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Objective. To compare the extent with which child-only and family coverage (child
and parent insured) ensure health care access and use for low income children in
California and discuss the policy implications of extending the State Children’s Health
Insurance Program (California’s Healthy Families) to uninsured parents of child en-
rollees.
Data Sources/Setting. We used secondary data from the 2001 California Health
Interview Survey (CHIS), a representative telephone survey.
Study Design. We conducted a cross-sectional study of 5,521 public health insur-
ance–eligible children and adolescents and their parents to examine the effects of in-
surance (family coverage, child-only coverage, and no coverage) on measures of health
care access and utilization including emergency room visits and hospitalizations.
Data Collection. We linked the CHIS adult, child, and adolescent datasets, including
the adolescent insurance supplement.
Findings. Among the sampled children, 13 percent were uninsured as were 22 percent
of their parents. Children without insurance coverage were more likely than children
with child-only coverage to lack a usual source of care and to have decreased use of
health care. Children with child-only coverage fared worse than those with family
coverage on almost every access indicator, but service utilization was comparable.
Conclusions. While extending public benefits to parents of children eligible for
Healthy Families may not improve child health care utilization beyond the gains that
would be obtained by exclusively insuring the children, family coverage would likely
improve access to a regular source of care and private sector providers, and reduce
perceived discrimination and breaks in coverage. These advantages should be con-
sidered by states that are weighing the benefits of expanding health insurance to parents.
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In 2001, a peak performance year for California’s economy, approximately 36
percent of California’s families with children reported incomes near or below
poverty (i.e., 200 percent of the federal poverty level [FPL] corresponding to
�$35,300 for a family of four) (National Center for Children in Poverty 2001).
Children in low-income families are at greater risk than nonpoor children of
having special health needs related to chronic illness, disability, and social and
behavioral problems, yet are less likely to access and utilize health care
(Elixhauser et al. 2002; Testa et al. 2003). For instance, compared with non-
poor children, those in working poor families are twice as likely to lack a usual
source of care and half as likely to have visited a dentist in a timely manner
(Guendelman et al. 2005).

Insurance coverage is considered a key determinant of timely access and
utilization of health services. In California, expansions in the State Children’s
Health Insurance Program (SCHIP, known as Healthy Families), and Med-
icaid (known as Medi-Cal), have enabled more children to qualify for public
coverage. Medi-Cal is available to children under age 1 year in families with
incomes under 200 percent of FPL, to children ages 1–5 years with family
incomes under 133 percent of FPL, and to children ages 6–18 years with family
incomes under 100 percent of FPL. Healthy Families extends public coverage
to children under age 19 in families with incomes up to 250 percent of the FPL.
Both programs provide comparable coverage. All citizen and legal resident
children, regardless of date of arrival, are eligible. But although steps have been
taken to minimize barriers to enrollment through outreach, on-line applica-
tions, and multilingual staff and forms, it is estimated that up to 30 percent of
eligible children have yet to enroll (Brown et al. 2003). Many families cannot
afford the Healthy Families monthly premiums (up to $27 per family, per
month, depending on FPL) (Holahan, Dubay, and Kenney 2003). Families
transitioning from welfare often fail to realize their continued eligibility for
public health insurance and do not apply. Furthermore, confusion over eli-
gibility, concerns with the immigration service, and mixed eligibility status
among members of binational families act as deterrents to enrollment, par-
ticularly among Latinos (Berk et al. 2000; Holahan, Dubay, and Kenney 2003).
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One promising avenue to increasing poor children’s access to services is
by improving their parents’ insurance coverage. Evidence shows that among
children eligible for Medicaid in 1999, take-up rates were 20 percentage points
higher in states that expanded insurance coverage to parents than in states
without parental coverage (Dubay and Kenney 2003). Guendelman and Pearl
(2004) indicate that by extending health insurance coverage to working poor
families, rather than exclusively to children, children experience fewer breaks
in coverage and are more likely to be seen regularly at a doctor’s office or
HMO. Furthermore, Davidoff et al. (2001) and Gifford, Weech-Maldonado,
and Short (2003) note that insured children with insured parents are more likely
to receive well-child visits compared with children with uninsured parents.

Recent changes in federal policy provide federal matching dollars to
states that want to expand coverage to parents under Medicaid and SCHIP.
Since 2001, seven states have received federal approval to expand SCHIP
enrollment. California passed a legislation in 2002 to extend Healthy Families
to parents or guardians of eligible children. Because of a budget shortfall,
implementation of this law has been postponed until 2006. Similar to public
insurance programs in other states, Healthy Families could experience cut-
backs, placing the health care needs of California’s poor children at risk
(Dubay and Kenney 2004).

In this paper we examine the extent to which improvement in access and
use of health care among low-income California children could be expected
by extending public health insurance coverage to parents, and discuss the
implications for other states. We use data from the 2001 California Health
Interview Survey (CHIS) to address the following questions:

1. To what extent does insurance coverage targeted only for individual
children and not their parents secure access to care and utilization for
California’s low-income children?

2. Would access to and use of health care for children increase if a
parent were also covered by health insurance?

STUDY METHODS

Sample and Data Source

CHIS is a representative telephone survey conducted in seven languages; its
methodology has been described in several reports (CHIS 2002a–c). From
November 2000 to September 2001, interviewers used random digit dialing to
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contact 55,428 residential California households. The sample was propor-
tionally distributed by county and aggregates of smaller counties, with sup-
plemental samples of selected Asian and native populations and residents of
selected cities. One adult per household was randomly selected for inter-
viewing. In those households with children (under age 12) or adolescents (ages
12–17), one child and one adolescent were randomly selected for a more in-
depth interview yielding 18,393 participants.

CHIS provides estimated racial/ethnic and income distributions of Cal-
ifornia’s population that are similar to those provided by the 2000 Census
(CHIS 2003b). Moreover, the health characteristics and behaviors of re-
spondents are comparable with those found in other surveys (CHIS 2003b).
Compared with other large California telephone surveys, the overall weighted
response rate for CHIS was 38 percent (CHIS 2003a).

After dropping 11,422 records at or above 200 percent of the FPL, 182
records not matched to a parent or guardian (hereafter called parent), and an
additional 98 records missing parents’s immigrant status, our sample consisted
of 6,691 children and adolescents in families with annual incomes under 200
percent of the FPL. As the federal law prohibits federal dollars to cover un-
documented immigrants, we included only those children and adolescents
with legal immigration status (citizen, naturalized citizen, or documented im-
migrant), who had at least one parent with legal immigrant status, which would
make that parent eligible for family coverage (n 5 5,727). The remaining 964
children and adolescents were from families who were ineligible for public
coverage because of child/adolescent undocumented immigrant status
(n 5 103), parents’s undocumented immigrant status (n 5 566), or both
(n 5 295).

Information on the child was collected through the parent who was most
knowledgeable about the child at the time of the interview. All adolescent data
were collected through direct interviews except for insurance coverage infor-
mation, which was provided by the parent. Children and adolescents (here-
after collectively called children) were considered insured if their parental
respondent reported they were insured at the time of the interview. Parents
were considered insured if the responding parent reported being insured or
that their spouse was insured by an employer or union at the time of the
interview. Individual insurance status (insured/uninsured) and insurance type
were obtained by combining several questions on insurance coverage into
mutually exclusive categories using the following hierarchy: Medi-Cal,
Healthy Families, Medicare, employer-sponsored insurance (ESI), other
coverages, and uninsured. That is, individuals receiving Medi-Cal, even if they
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received other types, were assigned to the Medi-Cal category; those that did
not receive Medi-Cal but received Healthy Families were assigned to the
Healthy Families category, etc. The same hierarchy was used to resolve pa-
rental insurance type in the event that one parent had public and one parent
had private coverage. Parental and child insurance statuses were combined to
yield the following study groups from the sample of children from eligible
families:

1. Family coverage (n 5 4,241): Both child and at least one parent are
insured.

2. Child-only coverage (n 5 721): The child but not the parent(s) has
insurance coverage.

3. No family coverage (n 5 559): Neither the child nor the parent(s)
reports insurance coverage.

The small group of children with parent-only coverage (n 5 206) was excluded
from the analyses because estimates were unreliable and this group does not
provide a comparison relevant with the research questions, leaving 5,521
children in the three study groups used for the main analysis.

Conceptual Model. Guided by the Aday, Andersen, and Fleming (1980) and
Andersen et al. (1983) framework, we distinguish two dimensions of health
care access: (a) potential entry into care (i.e., financial and nonfinancial access
to care) and, (b) actual entry into care or health care utilization. According to
this framework, several characteristics of the health care delivery system and
of the population-at-risk act as barriers and facilitators of potential access and
use. As shown in Figure 1, we used several population measures to reflect
each component of the model, including child and family attributes thought
to ‘‘predispose’’ a child or parent to seek care for the child, enabling factors
that provide the means for service use, and the child’s need for care as
reflected by the child’s health status. Availability of health care resources was
measured by the average number of practicing physicians (total patient care,
nonfederal, 2001) and dentists (total private practice, 1998) at the county level
per 100,000 noninstitutionalized residents. Supply-side data were obtained
from the Area Resource File (2001). We lacked more refined organizational
measures of dental or medical practices such as outreach, use of disease
management, provider incentives, or patient–provider communication,
which would help us assess performance, quality of care, or patient
satisfaction. Also lacking were measures of parental health-seeking
preferences that could influence health care use by the child.
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Data Analysis. We first compared children’s insurance status and type of
coverage (private, public) by parental insurance status and type of coverage
for all children from eligible families. We then compared the
sociodemographic characteristics, access, and health care utilization
measures for the three study groups (family coverage, child-only coverage,
no family coverage) among children from eligible families. Chi-square tests,
adjusted for complex design effects as explained below, were performed for
differences in proportions between study groups, and we indicate statistically
significant differences (p � .05) in the tables.

We used a logistic regression model for each access to care and
utilization outcome to determine whether differences between children from
eligible families in the three study groups persisted after adjusting for child
(age, sex, race/ethnicity, perceived health status), family characteristics
(household size, family structure, language preference at home, poverty level,
parental education, and parental immigrant status), and supply variables
(physicians, dentists). These variables have been shown to influence health
care access and use (Wennberg, Freeman, and Culp 1987; Halfon, Inkelas,
and Wood 1995; Guendelman, Schauffler, and Pearl 2001; Granados et al.
2001; Ku and Matani 2001; Holahan and Pohl 2002), and many were
significant at p � .05 in the bivariate models.

We used the following equations, reflecting a standard logistic
regression approach (Hosmer and Lemeshow 1989), to model the
likelihood for each child (indexed by i ) of each outcome (indexed by k):

lnðoddsðAccess=Useik¼ 1ÞÞ ¼b0kþb1k IccðiÞþb2k InfcðiÞ ðunadjusted analysesÞ

lnðoddsðAccess=Useik ¼ 1ÞÞ ¼b0k þ b1k IccðiÞ þ b2k InfcðiÞ

þ b3kXchildðiÞ þ b4kXfamilyðiÞ

þ b5kXsupplyðiÞ ðadjusted analysesÞ

where ln(odds(Access/Useik 5 1)) 5 ln(p/(1� p)) with p 5 Probability
(Access/Useik 5 1), and Access/Useik 5 1 if child i was reported as not
utilizing health care service or experiencing, health care access barrier k, 0
otherwise; Icc(i ) 5 1 if child i, but not the parent(s), is insured (child-only
coverage), 0 otherwise; Ifc(i ) 5 1 if child i and at least one parent are insured
(family coverage), 0 otherwise; Xchild(i ), Xfamily(i ), and Xsupply(i ) are vectors of
child, family, and supply characteristics for child i; b0k is the log odds of
outcome k for children with family coverage (estimated); b1k , b2k the increases
in log odds of outcome k if child-only or no family coverage (estimated); b3k ,
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b4k, b5k indicates effects on log odds from child, family, and supply
characteristics (estimated). To account for multiple comparisons, for each
outcome k we tested the null hypothesis that there were no differences
between the three study groups (H0k: b1k 5 b2k 5 0), both before and after
adjusting for child and family characteristics, using w2 tests and Wald tests
adjusted for complex design effects. We further tested whether the effect of
parent/child insurance status on the outcomes differed by type of parental
insurance coverage (public versus private) (statistical interaction tests).

Subsequently, we did exploratory analyses to estimate possible changes
in the outcomes provided eligibility for public insurance was extended to
undocumented families. We examined differences between ineligible and
eligible children by adding the previously excluded children with
comparable insurance status from ineligible families to the sample, and
substituted the eligibility variable for the three study groups as the main
predictor of interest in the regression models. We used the following
equation:

lnðoddsðAccess=Useik ¼ 1ÞÞ ¼b00k þ b5k IinelgðiÞ þ b3kXchildðiÞ

þ b4kXfamilyðiÞ þ b5kXsupplyðiÞ

where Iinelg(i ) 5 1 if the child was from a family ineligible for public coverage,
0 otherwise; b00k is the log odds of outcome k for children eligible for coverage
(estimated); b5k the increases in log odds of outcome k if the child is ineligible
(estimated); and other variables are interpreted as above. We reran the
logistic regression model for each access and utilization outcome to compare
eligible and ineligible children.

All estimation procedures used individual weights to compensate
for differential sampling probabilities. The weights were constructed to
reflect statewide population estimates reported in the 2000 Census, as
well as selection probability, response bias, nontelephone coverage, and
sampling design. Standard errors, confidence intervals, and bivariate and
multivariate tests were further corrected for the complex survey design,
which included clustering within households. The analyses were conducted
using SAS (SAS Institute 2003) and STATA (STATA Corporation 2002)
versions 8.0.

We note that while health insurance reflects coverage at the time of
the interview, access, and use are assessed in the past year. Although much
of our discussion interprets our findings as reflecting the causal relationship
between insurance coverage and the outcomes, we cannot prove this with
our data.
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RESULTS

Health Insurance Coverage

Among low-income children in our sample, 13 percent were uninsured, 54
percent were covered by public insurance, and one-third were privately in-
sured (Table 1). Insurance coverage was lower among the parents (22 percent
uninsured); fewer parents compared with children had public insurance (39
percent) and a higher proportion had private insurance (39 percent). One out of
seven insured children had an uninsured parent, reflecting mixed patterns of
insurance coverage within families. Nonetheless, there was a strong relation-
ship between parental and child health insurance status ( po.001). While the
majority of uninsured children (72 percent) had uninsured parents, 20 percent
of uninsured children had privately insured parents, and 8 percent had publicly
insured parents. The majority of publicly insured children also had parents with
public insurance (66 percent), but 14 percent had parents with private insur-
ance and 20 percent had uninsured parents. And, children who were privately
insured were most likely to have privately insured parents (87 percent) with 8
and 5 percent having publicly insured or uninsured parents, respectively.

Sociodemographic Characteristics by Insurance Status. The three groups differed
in their sociodemographic characteristics. Children with no family coverage

Table 1: Children’s Insurance Status and Type of Coverage by Parental
Insurance Status and Type of Coverage among Poor Families in California,
2001 (N 5 5,727)n

Total

Children’s Insurance Status

All Combined Insured Private Insured Public Uninsured

N %w SEw n %w SE w n %w SE w n %w SE w

5,727 100.0 0 2,016 32.9 1.0 2,946 53.8 1.1 765 13.3 0.7

Parent’s insurance status
Insured

Private 2,329 38.9 1.1 1,711 87.2 1.1 479 14.3 1.0 139 19.5 2.4
Public 2,118 39.1 1.1 172 7.6 0.9 1,879 65.9 1.4 67 8.3 1.8

Uninsured 1,280 22.0 0.9 133 5.2 0.7 588 19.9 1.2 559 72.2 2.7

nEligible families (N 5 5,727): below 200% FPL, both child and � 1 parent with legal citizen/
immigrant status.
wCorrected for complex design effects using weighted and/or clustered analyses.

FPL, federal poverty level.
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(Table 2, column 3) were more likely than children with child-only coverage
(column 2) to be older, white or of ‘‘other’’ race/ethnicity and in fair or poor
health. Compared with children with family coverage (column 1), children
with no family coverage (column 3) were more likely to be adolescents,
Latinos, in fair or poor health, to have parent(s) who had not completed high
school, and to live in two-parent households, where no English was spoken at
home, and in which at least one parent was an immigrant. A Latino,
immigrant background and parental low-educational attainment also
distinguished children with child-only coverage (column 2) from children
with family coverage (column 1). In addition, among children under age 12,
those with child-only coverage were less likely to report a disability. All
differences were statistically significant (p � .05).

Differences in Access and Utilization among Uninsured and Insured Children

Children with no family coverage were significantly more likely to experience
access and utilization barriers than children who were insured through child-
only or through family coverage, both unadjusted (Table 3, first three col-
umns) and adjusted (final three columns). Compared with children with child-
only coverage, children with no family coverage had higher odds of lacking a
usual source of care and of not having seen a dentist within the last 2 years or a
physician in the last year, after controlling for covariates (column 3 versus 2).
Furthermore, among children under age 12, the number of physician visits
was lower, and remained lower even after controlling for covariates. Even
among children in fair to poor health, those with no family coverage had triple
the odds of foregoing a physician visit compared with children with child-only
coverage. And, among children in excellent to good health, children with no
family coverage had half the odds of those with child-only coverage to seek an
emergency room (ER) visit.

Children with no family coverage were at an even greater disadvantage
compared with children with family coverage (columns 3 versus 1). Children
with no family coverage had over six times the odds of lacking a usual source
of care after controlling for other covariates, and if they had a usual source,
they were more likely to seek care in the public sector. Furthermore, after
controlling for covariates, children without family coverage had elevated odds
of feeling discriminated when receiving care and of traveling to another
country for care whereas they had a lower probability of seeking dental care or
medical care in a timely manner. In addition, the number of physician visits
was far lower for children under age 12 with no family coverage, even if in
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Table 2: Sociodemographic Characteristics by Child/Parent Insurance Sta-
tus, among Children in Poor Families in California, 2001 (N 5 5,521)n

1 (n 5 4,241) 2 (n 5 721) 3 (n 5 559)

p-value
�.05n

Family
Coverage

Child-Only
Coverage

No Family
Coverage

%w SEw %w SEw %w SEw

Sex
Male 50.6 1.1 51.2 2.7 47.6 3.2
Female 49.4 1.1 48.8 2.7 52.4 3.2
Age (years) a,b

Under 7 40.2 1.2 44.4 2.8 30.3 2.7
7–11 29.5 1.0 28.1 2.2 31.9 2.7
12–17 30.4 1.0 27.5 2.3 37.8 2.9
Race/ethnicity
White 27.3 1.0 17.5 2.0 21.7 2.7 a,b,c

Latino 48.6 1.3 70.5 2.5 67.8 3.0
African American 12.0 0.9 5.4 1.4 2.6 0.9
Asian 8.4 0.8 4.6 1.1 3.2 1.0
Other 3.7 0.4 2.0 0.6 4.8 1.3
Perceived health status a,b

Fair, poor 12.0 0.8 9.8 1.5 17.2 2.7
Excellent, very good, good 88.0 0.8 90.2 1.5 82.8 2.7
Disability (oage 12, only) c

Disabled 7.7 0.8 3.8 0.9 4.0 2.3
Not disabled 92.3 0.8 96.2 0.9 96.0 2.3
Family structure b,c

Single-parent household 36.4 1.3 27.1 2.8 24.9 2.9
Two-parent household 63.6 1.3 73.0 2.8 75.1 2.9
Family size
� 3 14.7 0.7 13.8 1.5 12.6 1.5
4–5 49.0 1.3 54.8 2.9 48.4 3.4
�6 36.3 1.4 31.4 3.0 39.0 3.6
Parental education b,c

�11 years 36.3 1.3 51.0 2.9 50.4 3.4
High school 33.4 1.2 29.1 2.7 24.3 2.7
131 years 30.3 1.1 19.9 2.1 25.3 2.9
Poverty level (%)
o100 45.0 1.3 46.6 2.9 47.9 3.4
100–199 55.0 1.3 53.5 2.9 52.1 3.4
Locality of residence
Urban 84.0 0.8 81.9 2.0 83.3 2.3
Rural 16.0 0.8 18.1 2.0 16.7 2.3
Language preference at home b,c

Some English 82.7 1.0 67.1 2.7 74.0 3.0
No English 17.3 1.0 32.9 2.7 26.1 3.0

continued
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poor to fair health (OR 5 0.3, 95 percent CI 5 0.1, 0.7) (data not shown). The
disparities in seeking any care from a physician were even greater after con-
trolling for covariates among children in fair or poor health. And, for children
with no family coverage, the odds of an ER visit in the past 12 months re-
mained lower.

Differences in Access and Utilization among Insured Children

Compared with children with family coverage, those with child-only coverage
had elevated odds of experiencing breaks in insurance coverage in the past
year, of lacking a usual source of care, and among those who had a usual
source, of seeking care in the public sector; those with child-only coverage also

Table 2: Continued

1 (n 5 4,241) 2 (n 5 721) 3 (n 5 559)

p-value
�.05n

Family
Coverage

Child-Only
Coverage

No Family
Coverage

%w SEw %w SEw %w SEw

Child legal status c

U.S. born 94.8 0.5 91.6 1.7 92.4 1.4
Naturalized 2.8 0.4 2.6 0.9 2.9 0.9
Legal immigrant with

green card
2.4 0.3 5.8 1.5 4.7 1.2

Parental immigrant status b,c

At least one immigrant
parent

41.4 1.3 66.9 2.6 61.1 3.3

Both parents nonimmigrant 58.6 1.3 33.1 2.6 39.0 3.3
Mean number of physicians

per county per 100,000
people (patient care, non-
federal, 2001)

197.8
(mean)

1.4 195.6
(mean)

3.0 195.2
(mean)

3.3

Mean number of dentists per
county per 100,000 people
(private practice, 1998)

47.0
(mean)

0.3 45.8
(mean)

0.6 46.3
(mean)

0.7

Source: California Health Interview Survey (CHIS 2001).
nEligible families (N 5 5,521): below 200% FPL, both child and �1 parent with legal citizen/
immigrant status; excludes small group of uninsured children with insured parents (n 5 206).
wcorrected for complex design effects using weighted and/or clustered analyses.
ap-value for differences in group 3 versus 2.
bp-value for differences in group 3 versus 1.
cp-value for differences in group 2 versus 1.

FPL, federal poverty level.
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had higher odds of feeling discriminated when receiving care and of traveling
abroad for care, after controlling for covariates (columns 2 versus 1). Despite
these disparities in access, the two groups did not statistically significantly
differ on utilization of health services, either before or after controlling for
covariates.

Among children with family coverage, we can distinguish between those
whose parent’s insurance is either from a public source (Table 1,
n 5 17211,879 5 2,051) or a private source (n 5 1,7111479 5 2,190). The
odds of breaks in insurance coverage (OR 5 1.7, 95 percent CI 5 1.1, 2.7),
traveling abroad for care (OR 5 2.7, 95 percent CI 5 1.2, 6.4), and seeking a
usual source of care in the public sector (OR 5 2.2, 95 percent CI 5 1.8, 2.8)
were higher among children with public family coverage than with private
family coverage. Moreover, children with public family coverage had a higher
probability of having more than four annual physician visits (OR 5 1.6, 95
percent CI 5 1.2, 2.1), ER visits (OR 5 1.6, 95 percent CI 5 1.2, 2.0), and,
among those in excellent to good health, ER visits (OR 5 1.5, 95 percent
CI 5 1.2, 2.0) and hospital admissions (OR 5 1.7, 95 percent CI 5 1.0, 2.8)
compared with children with private family coverage (adjusted analyses, data
not shown).

Adjusting for Multiple Group Comparisons. The null hypothesis that there were
no differences between the three study groups was rejected at the p � .05
level for all outcomes that had demonstrated statistically significant
differences between two groups (see Table 3, footnotes ‘‘§’’ and ‘‘z’’),
exceeding the number that would be expected by chance.

Extending Eligibility to Undocumented Families

Among the ineligible families with an undocumented parent and/or child, 46
percent had family coverage, 24 percent had child-only coverage, and 22
percent had no coverage. For an additional 8 percent, only the parent was
insured. Compared with children from families eligible for public insurance,
children from ineligible families stood higher odds of lacking a usual source of
care (OR 5 1.7, 95 percent CI 5 1.2, 2.3), of having a public source of usual
care (OR 5 1.8, 95 percent CI 5 1.3, 2.3), of forgoing or postponing dental
care (OR 5 1.6, 95 percent CI 5 1.2, 2.2), and of not seeking medical care in
the past year if in excellent–good health (OR 5 1.5, 95 percent CI 5 1.1, 2.0),
and had lower odds of traveling to another country for care (OR 5 0.3, 95
percent CI 5 0.1, 0.6) (adjusted analyses, data not shown).
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DISCUSSION

California’s efforts to insure low-income children through Medi-Cal and
Healthy Families have contributed to marked gains in coverage over the past
decade (Brown, Alex, and Becerra 2002). Yet our findings indicate that in
2001, 13 percent of children in families below 200 percent FPL eligible for
public insurance were uninsured, lagging behind their insured counterparts in
access and use of health care services. Children without insurance coverage
are more likely to face barriers to access and utilization compared with chil-
dren who are insured either through child-only coverage or family coverage.

Compared with children with child-only coverage, our findings show
that children with no family coverage were more likely to lack a usual source
of care, even after controlling for other health and demographic factors. A
usual source of care has been shown to increase timely use of preventive health
services and contributes to optimum management of chronic illnesses (Elix-
hauser et al. 2002). Children with no family coverage also showed large dis-
parities when compared with children with child-only coverage in their use of
health services. By increasing participation in Healthy Families, we would
expect gains for previously uninsured children in access to a usual source of
care and a narrowing in disparities in the timely use of dental care, physician
care, and in the number of physician visits. As almost one out of five children
in families with no coverage reportedly was in fair or poor health, improve-
ments in these outcomes are particularly pressing.

Our findings also show that there are marked disparities in access and
use among insured low-income children. Children with child-only coverage
fared worse than those with family coverage on every access indicator, except
unmet health care needs. By extending health insurance to both children and
parents rather than only the child, we would anticipate a marked narrowing of
disparities in breaks in insurance coverage, having a usual source of care, and
perceived discrimination. Gaps in seeking a usual source of care in the private
sector would also likely narrow further. Decreasing these disparities is im-
portant as evidence suggests that continuity of coverage and absence of per-
ceived discrimination enables more consistent and trusting relationships with
health care providers allowing for better preventive care and management of
chronic conditions. While public sector providers often provide adequate
care, public services tend to have increased wait times and overtaxed re-
sources. Furthermore, parents covered by the same insurance as their children
might be more effective advocates for care because they are familiar with
the specific health insurance system (Hansen 1998; Davidoff et al. 2001). As
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utilization of services was found to be comparable among insured children
regardless of parental insurance status, extending insurance to parents of
children who are already insured would probably not impact on utilization of
health care among insured low-income children. Nevertheless, families who
switch from private family coverage to public family insurance coverage
would likely experience increased barriers in access to care.

Compared with children with family coverage, those with child-only
coverage or no coverage are more likely to be adolescents, Latino, immi-
grants, or to speak no English at home. Immigrants, particularly from Latin
America, are a growing segment of the U.S. population and comprise over 30
percent of all Californians (U.S. Census Bureau 2002). New immigrants to
California tend to be disproportionately represented among the poor and near
poor, tend to hold jobs that offer few or no benefits, and have limited English
skills. They also have high fertility rates and bear U.S. citizen children into
households of mixed citizenship and thus mixed eligibility for services. Hence,
these are the currently eligible children that in California may most likely
benefit from increasing take-up rates of child-only or family insurance cov-
erage. Were we to eliminate insurance barriers for undocumented families, we
might expect narrowing inequalities becuase of an increased use of medical
and dental care and access to a usual source of care.

Extending health insurance coverage to families would also benefit par-
ents. Currently, there are no state provisions for insuring low-income adults
who do not meet Medi-Cal criteria. Consequently, low-income parents are
more likely than their children to be uninsured (Kaiser Commission on Med-
icaid and the Uninsured 2003; Dubay and Kenney 2004). The burden of
paying out-of-pocket for medical care reaches far beyond financial costs. Low-
income families may have to place other competing financial demands before
parents’ medical needs, or plunge further into poverty. Working, low-income
parents with unmet health care needs may face decreased productivity at work
and a decreased ability to care for their children, which may in turn impact
their children’s health.

Policy Implications

Our findings underscore the importance of instituting expansions to the
Healthy Families program that were approved in 2002 and are pending im-
plementation. An alternative strategy that has been considered, instating caps
to Healthy Families enrollment, would result in approximately 300,000 eli-
gible low-income children, who are not currently insured, being placed on the
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Healthy Families waiting list if they attempt to enroll (Testa et al. 2003). As
expansions can only be deployed if all children applying for Healthy Families
are enrolled, establishing a waiting list may void the federal government’s
approval to expand services to parents. Given that health insurance is one of
the most important determinants of health care access and utilization (Newa-
check et al. 1998), it is imperative that California continue efforts to enroll all
eligible children and implement access expansions to their parents.

These findings have implications for other states that are facing budget
shortfalls and are considering rolling back some of their health insurance
expansions. The primary aim of SCHIP expansions to parents has been to
increase enrollment by eligible children. Increased enrollment has been ev-
idenced in states with parental expansions of public insurance (Dubay and
Kenney 2003). Roll-backs could result in decreased coverage among low-
income children, who are most likely to benefit from public health insurance.

Our findings must be interpreted cautiously. As noted earlier, CHIS is a
cross-sectional survey with a single period, self-reported assessment of income,
insurance status, and health access and utilization; a causal relationship cannot
be established. As insurance may help children obtain health care while some
may seek out or retain insurance because they need care, this may produce
endogeneity problems. Overall, the result would be to overestimate the effect
of health insurance on access and utilization. By limiting our sample to low-
income children, we excluded children who most likely qualified for public
insurance because of a disability or extraordinary health care needs. By ad-
justing for several covariates and stratifying for health status we attempted to
equalize other factors that could influence the outcomes. But this may not
accurately model the conditions that would occur were uninsured children to
obtain insurance. In addition, the method we developed for classifying low-
income children as belonging to families with child-only or family coverage
may have been inexact and relied on self-reporting; thus, it may have been
subject to error. Retrospective assessments are subject to recall error and
misclassification (Infante-Revard and Jacques 2000).

Other measures of group membership such as being below 200 percent
of FPL for 3 years rather than one, would possibly show even larger effects
across the study groups than what we observed in so far as such measures
might more fully reflect the adverse life effects of sustained poverty. And,
although comparable with other large California telephone surveys, the over-
all response rate for CHIS was low (CHIS 2003a). Nonetheless, the comple-
tion rates among children and adolescents selected for the surveys in
households with a responding adult were higher at 87.6 percent and 63.5
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percent, respectively. The low response rate could be because of the growing
use of answering machine-only telephone numbers, never answered numbers,
and cellular phones as replacements for working household numbers. Under-
sampling of households that lack telephones was taken into account by post-
stratification weights in CHIS. However, these weights may not adjust for all
noncoverage effects. Household reliance on answering machines or cell
phones could have yielded lower response rates, especially among the highly
mobile, the undocumented, and full-time working parents. In addition, indi-
viduals with low education have been found to disproportionately refuse tel-
ephone interviews (Groves and Lyberg 1988). Furthermore, child and
adolescent interviews required that a sampled adult in the household be in-
terviewed first. If the adult interviewed was the most knowledgeable person
about the child, then that adult was requested to complete the child interview,
substantially adding to the interview burden. Adolescents could not be inter-
viewed unless the parent verbally consented to the interview. These con-
straints could have increased refusal rates among overburdened parents or
those unwilling to let teens participate in the study. Furthermore, our study
lacked measures of parental health-seeking preferences, community and or-
ganizational-level variables. The organizational context in which physicians
and dentists practice may be an important determinant of health care access
(Grumbach, Vranizan, and Bindman 1997). Our findings show that children
with no family coverage or child-only coverage had a higher likelihood of
receiving care from a public source rather than a private physician office or
HMO compared with children with family coverage. The extent to which this
acts as an access barrier requires further investigation.

Acknowledging these caveats, our findings suggest that improving pub-
lic health insurance take-up rates among eligible, uninsured low-income chil-
dren in California will substantially increase their access and use of services
and make them less likely to delay or miss preventive care opportunities.
Benefits would most likely accrue to adolescents, Latinos, immigrants, and
those in families with limited English, as these children are the most likely
to face barriers to insurance coverage. While extending public benefits to
parents of children eligible for Healthy Families may not improve health
care utilization by children beyond the gains that would be obtained by ex-
clusively insuring the children, family coverage would likely improve access to
a regular source of care and private sector providers, and reduce perceived
discrimination and breaks in coverage. These advantages should be consider-
ed by states that are weighing the benefits of expanding health insurance
to parents.
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