligibility  model’s  study  population,  all  of  whom  are  
eligible for publicly-financed insurance.  Children who are not eligible for publicly-financed are excluded 
from the study population, even though their presence in the household is included in the overall analysis.  
This separate variable is used to distinguish children in the study population who have ineligible siblings 
from children in the study population who do not have ineligible siblings. 
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impact on the findings, although the direction in which this exclusion would affect the 

outcomes is difficult to predict.   

 

Hudson also measured split-eligibility based on “families”, defined as children, their 

siblings, and their biological, adoptive or stepparents.  In contrast, this analysis uses 

households as a grouping unit.  Households are used here on the basis of my 

assumption that those living in multi-family households would be likely to share 

information about insurance coverage.  Nearly all children included in the analysis are 

related to the head of the household.  Among children in the total study population, only 

3% are nonrelatives of the householder, and among children in multi-family households, 

just 11% are nonrelatives.  Given that the children living in multi-family households are 

typically related to one another even  when  they  technically  belong  to  different  “families”,  

it seems likely that decisions about child-raising, including those about health insurance, 

would be informed by discussions within the broader household.  In an environment in 

which household expenses are undoubtedly a subject of discussion among individuals 

living under the same roof, the fact that medical care can incur meaningful costs for this 

population may underscore that point.   

 

 In addition, the Hudson analysis was based on eligibility figures produced by a 

sophisticated simulation model built by AHRQ which is able to include a more 

comprehensive set of eligibility criteria than my hand-built model.  For example, while 

my model accounts for all possible iterations of state age and income requirements, a 

child’s family size, and applicable income disregards according to a variety of household 
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characteristics, the AHRQ model (called  “KIDSIM”) also includes eligibility based on 

qualifications for  Medicaid’s  Medically  Needy  program and state-only funded programs.  

KIDSIM also incorporates personal characteristics such as the number of years a child 

has been in the U.S. and documentation status to predict eligibility.  In contrast, I 

exclude all non-citizen children from this analysis.  Given the relatively small effects 

Hudson detected, these details may help to explain the difference in our findings. 

Lastly, during the intervening period between the end of the data period Hudson 

examines (2005) and the year of data used in my analysis (2008), participation in 

Medicaid and CHIP improved among children eligible for these programs.59 This 

increase in the proportion of eligible children who enrolled in Medicaid and CHIP, 

facilitated by a greater emphasis on a streamlined enrollment and renewal process, may 

have reduced or eliminated the actual difference in insurance rates among children in 

split-eligible environments compared to those in consistent-eligibility environments.   

 

Which factors are significant predictors of being uninsured among children eligible for 

Medicaid and CHIP?60 

Parent’s  Insurance  Coverage 

The insurance status of parents is the most important predictor associated with whether 

or not an eligible child is uninsured (Exhibit 9, for all predictors).  Children whose  

                                                           
59 Kenney, G., Cook, A., & Dubay, L. (2009). Progress Enrolling Children in Medicaid/CHIP: Who Is Left 
and What Are the Prospects for Covering More Children? Urban Institute.  Retrieved from 
http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf 
 
60 See Appendix for additional findings. 
 

http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf
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Exhibit 9: The Odds of Being Uninsured Differ By Numerous 
Characteristics, But Not By Split-Eligibility 

 
 Adjusted OR 95% CI Unadj. OR 
Split-Household Status    
  Med-CHIP Split 1.09 0.80 to 1.49 1.02 
  Med/CHIP-Ineligible Split 0.79 0.33 to 1.88 1.03 
  Med-CHIP-Ineligible Split 0.83 0.56 to 1.23 1.62 
  Med/CHIP Uniform 1.00 (-) 1.00 
Program Eligibility    
  Medicaid 1.00 (-) 1.00 
  CHIP 1.13 0.89 to 1.44 1.59 
Poverty Level    
  <100% FPL 1.81 0.56 to 5.79 1.05 
  100% to <200% FPL 2.11 0.67 to 6.62 1.60 
  200% to 300% FPL 2.09 0.60 to 7.27 1.46 
  300%+ FPL 1.00 (-) 1.00 
Age of Child    
  <1 1.00 (-) 1.00 
  1 to 5 0.72* 0.58 to 0.89 0.81 
  6 to 12 1.02 0.83 to 1.25 0.99 
  13 to 18 1.47* 1.20 to 1.80 1.33 
Total Children in Household    
  2 Children 1.00 (-) 1.00 
  3 Children 0.81^ 0.64 to 1.02 0.82 
  4 Children 0.92 0.66 to 1.26 0.94 
  5 to 7 Children 1.07 0.70 to 1.62 0.89 
  8+ Children 2.80^ 0.94 to 8.34 1.80 
Health Status of Child    
  Excellent 1.00 (-) 1.00 
  Very Good 1.05 0.83 to 1.32 1.13 
  Good  1.02 0.78 to 1.32 1.02 
  Fair/Poor 0.64 0.34 to 1.18 0.40 
Education of Parent    
  <High School 0.79 0.49 to 1.27 0.90 
  High School Graduate 0.57* 0.36 to 0.91 0.65 
  Some College 0.67^ 0.43 to 1.05 0.70 
  College Graduate+ 1.00 (-) 1.00 
Insurance Status of Parent    
  Private 1.00 (-) 1.00 
  Medicaid/CHIP 0.04* 0.02 to 0.08 0.04 
  Medicare 8.24* 3.66 to 18.55 5.79 
  Uninsured 5.95* 4.36 to 8.11 4.99 
Marital Status    
  Married 1.00 (-) 1.00 
  Separated 1.60* 1.16 to 2.21 1.03 
  Divorced/Widowed 1.45* 1.11 to 1.89 0.88 
  Never Married 1.13 0.89 to 1.44 0.62 
Employment Status of Parent    
  Full-Time 1.00 (-) 1.00 
  Part-Time 0.70* 0.54 to 0.90 0.67 
  Unemployed 0.45* 0.31 to 0.65 0.44 
  Not in Labor Force 0.61* 0.49 to 0.75 0.59 



  

 94 

Race/Origin of Parent    
  Non-Hispanic White 1.00 (-) 1.00 
  Non-Hispanic Black 1.00 0.70 to 1.42 0.83 
  Non-Hispanic Asian 1.18 0.61 to 2.29 1.34 
  Non-Hispanic NAHPI 1.72 0.81 to 3.63 1.53 
  Non-Hispanic Mixed Race 2.18^ 0.93 to 5.08 0.99 
  Hispanic 0.75* 0.57 to 0.99 1.28 
Citizenship of Parent    
  Citizen 1.00 (-) 1.00 
  Non-Citizen 0.93 0.72 to 1.22 1.42 
Non-Citizen in Household    
  Yes   0.78 0.48 to 1.25 1.42 
  No 1.00 (-) 1.00 
Health Status of Parent    
  Excellent 1.00 (-) 1.00 
  Very Good 0.91 0.69 to 1.21 0.98 
  Good 0.91 0.68 to 1.23 0.93 
  Fair/Poor 0.59* 0.40 to 0.85 0.50 
Metropolitan Status    
  Lives in Metro Area 1.00 (-) 1.00 
  Does Not Live in Metro Area 1.01 0.76 to 1.34 0.78 
  Area Not Identified 0.77 0.32 to 1.84 1.10 

 

Notes:  

1. Population consists of children living with at least one sibling (or other qualifying child) who 
are eligible for Medicaid or CHIP (n = 9852).  Children are 18 years of age or younger.  Siblings 
are defined as children living in the same household.  The following exclusions apply: children in 
households in which all residing children are covered by private insurance; children covered 
under Medicare; children receiving Supplemental Security Income; and children living in states 
which do not administer separate CHIP programs or in which Medicaid income thresholds do 
not differ by age (which would preclude this model from finding split-eligibility between 
programs).     

2. Eligibility for Medicaid and CHIP is determined by the model described in the Methods 
section,  based  upon  a  child’s  state  of  residence,  age,  family  income,  and  relevant  income  
disregards according to work status, child care expenditures, and receipt of child support.  
Source: Current Population Survey Annual Social and Economic Supplement, 2008. 

3. An asterisk (*) or carrot (^) next to the odds ratio for a particular category within a variable 
denotes a significant difference (* indicates p <0.05 and ^ indicates p <0.10) in the odds of 
being uninsured in that category compared to the reference category.  The reference category 
has  an  odds  ratio  of  1.00  and  displays  “(-)”  in  the  confidence  interval  column.  Significance  is  
determined by a logistic regression model that accounts for the CPS survey designs and for the 
restricted subpopulation of the dataset examined here.  The model applies person-level 
replicate weights.    
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parents are insured under Medicaid61 are much less likely to be uninsured compared to 

children whose parents are insured under private or military coverage (odds ratio: 0.04).  

This finding suggests that covering children and parents under the same insurance 

program is a key aspect to successfully enrolling eligible children in publicly-financed 

coverage.  Children whose parents are insured by Medicare are more likely to be 

uninsured compared to those whose parents have private or military coverage (odds 

ratio: 8.2), as are children whose parents are uninsured (odds ratio: 5.9).   

 

Other studies have shown that insurance coverage of parents is strongly associated 

with whether or not their children have coverage.  A 2011 GAO report concluded that 

children with insured parents are much more likely to be insured.62  The report also 

included findings from a literature review on the subject, which noted that significant 

associations  between  a  parent’s  and  a  child’s  insurance  status  were  identified  in  all  of  

the articles examined for the study.  In addition, expansions in Medicaid coverage 

among parents have been shown to be associated with increases in coverage among 

children while Medicaid eligibility for the latter remained constant.63   

                                                           
61 This category also may include parents who are insured under CHIP, although parental coverage under 
the CHIP program is extremely limited. 
 
62 Government Accountability Office. (2011). Given the Association Between Parent and Child Insurance 
Status, New Expansions May Benefit Families. Pub. No. GAO-11-264. Retrieved from 
http://www.gao.gov/new.items/d11264.pdf  
 
63 Aizer, A., & Grogger, J. (2003). Parental Medicaid Expansions and Health Insurance Coverage. 
National Bureau of Economic Research. Pub. No. 9907. Retrieved from 
http://www.nber.org/papers/w9907 .  Also, Dubay, L., & Kenney, G. (2003). Expanding Public Health 
Insurance to Parents: Effects on Children’s  Coverage  Under  Medicaid. Health Services Research, 38(5).  
Also, Ku, L., & Broaddus, M. (2000). The Importance of Family-based Insurance Expansions: New 
Research Findings about State Health Reforms. Center on Budget and Policy Priorities. Retrieved from 
http://www.cbpp.org/archiveSite/9-5-00health-rep.pdf .  Also, Ku, L., & Broaddus, M. (2006). Coverage of 
Parents Helps Children, Too. Center on Budget and Policy Priorities. Retrieved from 
http://www.cbpp.org/files/10-20-06health.pdf  

http://www.gao.gov/new.items/d11264.pdf
http://www.nber.org/papers/w9907
http://www.cbpp.org/archiveSite/9-5-00health-rep.pdf
http://www.cbpp.org/files/10-20-06health.pdf
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The type of insurance coverage among parents has also been shown in the literature to 

be strongly associated with the type of insurance that covers children.  Children who are 

covered by publicly-financed insurance are likely to have parents with publicly-financed 

insurance; children with private insurance are very likely to have privately-insured 

parents; and children who are uninsured are also very likely to have parents who are 

also uninsured.64  The finding in this analysis that children eligible for publicly-financed 

insurance who have privately-insured parents have lower rates of coverage compared 

to those whose parents have publicly-financed insurance has also been noted in 

previous research.  A study focused on eligible, uninsured children in Oregon found that 

children with privately-insured parents were more likely to be uninsured compared to 

children with publicly-insured parents.65  In a study among children with at least one 

insured parent, children whose parents had only publicly-financed insurance were less 

likely to be uninsured compared to children whose parents had private insurance.66  

Despite conventional wisdom that private insurance is the most desirable form of 

coverage, my findings and previous research cited here underscore the importance of 

insuring a family under the same type of insurance, rather than simply ensuring that 

family members have access to insurance of some kind. 

                                                           
 
64 Government Accountability Office. (2011). Given the Association Between Parent and Child Insurance 
Status, New Expansions May Benefit Families. Pub. No. GAO-11-264. Retrieved from 
http://www.gao.gov/new.items/d11264.pdf .    Also,  Guendelman,  S.,  &  Pearl,  M.  (2004).  Children’s  Ability  
to Access and Use Health Care. Health Affairs, 23(2), 235-244. 
 
65 DeVoe, J.E., Krois, L., Edlund, C., Smith, J., & Carlson, N.E. (2008). Uninsured but Eligible Children: 
Are Their Parents Insured? Recent Findings from Oregon. Medical Care, 46(1), 3-8. 
 
66 DeVoe, J.E., Tillotson, C., & Wallace, L.S. (2008). Uninsured Children and Adolescents with Insured 
Parents. Journal of the American Medical Association, 300(16), 1904–1913. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf   
 

http://www.gao.gov/new.items/d11264.pdf
http://www.ncbi.nlm.nih.gov/pubmed?term=DeVoe%20JE%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Krois%20L%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Edlund%20C%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Smith%20J%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Carlson%20NE%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed/18162849
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf
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Parent’s  Health  Status 

Children whose parents report being in fair or poor health are significantly less likely to 

be uninsured compared to children whose parents are in excellent health (odds ratio: 

0.59).  Children whose parents are in good health or very good health show no 

difference in the odds of being uninsured compared to children of parents in excellent 

health.  Findings on this subject were not cited in the literature, but this result may 

indicate that parents who have suffered health problems may have had experiences 

with the health care system that facilitate their ability to successfully enroll their children 

in publicly-financed insurance or that have caused them to place greater value on being 

insured. 

 

Parent’s  Employment  Status 

Children with a parent who works full time have higher odds of being uninsured 

compared to children whose parent works part-time (odds ratio: 0.70), is unemployed 

(odds ratio: 0.44), or is not part of the labor force (odds ratio: 0.61).  These findings are 

perhaps unexpected, given that employment is typically associated with higher rates of 

coverage.    In  contrast,  these  results  suggest  that  a  parent’s  full  time  employment  is  

associated with lower rates of insurance for children.  A previous study on eligible, 

uninsured children in Oregon also found that having an employed parent was a 

predictor for children lacking insurance.67  While the reason for this association is not 

                                                           
67 DeVoe, J.E., Krois, L., Edlund, C., Smith, J., & Carlson, N.E. (2008). Uninsured but Eligible Children: 
Are Their Parents Insured? Recent Findings from Oregon. Medical Care, 46(1), 3-8. 
 

http://www.ncbi.nlm.nih.gov/pubmed?term=DeVoe%20JE%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Krois%20L%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Edlund%20C%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Smith%20J%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed?term=Carlson%20NE%5BAuthor%5D&cauthor=true&cauthor_uid=18162849
http://www.ncbi.nlm.nih.gov/pubmed/18162849
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clear, it is possible that full time work, particularly among low-income families, may 

leave parents with less time to address the administrative requirements necessary to 

enroll their children in publicly-financed insurance. 

 

Parent’s  Marital  Status 

The  marital  status  of  a  child’s  parent  is  a  significant  predictor of whether a child is 

uninsured.  The analysis finds that children with divorced or widowed parents are more 

likely to be uninsured compared to children whose parents are married (odds ratio: 

1.45), as are children whose parents are separated (odds ratio: 1.60).  Children whose 

parents have never been married are not significantly more or less likely to be 

uninsured compared to those whose parents are married.    

 

Literature on the subject is not directly comparable but previous findings suggest that 

the association  between  the  role  of  a  parent’s  relationship  status  and  a  child’s  insurance  

status is unclear.  One article which focuses on eligible, uninsured children found that 

those living in two-parent households were more likely to be uninsured compared to 

children living in households headed by a single woman.68  A separate article on 

children with at least one insured parent found that uninsured children were more likely 

to come from single-parent homes compared to those headed by 2 married parents.69  

                                                           
68 Crocetti, M., Ghazarian, S.R., Myles, D., Ogbuoji, O., & Cheng, T.L. (2012). Characteristics of Children 
Eligible for Public Health Insurance but Uninsured: Data from the 2007 National Survey  of  Children’s  
Health. Maternal and Child Health Journal, 16 (1 Supplement), S61-9. Retrieved from 
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-
x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf 
 
69 DeVoe, J.E., Tillotson, C., & Wallace, L.S. (2008). Uninsured Children and Adolescents with Insured 
Parents. Journal of the American Medical Association, 300(16), 1904–1913. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf   

http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf
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My analysis finds that children with separated parents and children with divorced or 

widowed parents are more likely to be uninsured compared to those with married 

parents, but that children whose parents have always been single are no more likely to 

be uninsured than those whose parents are married.   

 

Number of Children in a Household 

The analysis finds that children living in households which include 3 siblings total are 

less likely to be uninsured compared to children living in households with just 2 children 

(odds ratio: 0.81, significant at <0.10).  Children living in households with 8 or more 

siblings are more likely to be uninsured compared to children in households with just 2 

children (odds ratio: 2.8, significant at <0.10).  Previous literature on the subject was not 

available.  These findings may reflect that families perceive an increased benefit from 

taking the steps to enroll several children in publicly-financed insurance programs 

compared to just 2 children.  It is also possible that families with 3 children may share 

other characteristics that make them more likely to be exposed to enrollment 

opportunities compared to families with 2 children.  Similarly, households with 8 or more 

children may share characteristics that increase barriers to enrollment, such as onerous 

child care responsibilities, multiple school schedules, and unexpected short term 

demands, all of which may result in having less available time to overcome the 

administrative hurdles required to enroll their children. 
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Age 

A  child’s  age  is  a  significant  factor  associated  with  whether  a  child  is  uninsured.    The  

analysis finds that children ages 1 to 5 years old are less likely to be uninsured than 

infants (odds ratio: 0.72), while teenagers are more likely to be uninsured compared to 

infants (odds ratio: 1.47).  The analysis finds no difference in the odds of being 

uninsured between infants and children ages 6 to 12.  These findings are similar to 

those found in the literature.  Using unadjusted 2007 data, researchers reported that 

infants were more likely to be uninsured than young children ages 1 to 5, and that teens 

were more likely to be uninsured than infants, particularly 18 year olds.70  Another article 

citing adjusted 2008 data did not isolate infants from young children, but the findings did 

show that teens were more likely to be uninsured than children ages 0 to 5.71  And 

although the authors found that children ages 6 to 12 were significantly more likely to be 

uninsured compared to those ages 0 to 5, the difference was small and the group of 

young children includes infants, whom this analysis finds to have higher odds of being 

uninsured than young children as a whole. 

 

 

  

                                                           
70 Schwartz, K., Howard, J., Williams, A., & Cook,  A.  (2009).  Health  Insurance  Coverage  of  America’s  
Children. Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation. Retrieved from 
http://www.kff.org/uninsured/upload/7609-02.pdf 
 
71 Kenney, G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to Enroll 
in  Medicaid  and  the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. Retrieved 
from http://content.healthaffairs.org/content/29/10/1920.full 
 

http://www.kff.org/uninsured/upload/7609-02.pdf
http://content.healthaffairs.org/content/29/10/1920.full
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Which factors were not significant in predicting the odds of being uninsured among 

children eligible for Medicaid and CHIP? 

A number of factors are not significant in predicting the odds that a child would be 

uninsured.  Uninsured rates do not differ  based  on  a  child’s  health  status.    Available  

literature on the subject, although not directly comparable, has reported similar results.  

For example, an article focused on children who have at least one insured parent found 

that uninsured children were not significantly more likely to report excellent health 

compared to lower levels of health status.72   Another article using 2007 data (which 

does not adjust for other factors and is not limited to the low-income) found that there is 

almost no difference in the proportion of uninsured children who report excellent or very 

good health and those who report fair or poor health.73 

 

Family income is not a significant predictor of whether or not a child is uninsured.  On 

this subject, previous research has reported that among eligible children, those at 

higher income levels are more likely to be uninsured and less likely to participate in 

these programs.74  This difference may be attributed to a difference in variables used or 

                                                           
72 DeVoe, J.E., Tillotson, C., & Wallace, L.S. (2008). Uninsured Children and Adolescents with Insured 
Parents. Journal of the American Medical Association, 300(16), 1904–1913. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf     
 
73 The paper does identify a greater proportion of uninsured children among those who report good 
health.  Schwartz, K., Howard, J., Williams, A., & Cook, A. (2009). Health Insurance Coverage of 
America’s  Children.  Kaiser  Commission  on  Medicaid  and  the  Uninsured,  Kaiser  Family  Foundation.  
Retrieved from http://www.kff.org/uninsured/upload/7609-02.pdf 
 
74 Crocetti, M., Ghazarian, S.R., Myles, D., Ogbuoji, O., & Cheng, T.L. (2012). Characteristics of Children 
Eligible  for  Public  Health  Insurance  but  Uninsured:  Data  from  the  2007  National  Survey  of  Children’s  
Health. Maternal and Child Health Journal, 16 (1 Supplement), S61-9.  Retrieved from 
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-
x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3116514/pdf/nihms297652.pdf
http://www.kff.org/uninsured/upload/7609-02.pdf
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
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omitted in the other analyses, including highly predictive factors like the insurance 

status  of  a  child’s  parent.       

 

The citizenship of a child’s  parent  also  does not prove significant, and nor does the 

presence of at least one person in a household who is not a citizen.  Previous research 

typically has not included this factor in analyses.  One article which did examine this 

issue found that eligible children who reported that neither parent was a citizen were 

less likely to participate in these programs compared to those with at least one parent 

who was a citizen.75   

 

The odds of being uninsured among children living in rural or in metropolitan areas are 

not significantly different, and nor do the odds differ among children eligible for Medicaid 

compared to those who are eligible for CHIP.   

 

Which state administrative policies are significant in predicting the odds of being 

uninsured among children eligible for Medicaid and CHIP? 

A number of administrative policies are significantly associated with whether eligible 

children in states which have adopted those measures are uninsured.  Some of the 

                                                           
Also, Kenney, G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to 
Enroll  in  Medicaid  and  the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. 
Retrieved from http://content.healthaffairs.org/content/29/10/1920.full 
 
75 Kenney, G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to Enroll 
in Medicaid and the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. Retrieved 
from http://content.healthaffairs.org/content/29/10/1920.full 
 

http://content.healthaffairs.org/content/29/10/1920.full
http://content.healthaffairs.org/content/29/10/1920.full
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findings mirrored the findings of previous research, while some of the results were new 

and in some cases unexpected. 

   

The analysis finds that children living in states with waiting periods are more likely to be 

uninsured compared to those in states that do not have waiting periods (odds ratio: 

1.40), a finding supported by previous research with respect to CHIP enrollment.76  

Children in states that do not permit administrative verification of income are also more 

likely to be uninsured (odds ratio: 1.43). The analysis also finds that children in states 

that do not allow presumptive eligibility are more likely to be uninsured compared to 

children in states that do (odds ratio: 1.27, significant at <0.10).  These two findings 

have been confirmed in the literature as well.77   

 

An unexpected finding emerged concerning family applications.  The analysis found that 

children living in states that do not allow the use of family applications have lower odds 

of being uninsured (odds ratio: 0.79, significant at <0.10) compared to children in states 

that did allow family applications to be submitted.  This finding may reflect other factors 

in the states that were not captured by the remaining control variables.78   

                                                           
76 Kronebusch, K., & Elbel, B. (2004). Simplifying Children's Medicaid and SCHIP. Health Affairs, 23(3), 
233-246. Retrieved from http://content.healthaffairs.org/content/23/3/233.full.pdf .  Also, Wolfe, B., & 
Scrivner, S. (2005). The Devil May Be in the Details: How the Characteristics of SCHIP Programs Affect 
Take-up. Journal of Policy Analysis and Management, 24(3), 499-522.  
 
77 Kronebusch, K., & Elbel, B. (2004). Simplifying Children's Medicaid and SCHIP. Health Affairs, 23(3), 
233-246. Retrieved from http://content.healthaffairs.org/content/23/3/233.full.pdf   
 
78 While the analysis would ideally apply a model that would account for unmeasured factors at the state 
level, this approach would have required the inclusion of state-level weights, in addition to individual 
weights that had been adjusted for the presence of state-level weights in the same model.  These weights 
were not available and thus precluded an approach that accounts for clustering or fixed effects that would 
accurately reflect the complex survey weights that apply to this data set.  For other factors considered as 
part of this analysis, state-level dummy variables were included in the models to account for state-level 

http://content.healthaffairs.org/content/23/3/233.full.pdf
http://content.healthaffairs.org/content/23/3/233.full.pdf
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Which state administrative policies do not predict the odds of being uninsured among 

children eligible for Medicaid and CHIP? 

A number of administrative policies I hypothesized would be barriers to enrollment 

proved to have no significant effect on the odds of an eligible child being uninsured.  

Children living in states that do not provide joint applications for both Medicaid and 

CHIP, a measure which allows families to apply for whichever program a child may be 

eligible for rather than using two different applications, are not significantly more or less 

likely to be uninsured compared to children in states where this option is available.   

 

Allowing renewal of either Medicaid or CHIP on the same application – a potentially 

important  option  given  that  children’s  eligibility  for  each  program  may  change  over  time  

– also has no significant effect, and neither does the requirement that renewal 

applications be submitted more frequently than once a year.  Children in states that 

require an interview as part of the application process are not significantly more or less 

likely to be uninsured compared to states that do not have this requirement, a finding 

that has been reported in the literature previously.79 

 

Finally, children living in states in which cost sharing is different under Medicaid and 

under CHIP are not significantly more or less likely to be uninsured compared to 

children in states in which cost sharing is the same for both programs.  This outcome 

                                                           
factors otherwise unmeasured; but due to multicollinearity, this approach could not be applied in the case 
of state enrollment and other administrative policies. 
 
79 Kronebusch, K., & Elbel, B. (2004). Simplifying Children's Medicaid and SCHIP. Health Affairs, 23(3), 
233-246. Retrieved from http://content.healthaffairs.org/content/23/3/233.full.pdf 
 

http://content.healthaffairs.org/content/23/3/233.full.pdf
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did not change when the analysis restricted the population to children eligible for CHIP.  

Previous research has found that increased costs for families can depress enrollment in 

Medicaid and CHIP.80  The reasons behind this difference are unclear. 

 

The model used to examine the administrative policy variables included all of these 

factors simultaneously.  Subsequent models were run on each variable separately to 

compare findings.  These models produced the same results with respect to 

significance (at the <0.10 level or lower) and direction for 7 of the 9 policies considered.  

In the 2 remaining cases, the analysis found significant results for states that do not 

allow joint renewal applications which apply to Medicaid and CHIP, and states which 

require more frequent renewal than once per year.  In this follow-up analysis, children in 

states that do not provide joint renewal applications were more likely to be uninsured 

(odds ratio: 1.26, significance at <0.10), as were children in states that required renewal 

submissions more frequently than once a year (odds ratio: 1.23).   

  

                                                           
80 E.g. Kronebusch, K., & Elbel, B. (2004). Simplifying Children's Medicaid and SCHIP. Health Affairs, 
23(3), 233-246. Retrieved from http://content.healthaffairs.org/content/23/3/233.full.pdf .  Also, Morrisey, 
M.A., Blackburn, J., Sen, B., Becker, D., Kilgore, M.L., Caldwell, C., & Menachemi, N. (2012). The Effects 
of  Premium  Changes  on  ALL  Kids,  Alabama’s  CHIP  Program. Medicare & Medicaid Research Review, 
2(3), E1-E16. Retrieved from http://www.cms.gov/mmrr/Downloads/MMRR2012_002_03_A01.pdf .  Also, 
Kenney, G., Hadley, J., & Blavin, F. (2006-7). Effects of Public Premiums  on  Children’s  Health  Insurance  
Coverage: Evidence from 1999 to 2003. Inquiry, 43(4), 345-361.  Also, Kenney, G., Marton, 
J., McFeeters, J., & Costich, J. (2007). Assessing Potential Enrollment and Budgetary Effects of SCHIP 
Premiums: Findings from Arizona and Kentucky. Health Services Research, 42(6), 2354-2372.  Also, 
Rosenbach, M., Irvin, C., Merrill, A., Shulman, S., Czajka, J., Trenholm, C., Williams, S., Limpa-Amara, 
S.S., & Katz, A. (2007). National  Evaluation  of  the  State  Children’s  Health  Insurance  Program:  A Decade 
of Expanding Coverage and Improving Access: Final Report. Mathematica Policy Research, Inc. 
 

http://content.healthaffairs.org/content/23/3/233.full.pdf
http://www.cms.gov/mmrr/Downloads/MMRR2012_002_03_A01.pdf
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20G%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Marton%20J%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20J%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Costich%20J%5Bauth%5D
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HEALTH CARE UTILIZATION MODEL 

The following findings are based upon the utilization model which begins by examining 

whether split-enrollment between different publicly-financed insurance programs among 

children within a household is associated with different odds of obtaining routine 

preventive health care services.  The association between obtaining these services and 

living in either separate CHIP or Medicaid expansion states is also considered, along 

with selected individual and household characteristics.  

 

Physician Visit in the Last 12 Months 

Are children in split-enrolled households less likely to have seen a doctor in the last 

year?   

The analysis does not find that children in split-enrolled households are less likely to 

have seen a doctor in the last year.  While the majority of children visit a doctor at least 

once a year (62%), over a third of children still fail this measure.  It is surprising that 

children in split-enrolled households do not have significantly different odds of having 

seen a doctor, particularly given that most of these children are in households split 

between one or more siblings who have publicly-financed insurance and one or more 

who have no insurance at all.  The odds of having a doctor visit among those in this 

category alone – that is, children in households split between insurance and a lack of 

insurance – are also not significantly different from the odds among children in 

uniformly-enrolled households.  Uninsured children are less likely to have visited a 
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doctor in the past year compared to insured children81; yet the findings here indicate 

that having an uninsured sibling does not make a child less likely to have seen a doctor 

compared to those whose siblings are all insured.   

 

Does access to a physician in the last year differ for children covered by Medicaid and 

by CHIP? 

One of the most interesting aspects of the analysis is the finding that children covered 

under CHIP have lower odds of having obtained a physician visit compared to children 

with Medicaid.  In fact, this was true for each of the preventive care measures, a striking 

finding, particularly given that the care settings for these services typically differ.  

Compared to children with Medicaid, children with CHIP have lower odds of having had 

a doctor visit in the past year (odds ratio: 0.76; see Exhibit 11, for all predictors).  This 

finding has not been reported previously in the literature. 

 

Substantive differences between Medicaid and separate CHIP programs may explain 

the fact that children covered under CHIP have lower odds of obtaining an annual 

physician visit.  Children covered by separate CHIP programs are not entitled to the 

same comprehensive level of benefits as those covered under Medicaid, nor are they 

                                                           
81 Duderstadt, K.G., Hughes, D.C., Soobader, M., & Newacheck, P.W. (2006). The Impact of Public 
Insurance  Expansions  on  Children’s  Access  and  Use  of  Care.  Pediatrics, 118(4), 1676-1682. Retrieved at 
http://pediatrics.aappublications.org/content/118/4/1676.full .  Also, Robert Wood Johnson Foundation 
and State Health Access Data Assistance Center, University of Minnesota. (2008). A Needed Lifeline: 
Chronically Ill Children and Public Health Insurance Coverage. Retrieved at 
http://www.policyarchive.org/handle/10207/21458 
 

http://pediatrics.aappublications.org/content/118/4/1676.full
http://www.policyarchive.org/handle/10207/21458
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shielded from the potential for out-of-pocket costs to the same degree.82  Despite the 

fact that all separate CHIP programs must cover preventive physician visits without 

copayment or other cost-sharing, concern about costs may be more common among 

families whose children are covered by CHIP than those in Medicaid given that CHIP 

does require more cost-sharing overall.  This uncertainty may prevent some parents 

with children covered by CHIP from seeing a doctor for a routine well visit.  Non-

preventive visits may also factor into children with CHIP having lower odds of having 

visited a doctor in the last year, given that any type of physician visit is included in the 

measure.  Parents whose children are covered by Medicaid are typically exempt from 

cost-sharing regardless of the reason for the visit, while parents of children covered by 

separate CHIP programs may be subject to out-of-pocket costs depending on the type 

of service they are seeking.83  These costs may present a barrier to families with CHIP 

which families with Medicaid do not experience.     

 

It is also possible that children with CHIP are more likely to have been uninsured at 

some point in the last year than children with Medicaid.  Although previous research on 

this point is not in the literature, the fact that children with CHIP typically have higher 

income levels compared to their counterparts with Medicaid may result in these children 

being more likely to experience changes in eligibility.  In addition, children at higher 

                                                           
82 KaiserEDU.  (2009).  Children’s  Coverage  and  SCHIP  Reauthorization  Background  Brief.  Kaiser  Family  
Foundation. Retrieved from http://www.kaiseredu.org/Issue-Modules/Childrens-Coverage-and-SCHIP-
Reauthorization/Background-Brief.aspx  
 
83 The Government Accountability Office reported, for example, that children with CHIP are more likely to 
have costs associated with physician visits compared to children with Medicaid.  Government 
Accountability Office. (2004). Medicaid  and  SCHIP:  States’  Premium  and  Cost  Sharing  Requirements  for  
Beneficiaries. Pub. No. GAO-04-491. Retrieved from http://www.gao.gov/new.items/d04491.pdf 
 

http://www.kaiseredu.org/Issue-Modules/Childrens-Coverage-and-SCHIP-Reauthorization/Background-Brief.aspx
http://www.kaiseredu.org/Issue-Modules/Childrens-Coverage-and-SCHIP-Reauthorization/Background-Brief.aspx
http://www.gao.gov/new.items/d04491.pdf
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income levels who are eligible for publicly-financed programs are less likely to 

participate in Medicaid and CHIP84, which may suggest that these children may also be 

more  likely  to  “churn”  on  and  off  these  programs.      If  this  were  true,  it  would  help  to  

explain why children covered by CHIP have lower odds on this fundamental utilization 

measure compared to children covered by Medicaid.  

 

Children in Medicaid Expansion vs. Separate CHIP Program States 

A notable result that emerges from this analysis is the finding that children living in 

Medicaid expansion states show numerous distinctions compared to children living in 

states with separate CHIP programs with respect to the characteristics that predict 

whether a child has had a doctor visit.  Although this difference does not apply to the 

primary question of split-enrollment (and was not specifically tested for significance), the 

analysis found that many personal and household characteristics which are significant 

predictors for having had a physician visit among children in states with separate CHIP 

programs lose their significance when the analysis shifts to children in Medicaid 

expansion states.  That is, children in states which expanded Medicaid instead of 

establishing a separate program under CHIP often have the same odds of having had a 

doctor visit, despite different personal characteristics and circumstances, while this 

equal access across differing circumstances is not observed among children who live in 

  

                                                           
84 Kenney, G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to Enroll 
in  Medicaid  and  the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. Retrieved 
from http://content.healthaffairs.org/content/29/10/1920.full 
 

http://content.healthaffairs.org/content/29/10/1920.full
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Exhibit 10: Both Separate CHIP Programs and  
Medicaid Expansions Are Represented by  

a Diverse Group of States 
 
 Separate 

CHIP Program 
Medicaid 

Expansion 
Alabama X  
Alaska  X 
Arizona X  
Arkansas  X 
California X  
Colorado X  
Connecticut X  
Delaware X  
District of Columbia  X 
Florida X  
Georgia X  
Hawaii  X 
Idaho X  
Illinois X  
Indiana X  
Iowa X  
Kansas X  
Kentucky X  
Louisiana  X 
Maine X  
Maryland  X 
Massachusetts X  
Michigan X  
Minnesota  X 
Mississippi X  
Missouri X  
Montana X  
Nebraska  X 
Nevada  X  
New Hampshire X  
New Jersey X  
New Mexico  X 
New York X  
North Carolina X  
North Dakota X  
Ohio  X 
Oklahoma  X 
Oregon X  
Pennsylvania X  
South Carolina  X 
South Dakota X  
Tennessee X  
Texas X  
Utah X  
Vermont X  
Virginia X  



  

 111 

Washington X  
West Virginia X  
Wisconsin  X 
Wyoming X  

 
Notes:  

1. When  the  Children’s  Health  Insurance  Program  (CHIP)  was  established,  states  had  the  
option of using CHIP funds to expand Medicaid by broadening eligibility for children beyond an 
initial benchmark, or to establish a new CHIP program to insure children not previously eligible 
for coverage.  The type of program (Medicaid Expansion or Separate CHIP Program) in 
operation in 2008 in each state is indicated here. 

2. Source: Ross, D.C., Horn, A., Marks, C. (2008). Health Coverage for Children and Families in 
Medicaid and SCHIP: State Efforts Face New Hurdles. A 50-State Update on Eligibility Rules, 
Enrollment and Renewal Procedures, and Cost-Sharing Practices in Medicaid and SCHIP in 
2008. Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation. Retrieved 
from https://kaiserfamilyfoundation.files.wordpress.com/2013/01/7740.pdf   

https://kaiserfamilyfoundation.files.wordpress.com/2013/01/7740.pdf
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states which operate separate CHIP programs.85  (Exhibit 10 shows states by program 

type.) 

 

This unexpected pattern is evident in 8 of 11 variables analyzed for physician visits in 

which the variable has a significant effect among children in separate CHIP states but 

not among children in Medicaid expansion states.  The reverse is not true for any 

variables.  Similar findings emerged in the dental care analyses.  Six out of 11 variables 

reflect this pattern in the dental visit analysis, in addition to the primary question as to 

whether split-enrolled children and uniformly-enrolled children differ; two show the 

reverse, that is, the variables are significant among children in Medicaid expansion 

states but not among children in separate CHIP states.  In the dental sealant analysis, 

the primary pattern in which a variable has a significant effect among children in 

separate CHIP states but not among children in Medicaid expansion states is true for 5 

of 11 variables, while the reverse is true for 3 variables.  These findings are discussed 

in more detail for the relevant predictors. 

 

How do physician visit rates compare among children in Medicaid expansion states 

compared to children in separate CHIP states? 

Overall, a higher share of children in Medicaid expansion states compared to those in 

separate CHIP states visited the doctor in the last year.  The mean percentage of 

                                                           
85 As noted in an earlier section, states with separate CHIP programs may also use CHIP funds to expand 
Medicaid to eligible populations.  These  “combination”  states  are  designated  as  separate  CHIP  states  in  
this analysis given that they operate multiple programs rather than one single program, as in the case of 
Medicaid expansion states. 
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children who had a doctor visit in the last 12 months among children in Medicaid 

expansion states is 67%, while the rate among children in separate CHIP states is 62%, 

a statistically significant difference.  (Note that the model controls for whether a child 

has Medicaid or CHIP, so the fact that children covered by CHIP in states with separate 

CHIP programs have lower odds of having a doctor visit does not explain this 

difference.)  This difference is helpful to consider while reviewing the predictors for a 

child’s  odds  of  having  obtained  a  physician  visit.    Medicaid expansion states are doing 

better on this indicator overall, as well as often bridging the gap in outcomes between 

children exposed to more challenging and less onerous household circumstances. 

 

Which factors are significant predictors of having visited a physician among children 

with publicly-financed insurance?86   

Health Status 

All children should see a doctor at least once a year regardless of their health status.  

When the analysis examines whether there may be a relationship between health status 

and having had a visit with a physician, the results indicate that children whose health is 

“very  good”  have  lower  odds  of  having  seen  a  doctor  compared  to  children  in  “excellent”  

health  (odds  ratio:  0.85,  significant  at  <0.10).    Children  whose  health  is  “good”  and  

those  with  “fair/poor”  health  have  higher  odds  of  having  seen  a  doctor  in  the  last  year    

                                                           
86 See Appendix for additional findings. 
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Exhibit 11: The Odds of Having a Physician Visit in the Last 12 Months 
Differ by Program Type and Other Characteristics, But Not by Split-Enrollment 

 
 Total Population Medicaid Expansion 

States 
Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Split-Enrollment Status        
  Med/CHIP/Other Split 1.05 0.71 to 1.56 1.03 0.67 0.31 to 1.45 1.13 0.72 to 1.77 
  Uninsured-Med/CHIP/Other  
  Split 

0.99 0.79 to 1.26 0.98 0.65 0.34 to 1.25 1.06 0.83 to 1.35 

  Uninsured-Med/CHIP/Other  
  Split and 
  Med/CHIP/Other Split 0.59 0.23 to 1.52 0.51 0.70 0.16 to 3.10 0.48 0.15 to 1.50 
  Uniform Enrollment  1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Program Enrollment        
  Medicaid 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  CHIP 0.76* 0.62 to 0.95 0.86 1.61 0.82 to 3.17 0.70* 0.56 to 0.87 
  Other Public 0.87 0.41 to 1.87 1.03 2.04 0.18 to 23.56 0.74 0.32 to 1.71 
Supplemental Private 

Insurance 
       

  Yes 0.81 0.62 to 1.07 1.08 0.82 0.49 to 1.39 0.78 0.57 to 1.07 
  No 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Poverty Level        
  <100% FPL 0.77 0.55 to 1.07 0.65 1.20 0.39 to 3.66 0.73^ 0.50 to 1.04 
  100% to <200% FPL 0.85 0.61 to 1.19 0.76 1.07 0.37 to 3.11 0.83 0.58 to 1.18 
  200% to <300% FPL 0.84 0.58 to 1.21 0.83 1.21 0.36 to 4.08 0.79 0.52 to 1.20 
  300%+ FPL 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Age of Child        
  <6 Years 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  6 to 12 Years 0.82* 0.72 to 0.93 0.84 0.88 0.63 to 1.24 0.81* 0.69 to 0.94 
  13 to 18 Years 0.97 0.81 to 1.15 1.02 1.07 0.66 to 1.73 0.95 0.78 to 1.15 
Age of Children in Household          
  Household with Infant 1.05 0.82 to 1.36 1.09 0.83 0.44 to 1.56 1.09 0.82 to 1.46 
  Household without Infant 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Household with Ages 1 to 5 0.95 0.78 to 1.16 0.96 0.82 0.54 to 1.25 0.97 0.77 to 1.23 
  Household without Ages 1 to 5 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Household with Ages 6 to 12 0.89 0.74 to 1.06 0.80 1.18 0.78 to 1.78 0.85 0.70 to 1.03 
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 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
  Household without Ages 6 to  
  12 

1.00 (-) 1.00 1.00 (-) 1.00 (-) 

  Household with Ages 13 to 18 0.87 0.71 to 1.06 0.91 1.15 0.65 to 2.03 0.80 0.64 to 1.00 
  Household without Ages 13 to  
  18 

1.00 (-) 1.00 1.00 (-) 1.00 (-) 

Total Children in Household        
  2 Children 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  3 Children 0.82* 0.67 to 1.00 0.78 0.85 0.50 to 1.44 0.81^ 0.65 to 1.01 
  4 Children 0.74* 0.57 to 0.96 0.64 0.72 0.40 to 1.30 0.72* 0.53 to 0.97 
  5+ Children 0.72* 0.52 to 0.98 0.63 0.61 0.27 to 1.35 0.73^ 0.51 to 1.03 
Citizenship of Child        
  Citizen 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen 0.70 0.45 to 1.08 0.65 0.47 0.07 to 3.16 0.68 0.43 to 1.08 
Health Status of Child        
  Excellent 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good 0.85^ 0.72 to 1.01 0.85 0.82 0.57 to 1.17 0.87 0.71 to 1.05 
  Good 1.30* 1.04 to 1.64 1.31 1.03 0.57 to 1.86 1.38* 1.07 to 1.78 
  Fair/Poor 2.85* 1.78 to 4.56 2.78 2.55 0.83 to 7.86 2.99* 1.79 to 5.00 
Education of Parent        
  < High School 0.53* 0.36 to 0.77 0.46 0.41 0.11 to 1.58 0.53* 0.36 to 0.81 
  High School Graduate 0.63* 0.44 to 0.89 0.59 0.38 0.11 to 1.34 0.66* 0.46 to 0.96 
  Some College 0.84 0.58 to 1.23 0.79 0.50 0.14 to 1.85 0.89 0.59 to 1.35 
  College Graduate 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Insurance Status of Parent        
  Private 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Medicaid  0.85 0.64 to 1.11 0.74 0.85 0.46 to 1.54 0.83 0.61 to 1.14 
  Medicaid & Private 0.80 0.41 to 1.57 0.75 0.53 0.18 to 1.56 0.89 0.39 to 2.04 
  Medicare 0.72 0.45 to 1.16 0.70 1.26 0.44 to 3.58 0.66 0.39 to 1.11 
  Uninsured 0.78^ 0.59 to 1.03 0.67 0.86 0.41 to 1.80 0.77 0.56 to 1.06 
Marital Status of Parent        
  Married 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Separated 0.98 0.69 to 1.37 0.91 1.24 0.50 to 3.05 0.91 0.63 to 1.31 
  Divorced or Widowed 1.07 0.84 to 1.37 1.17 1.51 0.77 to 2.95 1.03 0.78 to 1.35 
  Never Married 1.11 0.91 to 1.36 1.00 0.79 0.46 to 1.36 1.23^ 0.99 to 1.53 
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 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Employment of Parent by 

Hours 
       

  <20 Hours 1.66* 1.04 to 2.66 1.50 1.08 0.46 to 2.55 1.81* 1.04 to 3.17 
  20 to 35 Hours 1.09 0.84 to 1.42 1.04 1.08 0.57 to 2.05 1.09 0.81 to 0.46 
  35+ Hours 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Not in Labor Force  1.26* 1.02 to 1.57 1.07 1.15 0.62 to 2.17 1.29* 1.02 to 1.63 
Race/Origin of Parent        
  Non-Hispanic White 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Hispanic Black 0.71* 0.55 to 0.91 0.69 0.71 0.44 to 1.14 0.71* 0.54 to 0.93 
  Non-Hispanic Asian 0.86 0.49 to 1.52 0.90 0.50 0.12 to 2.09 0.95 0.50 to 1.81 
  Non-Hispanic Other 0.62* 0.41 to 0.95 0.65 0.37* 0.16 to 0.88 0.71 0.42 to 1.19 
  Hispanic 0.66* 0.50 to 0.87 0.58 0.38* 0.18 to 0.76 0.71* 0.53 to 0.96 
Citizenship of Parent        
  Citizen 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen 0.87 0.66 to 1.15 0.70 0.78 0.28 to 2.15 0.89 0.67 to 1.19 
English Language Ability        
  Only English 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Well 1.21 0.84 to 1.75 1.06 1.60 0.63 to 4.05 1.19 0.79 to 1.78 
  Well 1.04 0.69 to 1.55 0.74 0.82 0.17 to 3.84 1.09 0.70 to 1.68 
  Not Well 0.91 0.64 to 1.30 0.64 1.19 0.40 to 3.50 0.90 0.61 to 1.31 
  Not at All 1.14 0.71 to 1.85 0.74 0.77 0.15 to 3.98 1.19 0.73 to 1.96 
Linguistic Isolation        
  Yes 1.34^ 0.97 to 1.86 0.82 2.32 0.65 to 8.32 1.24 0.88 to 1.75 
  No 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Health Status of Parent        
  Excellent 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good 0.91 0.70 to 1.20 0.89 0.69 0.33 to 1.44 0.96 0.72 to 1.29 
  Good 1.00 0.77 to 1.31 1.00 2.02^ 0.94 to 4.33 0.92 0.68 to 1.23 
  Fair/Poor 1.13 0.81 to 1.57 1.18 1.42 0.67 to 3.02 1.08 0.74 to 1.59 
Metropolitan Status        
  Lives in Metro Area 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Does Not Live in Metro Area 0.93 0.72 to 1.20 1.05 0.85 0.48 to 1.50 0.97 0.74 to 1.28 
Privately-Insured Sibling        
  Has a Privately-Insured Sibling 0.73^ 0.51 to 1.04 0.99 0.59 0.25 to 1.41 0.72 0.47 to 1.11 
  No Privately-Insured Sibling 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in Medicaid, CHIP, or in 
a third category that identifies coverage under another publicly-financed program, which consists of a variety of 
programs at multiple levels of government (n=6286).  Children are 18 years or younger.  Siblings are defined as 
children who live in the same household.  Source: Survey of Income Program Participation, 2008 (Wave 4, Core and 
Medical Expenses/Utilization of Health Care Module). 

2. An asterisk (*) or carrot (^) next to the odds ratio for a particular category within a variable denotes a significant 
difference (* indicates p <0.05 and ^ indicates p <0.10) in the odds of being uninsured in that category compared to 
the reference category.  The  reference  category  has  an  odds  ratio  of  1.00  and  displays  “(-)”  in  the  confidence  interval  
column.  Significance is determined by a logistic regression model that accounts for the SIPP survey designs and for 
the restricted subpopulation of the dataset examined here.  The model applies person-level replicate weights.  

 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Transportation Assistance        
  Assistance for Medical Appt 1.66 0.58 to 4.76 1.63 0.47 0.09 to 2.43 2.08 0.62 to 6.99 
  Assistance for Non-Med Appt 0.99 0.45 to 2.15 0.96 0.51 0.09 to 2.95 1.15 0.51 to 2.61 
  Did Not Use Assistance 1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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compared  to  those  in  “excellent”  health  (odds  ratios:  1.30  and  2.85,  respectively).    In  the  

literature, recent statistics, without adjusting for other factors, indicate that children in 

fair or poor health are the most likely to have visited a medical professional in the last 

12 months.87 

 

When  the  analysis  is  limited  to  children  in  separate  CHIP  states,  children  with  “good”  or  

“fair/poor”  health  have  higher  odds  of  having  had  a  physician  visit  compared  to  children  

in  “excellent”  health  (odds  ratios:  1.38  and  2.99,  respectively).    The  odds  do not differ 

between  children  with  “very  good”  health  and  those  in  “excellent”  health.   

 

Among children in Medicaid expansion states, differences in child health status are not 

significantly associated with the odds that they had seen a doctor in the last year.  This 

offers a particularly strong example of the protective effect offered by publicly-financed 

insurance  in  Medicaid  expansion  states.    It  is  understandable  that  children  in  “good”  

health  and  particularly  “fair/poor”  health  may  have  more  demanding  health care needs 

compared to children in better health, and consequently that they may be more likely to 

have visited a doctor.  However even in the case of a characteristic as directly aligned 

with health care utilization as health status, children in Medicaid expansion states have 

the same odds of having visited a doctor in the last year across all groups.  This is a 

                                                           
87 Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National 
Health Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). 
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf . 
 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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very encouraging finding, given that this preventive measure should be accessed 

equally among all children. 

 

Number of Children in Household 

The association between the number of siblings a child has in the household and the 

odds of having had a physician visit in the last year is significant in households with 3 or 

more children in the analysis of all states.  Children in households with 3 total children 

have lower odds of having seen a doctor compared to children in households with 2 

children (odds ratio: 0.82), as do children with 4 children in the household (odds ratio: 

0.74), and those with 5 or more children in the household (odds ratio: 0.72). 

 

When the analysis is limited to children in separate CHIP states, the findings are very 

similar.  Children in households with 3 children have lower odds of having had a visit in 

the last year compared to households with 2 children (odds ratio: 0.81, significant at 

<0.10), as do children in households with 4 children (odds ratio: 0.72), and those with 5 

or more children in the household (odds ratio: 0.73, significant at <0.10).   

When the analysis is limited to children in Medicaid expansion states, there is no 

significant association between the number of siblings a child lives with and the odds of 

having had a doctor visit. 

 

Age 

The analysis finds that children between the ages of 6 to 12 have lower odds of having 

a doctor visit in the last year compared to younger children (odds ratio: 0.82).  No 
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difference is found between teens and young children.  Previous research indicates that 

older children, without adjusting for other factors, are less likely to have visited a 

medical professional compared to children age 4 and younger.88   

 

When the analysis is limited to children in states with separate CHIP programs, the 

result remains the same (odds ratio of children 6 to 12 compared to younger children: 

0.81).  When the analysis focuses on those in states with Medicaid expansion 

programs, however, children do not differ in their access to physicians according to age.  

Again, children in separate CHIP states exhibit differences in access based on this 

personal characteristic while children in Medicaid expansion states demonstrate 

consistent access among all groups in this category.   

 

Parent’s  Education 

Children whose parents have less than a high school level education and those whose 

parents have a high school degree have lower odds of having had a doctor visit in the 

last year compared to children whose parents graduated from college (odds ratios 0.53 

and 0.63, respectively).  There is no difference in access among children of parents who 

attended some college compared to those who have a college degree or higher.  These 

results are similar to descriptive findings from recent data, which indicate that children 

                                                           
88 Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National 
Health Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). 
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf 
 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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whose parents have a high school degree or less than a high school degree are least 

likely to have had contact with a health care professional.89   

 

The results of this analysis are consistent with the findings from a separate model run 

among children in states with separate CHIP programs (odds ratio: 0.53 less than high 

school and 0.66 high school degree, respectively).  In contrast, as in the case of other 

characteristics described above, children in Medicaid expansion states do not differ in 

access to a physician according to parental education levels. 

 

Parent’s  Employment  Status 

Children whose parents do not work 20 hours per week are more likely to have had a 

physician visit in the last year than those whose parents work that amount or more.  

Children whose parents work fewer than 20 hours a week have higher odds of having 

had a visit in the last year compared to children whose parents work full time (that is, 

more than 35 hours a week) (odds ratio: 1.66).  The same is true of children whose 

parents do not work at all (odds ratio: 1.26).  There is no difference in the odds of a child 

having had an annual doctor visit between parents who work more than 20 hours a 

week and those who work full time.  

 

                                                           
89 These data are among all children, not just those covered by publicly-financed insurance, and do not 
control for other factors. Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for 
U.S. Children: National Health Interview Survey, 2008. U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention, National Center for Health Statistics. Vital and Health 
Statistics, 10(244). Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf 
 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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The findings in the primary analysis are similar to those found when the analysis is 

limited to separate CHIP states.  Again, when compared to those whose parents work 

full time, children whose parents work fewer than 20 hours per week had higher odds of 

having had a doctor visit (odds ratio: 1.81), as do children whose parents do not work 

(odds ratio: 1.29),.  No difference was found between children whose parents work 

more than 20 hours a week and those who work full time.  As in the case of numerous 

other predictors, children living in Medicaid expansion states showed no difference in 

access  to  physicians  according  to  their  parents’  work  status.     

 

Parent’s  Race/Ethnicity 

Race and ethnicity are significant predictors of access to a doctor in the overall analysis, 

as well as in separate CHIP states and Medicaid expansion states when those groups 

are examined separately.  The primary analysis finds that children with Hispanic parents 

have lower odds of having had a doctor visit in the last year compared to children with 

white90 parents (odds ratio: 0.66), as do children with parents who are black (odds ratio: 

0.71).    Children  with  parents  who  identify  as  “other”  race  also  have  lower  odds  of  having  

seen a doctor compared to children with white parents (odds ratio: 0.62).   The primary 

analysis finds no difference in the odds of having seen a doctor between children with 

Asian parents and those with white parents. 

 

When the analysis is limited to children in states with separate CHIP programs, the 

results remain similar for children of Hispanic parents (odds ratio: 0.71) and for children 

                                                           
90 Note  that  white,  black,  Asian,  and  “other  race”  categories  are  all  non-Hispanic. 
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with black parents (odds ratio: 0.71) when compared with children of white parents.  

Children  with  parents  who  identify  as  “other”  race  have  the  same  odds  of  having  a  

doctor visit compared to children with white parents, as are children with Asian parents.   

 

In the case of children in Medicaid expansion program states, children whose parents 

are Hispanic also have lower odds of having had a doctor visit but in this restricted 

model, the odds compared to children of white parents are lower (odds ratio: 0.38) 

compared to the results for children of Hispanics in separate CHIP program states.  

Children  whose  parents  identify  as  “other”  race  also  have  significantly  lower  odds  of  

having seen a doctor compared to children with white parents and again, these odds 

are  lower  than  those  identified  as  “other”  race  in  the  previous  model  (odds  ratio:  0.37).    

This model finds no difference in the odds between children with black parents 

compared to children with white parents, or those with Asian parents compared to 

children with white parents. 

 

Previous research provides some context for these findings, although it does not clarify 

the differences identified here.  Note that data from the literature refer to the race and 

ethnicity of children themselves rather than their parents, as used in this analysis.  

Recent data without controlling for other factors finds that non-Hispanic black children 

and Hispanic children are less likely to have had an ambulatory care visit compared to 

non-Hispanic white children.91  Hispanic children are least likely to have had contact 

                                                           
91 Abdus, S., & Selden, T. (2012). Use of Ambulatory Care among Children, 1999 and 2009. Medical 
Expenditure Panel Survey, Statistic Brief No. 384. Retrieved from 
http://meps.ahrq.gov/data_files/publications/st384/stat384.pdf 
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with any health care professional in the last year, while non-Hispanic white children are 

slightly more likely compared to non-Hispanic black children to have had such contact.92  

As noted above, Hispanic children are consistently identified as the most vulnerable 

population with respect to physician access. 

 

Which factors were not significant in predicting the odds of a physician visit within the 

last year among children enrolled in Medicaid, CHIP, or another public program? 

A number of the predictors tested in both the primary analysis and the analyses 

according to program type were not significant.  To the extent that children are 

successfully obtaining physician visits, these are encouraging findings given that all 

children, regardless of their personal or family characteristics, should be visiting the 

doctor at least once a year.   

 

Children who reported having private insurance in addition to publicly-financed 

insurance did not have significantly different odds of having had a physician visit 

compared to children who had publicly-financed insurance alone.  This finding 

reinforces previous research indicating that private insurance does not outperform 

publicly-financed insurance with respect to facilitating access to basic child health 

services.93  Parents’  health  status  also  did  not  prove  to  be  a  significant  predictor. 

                                                           
92 Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National 
Health Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). 
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf 
 
93 Ku, L. (2009). Medical and Dental Care Utilization and Expenditures under Medicaid and Private Health 
Insurance. Medical Care Research and Review, 66(4), 456-471. Retrieved from 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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Children did not differ in the odds of having seen a doctor according to language 

ability.94  Those who speak only English at home do not have significantly different odds 

from those who speak another language at home and who speak English at any level or 

do not speak English at all.  Children living in households in which no one age 14 or 

over speaks  English  “very  well”  did not have different odds of having visited a doctor 

compared to children living in less linguistically isolated homes.   

 

Citizenship also was not a significant predictor, when applied to the child or to the 

parent.  Non-citizen children did not have significantly different odds of having visited a 

doctor in the last year compared to citizen children, and the children of non-citizens also 

did not differ from the children of citizens.  Given the formidable barriers that language 

and citizenship have the potential to be, these findings suggest that publicly-financed 

insurance programs are succeeding in facilitating access to this basic health care 

measure  for  some  of  the  country’s  most  vulnerable  children.  An important caveat to this 

finding, however, is that many states exclude or restrict coverage for children who are 

not citizens; such children are not included in this analysis given its focus on children 

with publicly-financed insurance. 

 

Finally, children living in metropolitan areas do not differ in their odds of having had a 

physician visit in the last year compared to children living in rural or unidentified areas, 

                                                           
http://mcr.sagepub.com/content/66/4/456.abstract .  Also, Dubay, L., & Kenney, G.M. (2001). Health Care 
Access and Use Among Low-Income Children: Who Fares Best? Health Affairs, (20)1, 112-121.    
 
94 Note that parental citizenship is included in this model as a predictor to better isolate language ability 
as a predictor. 

http://mcr.sagepub.com/content/66/4/456.abstract
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and the same is true of children whose parents required some type of transportation 

assistance, including transportation to a medical appointment specifically.  

 

Dental Visit in the Last 12 Months 

Are children in split-enrolled households less likely to have had a dental visit in the last 

year?95   

Children in split-enrolled households are significantly less likely to have had a dental 

visit in the last 12 months compared to those in households in which all children are 

covered by the same source of insurance (odds ratio: 0.64).  (See Exhibit 12, for all 

predictors.)  Among all children in the study population, 63% obtained a dental visit in 

the previous year, leaving over a third of children to fail this measure.  While this is also 

true in the case of annual physician visits, this finding is particularly concerning given 

that children should be visiting a dentist every six months. 

 

When the analysis is limited to children in separate CHIP states, the finding remains the 

same (odds ratio: 0.54).  Among children in Medicaid expansion states, children in split-

enrolled households have the same odds of having had a dental visit in the last year 

compared to children in households with a consistent source of insurance.  This finding 

provides another example suggesting that children in Medicaid expansion states appear 

to receive more equitable access to important health care services, including dental 

                                                           
95 The dental visit measure indicates whether a visit has taken place with any dental professional, 
including but not limited to a dentist.  Data on dental visits apply to children age 2 and over.  
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care and as noted above, physician visits, compared to children in separate CHIP 

states.   

 

Does access to a dental visit in the last year differ for children covered by Medicaid and 

by CHIP? 

Just as children with CHIP have lower odds of having had a physician visit compared 

with children covered by Medicaid, children with CHIP also have lower odds of having 

had a dental visit in the last year (odds ratio: 0.73).   

 

Previous research on this subject is not directly comparable.  The closest comparison 

available, in a study focused on children in California, found that after controlling for 

other  factors,  a  child’s  insurance  program  type  (Medicaid  or  CHIP)  is  not  a  significant 

predictor of the length of time that a child goes without seeing a dentist.96  The data in 

this analysis were collected prior to the passage of CHIPRA, which requires states to 

cover dental services under separate CHIP programs.  The comprehensive nature of 

coverage under Medicaid compared to CHIP may apply in the case of dental care as 

well as for physician visits.  While nearly all states covered preventive dental benefits 

under CHIP in 2008, CHIP coverage is often less generous than Medicaid coverage due 

to required cost-sharing and caps on dental benefits.97  Even if costs for a preventive

                                                           
96 Pourat, N., & Finocchio, L. (2010). Racial and Ethnic Disparities in Dental Care for Publicly Insured 
Children. Health Affairs, 29(7), 1356-1363. 
 
97 Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation, and Center for Children 
and  Families,  Georgetown  University  Health  Policy  Institute.  (2010).  Children’s  Oral  Health  Benefits.  
Retrieved from http://www.kff.org/medicaid/upload/8054.pdf  
 

http://www.kff.org/medicaid/upload/8054.pdf
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Exhibit 12: The Odds of Having a Dental Visit in the Last 12 Months  
Are Lower among Split-Enrolled Children and Children with CHIP, and  

Differ by Numerous Other Characteristics 
 Total Population Medicaid Expansion 

States 
Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Split-Enrollment Status        
  Med/CHIP/Other Split   0.64* 0.43 to 0.94 0.67 1.63 0.68 to 3.88 0.54* 0.34 to 0.85 
  Uninsured-Med/CHIP/Other  
  Split 

  1.08 0.81 to 1.43 1.00 0.91 0.45 to 1.82 1.10 0.80 to 1.50 

  Uninsured-Med/CHIP/Other  
  Split and 
  Med/CHIP/Other Split   1.77 0.59 to 5.28 1.36 0.28 0.05 to 1.52 2.77 0.80 to 9.58 
  Uniform Enrollment    1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Program Enrollment        
  Medicaid    1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  CHIP   0.73* 0.57 to 0.94 0.83 1.14 0.53 to 2.49 0.70* 0.53 to 0.92 
  Other Public   1.44 0.66 to 3.16 1.57 1.43 0.28 to 7.34 1.42 0.55 to 3.65 
Supplemental Private 
Insurance 

       

  Yes   0.88 0.68 to 1.14 1.21 0.94 0.53 to 1.67 0.87 0.66 to 1.15 
  No   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Poverty Level        
  <100% FPL   0.78 0.53 to 1.16 0.66 0.91 0.34 to 2.40 0.74 0.48 to 1.14 
  100% to <200% FPL   0.75 0.51 to 1.12 0.67 1.00 0.38 to 2.63 0.70 0.46 to 1.09 
  200% to <300% FPL   0.77 0.49 to 1.22 0.77 0.57 0.16 to 2.05 0.79 0.48 to 1.30 
  300%+ FPL   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Age of Child        
  <6 Years   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  6 to 12 Years   2.51* 2.15 to 2.92 2.51 2.85* 1.86 to 4.37 2.46* 2.08 to 2.90 
  13 to 18 Years   2.02* 1.68 to 2.43 2.07 1.75* 1.17 to 2.63 2.12* 1.71 to 2.62 
Age of Children in Household          
  Household with Infant   0.61* 0.47 to 0.80 0.53 0.43* 0.20 to 0.94 0.66* 0.49 to 0.88 
  Household without Infant   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Household with Ages 1 to 5   0.98 0.76 to 1.25 0.64 0.98 0.59 to 1.63 1.03 0.78 to 1.35 
  Household without Ages 1 to 5   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Household with Ages 6 to 12   1.13 0.91 to 1.39 1.44 1.50 0.89 to 2.52 1.07 0.85 to 1.35 
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 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
  Household without Ages 6 to  
  12 

  1.00 (-) 1.00 1.00 (-) 1.00 (-) 

  Household with Ages 13 to 18   0.90 0.72 to 1.13 1.19 0.57* 0.34 to 0.96 1.01 0.80 to 1.29 
  Household without Ages 13 to  
  18 

  1.00 (-) 1.00 1.00 (-) 1.00 (-) 

Total Children in Household        
  2 Children   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  3 Children   1.16 0.94 to 1.44 1.13 1.43 0.82 to 2.50 1.10 0.86 to 1.40 
  4 Children   0.95 0.73 to 1.24 0.89 0.92 0.45 to 1.88 0.93 0.69 to 1.26 
  5+ Children   0.82 0.60 to 1.12 0.82 0.55 0.27 to 1.14 0.91 0.64 to 1.29 
Citizenship of Child        
  Citizen   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen   0.54* 0.35 to 0.83 0.69 0.42 0.07 to 2.43 0.54* 0.35 to 0.84 
Health Status of Child        
  Excellent   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good   0.68* 0.56 to 0.82 0.71 0.74 0.43 to 1.28 0.66* 0.54 to 0.82 
  Good   0.82* 0.68 to 0.98 0.86 0.77 0.46 to 1.27 0.84^ 0.69 to 1.03 
  Fair/Poor   1.15 0.74 to 1.77 1.21 2.17 0.64 to 7.31 1.10 0.68 to 1.79 
Education of Parent        
  < High School   0.57* 0.39 to 0.84 0.57 0.17* 0.06 to 0.44 0.64* 0.42 to 0.98 
  High School Graduate   0.60* 0.41 to 0.87 0.58 0.31* 0.12 to 0.79 0.62* 0.42 to 0.90 
  Some College   0.84 0.59 to 1.19 0.80 0.36* 0.14 to 0.92 0.89 0.62 to 1.30 
  College Graduate   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Insurance Status of Parent        
  Private   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Medicaid    0.76* 0.58 to 0.99 0.72 0.78 0.39 to 1.57 0.75* 0.56 to 0.99 
  Medicaid & Private   1.25 0.73 to 2.16 1.20 1.16 0.38 to 3.56 1.35 0.69 to 2.65 
  Medicare   0.52* 0.32 to 0.86 0.56 1.87 0.32 to 

10.81 
0.45* 0.27 to 0.77 

  Uninsured   0.62* 0.47 to 0.81 0.58 0.63 0.30 to 1.35 0.61* 0.46 to 0.82 
Marital Status of Parent        
  Married   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Separated   0.93 0.69 to 1.25 0.92 0.35* 0.16 to 0.75 1.07 0.76 to 1.51 
  Divorced or Widowed   1.05 0.79 to 1.40 1.19 1.06 0.49 to 2.29 1.04 0.75 to 1.43 
  Never Married   1.01 0.80 to 1.29 0.93 0.77 0.44 to 1.33 1.03 0.79 to 1.34 
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 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Employment of Parent by 
Hours 

       

  <20 Hours   1.37 0.90 to 2.07 1.23 1.96^ 0.95 to 4.05 1.34 0.82 to 2.17 
  20 to 35 Hours   1.22 0.94 to 1.58 1.09 1.67 0.80 to 3.52 1.17 0.89 to 1.55 
  35+ Hours   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Not in Labor Force    0.97 0.77 to 1.22 0.85 0.93 0.53 to 1.63 1.00 0.78 to 1.28 
Race/Origin of Parent        
  Non-Hispanic White   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Hispanic Black   0.89 0.72 to 1.11 0.88 0.98 0.56 to 1.70 0.88 0.70 to 1.11 
  Non-Hispanic Asian   0.78 0.44 to 1.40 1.02 1.50 0.35 to 6.43 0.71 0.37 to 1.35 
  Non-Hispanic Other   0.76^ 0.58 to 1.01 0.69 0.92 0.45 to 1.92 0.56* 0.34 to 0.92 
  Hispanic   0.68^ 0.45 to 1.03 0.73 1.53 0.76 to 3.05 0.69* 0.51 to 0.95 
Citizenship of Parent        
  Citizen   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen   0.84 0.61 to 1.16 0.79 0.59 0.24 to 1.46 0.85 0.61 to 1.18 
English Language Ability        
  Only English   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Well   1.20 0.85 to 1.70 1.04 0.87 0.36 to 2.09 1.27 0.87 to 1.86 
  Well   1.33 0.87 to 2.03 0.99 1.32 0.36 to 2.09 1.40 0.88 to 2.22 
  Not Well   1.39* 1.01 to 1.91 1.00 1.78 0.60 to 5.26 1.38^ 0.99 to 1.93 
  Not at All   1.18 0.74 to 1.88 0.71 0.60 0.17 to 2.03 1.27 0.77 to 2.11 
Linguistic Isolation        
  Yes   1.18 0.86 to 1.63 0.89 2.34 0.79 to 6.93 1.16 0.81 to 1.68 
  No   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Health Status of Parent        
  Excellent   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good   0.92 0.69 to 1.24 0.85 1.17 0.52 to 2.61 0.86 0.62 to 1.19 
  Good   1.08 0.80 to 1.44 0.94 1.38 0.55 to 3.46 1.01 0.74 to 1.39 
  Fair/Poor   1.24 0.88 to 1.75 1.15 1.72 0.75 to 3.95 1.13 0.77 to 1.66 
Metropolitan Status        
  Lives in Metro Area   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Does Not Live in Metro Area   0.95 0.74 to 1.21 0.97 1.31 0.76 to 2.26 0.87 0.65 to 1.15 
Privately-Insured Sibling        
  Has a Privately-Insured Sibling   0.57* 0.39 to 0.83 1.00 0.49 0.17 to 1.43 0.61* 0.41 to 0.91 
  No Privately-Insured Sibling   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in Medicaid, CHIP, or in 
a third category that identifies coverage under another publicly-financed program, which consists of a variety of 
programs at multiple levels of government (n=6286).  Children are ages 2 to 18.  Siblings are defined as children who 
live in the same household.  Source: Survey of Income Program Participation, 2008 (Wave 4, Core and Medical 
Expenses/Utilization of Health Care Module). 

2. An asterisk (*) or carrot (^) next to the odds ratio for a particular category within a variable denotes a significant 
difference (* indicates p <0.05 and ^ indicates p <0.10) in the odds of being uninsured in that category compared to 
the  reference  category.    The  reference  category  has  an  odds  ratio  of  1.00  and  displays  “(-)”  in  the  confidence  interval  
column.  Significance is determined by a logistic regression model that accounts for the SIPP survey designs and for 
the restricted subpopulation of the dataset examined here.  The model applies person-level replicate weights. 

 

 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. OR Adj. OR 95% CI Adj. OR 95% CI 
Transportation Assistance        
  Assistance for Medical Appt   1.64 0.51 to 5.35 1.56 3.43 0.69 to 

16.94 
1.68 0.45 to 6.19 

  Assistance for Non-Med Appt   1.00 0.45 to 2.19 1.09 1.61 0.13 to 
20.13 

0.95 0.42 to 2.18 

  Did Not Use Assistance   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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visit in a particular state are the same under both programs, it is possible that the 

perception of greater costs or barriers for children covered by CHIP can affect access.  

This may affect the lower rates of access to both dental visits among children with 

CHIP. 

 

It is also possible that, as described above in the physician visit analysis, children with 

CHIP  may  be  more  likely  to  experience  periods  without  insurance  and  “churn”  on  and  

off of publicly-financed programs, which could impact access to dental care. 

 

Which factors are significant predictors of having had a dental visit among children 

enrolled in publicly-financed insurance?98   

Age 

Children between the ages of 6 to 12 have higher odds of having had a dental 

appointment in the last year compared to younger children ages 2 to 5 (odds ratio: 

2.51).  Teens ages 13 to 18 also have higher odds of having had a dental visit (odds 

ratio: 2.02) compared to the youngest group of children.  These findings are consistent 

when the analysis is limited to separate CHIP states (odds ratios: 2.46 and 2.12, 

respectively) and in Medicaid expansion states (odds ratios: 2.85 and 1.75, 

respectively).  Previous research indicates that younger children are more likely to go 

without dental care compared to older children.99  

                                                           
98 See Appendix for additional findings. 
 
99 Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National 
Health Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). 
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Health Status 

Children  with  “very  good”  or  “good”  health  status  have  lower  odds  of  having  had  a  

dental visit in the last year compared to children who report their health status as 

“excellent”  (odds  ratios:  0.68  and  0.82,  respectively).    The  analysis  finds  no  difference  in  

the odds of having received  dental  care  among  children  who  report  having  “fair/poor”  

health  status  compared  to  those  with  “excellent”  health  status.    Previous  research  has  

not  reported  a  child’s  health  status  as  a  significant  predictor  of  receiving  dental  care.100 

 

Among children in separate CHIP states only, the results are consistent with those from 

the  primary  analysis  (odds  ratios:  0.66  for  “very  good”  and  0.84  for  “good”,  the  latter  

significant at <0.10).  Among children in Medicaid expansion states, in another example 

of  this  pattern,  a  child’s  odds  of  having  received  dental  care  do  not  differ  according  to  

health status.   

 

Parent’s  Insurance  Coverage 

In the case of dental care, children with parents who are privately insured are more 

likely to have had an annual visit compared to children whose parents are either 

uninsured or have another type of insurance.  Compared to children of privately insured 

parents, those with lower odds of having had a dental visit include children with 

                                                           
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf .  Also, Kenney, G.M., 
McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs Among Low-
Income Children. American Journal of Public Health, 95(8), 1360–1366.   
 
100 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.  Also, Flores, G., & 
Tomany-Korman, S.C. (2008). The Language Spoken at Home and Disparities in Medical and Dental 
Health, Access to Care, and Use of Services in U.S. Children. Pediatrics, 121(6), e1703-e1714. 
 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Flores%20G%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
http://www.ncbi.nlm.nih.gov/pubmed?term=Tomany-Korman%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
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uninsured parents (odds ratio: 0.62), children whose parents are covered by Medicaid 

(odds ratio: 0.76), and children whose parents are covered by Medicare (odds ratio: 

0.52).   

 

When the analysis is restricted to children living in separate CHIP states, the results 

remain the same (odds ratios: 0.61 for uninsured, 0.75 for Medicaid, and 0.45 for 

Medicare).  When the analysis is limited to children in Medicaid expansion states, 

however, parental insurance is no longer a significant predictor of whether a child has 

received dental care in the last year.   

 

Parent’s  Education 

A  parent’s  educational  level  is  a  significant  predictor  of  the  child’s  odds  of  having  had  a  

dental visit in the last 12 months.  Children whose parents have less than a high school 

education have lower odds of having had a dental visit compared to children whose 

parents graduated from college (odds ratio: 0.57).  This is also the case for children 

whose parents have a high school degree (odds ratio: 0.60).  Children whose parents 

attended college for some period of time but did not graduate have the same odds of 

having had a dental visit as children of college graduates.     

 

When the analysis is limited to separate CHIP states, the findings remain the same 

(odds ratios: 0.64 for children of parents with less than a high school education and 0.62 

for high school graduates).  When the analysis is limited to children in Medicaid 

expansion states, the findings are consistent in the case of these two categories 
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although with lower odds of having had a dental visit compared to college graduates 

(odds ratios: 0.17 and 0.31, respectively).  In addition, children of parents with some 

college credit have lower odds of having had a dental visit (odds ratio: 0.36) compared 

to children of parents who graduated.  This predictor represents an unusual case in 

which children in Medicaid expansion states have greater discrepancies in odds 

according to personal characteristics compared to children in separate CHIP states.  

Previous research also indicates that children whose parents have lower educational 

levels are less likely to receive dental care.101  

 

Which factors were not significant in predicting the odds of a dental visit within the last 

year among children enrolled in Medicaid, CHIP, or another public program? 

A number of factors are not significant predictors for having had a dental visit in the last 

year, either in the main analysis or when the analysis is restricted to children in separate 

CHIP states or to children in Medicaid expansion states.  Ideally, these characteristics 

should not be associated with different levels of care given that the goal of these 

publicly-financed insurance programs is to ensure access to appropriate health services 

for all children, regardless of personal and household circumstances. 

 

                                                           
101 Bloom, B., Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National 
Health Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). 
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf .  Also, Soni, A. (2011). 
Children's Dental Care: Advice and Checkups, Ages 2-17, 2008. Medical Expenditure Panel Survey, 
Statistical Brief No. 326. Retrieved from 
http://meps.ahrq.gov/mepsweb/data_files/publications/st326/stat326.pdf 
 

http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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Children did not have different odds of having had a dental visit according to income 

level, within this lower-income population.  Previous research has found a small though 

significant difference in access to preventive visits among children at the lower end of 

the income spectrum (50% to 100% FPL) compared to those with higher, though still 

low (<200% FPL), incomes.102  That study used narrower income ranges compared to 

those used in this analysis. 

 

The health status of parents does not  prove  to  be  a  significant  predictor  of  a  child’s 

access to dental care and nor does the number of children who reside in a household, 

both findings that have been confirmed in the literature with respect to preventive care.  

A parent’s  citizenship  status also has no  significant  association  with  a  child’s  access  to 

dental care in the last year, and nor does a child’s  residence  in  a  linguistically  isolated  

household,  that  is,  one  in  which  no  one  age  14  or  higher  speaks  English  “very  well”.  A 

parent’s need for assistance with transportation, including transportation specifically to a 

medical appointment, is not a significant  predictor  of  a  child’s  dental  access,  and  nor  is  

living in a metropolitan area compared to a rural or unidentified region.  On this last 

point, previous research has reported, in contrast, that children living in non-

metropolitan areas were more likely to have gone without preventive dental visits in the 

last year compared to children in metropolitan areas.103 

 

                                                           
102 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.   
 
103 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.   
 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
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Finally, children who have private insurance in addition to publicly-financed insurance 

do not have different odds of having had a dental visit in the last year.  Note that as 

described in the appendix, children with a privately-insured sibling have lower odds of 

having received dental care but this difference does not extend to children who have 

both types of coverage themselves. 

 

Use of Dental Sealants  

Are children in split-enrolled households less likely to have ever had dental sealants?     

In the primary analysis, children in split-enrolled households do not have different odds 

of having had sealants compared to children in households in which all children are 

covered by the same source of publicly-financed insurance (Exhibit 13, for all 

predictors).  Among all children in the sealant study population, approximately one-

quarter (24%) have obtained dental sealants.  These results remain the same when the 

analysis is restricted to children in separate CHIP states and when limited to children in 

Medicaid expansion states.  When states are controlled for in the primary model, 

children in split-enrolled households have lower odds of having had dental sealants 

compared to children in households in which the source of insurance is the same (odds 

ratio: 0.59, significant at <0.10).  When states are left out of the model, however, this 

factor loses significance.  The primary model does not control directly for state of 

residence given that these state effects are useful to retain in the models, both when 

examining the effects of predictors in separate CHIP states and Medicaid expansion 

states, and when comparing findings in the primary model to these smaller models.  

Nonetheless, this finding that children have lower odds of having had sealants among 
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those in split-enrolled households when controlling for states, particularly given that 

children in split-enrolled households have lower odds of having had a dental visit, 

suggests that utilization of dental services among split-enrolled households may be a 

subject worth examining further in future research on this topic.   

 

Does access to dental sealants in the last year differ for children covered by Medicaid 

and by CHIP? 

As in the cases of physician visits and dental visits, children covered by CHIP also have 

lower odds of ever having had dental sealants compared to children covered by 

Medicaid (odds ratio: 0.71; see Exhibit 12, for all predictors).  Previous research on the 

subject is not in the literature.  The potential reasons behind this finding discussed 

above with respect to dental visits may also apply in the case of sealants.  CHIP 

coverage on the whole is less generous than Medicaid coverage and it often involves 

greater cost-sharing and caps on benefits.  Whether these differences directly a child’s  

benefits  or  instead  affect  a  family’s  perception  about  which  services  are  covered,  these  

distinctions may be contributing to the actual difference in access that is detected here.  

The  possibility  that  children  with  CHIP  “churn”  on  and  off  of  insurance programs more 

than children with Medicaid could also be a factor. 
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Which factors are significant predictors of having had dental sealants among children 

enrolled in publicly-financed insurance?104 

Age 

Children ages 3 to 14 are included in dental sealant analyses, in accordance with the 

Healthy People 2020 recommendations for appropriate oral health.  This analysis finds 

that children ages 6 to 12 have higher odds of ever having had sealants compared to 

children ages 3 to 5 (odds ratio: 2.04).  Children in the highest age group, ages 13 and 

14, do not have significantly different odds of having had sealants compared to children 

ages 3 to 5.  These are the same findings under both the separate CHIP states and the 

Medicaid expansion states analyses (odds ratios for children ages 6 to 12 compared to 

those ages 3 to 5: 2.36 and 2.00, respectively). 

 

Parent’s  Insurance  Coverage 

With respect to dental sealants, children whose parents are uninsured have lower odds 

of having had sealants compared to children with privately-insured parents105 (odds 

ratio: 0.64). Children whose parents are covered by Medicaid also have lower odds of 

having had sealants (odds ratio: 0.64).  Children whose parents are covered by 

Medicare or by a combination of Medicaid and private insurance do not have 

significantly different odds of having had dental sealants compared to children whose 

parents have private insurance.   

                                                           
104 See Appendix for additional findings. 
 
105 Privately-insured includes military-based insurance. 
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Exhibit 13: The Odds of Ever Having Had Dental Sealants 
Differ by Program Type and Other Characteristics, But Not by Split-Enrollment 

 
 Total Population Medicaid Expansion 

States 
Separate CHIP States 

 Adj. OR 95% CI Unadj. 
OR 

Adj. OR 95% CI Adj. OR 95% CI 

Split-Enrollment Status        
  Med/CHIP/Other Split   0.72 0.42 to 1.24 0.69 1.28 0.32 to 5.09 0.54 0.24 to 1.25 
  Uninsured-Med/CHIP/Other  
  Split 

  0.99 0.68 to 1.43 0.98 0.32 0.08 to 1.38 1.08 0.73 to 1.60 

  Uninsured-Med/CHIP/Other  
  Split and  
  Med/CHIP/Other Split    0.83 0.08 to 8.45 0.93   (-) (-) 1.32 0.11 to 15.56 
  Uniform Enrollment    1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Program Enrollment        
  Medicaid   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  CHIP   0.71* 0.51 to 0.99 0.77 0.70 0.28 to 1.74 0.67* 0.46 to 0.99 
  Other Public   1.64 0.68 to 3.96 1.81 1.87 0.77 to 4.52 1.29 0.38 to 4.37 
Supplemental Private 
Insurance 

       

  Yes   0.80 0.51 to 1.26 1.11 1.75 0.60 to 5.11 0.64^ 0.40 to 1.04 
  No   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Poverty Level        
  <100% FPL   1.40 0.88 to 2.24 1.00 0.86 0.28 to 2.68 1.41 0.84 to 2.37 
  100% to <200% FPL   1.30 0.83 to 2.03 1.06 1.05 0.31 to 3.58 1.26 0.77 to 2.08 
  200% to <300% FPL   1.00 0.60 to 1.66 0.90 0.26^ 0.06 to 1.04 1.15 0.65 to 2.03 
  300%+ FPL   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Age of Child        
  <6 Years   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  6 to 12 Years   2.04* 1.64 to 2.53 2.01 2.36* 1.43 to 3.90 2.00* 1.57 to 2.56 
  13 to 18 Years   1.23 0.89 to 1.71 1.23 1.48 0.75 to 2.92 1.24 0.85 to 1.80 
Age of Children in Household          
  Household with Infant   1.05 0.72 to 1.53 0.90 1.02 0.32 to 3.28 1.02 0.66 to 1.57 
  Household without Infant   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Household with Ages 1 to 5   1.03 0.79 to 1.33 0.81 1.04 0.50 to 2.14 1.11 0.84 to 1.47 
  Household without Ages 1 to 5   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. 
OR 

Adj. OR 95% CI Adj. OR 95% CI 

  Household with Ages 6 to 12   1.05 0.73 to 1.51 1.55 0.90 0.36 to 2.24 1.09 0.73 to 1.62 
  Household without Ages 6 to  
  12 

  1.00 (-) 1.00 1.00 (-) 1.00 (-) 

  Household with Ages 13 to 18   0.93 0.71 to 1.21 0.94 1.07 0.56 to 2.02 1.00 0.75 to 1.34 
  Household without Ages 13 to  
  18 

  1.00 (-) 1.00 1.00 (-) 1.00 (-) 

Total Children in Household        
  2 Children   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  3 Children   0.99 0.75 to 1.31 1.01 1.03 0.48 to 2.21 0.97 0.72 to 1.29 
  4 Children   0.95 0.70 to 1.30 0.93 1.23 0.51 to 2.97 0.91 0.65 to 1.28 
  5+ Children   0.85 0.53 to 1.36 0.85 0.53 0.18 to 1.58 0.95 0.56 to 1.60 
Citizenship of Child        
  Citizen   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen   0.43* 0.21 to 0.85 0.47 0.85 0.04 to 17.35 0.39* 0.18 to 0.83 
Health Status of Child        
  Excellent   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good   0.77* 0.59 to 0.99 0.79 1.16 0.60 to 2.23 0.68* 0.50 to 0.92 
  Good   0.97 0.71 to 1.31 0.99 0.56 0.24 to 1.30 1.06 0.77 to 1.45 
  Fair/Poor   1.20 0.71 to 2.04 1.36 0.76 0.22 to 2.62 1.27 0.73 to 2.21 
Education of Parent        
  < High School   0.59* 0.35 to 1.00 0.66 0.24* 0.06 to 0.98 0.65 0.36 to 1.18 
  High School Graduate   0.59* 0.36 to 0.96 0.60 0.34^ 0.10 to 1.12 0.61^ 0.35 to 1.05 
  Some College   0.92 0.60 to 1.42 0.91 0.44 0.13 to 1.50 0.99 0.60 to 1.62 
  College Graduate   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Insurance Status of Parent        
  Private   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Medicaid    0.64* 0.43 to 0.95 0.70 0.84 0.36 to 1.95 0.59* 0.38 to 0.91 
  Medicaid & Private   1.04 0.58 to 2.65 1.24 0.69 0.22 to 2.18 1.41 0.51 to 3.94 
  Medicare   0.92 0.45 to 1.90 0.98 0.58 0.05 to 6.52 0.89 0.40 to 1.99 
  Uninsured   0.64* 0.45 to 0.93 0.69 0.88 0.38 to 2.04 0.59* 0.39 to 0.89 
Marital Status of Parent        
  Married   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Separated   0.73 0.46 to 1.14 0.78 0.43 0.14 to 1.31 0.78 0.49 to 1.23 
  Divorced or Widowed   1.19 0.85 to 1.65 1.34 0.79 0.32 to 1.95 1.25 0.86 to 1.82 
  Never Married   0.97 0.71 to 1.33 0.88 0.93 0.42 to 2.08 0.94 0.67 to 1.32 



  

  

142 

 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. 
OR 

Adj. OR 95% CI Adj. OR 95% CI 

Employment of Parent by 
Hours 

       

  <20 Hours   1.61^ 0.99 to 2.63 1.59 3.54^ 0.95 to 13.13 1.31 0.76 to 2.25 
  20 to 35 Hours   1.25 0.85 to 1.83 1.19 0.99 0.37 to 2.67 1.23 0.81 to 1.85 
  35+ Hours   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Not in Labor Force    1.06 0.77 to 1.46 0.98 0.71 0.33 to 1.53 1.09 0.78 to 1.54 
Race/Origin of Parent        
  Non-Hispanic White   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Hispanic Black   0.59* 0.43 to 0.81 0.60 1.24 0.56 to 2.77 0.50* 0.35 to 0.72 
  Non-Hispanic Asian   0.26* 0.11 to 0.60 0.30 0.45 0.08 to 2.66 0.23* 0.08 to 0.66 
  Non-Hispanic Other   1.10 0.62 to 1.93 1.14 6.86* 2.12 to 22.23 0.50^ 0.22 to 1.11 
  Hispanic   0.77 0.55 to 1.09 0.73 1.94 0.83 to 4.56 0.68* 0.47 to 0.98 
Citizenship of Parent        
  Citizen   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Non-Citizen   1.00 0.70 to 1.45 0.84 0.70 0.19 to 2.54 1.03 0.71 to 1.50 
English Language Ability        
  Only English   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Well   1.16 0.79 to 1.72 1.07 1.28 0.58 to 2.85 1.15 0.74 to 1.78 
  Well   0.93 0.46 to 1.87 0.73 0.55 0.08 to 3.62 1.05 0.50 to 2.23 
  Not Well   1.07 0.70 to 1.63 0.81 0.65 0.16 to 2.57 1.11 0.72 to 1.73 
  Not at All   1.66^ 1.01 to 2.72 1.04 1.07 0.17 to 6.61 1.66^ 0.99 to 2.87 
Linguistic Isolation        
  Yes   1.15 0.71 to 1.88 0.90 1.68 0.25 to 11.13 1.13 0.66 to 1.92 
  No   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
Health Status of Parent        
  Excellent   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Very Good   0.88 0.63 to 1.23 0.86 1.26 0.55 to 2.91 0.80 0.56 to 1.16 
  Good   1.11 0.77 to 1.59 1.01 1.69 0.67 to 4.28 1.02 0.70 to 1.50 
  Fair/Poor   0.99 0.64 to 1.51 1.04 1.75 0.65 to 4.69 0.86 0.53 to 1.39 
Metropolitan Status        
  Lives in Metro Area   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
  Does Not Live in Metro Area   1.24 0.95 to 1.61 1.38 1.85* 1.06 to 3.22 1.14 0.84 to 1.54 
Privately-Insured Sibling        
  Has a Privately-Insured Sibling   1.33 0.65 to 2.71 1.16 0.89 0.28 to 2.86 1.91 0.84 to 4.38 
  No Privately-Insured Sibling   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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Notes:  

1. Population consists of children living with at least one sibling who are reported as enrolled in Medicaid, CHIP, or in 
a third category that identifies coverage under another publicly-financed program, which consists of a variety of 
programs at multiple levels of government (n=6286).  Children are ages 3 to 14.  Siblings are defined as children who 
live in the same household.  Source: Survey of Income Program Participation, 2008 (Wave 4, Core and Medical 
Expenses/Utilization of Health Care Module). 

2. An asterisk (*) or carrot (^) next to the odds ratio for a particular category within a variable denotes a significant 
difference (* indicates p <0.05 and ^ indicates p <0.10) in the odds of being uninsured in that category compared to 
the  reference  category.    The  reference  category  has  an  odds  ratio  of  1.00  and  displays  “(-)”  in  the  confidence  interval  
column.  Significance is determined by a logistic regression model that accounts for the SIPP survey designs and for 
the restricted subpopulation of the dataset examined here.  The model applies person-level replicate weights.   

  

 Total Population Medicaid Expansion 
States 

Separate CHIP States 

 Adj. OR 95% CI Unadj. 
OR 

Adj. OR 95% CI Adj. OR 95% CI 

Transportation Assistance        
  Assistance for Medical Appt   1.98 0.71 to 5.51 1.92 5.63 0.69 to 46.06 1.99 0.68 to 5.86 
  Assistance for Non-Med Appt   1.27 0.59 to 2.73 1.23 1.53 0.41 to 5.75 1.15 0.46 to 2.89 
  Did Not Use Assistance   1.00 (-) 1.00 1.00 (-) 1.00 (-) 
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When the analysis is restricted to children in separate CHIP states, the same factors are 

significant (odds ratios: 0.59 for uninsured, also 0.59 for Medicaid).  Among children in 

Medicaid expansion states, a parent’s  insurance  coverage  is  not  a  significant  predictor  

of having received dental sealants for any category, even in the case of the uninsured.   

 

Parent’s  Education 

Children whose parents have lower educational levels are less likely to have had dental 

sealants.  In the primary analysis, children whose parents have less than a high school 

education have lower odds of having had dental sealants compared to children whose 

parents have a college degree, as do children whose parents have a high school 

degree only (odds ratio for both: 0.59).  Children whose parents have completed some 

college do not have different odds of having had sealants compared to children whose 

parents have a college degree.   

 

When the analysis is restricted to children in Medicaid expansion states, the results are 

the same as in the primary analysis, with lower odds (odds ratios: 0.24 for less than 

high school, 0.34 for high school degree, significant at <0.10).  Among children in 

separate CHIP states, children whose parents have a high school degree only have 

lower odds of having had sealants (odds ratio: 0.61, significant at <0.10) compared to 

children whose parents graduated from college.  In this subanalysis, children whose 

parents have less than a high school education do not have different odds of having had 
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sealants compared to college graduates, and nor do children whose parents completed 

some college but did not obtain a degree. 

 

Parent’s  Race/Ethnicity 

Children whose parents are non-Hispanic black have lower odds of having had dental 

sealants compared to children whose parents are non-Hispanic white (odds ratio: 0.59), 

as do children whose parents are non-Hispanic Asian (odds ratio: 0.26).  Children 

whose parents are Hispanic or identify as non-Hispanic  ‘other’  race  do  not  have  

significantly different odds of having had sealants compared to children with non-

Hispanic white parents.   

 

The same results are produced when the analysis is limited to children in separate 

CHIP states (odds ratios: 0.50 for non-Hispanic black, 0.23 for non-Hispanic Asian).  In 

addition, children whose parents identify as non-Hispanic  “other”  race  have  lower  odds  

compared to those whose parents are non-Hispanic white (odds ratio: 0.50, significant 

at <0.10), as did children whose parents identified as Hispanic (odds ratio: 0.68).  When 

the analysis is limited to children in Medicaid expansion states, however, only children 

of parents who identify as non-Hispanic  “other”  race  have  significantly different odds of 

having had dental sealants, and in this case they are much higher (odds ratio: 6.86) 

compared to children of non-Hispanic white parents. 

 

 



  

 146 

Which factors were not significant in predicting the odds of having had dental sealants 

among children enrolled in Medicaid, CHIP, or another public program? 

Many of the factors examined in this analysis are not significant predictors of whether or 

not a child had received dental sealants.    A  parent’s  health  status,  marital  status  and  

citizenship  status  are  not  significant  predictors.    While  a  child’s  age  has  a  significant  

association with the odds that he or she has received sealants as described in the 

Appendix, the ages of the children living in a household does not and nor does the 

number of children residing there.  Children of parents who have required assistance 

with transportation, including medical visits specifically, do not have different odds of 

having had sealants compared to children whose parents have not required such 

support.  Living  in  a  home  in  which  none  of  a  household’s  residents  age  14  or  older  

speaks  English  “very  well” compared to living in less linguistically isolated homes is not 

associated with different odds of having had sealants (despite the fact that children 

whose parents do not speak any English – counterintuitively - have higher odds of 

having had sealants).  Children with a sibling who has private insurance also do not 

have different odds of having received dental sealants compared to those whose 

siblings do not have private coverage. 

 

Interpretation of Findings 

ELIGIBILITY SECTION  

Findings from the eligibility model failed to confirm the primary hypothesis that children 

in split-eligible households are more likely to be uninsured when compared to children in 
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uniformly-eligible households.  Regardless of the way in which split-eligible children are 

grouped among those split between different types of insurance and those split between 

eligibility and ineligibility, split-eligible children do not have significantly different odds of 

being uninsured compared to their uniformly-eligible counterparts.   

 

Although splitting siblings into different eligibility pathways is not significantly associated 

with whether a child is enrolled in the publicly-financed insurance program for which he 

or she is eligible,  the  insurance  status  of  a  child’s  parent  is a very important predictor as 

to whether an eligible child is insured.  While children of uninsured parents have much 

higher odds of being uninsured themselves compared to children whose parents are 

covered by private insurance, children whose parents are covered by private insurance 

have much higher odds of being uninsured compared to children of parents who are 

enrolled in Medicaid.  Children eligible for publicly-financed coverage are most likely to 

be eligible for Medicaid, and the odds that these children are actually enrolled are best if 

their parents are covered by Medicaid when compared to other types of insurance.  

Uniformity of coverage across parent and child under Medicaid is therefore a key factor 

as to whether eligible children will be covered by publicly-financed insurance, even if 

uniformity of sibling eligibility did not prove the same in these findings. 

 

Another important contextual aspect to the lack of significance the analysis finds with 

respect to split-eligible status is the nature of the barriers which prevent many families 

from enrolling their uninsured children in the programs for which they are eligible.  

Research shows that families with uninsured children typically cite barriers such as a 
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belief that their children are not eligible for coverage, a perception that the enrollment 

process is difficult, or a lack of knowledge about how to go about seeking public 

coverage or where to obtain further information.106  These factors may be overwhelming 

the effect that eligibility among siblings might have on the enrollment process.  If 

parents in split-eligible households make early assumptions about their children not 

being eligible for coverage, or if they assume up front that the enrollment process will be 

too onerous, or if they simply know very little about the availability or sources of 

information about publicly-financed insurance, they are likely to abandon or never 

engage in the enrollment process from the start.  Such families engage so little with the 

process and lack such basic aspects of access and information that they do not even 

have the opportunity to encounter the challenges that are specific to split-eligible 

families. 

 

HEALTH CARE UTILIZATION SECTION  

Access to Basic Medical Care under Medicaid vs. CHIP 

The most striking finding in this analysis is that children with CHIP have consistently 

lower odds of obtaining preventive care compared to children with Medicaid.  Children 

with CHIP have lower odds of having had a physician visit in the last 12 months (odds 

ratio: 0.76), lower odds of having had a dental visit in the last 12 months (odds ratio: 

0.73), and lower odds of ever having had dental sealants (odds ratio: 0.71) compared to 

children with Medicaid.  The magnitude of these odds is nearly the same across 

                                                           
106 Kenney, G., Cook, A., & Dubay, L. (2009). Progress Enrolling Children in Medicaid/CHIP: Who Is Left 
and What Are the Prospects for Covering More Children? Urban Institute.  Retrieved from 
http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf 
 

http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf
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utilization measures.  It is notable that these services are typically not obtained in the 

same care setting. 

 

The reasons for this finding should be examined in future research to understand why 

the CHIP program is failing to facilitate better access to care, particularly in a population 

that should be more advantaged in many respects due to their higher incomes 

compared to the population eligible for Medicaid.  As discussed above, the potential for 

greater cost-sharing under CHIP may be an impediment for some families, even though 

preventive care does not typically involve out-of-pocket costs.  The discussion above 

also notes that given their somewhat higher incomes, it is possible that children with 

CHIP may be more likely to move in and out of eligibility for publicly-financed insurance.  

This may result in children being uninsured at different points of the year, or it may 

mean the family must contend with different insurance arrangements over time if a child 

moves from private to public or vice-versa.  

 

It is also possible that children at these somewhat higher income levels who are eligible 

for CHIP are less connected in their communities to the organizations and resources 

that facilitate access to care for children covered by publicly-financed insurance.  The 

families of children who attend schools or churches, for example, in which a large share 

of their peers are covered by publicly-financed insurance may receive better guidance 

about how to go about obtaining physician visits and dental care compared to children 

whose peers are more diverse in their sources of coverage.  The lower-income families 

whose children are eligible for Medicaid may also receive other types of publicly-
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financed services which may further facilitate their connection within the community to 

sources of information about ways to access care.  The longstanding liaisons to the 

Medicaid program within these communities are often critical sources of information and 

assistance, and their absence among families in communities without these connections 

may be impacting access. 

 

It  is  possible  that  children  who  “age”  out  of  Medicaid  and  obtain  CHIP  as  they  get  older  

do not transition well to the program and fail to take advantage of the benefits to the 

degree that their Medicaid-insured counterparts do.  These are just preliminary 

hypotheses for the findings noted here.  More research is needed to accurately identify 

the reasons behind this unexpected finding that children with CHIP experience worse 

access to care on multiple utilization measures. 

 

Medicaid Expansion States vs. Separate CHIP Programs 

A second particularly surprising finding in this analysis is the pattern that emerged with 

respect to utilization of preventive care in Medicaid expansion states and in states with 

separate CHIP programs.  Across all utilization measures, children in Medicaid 

expansion states typically experience more equitable access to care than children in 

separate  CHIP  states.    In  separate  CHIP  states,  a  child’s  personal  and  household  

characteristics are frequently associated with higher or lower odds of access to a 

particular measure, while children in Medicaid expansion states often show no such 

difference across characteristics.  In many cases, Medicaid expansion states appear to 

shield children from differences in access where their personal circumstances might 
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otherwise create advantage or disadvantage in their pursuit of care.  In contrast, states 

with separate CHIP programs frequently fail to match this equity in access across 

groups of children, whether based on income level, age, the number of children in a 

household,  or  even  a  child’s  health  status.     

 

While the difference between these types of states was not tested for statistical 

significance specifically, the pattern observed appears to warrant further inquiry.  States 

which chose to establish separate programs to serve children under the CHIP 

guidelines when the program was introduced rather than expanding their existing 

Medicaid programs to incorporate these new populations seem to fare worse in their 

role to facilitate access to care.  There is great diversity among the states which 

expanded Medicaid and those which established separate CHIP programs, such that it 

appears unlikely that the characteristics of these particular states would align along 

program types to explain the difference.   

 

Physician Visit 

The health care utilization analysis does not confirm the hypothesized finding that split-

enrolled children would be less likely to have had a physician visit in the last 12 months 

compared to children who were uniformly-enrolled in the same publicly-financed 

insurance program.  As noted above, this was particularly surprising given that most 

split-enrolled children are divided between publicly-financed insurance coverage for one 

or more siblings, and a lack of any type of insurance among the other sibling or siblings.  



  

 152 

Research has shown that uninsured children are less likely to have had a doctor visit in 

the last year compared to their insured counterparts.   

 

The reasons for this finding are unclear.  Parents may be sufficiently driven to obtain 

physician visits for their children such that they pursue such care when coverage gives 

them that access, even if one or more children does not have that benefit.  Parents who 

have taken the steps to obtain coverage for one or more children, even while other 

siblings remain uninsured, may be resilient against the challenges that are associated 

with obtaining care for split-enrolled children.  It is also possible that utilization patterns 

are different among uninsured children who are siblings of children with coverage.  This 

analysis did not consider this group of children and previous literature on the subject 

was not available.  It may be, however, that rather than uninsured siblings depressing 

the likelihood that their insured siblings would have visited a doctor in split-eligible 

families, insured siblings may improve the likelihood that their uninsured siblings obtain 

care.  This is unconfirmed, but it is possible that uninsured children with insured siblings 

may be more likely to have visited a doctor in the last year when compared to uniformly-

uninsured children who do not have any insured siblings.  If accurate, such scenarios 

may help to explain the fact that split-enrollment is not significantly associated with 

different odds that a child has seen a doctor compared to uniform-enrollment. 

 

Dental Care 

The analysis does confirm the hypothesized effect of split-enrollment on the odds that a 

child would have a dental visit in the last 12 months.  Split-enrolled children have 
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considerably lower odds of having had a dental visit compared to uniformly-enrolled 

children (odds ratio: 0.64).  While split-enrolled children do not experience a difference 

in odds in the case of physician visits, the greater access hurdles that often apply to 

pediatric dentists who accept Medicaid and CHIP when compared to pediatricians may 

contribute to the difference in the case of dental care.  These barriers may include 

scarcity of available pediatric dentists under Medicaid and CHIP, accessibility to those 

dentists for families with respect to geography or scheduling demands, concern about 

out-of-pocket costs, and fewer options with respect to care for the uninsured siblings of 

split-enrolled children with insurance.  Even for parents who succeed in obtaining the 

same level of physician care for their split-enrolled insured child, these kinds of 

challenges may stymie their efforts to obtain appropriate preventive dental care.   

 

Parents may also view dental care as less necessary compared to a physician visit.107  

Not only may the challenges to obtaining services be more onerous in the case of 

dental care, but parents may prioritize these services less.  Ambivalent attitudes on the 

part of parents about the importance of routine dental care may make the challenges 

associated with split-enrollment more likely to thwart realized access to care.  

 

                                                           
107 A report from the Surgeon General calling for greater emphasis on oral health noted that this area of 
health  has  long  been  considered  “less  important  than  and  separate  from  general  health.”    The  report  
identifies as a key goal the need to change this perception by elevating the importance of oral health in 
the  public’s  view.    U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service,  Centers  for  
Disease Control and Prevention, and the National Institutes of Health, National Institute of Dental and 
Craniofacial Research. (2003). A National Call to Action to Promote Oral Health. Publication No. 03-5303. 
Retrieved from https://www.nidcr.nih.gov/NR/rdonlyres/C133CA2D-4A12-4746-A856-
3F778DEA49F7/0/NationalCallToAction.pdf  
 

https://www.nidcr.nih.gov/NR/rdonlyres/C133CA2D-4A12-4746-A856-3F778DEA49F7/0/NationalCallToAction.pdf
https://www.nidcr.nih.gov/NR/rdonlyres/C133CA2D-4A12-4746-A856-3F778DEA49F7/0/NationalCallToAction.pdf
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While the analysis does not find that split-enrolled children have different odds of ever 

having had dental sealants compared to uniformly-enrolled children, this area of health 

care utilization  may  warrant  greater  attention.    When  a  child’s state of residence is 

included in the model as a control measure, the odds of having had sealants are lower 

among split-enrolled children when compared to uniformly-enrolled children (odds ratio: 

0.59, significant at <0.10).  Given that the odds of having dental care are lower among 

split-enrolled children, and that the odds are similar with respect to magnitude in the 

case of the dental sealant model including the states, this utilization measure may be 

worth examining in future analyses on split-enrollment. 

 

Limitations 

Certain limitations of these analyses should be noted.  The eligibility analysis is based 

upon CPS data which, while it is the most widely used source of data for health 

insurance research, is also subject to a known undercount of Medicaid beneficiaries.  

As discussed above, this undercount appears to be less common in the case of children 

which may mitigate this concern.  In addition, it is not evident that an adult in a split-

eligible  family  would  be  more  or  less  likely  to  misreport  the  true  source  of  a  child’s  

insurance compared to a uniformly-eligible family.  The expected effect of the 

undercount on other variables of interest is unclear, although it is likely that children 

whose insurance is misreported would be identified as having private coverage as 

opposed to being identified as uninsured. 
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The eligibility model itself is subject to several limitations, which are identified above in 

the Results section.  For example, the model excludes children eligible for Medicaid 

through the Medically Needy program and state-only funded programs.  These eligibility 

pathways were too complex to include in a hand-built model, and the type of children 

eligible through the Medically Needy program would likely skew the study population 

given their high health care needs.    

 

All children who are not citizens are also excluded from eligibility in this model.  Some 

non-citizens are eligible for Medicaid or CHIP depending on factors such as duration of 

residence in the U.S. and documentation status; however, this information was not 

available to include in the model.  As a result, the conservative approach was to exclude 

all non-citizens to avoid assigning eligibility in error.  The number of children who are 

eligible but omitted from the model in this way is likely to be small relative to the total 

study population. 

 

The year of data analyzed for this study is the first year of the Great Recession, and 

accordingly, enrollment in Medicaid and CHIP surged in 2008 and 2009, followed by a 

tapering off over the next several years.108  CHIP in particular experienced an 

enrollment spike in 2008, a year in which enrollment grew by 10% from the previous 

                                                           
108 Artiga, S. & Rudowitz, R. (2014). Medicaid Enrollment under the Affordable Care Act: Understanding 
the Numbers. Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation. Retrieved 
from http://kff.org/health-reform/issue-brief/medicaid-enrollment-under-the-affordable-care-act-
understanding-the-numbers/  
 

http://kff.org/health-reform/issue-brief/medicaid-enrollment-under-the-affordable-care-act-understanding-the-numbers/
http://kff.org/health-reform/issue-brief/medicaid-enrollment-under-the-affordable-care-act-understanding-the-numbers/
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year.109  The growth in CHIP highlights the impact this period of recession had on 

enrollment in publicly-financed coverage among the near-poor.   

 

While the year of data used here represents an unusual period of growth, it provides a 

useful context today given that the ACA is expanding Medicaid enrollment considerably.  

The increase in eligibility among adults who fall at or below 138% of the Federal Poverty 

Level has increased Medicaid enrollment by millions of new beneficiaries.110  Research 

shows that as more adults gain Medicaid coverage, their eligible children are more likely 

to  be  enrolled  as  well.    The  findings  in  the  enrollment  analysis  with  respect  to  Medicaid’s  

advantages in 2008 may be particularly relevant, given that the number of near-poor 

children who gain publicly-financed coverage is likely to increase again this year.  

Finally, both the eligibility and the enrollment analyses focus solely on children with at 

least one sibling in the household, omitting all only-children.  The study population does 

account for the overwhelming majority of children, however.  According to the SIPP, 

fewer than 17% of all children enrolled in Medicaid or CHIP live in a household without 

other children.   

 

 

 

                                                           
109 Smith, V.K., Snyder, L., & Rudowitz, R. (2014). CHIP Enrollment: June 2013 Data Snapshot. Kaiser 
Commission on Medicaid and the Uninsured, Kaiser Family Foundation. Retrieved from 
http://kff.org/medicaid/issue-brief/chip-enrollment-june-2013-data-snapshot/  
 
110 Wachino, V., Artiga, S., & Rudowitz, R. (2014). How is the ACA Impacting Medicaid Enrollment? 
Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation. Retrieved from 
http://kff.org/medicaid/issue-brief/how-is-the-aca-impacting-medicaid-enrollment/ 
 

http://kff.org/medicaid/issue-brief/chip-enrollment-june-2013-data-snapshot/
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Policy Implications 

These findings suggest that split-eligibility and split-enrollment among children in 

families split between publicly-financed health insurance programs, or split between 

insurance and a lack of insurance or eligibility, do not pose the major obstacle to 

children’s  access  to  health  care as hypothesized.  Split status does not hinder 

enrollment in these programs or negatively affect utilization of multiple basic preventive 

services under them to the extent expected.  Split-enrollment was found to have a 

negative association with dental care; however the effect was not significant in the case 

of physician visits.  Dental care appears to be a more sensitive measure to the hurdles 

associated with split-enrollment, likely due to the differences in value placed on the 

services and the greater hurdles to access services.  In contrast, obtaining a physician 

visit represents the most basic utilization measure in child health which even families 

faced with the challenge of split-enrollment are typically able to overcome.   

    

Hudson’s  article on split-eligibility, as discussed above, did find an effect with respect to 

the likelihood of enrollment among eligible children, but this analysis did not produce 

similar findings.  The technical differences between the analyses may explain some of 

this difference; however, the Hudson article identified a relatively small effect and the 

insurance landscape has changed with respect to greater awareness and focus on 

these programs.  The overall finding that split-eligibility is not associated with a 

significant difference in rates of insurance is compelling.   
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Nonetheless, concerns remain about access to insurance coverage and to the utilization 

of services that such coverage facilitates.  The  ACA’s  requirement  that  children  have  

insurance coverage has not been accompanied by commensurate improvements in 

enrolling eligible children in Medicaid and CHIP.  While many families who fail to enroll 

their children in 2014 will have incomes too low to be subject to financial penalties, they 

will not receive the benefits to which they are entitled, and their children will be less 

likely to receive the proper health care they require.  While split-eligibility and split-

enrollment did not prove to be as concerning as initially predicted as obstacles to 

enrolling in insurance programs and obtaining care, two unexpected findings emerged 

from this analysis with respect to utilization: children with CHIP perform worse on basic 

utilization measures compared to children with Medicaid, and children in separate CHIP 

states receive less equitable access to care across personal and household 

characteristics compared to children in Medicaid expansion states.  These factors affect 

millions of children, considerably more than the number of children who could be 

affected by the issue of split-enrollment.   

 

These findings could inform the current debate surrounding the future of CHIP and the 

importance of Medicaid in serving low income families.  The ACA facilitates the transfer 

of many low income, non-poor children from CHIP to Medicaid, a move that has raised 

concerns  among  some  children’s  advocates  about  the  effect  this  change  could  have  on  

access to care.111  Congressional appropriation of the funds required to maintain CHIP 

                                                           
111 E.g., Vestal, C.  (2013).  The  ACA’s  ‘Family  Glitch’  Could  Hurt  Families  Who  Need  CHIP.  Stateline, The 
Pew Charitable Trusts. Retrieved from http://www.pewstates.org/projects/stateline/headlines/the-acas-
family-glitch-could-hurt-families-who-need-chip-85899506217 .  Also, Hess, C., Basini, L.O., Plaza, C.I. 
(2012).  Keeping  Children’s  Coverage  Strong  in  the  Context  of  the  Affordable  Care Act: Perspectives from 

http://www.pewstates.org/projects/stateline/headlines/the-acas-family-glitch-could-hurt-families-who-need-chip-85899506217
http://www.pewstates.org/projects/stateline/headlines/the-acas-family-glitch-could-hurt-families-who-need-chip-85899506217
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as a major source of insurance is also a pending issue going forward as the ACA is fully 

implemented.    Consensus  on  CHIP’s  role  and  value  within  the  landscape  of  publicly-

financed insurance programs for children will be needed to secure those funds, and the 

debate over these questions is a major source of discussion as a result.  The findings in 

this analysis which identify Medicaid’s  advantages when compared to CHIP in 

facilitating access to preventive care are important factors to consider.  While these 

results do not negate concerns about access to care for children transferring from CHIP 

to Medicaid, particularly children with major health care needs, they do offer a new 

frame of reference for understanding how that access differs in the case of basic 

preventive care.  Going forward, additional investigation into whether these effects 

extend to other types of care and other important factors such as communication and 

quality of care would help to clarify how broad these disparities are between the 

programs.    

 

These findings may also be useful to consider the advantages that a long-standing 

program may have over new ones.  Additional inquiry into the ways in which Medicaid is 

able to produce better, potentially more equitable access compared to CHIP may help 

to identify the reasons for the more established program’s  success.  This information 

could provide insight into the degree to which longevity may improve  a  program’s  

performance.  Such findings could offer perspective on how CHIP can be improved, 

assuming it remains a key source of insurance going forward.  They could also provide 

                                                           
State  Children’s  Health  Insurance  Leaders.  State Health Policy Briefing, National Academy for State 
Health Policy. Retrieved from 
http://www.nashp.org/sites/default/files/keeping.children's.coverage.strong.pdf  
 

http://www.nashp.org/sites/default/files/keeping.children's.coverage.strong.pdf
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context for the potential gains and pitfalls associated with children moving into new 

insurance arrangements, an issue with particular relevance as policy decisions are 

made with respect  to  the  ACA’s  coverage  options  under  Medicaid,  CHIP  and  new  

private, subsidized options for low income populations under the Exchange 

marketplace.  The  “family  glitch”  issue,  under  which  the  ACA’s  affordability  clause  is  tied  

to individual plans and therefore may leave families without a subsidized option for 

children’s  coverage,  makes understanding the impact of these movements especially 

salient.  

 

Insurance coverage is critical to ensure that children obtain the health services and 

guidance they need to thrive.  The role that insurance plays as a pathway to those ends, 

as opposed to an outcome itself, can be obscured as members of the advocacy and 

policy communities focus on coverage.  The advantages of coverage must be evaluated 

within the broader systems of care, the landscape of eligibility options for children and 

families and how those operate in practice, and how all of these factors ultimately 

contribute to realized access to care.  While the poor have long been targeted by 

Medicaid and other services, the near-poor are a more recent focus for these programs.  

This population is often subject to a more fragmented system of care that is less 

established and lacks the inroads within the community which facilitate effective use of 

coverage and services.  The findings in this analysis highlight how children covered by 

CHIP, a program focused on low income, near-poor children, are faring worse on basic 

preventive health measures compared to the largely poorer population of children who 

are covered by Medicaid.  These results underscore the need to look beyond coverage 
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alone,  to  identify  the  reasons  behind  Medicaid’s  successes  among  poor  children  and  

families, and to apply those lessons to CHIP and future programs seeking to effectively 

serve these vulnerable populations. 
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Appendix 

Eligibility Analysis: Findings for Additional Variables 

The following findings are based upon the eligibility model which examines the 

association between select individual and household characteristics and the odds of a 

child being uninsured.  Findings of interest which are not described in the text above are 

noted here.  

 

Parent’s  Education 

The  educational  level  of  a  child’s  parent  or  guardian  is  also  a  significant  factor  

associated with whether a child is uninsured.  The direction of the findings is somewhat 

surprising.  The analysis finds that children whose parents have a high school degree 

are less likely to be uninsured than children whose parents have a college degree or 

higher (odds ratio: 0.57).  Children whose parents attended some college but did not 

obtain a degree also have lower odds of being uninsured compared to those whose 

parents completed college (odds ratio: 0.67, at a significance level of <0.10).  The 

unadjusted odds confirm the direction of both findings.  Children of parents who 

completed less than a high school degree have the same odds of being uninsured as 

children of parents with a college degree or higher.   

 

These findings conflict with those previously reported for the general population which 

indicate that higher education is typically associated with higher rates of insurance.112  It 

                                                           
112 Lynch, V., Phong, S., Kenney, G., & Macri J. (2010). Uninsured Children: Who Are They and Where 
Do They Live? Robert Wood Johnson Foundation and Urban Institute. Retrieved from 
http://www.rwjf.org/content/dam/web-assets/2010/08/uninsured-children 

http://www.rwjf.org/content/dam/web-assets/2010/08/uninsured-children
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appears that when the population is limited to the lower end of the income spectrum and 

when adjusted for other factors, high educational achievement does not facilitate 

enrollment in publicly-financed programs the way we might assume.  Parents with 

higher levels of education are likely to be at the higher income ranges of eligibility and it 

is possible that they are less familiar with publicly-financed programs.  They are less 

likely to qualify for other government programs and they may identify with communities 

that are less likely to be informed and experienced with Medicaid and CHIP.  For 

example, among low-income parents who do not currently have any children enrolled in 

Medicaid or CHIP, 43% report that they believe their income is too high to qualify for 

either program.113  Parents with higher education levels who earn more may be more 

likely to fall into this category.   

 

Parent’s  Race  and  Ethnicity 

This analysis considers the race and ethnicity of parents rather than of children 

themselves.  This decision is based on the fact that children increasingly may not share 

the same racial and ethnic identity as their parents.114  The racial or ethnic factors that 

                                                           
113 The population is limited to those with incomes below 250% FPL.  Centers for Medicare and Medicaid 
Services. (2011). Informing CHIP and Medicaid Outreach and Education: Key Findings from a National 
Report of Low-Income Parents. Retrieved from http://www.insurekidsnow.gov/professionals/CHIP-
Medicaid-Survey-Topline.pdf 
 
114 Perez, A.D., & Hirschman, C. (2009). The Changing Racial and Ethnic Composition of the U.S. 
Population: Emerging American Identities. Population and Development Review, 35(1), 1–51. Retrieved 
from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882688/ .    Also,  Lofquist,  D.,  Lugaila,  D.,  O’Connell,  
M., & Feliz, S. (2012). Households and Families: 2010. U.S. Census Bureau. Retrieved from 
http://www.census.gov/prod/cen2010/briefs/c2010br-14.pdf .  Also, Saulny, S. (2011, March 24). Census 
Data Presents Rise in Multiracial Population of Youths. New York Times. Retrieved from 
http://www.nytimes.com/2011/03/25/us/25race.html .  Also, Jones, N.A., & Bullock, J. (2012). The Two or 
More Races Population: 2010. U.S. Census Bureau. Retrieved from 
http://www.census.gov/prod/cen2010/briefs/c2010br-13.pdf .  Also, Jayson, S. (2011, April 9). Adoption 
Increasingly Crosses Racial, Ethnic Lines. USA Today. Retrieved from  

http://www.insurekidsnow.gov/professionals/CHIP-Medicaid-Survey-Topline.pdf
http://www.insurekidsnow.gov/professionals/CHIP-Medicaid-Survey-Topline.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2882688/
http://www.census.gov/prod/cen2010/briefs/c2010br-14.pdf
http://www.nytimes.com/2011/03/25/us/25race.html
http://www.census.gov/prod/cen2010/briefs/c2010br-13.pdf
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may affect whether or not a child is enrolled in Medicaid or CHIP are likely to involve the 

parent’s  characteristics  and  behaviors  rather  than  the  child’s,  and  as  such,  it  is  the  

parent’s  race  and  ethnicity  that  are  examined.     

 

The findings indicate that children with Hispanic parents (of any race) are less likely to 

be uninsured than those with non-Hispanic white parents (odds ratio: 0.75).  Children 

with non-Hispanic mixed race parents are more likely to be uninsured compared to 

those with non-Hispanic white parents (odds ratio: 2.18, significant at <0.10).  Children 

with non-Hispanic black parents, those with Asian parents, and those with Native 

American parents show no significant difference compared to children with non-

Hispanic white parents.   

 

A review of available literature on the association between being uninsured and the race 

and ethnicity of children themselves finds that black children and mixed race children 

are least likely to lack insurance, while Hispanic children are more likely to be uninsured 

than either of these groups or white children.115  Not all of these studies examine 

‘Hispanic’  as  a  mutually  exclusive  category,  as  in  the  case  of  my  analysis,  and  all  of  the  

                                                           
http://usatoday30.usatoday.com/news/health/wellness/adoption/story/2011/04/Adoption-changes-spur-
growth-in-multiracial-families/45960772/1  
 
115 Kenney, G., Cook, A., & Dubay, L. (2009). Progress Enrolling Children in Medicaid/CHIP: Who Is Left 
and What Are the Prospects for Covering More Children? Urban Institute.  Retrieved from 
http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf .  Also, Kenney, 
G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to Enroll in Medicaid 
and  the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. Retrieved from 
http://content.healthaffairs.org/content/29/10/1920.full .  Also, Crocetti, M., Ghazarian, S.R., Myles, D., 
Ogbuoji, O., & Cheng, T.L. (2012). Characteristics of Children Eligible for Public Health Insurance but 
Uninsured:  Data  from  the  2007  National  Survey  of  Children’s  Health.  Maternal and Child Health Journal, 
16 (1 Supplement), S61-9. Retrieved from 
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-
x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf   

http://usatoday30.usatoday.com/news/health/wellness/adoption/story/2011/04/Adoption-changes-spur-growth-in-multiracial-families/45960772/1
http://usatoday30.usatoday.com/news/health/wellness/adoption/story/2011/04/Adoption-changes-spur-growth-in-multiracial-families/45960772/1
http://www.urban.org/uploadedpdf/411981_Progress_Enrolling_Children_11_10.pdf
http://content.healthaffairs.org/content/29/10/1920.full
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
http://download.springer.com/static/pdf/939/art%253A10.1007%252Fs10995-012-0995-x.pdf?auth66=1360878281_6807d15a30bab5b432e4495eb0d8241a&ext=.pdf
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other studies look at the race or ethnicity of the child rather than the parent.  In addition, 

Urban Institute researchers note that lower participation in Medicaid and CHIP among 

Hispanic children may be associated with the fact that these children are more likely to 

have parents who are not citizens.116  My analysis controls for parental citizenship 

directly, which may help to explain the results and may suggest that this factor should 

be examined separately to ensure that the issue of citizenship is not unintentionally 

conflated with Hispanic ethnicity.   

 

A difference in methods may also explain the findings in previous research for mixed 

race children and their odds of being uninsured, which differ from the findings reported 

here for the odds among children of mixed race parents.  Many mixed race children in 

particular are likely to have parents who identify as part of a different racial or ethnic 

category from themselves.  That is, mixed race parents and mixed race children may 

have meaningful differences as two distinct populations.  It is therefore not necessarily 

contradictory that children of mixed race parents have higher odds of being uninsured 

as reported here, and that children who are mixed race themselves have lower odds of 

being uninsured as reported in previous research.  

 

It is also worth noting that the unadjusted odds differ in the case of children with 

Hispanic parents.  The unadjusted odds of being uninsured are higher for children with 

Hispanic parents compared to those with non-Hispanic white parents, which may 

                                                           
116 Kenney, G.M., Lynch, V., Cook, A., & Phong, S. (2010). Who and Where Are the Children Yet to Enroll 
in  Medicaid  and  the  Children’s  Health  Insurance  Program? Health Affairs, 29(10), 1920-1929. Retrieved 
from http://content.healthaffairs.org/content/29/10/1920.full 
 

http://content.healthaffairs.org/content/29/10/1920.full
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suggest that the higher odds found in the adjusted odds are an anomaly in the data 

rather than a meaningful finding.  The unadjusted odds also differ in the case of children 

with parents of non-Hispanic mixed race, reflecting slightly lower odds of being 

uninsured compared to those among children with non-Hispanic white parents. 

 

Health Care Utilization Analysis: Findings for Additional Variables 

PHYSICIAN VISIT 

Parent’s  Insurance  Coverage 

Parents’  insurance  status  is  also  a  significant  predictor  in  the  case  of  physician  visits.    

Children with uninsured parents have lower odds of having had a physician visit in the 

last year compared to children whose parents have private coverage (odds ratio: 0.78, 

significant at <0.10).  This finding is consistent with previous research, which indicates 

that uninsured parents, who are less likely to use medical services themselves than 

their insured counterparts, are more likely to have children who have not visited a 

physician compared to children of insured parents.117  This analysis finds that children 

of  insured  parents,  regardless  of  the  parent’s  insurance  type,  have  the  same  odds  of  

having visited a doctor in the last year.   

 

                                                           
117 Davidoff,  A.,  Kenney,  G.,  &  Yemane,  A.  (2003).  The  Effect  of  Parents’  Insurance  Coverage on Access 
to Care for Low-Income Children. Inquiry, 40(3), 254-268.  Also, Gifford, E.J., Weech-Maldano, R., Farley-
Short, P. (2005). Low-Income  Children’s  Preventive  Services  Use:  Implications  of  Parents’  Medicaid  
Status. Health Care Financing Review, 26(4), 81-94.  Also, Rosenbaum, S., & Whittington, R.P.T. (2007). 
Parental Health Insurance Coverage as Child Health Policy: Evidence from the Literature. George 
Washington University School of Public Health and Health Services. Retrieved from  
http://sphhs.gwu.edu/departments/healthpolicy/CHPR/downloads/Parental_Health_Insurance_Report.pdf  
 

http://sphhs.gwu.edu/departments/healthpolicy/CHPR/downloads/Parental_Health_Insurance_Report.pdf
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Income level 

Income is a not a significant predictor of physician visits among children in all states.  

The same is true of income as a predictor among children in Medicaid expansion states.  

When the analysis is limited to children in states with separate CHIP programs, 

however, poor children (<100% FPL) have lower odds of having had a doctor visit in the 

last year compared to children in the highest income category (300% FPL and higher) 

(odds ratio: 0.73, significant at <0.10).  Previous research has found that poor and near-

poor children are less likely to have had an annual visit compared to higher income 

children.118   

 

It is not clear why the odds of having a doctor visit are worse for poor children in 

separate CHIP states while income is not a significant factor in Medicaid expansion 

states.  States operating a single Medicaid program, including expansion programs 

funded under CHIP, appear to be doing a better job of ensuring that children receive 

access to a doctor regardless of individual or family circumstances compared to states 

that split this function between Medicaid and separate CHIP programs.  (Exhibit 10 

shows the program type which applies to each state.)   

 

 

 

                                                           
118 Wolfe,  B.L.  (1999).  Poverty,  Children’s  Health,  and  Health  Care  Utilization.  Federal Reserve Bank of 
New York Economic Policy Review, 5(3). Retrieved at 
http://www.newyorkfed.org/research/epr/99v05n3/9909wolf.pdf .  Also, Abdus, S., & Selden, T. (2012). 
Use of Ambulatory Care among Children, 1999 and 2009. Medical Expenditure Panel Survey, Statistic 
Brief No. 384. Retrieved from http://meps.ahrq.gov/data_files/publications/st384/stat384.pdf 
 

http://www.newyorkfed.org/research/epr/99v05n3/9909wolf.pdf
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Age of Children in Household 

In  the  primary  analysis  among  all  states,  the  ages  of  the  children  living  in  a  child’s  

household have no significant association with the odds that he or she would visit a 

physician.  This is also the case when the analysis is restricted to only children in 

Medicaid expansion states.   

 

When the analysis is limited to separate CHIP states only, however, the results indicate 

that those living in households which include children ages 6 to 12 have lower odds of 

having seen a doctor in the last year compared to those living in households without 

children in that age group (odds ratio: 0.85, significant at <0.10).  Children living in 

households that include teens also have lower odds of having had a doctor visit 

compared to children in households without teens (odds ratio: 0.80, significant at <0.10).  

Children in households with younger siblings appear to have better access to physicians 

than those living households with older children. 

 

Parent’s  Marital  Status 

Marital  status  was  not  a  significant  predictor  of  a  child’s  odds  of  having  seen  a  physician  

in the last year in the primary analysis.  This result was unchanged when the analysis 

was limited to children in Medicaid expansion states.   

 

Among children in separate CHIP states, children whose parents were never married 

have higher odds of having had a physician visit (odds ratio: 1.23, significant at <0.10) 

compared to children whose parents are married.  The reasons for this surprising 
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finding are not clear.  Previous research found no difference in physician visits among 

single mothers and married parents, which is consistent with the findings in all but 

separate CHIP states.119 

 

Privately-insured Sibling 

In the primary analysis of children in all states, children with a privately-insured sibling 

have lower odds of having had a doctor visit in the last year compared to children who 

do not have a privately-insured sibling (odds ratio: 0.73, significant at <0.10).  When the 

analysis is restricted to separate CHIP states, the odds do not differ by this measure.  

The same is true when the analysis is limited to Medicaid expansion states.  Previous 

research indicates that while controlling for other factors, children with private insurance 

themselves do not have better access to office-based physician visits.120  While these 

findings are consistent with those produced by the separate CHIP state and the 

Medicaid expansion state analyses, the results of the primary analysis suggest that 

having a privately-insured sibling is associated with poorer access to an annual 

physician visit. 

 

 

                                                           
119 Heck, K.E., & Parker, J.D. (2002). Family Structure, Socioeconomic Status, and Access to Health Care 
for Children. Health Services Research, 37(1), 171–184. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1430354 
120 Ku, L. (2009). Medical and Dental Care Utilization and Expenditures under Medicaid and Private 
Health Insurance. Medical Care Research and Review, 66(4), 456-471. Retrieved from 
http://mcr.sagepub.com/content/66/4/456.abstract .  Also, Dubay, L., & Kenney, G.M. (2001). Health Care 
Access and Use Among Low-Income Children: Who Fares Best? Health Affairs, (20)1, 112-121. 
Retrieved from http://content.healthaffairs.org/content/20/1/112.long   
 

http://mcr.sagepub.com/content/66/4/456.abstract
http://content.healthaffairs.org/content/20/1/112.long
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DENTAL VISIT 

Citizenship 

Non-citizen children have lower odds of having had a dental visit in the last year 

compared to children who are citizens (odds ratio: 0.54).  When the analysis is limited to 

children in separate CHIP states, the findings remain the same (odds ratio: 0.54).  

Among  children  in  Medicaid  expansion  states,  however,  a  child’s  citizenship  is  not  a  

significant predictor of having had a dental visit in the last 12 months.  Previous 

research has reported that non-citizen children are less likely to have had preventive 

visits compared to children who are citizens.121 

 

Parent’s  Marital  Status   

Parental marital status is not a significant predictor of whether a child has had a dental 

visit in the last year in the primary analysis.  When the analysis is restricted to separate 

CHIP states, these results remain the same.  Among Medicaid expansion states, 

however, children of separated parents have lower odds of having had a dental visit 

(odds ratio: 0.35) compared to children whose parents are married.  Children whose 

parents are divorced or widowed and those whose parents were never married have the 

same odds of having had a dental visit as children whose parents are married.   

 

 

                                                           
121 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.  Also, Flores, G., & 
Tomany-Korman, S.C. (2008). The Language Spoken at Home and Disparities in Medical and Dental 
Health, Access to Care, and Use of Services in U.S. Children. Pediatrics, 121(6), e1703-e1714.  
 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Flores%20G%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
http://www.ncbi.nlm.nih.gov/pubmed?term=Tomany-Korman%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
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Parent’s  Work  Status   

Among  all  states,  a  child’s  access  to  dental  care  is  not  significantly  associated  with  a  

parent’s  work  status.    The  same  is  true  when  the  analysis  is  limited to children living in 

separate CHIP states.  Among those in Medicaid expansion states, however, the 

analysis finds that children whose parents work fewer than 20 hours per week have 

higher odds of having had a dental visit in the last year (odds ratio: 1.96, significant at 

<0.10) compared to children whose parents work full time (35 hours a week or more).  

In this case, as in the case of the previous predictor above, the pattern in which children 

in separate CHIP states are subject to differences in access based on personal or 

household characteristics is reversed, finding children in Medicaid expansion states 

more exposed to these barriers.  Previous research has not reported that work status 

among parents is associated with differences in preventive care.122 

 

Parent’s  Race  and  Ethnicity 

The race and ethnicity of parents can be a significant predictor of the odds that a child 

has had a dental visit in the last year.  Children whose parents are Hispanic have lower 

odds of having had a dental visit compared to children whose parents identify as non-

Hispanic white (odds ratio: 0.76, significant at <0.10).  Children whose parents identify 

as  ‘other’  race  also  have  lower  odds  compared  to  children  with  non-Hispanic white 

parents (odds ratio: 0.68, significant at <0.10).  Children with non-Hispanic black or non-

                                                           
122 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.   
 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
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Hispanic Asian parents do not have significantly different odds of having had a dental 

visit compared to children with non-Hispanic white parents.    

 

Among separate CHIP states only, these findings remain consistent (odds ratios: 0.69 

for  Hispanic  and  0.56  for  “other”  race).    Among  children  in  Medicaid  expansion  states,  

however, the analysis again finds that this factor loses its significance as a predictor for 

whether a child has had a dental visit.  While not directly comparable, previous research 

has consistently found that Hispanic children (as opposed to children of Hispanic 

parents) are less likely to have received dental care in the last year.  Children identified 

as  “other”  race  have  not  been  shown to have different odds in previous research.123 

 

Parent’s  Language  Ability 

A  parent’s  ability  to  speak  English  has  a  surprising  association  with  the  odds  of  a  child  

having received dental care.  Children whose parents report that they speak English 

“not  well”  have  higher odds of having had a dental visit in the last year compared to 

children of parents who speak only English at home (odds ratio: 1.4).  Children whose 

parents  speak  another  language  at  home  and  speak  English  “very  well,”  “well,”  or  do  not  

speak English at all do not have significantly different odds of having had a dental visit 

compared to children whose parents speak only English at home.  The unadjusted 

                                                           
123 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366. Also, Bloom, B., 
Cohen, R.A., & Freeman, G. (2009). Summary Health Statistics for U.S. Children: National Health 
Interview Survey, 2008. U.S. Department of Health and Human Services, Centers for Disease Control 
and Prevention, National Center for Health Statistics. Vital and Health Statistics, 10(244). Retrieved from 
http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf .  Also, Soni, A. (2011). Children's Dental Care: 
Advice and Checkups, Ages 2-17, 2008. Medical Expenditure Panel Survey, Statistical Brief No. 326. 
Retrieved from http://meps.ahrq.gov/mepsweb/data_files/publications/st326/stat326.pdf 
 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.cdc.gov/nchs/data/series/sr_10/sr10_244.pdf
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results do not support the finding that parents who report that they speak English  “not  

well”  have  higher  odds  of  having  had  a  dental  visit  (unadjusted  odds  ratio:  1.00), so this 

counterintuitive finding may not be sufficient to draw a meaningful conclusion on the 

subject. 

 

When the analysis is limited to children in separate CHIP states, the results remain the 

same, including the higher odds of having had dental care among children of parents 

who  speak  English  “not  well”  (odds  ratio:  1.4,  significant  at  <0.10).    Among  children  in  

Medicaid expansion states, however, this factor was not a significant predictor for 

children receiving dental care in the last year.  Previous research, while not directly 

comparable, suggests that children living in households in which English is not the 

primary language were less likely to have had preventive dental visits in the last year.124  

As noted, this analysis finds that in the case of parents with the poorest English skills, 

the odds are actually higher than parents who speak English exclusively.  The reasons 

for this finding are unclear and given the unadjusted findings, could represent an artifact 

in the data. 

 

Privately-Insured Sibling 

Children with a privately-insured sibling125 have lower odds of having had a dental visit 

in the last year compared to children whose siblings do not have private insurance 

                                                           
124 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.  Also, Flores, G., & 
Tomany-Korman, S.C. (2008). The Language Spoken at Home and Disparities in Medical and Dental 
Health, Access to Care, and Use of Services in U.S. Children. Pediatrics, 121(6), e1703-e1714. 
 
125 Siblings with private insurance consist of those with private insurance only and those with private 
insurance as well as publicly-financed insurance. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Flores%20G%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
http://www.ncbi.nlm.nih.gov/pubmed?term=Tomany-Korman%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=18519474
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(odds ratio: 0.57).  This finding remained consistent when the analysis was limited to 

children living in separate CHIP states (odds ratio: 0.61).  Among children in Medicaid 

expansion states, however, this predictor was no longer significantly associated with 

having had a dental visit in the last 12 months.   

 

Previous research indicates that non-poor low-income children who had continuous 

publicly-financed coverage for a period of a year were more likely to have visited a 

dentist compared to their privately-insured counterparts.126  This research may help to 

explain the primary finding in this analysis.  Inferior access among children with private 

insurance, which may relate to greater cost-sharing required under private plans, may 

be spilling over to affect the access of their siblings who are covered by publicly-

financed programs. 

 

Age of Children in Household 

Children living in households which include infants have lower odds of having had a 

dental visit compared to children in households which do not include infants (odds ratio: 

0.61).  The analysis found no difference in the odds of children living in households with 

children ages 1 to 5, 6 to 12, or teens compared to households without children in those 

age categories. 

 

                                                           
 
126 Duderstadt, K.G., Hughes, D.C., Soobader, M.J., & Newacheck, P.W. (2006). Pediatrics. The Impact 
of Public Insurance Expansions on Children's Access and Use of Care, 118(4), 1676-82.  
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Among separate CHIP states, the findings are consistent (odds ratio for households 

with infants: 0.66).  Among those in Medicaid expansion states, children living in 

households with infants also have lower odds of having had a dental visit in the last year 

(odds ratio: 0.43) compared to those in households without infants, as do children living 

in households with teens (odds ratio: 0.57) compared to children in households without 

teens.  There was no significant difference in odds for the other age categories.  

 

DENTAL SEALANTS 

Income 

Household income is not a significant predictor of access to dental sealants in the 

primary analysis.  The same outcome results when the analysis is limited to children in 

separate CHIP states.  Among children in Medicaid expansion states, those with 

household incomes between 200% and 300% FPL have lower odds of having had 

sealants compared to children with incomes at 300% FPL or higher (odds ratio: 0.26, at 

<0.10 significant).  Poor children (<100% FPL) and children with incomes from 100% to 

200% FPL do not have different odds of having had sealants compared to children in 

the highest income group, 300% FPL or higher.   

 

Health Status 

Children  reported  as  having  “very  good”  health  have  lower  odds  of  having  had  dental  

sealants  compared  to  children  with  “excellent”  health  (odds  ratio:  0.77).    Children  

reporting  “good”  health  and  those  reporting  “fair/poor”  health  did  not  have  significantly 

different  odds  of  having  received  sealants  compared  to  children  with  “excellent”  health.    
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Among children in separate CHIP states, these results remained the same (odds ratio 

for  “very  good”  compared  to  “excellent”:  0.68).    When  the  analysis  was  limited  to 

children  in  Medicaid  expansion  states,  however,  a  child’s  health  status  was  not  a  

significant predictor of whether dental sealants had been applied.   

 

Citizenship 

The analysis finds that non-citizen children have lower odds of having had sealants 

compared to children who are citizens (odds ratio: 0.43).  The result was the same 

among children in separate CHIP states (odds ratio: 0.39).  Among children in Medicaid 

expansion states, however, citizenship was not a significant predictor of whether a child 

had received dental sealants.  As noted above in many instances for physician and 

dental visits, Medicaid in this case offers more equitable access to care despite 

differences in personal characteristics and circumstances.  

 

Parent’s  Language  Ability 

The analysis  finds  an  unexpected  relationship  between  a  parent’s  ability  to  speak  

English and the odds that a child has received dental sealants.  Among all states in the 

primary analysis, children whose parents do not speak any English have higher odds of 

having received sealants (odds ratio: 1.66, significant at <0.10) compared to children 

whose parents speak only English at home.127  The odds of having had dental sealants 

did  not  differ  between  children  whose  parents  speak  English  “very  well,”  “well,”  or  “not  

                                                           
127 The  models  for  this  predictor  includes  the  variable  for  a  parent’s  citizenship  in  order  to  isolate  the  
language factor.  
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well”  and  those  who  speak  only  English  at  home.    The  same  results  were  produced  by  

an analysis of children in separate CHIP states only (odds ratio for those who do not 

speak any English: 1.66, significant at <0.10).  The reasons for this finding are not clear.  

Note that the unadjusted odds ratio confirms the direction of this result.  When the 

analysis is limited to children in Medicaid expansion states, this factor was no longer a 

significant predictor for whether a child had received dental sealants. 

 

Parent’s  Work  Status 

Children whose parents work part time are more likely to have had sealants compared 

to children whose parents work 35 hours a week or more.  Among children whose 

parents  work  less  than  20  hours  a  week,  a  child’s  odds  of  having  dental  sealants is 

higher compared to those whose parents work full time (odds ratio: 1.61, significant at 

<0.10).  Children with parents who do not work or who work between 20 to 35 hours a 

week do not have different odds of having had sealants compared to children whose 

parents work full time.   

 

Among children in Medicaid expansion states, the result also indicated that children 

whose parents work fewer than 20 hours a week are more likely to have had sealants 

(odds ratio: 3.54, significant at <0.10).  When the analysis is limited to children in 

separate  CHIP  states,  however,  a  parent’s  work  status  is  no  longer  a  significant  

predictor as to whether a child has received dental sealants.   
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Private Insurance 

Children who have private insurance in addition to publicly-financed insurance are not 

more likely to have had sealants compared to children with publicly-financed insurance 

alone.  In the primary analysis, there is no difference in the odds of a child with private 

and publicly-financed insurance having had sealants when compared to a child covered 

only by Medicaid, CHIP or another publicly-financed program.   

 

Among children in separate CHIP states, children with private insurance in addition to 

publicly-financed insurance have lower odds of having had sealants (odds ratio: 0.64, 

significant at <0.10).  Among children in Medicaid expansion states, however, the 

analysis finds no difference between the two.  Given that the unadjusted odds among all 

states contradict the direction of the finding in separate CHIP states, it is possible that 

this finding may be an anomaly in the data rather than reflecting a meaningful 

conclusion. 

 

Metropolitan Status 

Children residing in metropolitan areas do not have significantly different odds of having 

had dental sealants compared to children non-metropolitan and unidentified areas.  

Among children in separate CHIP states, the findings are the same.  In Medicaid 

expansion states, the analysis finds that children living in non-metropolitan areas have 

higher odds of having had sealants compared to children in metropolitan areas (odds 

ratio: 1.85).  This contrasts with previous research on preventive dental care visits, as 

noted above, which indicates that children living in non-metropolitan areas were more 
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likely to have gone without preventive dental visits in the last year compared to children 

in metropolitan areas.128 

 

 

                                                           
128 Kenney, G.M., McFeeters, J.R., & Yee, J.Y. (2005). Preventive Dental Care and Unmet Dental Needs 
Among Low-Income Children. American Journal of Public Health, 95(8), 1360–1366.   
 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kenney%20GM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=McFeeters%20JR%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20JY%5Bauth%5D
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