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Human Participant Protection
This study was approved by the Robert Wood Johnson
Medical School, University of Medicine and Dentistry of
New Jersey’s institutional review board.
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To date, most work investigating the effect of
the State Children’s Health Insurance Pro-
gram on uninsured children has focused on
eligibility or insurability.1–5 Few studies have
analyzed its effect on children’s health status
or access to health care. Current literature
discusses the experience of children newly
covered by state or privately funded chil-
dren’s health insurance programs that existed
before the Balanced Budged Act of 1997
that established the State Children’s Health
Insurance Program.6–10 Recent work has
summarized research studies that have
showed the broader effect of having health
insurance on health status and access to
health care.11–14

In an effort to understand the effects of
the Kansas State Children’s Health Insurance
Program—HealthWave—on newly insured
children and a small number moving into the
State Children’s Health Insurance Program
from Medicaid, researchers working with the
state designed a survey to profile children’s

health status, unmet medical needs, and ac-
cess to services over the first year of the pro-
gram. The questionnaire drew on standard-
ized questions from national health surveys.
Kansas HealthWave is a stand-alone State
Children’s Health Insurance Program plan
with benefits patterned after the state em-
ployees’ health insurance program. Most care
is delivered through 1 statewide managed
care organization under contract with the
Kansas Department of Social and Rehabilita-
tion Services.

METHODS

Survey questionnaires were mailed to par-
ents or guardians of all children who enrolled
during the first 6 months of the program, Jan-
uary through June 1999. Of the continuously
enrolled respondents, 60.9% returned sur-
veys in 2000, allowing for a preenrollment
and postenrollment comparison of the 1955
respondents who completed both surveys.

Because high attrition presented a poten-
tial bias, we used the binomial test statistic
to compare aggregate administrative demo-
graphic data for nonrespondents with our
final sample (Table 1). When compared
with the other groups, the children in our
sample were more likely to be White,
slightly older, of somewhat higher income,
and living outside metropolitan statistical
areas.

Speculation exists on why the program
experienced large attrition during its first
year. Recent unpublished work by the
Kansas Health Institute found that, despite
legislative intent, many eligible children
were not continuously enrolled.15,16 This
issue is still poorly understood, although
problems with the automated eligibility sys-
tem linking health insurance to social ser-
vices in Kansas appear to have contributed
to inadvertent movement between Health-
Wave and Medicaid.

RESULTS

Both at baseline and after 1 year, self-
reported health status, as measured by the
range of excellent to poor, was lower for
HealthWave enrollees than for Kansas chil-
dren at large; 71.2% of the HealthWave en-
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TABLE 1—Demographic Characteristics of Children Enrolling in Kansas State Children’s
Health Insurance Program (HealthWave), January–June 1999, Comparing Survey
Respondents With Universe

Continuously Enrolled,
All Children, 1999–2000, and Respondents,

January–June 1999 Reenrolled in 2000 1999 and 2000
(N = 12 432)a (n = 4107) (n = 1955)a

Male 51.4% 53.1% 53.2%

Female 48.6% 46.9% 46.8%

Race/Ethnicityb

White 71.8% 73.7% 76.7%

Black 11.9% 11.2% 7.3%

Hispanic 10.3% 8.9% 9.4%

Native American 1.4% 1.1% 1.2%

Southeast Asian 0.8% 0.7% 0.7%

Other 3.7% 4.6% 4.8%

Age (at 1999 enrollment), y

<1 1.6% 0.9% 1.0%

1–5 19.0% 13.9% 14.3%

6–17 78.4% 85.2% 84.7%

18–19 1.1% 0.0% 0.0%

Average age (1999), y 9.2 9.5 10.4

Income category (1999)

100%–150% of poverty 72.4% 71.4% 67.5%

151%–175% of poverty 18.1% 19.1% 22.1%

176%–200% of poverty 9.5% 9.5% 10.4%

Residence (1999)

Rural 24.7% 27.7% 32.1%
Urban–suburban 75.3% 72.3% 67.9%

Note. Of the 4107 continuously enrolled children receiving a survey in 2000, 2503 surveys were returned (60.9% response rate).
The final sample of 1955 respondents included children whose families returned completed surveys in both 1999 and 2000.
Source. Kansas Social and Rehabilitation Services State Children’s Health Insurance Program Eligibility File.
aFor comparisons of percentage within each category of respondents both years (column 3) with the “universe” (column 1),
using the binomial test, race/ethnicity, age, income, and residence were each significantly different at P < .01.
bRace/ethnicity categories were based on coding in use by Kansas Social and Rehabilitation Services. “Hispanic” is
considered a separate category for which enrollees had to self-identify.

rollees reported excellent to very good health
at baseline and 75.7% a year later (P<.01)
(Table 2), compared with 91.8% of Kansas
children younger than 18 years and 81% to
82% nationally.17–19 The most marked differ-
ence between HealthWave and all Kansas
children was the lower proportion of Health-
Wave children in “excellent” health—27.2% at
baseline and 29.2% at 1 year compared with
69.6% for Kansas and 52.0% nationally in
2000.

The majority of HealthWave enrollees
(51.1%) reported unmet health care need at
baseline, compared with only 16.5% a year
later (P<.001). During their preenrollment

period, 40.1% of the children had an unmet
need for dental services, 18.3% for medical
care, 17.0% for eye care, and 14.1% for pre-
scription medicine. After a year of coverage,
unmet need had declined to 4% or less in all
categories except dental care (11.5%).

The 91.9% of the children reporting a reg-
ular source of care at baseline compares fa-
vorably with the national average of 91.2%.18

After HealthWave, this number rose to
95.6% (P<.001), and 11.1% more were visit-
ing a physician’s office or clinic instead of
multiple or casual sources of care.

The mean number of reported visits to
doctor’s offices rose from 1.62 to 3.26 for

the 6 months preceding the survey period
and to 2.40 for children reporting no recent
use at baseline. Although well and sick visits
were not tracked separately, the number re-
ceiving a physical examination during the
year rose from 60.5% to 76.7%. The use of
hospital emergency departments as a usual
source of care, although low initially (1%),
declined 60% during the year. Emergency
department and inpatient use increased only
for those reporting no recent use at baseline;
for others, it decreased. Because there were
fewer young children in the sample—only
15.3% were younger than 6 years and only
1% of those younger than 12 months—the
primary beneficiaries of this increased use
appear to have been preschool- and school-
aged children.

DISCUSSION

Although the health status of continuously
enrolled HealthWave enrollees still lagged
behind the general population after 1 year,
evidence suggests that improved access and
increased use made possible by the program
had a positive effect on the health of these
children in Kansas. The shift toward use in
primary care settings and the reduction in
emergency department use, particularly by
previous users, suggests a pattern of more
appropriate use. Although enrolling and re-
taining State Children’s Health Insurance
Program–eligible children is ultimately criti-
cal to reducing the number of uninsured
children in states, our findings suggest that
the State Children’s Health Insurance Pro-
gram holds great promise in terms of im-
proved health and access to care.
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TABLE 2—Changes in Health Status and Unmet Need, Children Continuously Enrolled in
Kansas CHIP (HealthWave), 1999–2000 (N=1955)

1 Year Postinsured, Percentage or
At Enrollment, % % or Mean Mean Change

In general, would you say your child’s health is

Excellent/very good 71.2 75.7*** 4.5

Good/fair/poor 28.8 24.3

Compared with 1 year ago, would you say your child’s health 

is now

Better 11.6 20.0*** 8.4

About the same 88.4 80.0

During the past 12 months, about how many days did your 

child miss school because of illness or injury?

0–5 78.7 81.1* 2.4

6–10 or more 21.3 18.9

During the past 6 months, was there any time when your 

child needed but did not get the following services

Medical care 18.3 1.8*** –16.5

Dental care 40.1 11.5*** –28.6

Mental health care or counseling 4.2 1.1*** –3.1

Eye care 17.0 4.0*** –13.0

Prescription medicine 14.1 2.3*** –11.8

Received all care needed 48.9 83.5*** 34.6

All things considered, have you been satisfied or dissatisfied 

with the health care that your child has received during 

the past 6 months?

Somewhat/very satisfied 74.5 96.3*** 21.8

Neutral; somewhat/very dissatisfied 25.5 3.7

About how long has it been since your child last visited a 

doctor for a physical examination or checkup or well 

baby/child checkup?

≤ 1 y 60.5 76.7*** 16.2

>1 y or never 39.5 23.3

About how long has it been since your child last visited a 

dentist?

≤ 1 y 48.2 70.7*** 22.5

>1 y or never 51.8 29.3

Is there a place your child usually goes when he or she is 

sick or you need advice about his or her health?

Yes 91.9 95.6*** 3.7

If your answer is “yes,” what kind of a place is it? (please 

pick one)

Doctor’s office or private clinic 79.0 90.1a,*** 11.1

Hospital outpatient department 1.0 1.0 0

Community health center or clinic 9.1 3.6 –5.5

Local/public health department 2.5 1.0 –1.5

Hospital emergency room 1.0 0.4 –0.6

Other place 1.7 0.9 –0.8

Multiple sources (checked more than one of the above) 5.7 2.9 –2.8

Continued

Contributors
M.H. Fox was the principal investigator for this work
and directed all analysis, conceptualization, and writ-
ing. J. Moore performed the data analysis, contributed
to the writing, and assisted in the discussion of find-
ings. R. Davis assisted in the conceptualization and
writing. R. Heintzelman assisted in data management,
including survey design and data acquisition, and con-
tributed to policy discussion.

Acknowledgments
The authors appreciate the help and guidance of mem-
bers of the Kansas Health Care Data Governing Board
who assisted the research team in the development of
the survey instrument. Thanks also to Dr Narinder
Singh, currently with the Centers for Medicare and
Medicaid, who assisted in this project throughout his
tenure with the Kansas Department of Social and Reha-
bilitation Services.

Human Participant Protection
This study complied with the requirements and poli-
cies established by the University of Kansas for pro-
tection of human subjects in research and was ap-
proved by the advisory committee on human
experimentation.

References
1. Fender LM, Panagides-Busch M, Schulzinger R.
The Child Health Insurance Program: Early Implemen-
tation in Six States. American Institutes for Research;
July 1999. Available at: http://aspe.hhs.gov/health/
reports/earlyCHIP/toc.htm. Accessed June 28,
2001.

2. Dunbar JL, Sloan HI, Mueller CD. Implementation
of the State Children’s Health Insurance Program: Out-
reach, Enrollment, and Provider Participation in Rural
Areas. Bethesda, Md: Project HOPE Walsh Center for
Rural Health Analysis; November 1999. Available at:
http://www.projecthope.org/CHA/pdf/schip99.pdf. Ac-
cessed June 28, 2001.

3. Rosenbach M, Ellwood M, Czajka J, Irvin C,
Coupé W, Quinn B. Implementation of the State Chil-
dren’s Health Insurance Program: Momentum Is Increas-
ing After a Modest Start. Report submitted to the Health
Care Financing Administration. Cambridge, Mass:
Mathematica Policy Research Inc; January 2001. Avail-
able at: http://www.mathematica-mpr.com/PDFs/
schip1.pdf. Accessed June 28, 2001.

4. Selden TM, Banthin JS, Cohen JW. Waiting in the
wings: eligibility and enrollment in the State Children’s
Health Insurance Program. Health Aff (Millwood).
1999;18:126–133.

5. Medicaid and SCHIP: Comparisons of Outreach,
Enrollment Practices, and Benefits. Washington, DC: US
General Accounting Office; April 2000. Publication
GAO/HEHS-00–86. Available at: http://frwebgate.
access.gpo.gov/cgi-bin/useftp.cgi?IPaddress=162.140.
64.88&filename=he00086.pdf&directory=/diskb/
wais/data/gao. Accessed July 16, 2001.

6. Shenkman E, Bucciarelli R, Wegener DH, Naff R,
Freedman S. Crowd out: evidence from the Florida
Healthy Kids Program. Pediatrics. 1999;104:
507–513.



American Journal of Public Health | April 2003, Vol 93, No. 4582 | Research and Practice | Peer Reviewed | Joubert et al.

 RESEARCH AND PRACTICE 

TABLE 2—Continued

Does your child usually see the same doctor/nurse/provider 

each time he or she goes there?

Yes 85.3 91.9*** 6.6

During the past 6 months, not counting emergency room 

visits, how many visits did your child make to a doctor,

clinic, or local health department?

Mean visits/child, all children 1.62 3.26*** 1.64

Mean visits/child, children with no visits 6 months prior 0 2.40*** 2.4

to enrollment

Mean visits/child, children with at least 1 visit 6 months 2.31 3.62*** 1.31 

prior to enrollment

During the past 6 months, how many visits did your child 

make to a hospital emergency room?

Mean visits/child, all children 0.19 0.45*** 0.26

Mean visits/child, children with no visits 6 months prior 0 0.36*** 0.36

to enrollment

Mean visits/child, children with at least 1 visit 6 months 1.38 1.03*** –0.35

prior to enrollment

During the past 6 months, how many different times did your 

child stay in any hospital overnight or longer as a patient?

Mean hospitalizations/child, all children 0.04 0.09*** 0.05

Mean hospitalizations/child, children with no 0 0.07*** 0.07

hospitalizations 6 months prior to enrollment

Mean hospitalizations/child, children with at least 1.41 0.90*** –0.51 

1 hospitalization 6 months prior to enrollment

Note. Behavioral Risk Factor Surveillance Survey 1997 used for Kansas health status of children; Medical Expenditure Panel
Survey 1996 used for national data.
aDoctor’s office or private clinic was compared with all others.
*P < .05; ***P < .001. Values computed with McNemar test with bivariate variables.
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According to international regulatory au-
thorities1 and local institutional guidelines,2

informed consent is a prerequisite for partic-
ipation in every clinical trial. Consent im-
plies that participation is voluntary. Further-
more, the participant must know the
implications of participation.3 Even if a par-
ticipant has signed an informed consent
form, the participant does not necessarily
understand what the participation will en-
tail, and consent thus may not be informed.4

On the other hand, a study conducted in a
South African hospital found that patient
consent for HIV testing was informed but
not truly voluntary.5

The aim of this study was to investigate
whether the consent for HIV testing and
subsequent participation in a randomized,
double-blind, placebo-controlled trial inves-
tigating the effect of vitamin A on mother-
to-child transmission of HIV6 was informed
and voluntary. Participants’ knowledge
about HIV and AIDS and the trial was used
to measure how informed their consent was,
and participants’ perceptions about their
willingness to participate, about their ability
to withdraw, and about whether they would
no longer receive good medical care if they
withdrew were used to measure how volun-
tary their consent was. The trial was con-
ducted from September 1997 to December
2000 in Bloemfontein, Free State, South
Africa. In 1997, in the annual survey of the
South African Department of Health of
women attending public health antenatal
clinics, 20% of the Free State women were
found to be HIV positive, with the national
figure being 17%.7 Despite these figures, no


