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Differential Effect of the State Children’s
Health Insurance Program Expansions
by Children’s Age
Ithai Zvi Lurie

Research Objective. This paper tests for differences in the effect of State Children’s
Health Insurance Program (SCHIP) on children’s insurance coverage and physician
visits across three age groups: pre-elementary school-aged children (pre-ESA), ESA
children, and post-ESA children.
Data Source. The study uses two cross sections of the Survey of Income and Program
Participation (SIPP) from the 1996 and 2001 panels.
Study Design. A difference-in-differences approach is used to estimate the effect of
SCHIP on coverage and physician visits of newly eligible children of different age
groups.
Data Collection. Demographic, insurance, and physician visit information for chil-
dren in families with income below 300 percent of federal poverty line were extracted
from the SIPP.
Principal Findings. Uninsurance rates for post-ESA children declined due to SCHIP
while public coverage and the likelihood of visiting a physician increased. Estimates of
cross-age differences show that post-ESA children experienced a larger decline in un-
insurance rates compared with pre-ESA and ESA children and a larger increase in
physician visits compared with ESA children.
Conclusions. The higher rate of physician visits for post-ESA children due to SCHIP
demonstrates the importance of extending insurance coverage to teens as well as young
children.

Key Words. Medicaid, states health policies, health economics

In 1996, a year before the State Children’s Health Insurance Program
(SCHIP) was signed into law, a federal mandate set different income eligibility
levels for public health insurance by age. States were required to extend
eligibility for public health insurance to children younger than 6 years old
(henceforth pre-ESA, which stands for pre-elementary school-aged) in families
with income below 133 percent of the federal poverty line (FPL), and to
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children 6–12 years old (henceforth ESA) in families with income under 100
percent FPL eligible, while no mandate existed for children aged 13–18
(henceforth post-ESA). The difference in eligibility levels between adolescents
and younger children may suggest that policy makers before SCHIP thought
that younger children needed insurance more than adolescents. The SCHIP
expansion decreased the disparity in income eligibility across age groups
within states by expanding income eligibility disproportionately, with a larger
increase in eligibility for older children than for younger. By 2001, after every
state had implemented some form of the SCHIP expansion, the income el-
igibility for public health insurance in almost all states was the same for all
children under the age of 19. These differences in the size of the expansion led
to the empirical question that this paper addresses: Did the SCHIP expansion
affect newly eligible children of different ages in different ways?

It is unclear a priori which age group (pre-ESA, ESA, or post-ESA)
would be most affected by the SCHIP expansion. On the one hand, pre-ESA
children need more health services, implying that if a public health insurance
policy becomes available for both pre-ESA and post-ESA children who can-
not afford private health insurance coverage, then pre-ESA children will be
more likely to take up public coverage. On the other hand, the older children’s
income eligibility thresholds were much lower before the SCHIP expansion,
implying that the newly eligible children from the older age group come on
average from families with lower incomes. Because evidence from the earlier
Medicaid expansions suggests that take-up rates fall as income increases, one
would expect that take-up rates would be higher for the older age group
(Currie and Gruber 1996; Card and Shore Sheppard 2004). These two coun-
tervailing factors imply that both pre-ESA and post-ESA children potentially
could have been the group most affected by the SCHIP expansion.

Using Survey of Income and Program Participation (SIPP) data from
1996 and 2001, I assess the effects of SCHIP on insurance coverage and
physician visits in three ways. First, using a difference-in-differences approach,
I estimate the take-up rate of public health insurance coverage for each age
group, which is the fraction of newly eligible children who are covered by
public health insurance, and test whether take-up rates are the same across age
groups. Second, I explore whether public health insurance coverage substi-
tuted for private coverage (what is known as the crowd-out effect) or whether
the increase in public coverage reduced the uninsurance rate. I also test
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whether the declines in private coverage and uninsurance rates are signifi-
cantly different across age groups. Third, I estimate whether SCHIP affected
the percentage of children seeking treatment, which I measure using the per-
centage of children visiting a physician at least once in the last 12 months
before the SIPP interview, testing whether the increase in physician visits
differs across age groups.

The effect of SCHIP expansion on coverage has been addressed before
(Rosenbach et al. 2001; Zuckerman et al. 2001; Cunningham, Hadley, and Re-
schovsky 2002; Cunningham, Reschovsky, and Hadley 2002; Lo Sasso and Bu-
chmueller 2004; Hudson, Selden, and Banthin 2005; Bansak and Raphael 2006;
Buchmueller, Lo Sasso, and Wong 2007; Gruber and Simon 2007). These studies
find take-up rates ranging from 5 to 18 percent, depending on the specification
and data used. However, the studies do not explore differences in the effect of
SCHIP across age or income levels. Literature examining earlier Medicaid ex-
pansions (Currie and Gruber 1996; Card and Shore Sheppard 2004) does address
whether the expansions had a different effect on coverage at different income
levels. However, the earlier Medicaid expansion applies to pre-ESA and ESA
children at lower income levels, which may not be valid for the SCHIP expansion.

Although the SIPP was used to estimate the effect of prior Medicaid
expansions (see, e.g., Blumberg, Dubay, and Norton 2000; Ham and Shore-
Sheppard 2005), this study is the first to use the SIPP to estimate the effect of
the SCHIP. Using the SIPP provides a better measure of health insurance than
does the more commonly used Current Population Survey (CPS) (Short 2001).
The study also provides the first test of whether a public health insurance
program expansion has different impacts across different populations. Unlike
most earlier studies of Medicaid or SCHIP expansions, this paper combines
the effect of a health care expansion on coverage with an important indicator
of health care treatment: physician visits.

This paper is organized as follows: the second section explains the
methods used to test and assess the effects of SCHIP on health insurance
coverage and physician visits; the third section describes the data used; the
fourth section reports trends over time in health insurance coverage as well as
physician visits and regression results; and the fifth section concludes.

METHODS

The main difficulty in assessing the effect of SCHIP is finding an appropriate
treatment group consisting of individuals affected by SCHIP and a control
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group consisting of individuals with characteristics similar to the treatment
group unaffected by SCHIP. Because individuals are not assigned to treatment
and control groups randomly, and this classification is not present in the data, I
simulate income eligibility for public health insurance based on rules that
existed pre- and post-SCHIP for two cross sections of the 1996 and 2001 SIPP.
The simulation of income eligibility for public health insurance coverage is
based on a child’s age and family income, as well as the income eligibility
standards in the child’s state of residence (an appendix detailing the simulation
is available upon request from the author). Hence, the sample can be divided
into three groups: children who are income eligible for public health insurance
under both the 1996 and 2001 rules, children who are income eligible under
the 2001 rules but not under the 1996 rules, and children who are not income
eligible under either the 1996 or the 2001 rules.

The newly eligible children in 2001 represent a group that should have
been affected by SCHIP and are considered the treatment group. Hence, the
difference in health insurance coverage and physician visits for the treatment
group between 1996 and 2001 measures changes in these outcomes pre- and
postexpansion. However, because other economic factors could affect the
changes in outcomes observed between 1996 and 2001, I would like to have a
group that was not affected by the SCHIP expansion, but was affected by the
economic trends of the period and at the same time have similar characteristics
as the treatment group. It is difficult to identify a group of children unaffected
by the SCHIP expansion at all that also has similar characteristics to the
treatment group. On the one hand, children who were eligible for public
coverage before the SCHIP expansion could have taken up public coverage
after the expansion as a result of the aggressive advertisement for the program.
On the other hand, children at higher income levels who are not eligible for
SCHIP tend to have very different demographic characteristics. For the base
specification, I use the not newly eligible children (including always eligible
and never eligible children) from families with income below 300 percent FPL
to be the control group because they are close to the treatment group in
income and they should only be marginally affected by the SCHIP expansion.
Using children above 300 percent of FPL would have contaminated the con-
trol group with children that have very different characteristics than the treat-
ment group. Using the change in outcome for the newly eligible minus the
change in outcome for the not newly eligible provides me with a difference-in-
differences estimator.

I recognize that my treatment group is not ideal because children in the
control group who are eligible based on eligibility rules in 1996 (and 2001)
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may also be affected by SCHIP and because the eligibility simulation may
have misassigned newly eligible children to the control group. But, at the very
least, the comparison group approach I use identifies whether the observed
effects of SCHIP on health insurance and at least one physician visit is age
group specific, and whether the effects are primarily found for the newly
eligible children of 2001——the treatment group.

I use the following pooled, weighted difference-in-differences probit
model to estimate the effect of SCHIP on the newly eligible children of the
three age groups:

PRðoutcomeji ¼ 1Þ ¼Fðaj1 Ei þ aj2 yeari þ aj3 A1i þ aj4 A2i þ bj1EiA1i

þ bj2EiA2i þ bj3A1i yeari þ bj4A2i yeari þ bj5Eiyeari

þ gj1EiA1i yeari þ gj2EiA1i yeari þ ojXi þ ejiÞ
ð1Þ

where dependent variable outcomeji is a dummy variable equal to 1 if the child
has health insurance coverage of type j (public, private, uninsured) or visited a
physician in the last 12 months. The variable Ei is a dummy variable equal to 1 if
the child is eligible for public health insurance under 2001 income eligibility
rules but not under 1996 rules. The year dummy equals 1 if the sample year is
2001 and 0 otherwise. The variables A1i and A2i are dummy variables that are
equal to 1 if the child is ESA and post-ESA, respectively. The vector Xi contains
demographic characteristics, including the child’s gender, race/ethnicity (white,
Hispanic, black, and other), age dummies, number of individuals in the house-
hold, number of children younger than 6, type of household (both parents
present, mother only, and father only), number of workers in the household,
highest education attainment of the parents (no high school education, some
high school education, high school graduate, some college education, associate
degree, college degree, and advanced degree), and urban residence indicator. I
include state dummies and state unemployment rates to capture differences in
economic conditions across states. Standard errors are clustered by state to
account for possible serial correlation of the outcome at the state level.

The coefficient bj5 and the sum of the coefficients bj51g1j and bj51g2j

represent the difference-in-differences estimate of the effect of SCHIP on the
outcome for pre-ESA, ESA, and post-ESA children, respectively. In order to
asses the size of the effect SCHIP has on an outcome, I will report the average
marginal effect (AME) of the coefficients bj5, bj51g1j, and bj51g2j (Bartus
2005). The differential effects of the outcome across age groups are tested
using the following t-tests: g1j 5 0 for the difference between pre-ESA and
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ESA; g2j 5 0 for the difference between pre-ESA and post-ESA; and
g2j� g1j 5 0 for the difference between post-ESA and pre-ESA.

For comparison, in order to estimate the effect for all children, I use a
similar probit model that excludes the age-groups interaction terms.

PRðoutcomeji ¼ 1Þ

¼ Fðaj1 Ei þ aj2 yeari þ aj3 A1i þ bj Ei yeari þ oj Xi þ ejiÞ ð2Þ

In this model the coefficient bj is the all children difference-in-differences
estimator of the effect of SCHIP (alternative methods and their results are
available upon request from the author).

DATA

This study focuses on the health insurance and physician visit trends exhibited
in the SIPP. The purpose of SIPP is to provide information about the income
and program participation of individuals and households. The SIPP is a lon-
gitudinal survey that randomly selects a nationally representative sample of
households in the civilian noninstitutional U.S. population, tracking individ-
uals in those households over time. The average SIPP response rate for the first
wave is 92.3 percent; however, subsequent waves suffer from attrition. SIPP
respondents report whether they were covered by specific sources of public or
private health insurance on a monthly basis (Medicare, Medicaid, SCHIP,
other public, employment-based private, and other private). Individuals are
considered publicly (privately) covered if they answered ‘‘yes’’ to any of the
public (private) coverage questions. Individuals who are not privately or pub-
licly covered are considered uninsured. Information on physician visits is ob-
tained only in the third, sixth, ninth, and twelfth waves in the 1996 SIPP, and in
the third, sixth, and ninth waves in the 2001 SIPP (U.S. Census Bureau 2001).

To limit the attrition rate and have comparable pre- and post-SCHIP
expansion data, I draw on data from the third waves of the 1996 and the 2001
SIPP panels, which correspond to the September–December 1996 and 2001
responses to the survey, respectively, and serve as analogous pre- and post-
SCHIP samples. I further limit the sample to children in families with income
below the 300 percent of FPL.

There are several noteworthy advantages to using the SIPP over the
more commonly used CPS. First, the health insurance variables in the SIPP
are measured on a monthly basis, compared with the CPS, which measures
health insurance on an annual basis. Hence, the SIPP is generally considered
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more precise (Short 2001). Furthermore, the third wave of the SIPP provides
yearly physician visit information, which cannot be obtained from the CPS.
The presence of any doctor visits represents a key indicator of access to care
and has been shown to be indicative of improvements in health status, re-
gardless of income level (Shi and Starfield 2001).

RESULTS

As explained earlier, to evaluate the effect of SCHIP on a target population, I
divide the sample of children in families with income below the 300 percent
FPL into two groups: ‘‘newly eligible’’ and ‘‘not newly eligible.’’ Table 1 shows
weighted sample statistics of key socioeconomic variables for children in three
age groups——pre-ESA, ESA, and post-ESA——by their newly eligible status in
families with income below 300 percent FPL.1 The sample contained a total of
29,591 children from 45 states and the District of Columbia.2 The control and
treatment groups have similar family size and number of children under 6
years old in the household. The unemployment rate, gender, and the race/
ethnicity profiles of the treatment and controls groups seem comparable.
However, children from the treatment groups have parents with higher ed-
ucation attainment and are more likely to be employed.

Table 2 shows the SIPP weighted average of health insurance coverage
and doctor visits by eligibility status for each age group in four panels. The
table also shows the difference in coverage (and doctor visits) between 2001
and 1996, and the unadjusted difference-in-differences estimator. The first
panel of the table displays the effect of SCHIP on public health insurance
coverage. Although newly eligible children of all age groups increased public
coverage between 1996 and 2001, the unadjusted difference-in-differences is
larger for older children (9.2 percentage points) than it is for the two younger
groups (5.6 and 2.8 percentage points for pre-ESA and ESA children, respec-
tively). The average take-up overall of 6.1 percent is at the lower end of
findings in the literature. Based on my income-eligibility simulation, the newly
eligible children under 300 percent of FPL represent 18 million children in
2001, which is similar to the 17.8 million children found by Dubay, Kenney,
and Haley (2002) for the year 2000. Thus, the 6.1 percent estimated take-up
rate implies that roughly 1.1 million children gained public coverage. The
change in private health insurance coverage (second panel) shows that the two
younger groups’ private coverage declined more than it did for the older
group (about 10.2 and 4.5 percentage points for the two younger groups,
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respectively, compared with 2.2 percentage points for the older group). The
third panel shows the unadjusted difference-in-differences measure of the
change in uninsurance rates. The newly eligible uninsurance rates declined by
almost 5 percentage points for post-ESA children, whereas for pre-ESA and
ESA children, the uninsurance rate increased (which is the wrong sign). The
increase in uninsurance rate demonstrates the importance of controlling for
other factors that could adversely affect newly eligible children in post-SCHIP
period relative to pre-SCHIP. For example, since 2001 is considered a reces-
sion year while 1996 is an expansion, if a recession has a larger adverse
uninsured effect on newly eligible children, then the result of the unadjusted
difference-in-differences will be increasing uninsurance rates.

The fourth panel reports changes in the probability of having at least one
physician visit in the last 12 months. The unadjusted difference-in-differences
measure of physician visits suggests an increase of about 2 percentage points

Table 2: Health Insurance Coverage and Doctor Visits by Eligibility Status
for Children in Families with Income o300 Percent FPL

Insurance\
Doctor Visits Age Group

Newly Eligible Not Newly Eligible

DD1996 2001 Difference 1996 2001 Difference

Public Ages 0–5 0.175 0.257 0.082 0.410 0.437 0.027 0.056
Ages 6–12 0.168 0.234 0.067 0.339 0.377 0.038 0.028
Ages 13–18 0.198 0.321 0.122 0.245 0.275 0.030 0.092
Overall 0.181 0.274 0.093 0.350 0.381 0.032 0.061

Private Ages 0–5 0.686 0.607 � 0.079 0.454 0.477 0.022 � 0.102
Ages 6–12 0.659 0.602 � 0.057 0.499 0.487 � 0.012 � 0.045
Ages 13–18 0.565 0.517 � 0.048 0.618 0.593 � 0.026 � 0.022
Overall 0.627 0.568 � 0.059 0.505 0.504 � 0.001 � 0.058

Uninsured Ages 0–5 0.170 0.192 0.023 0.183 0.171 � 0.011 0.034
Ages 6–12 0.209 0.228 0.019 0.202 0.202 0.000 0.019
Ages 13–18 0.263 0.215 � 0.048 0.174 0.175 0.001 � 0.050
Overall 0.222 0.216 � 0.007 0.188 0.184 � 0.004 � 0.003

Doctor visits Ages 0–5 0.740 0.697 � 0.042 0.731 0.667 � 0.064 0.022
Ages 6–12 0.581 0.563 � 0.018 0.582 0.584 0.001 � 0.019
Ages 13–18 0.571 0.618 0.047 0.617 0.589 � 0.029 0.076
Overall 0.611 0.612 0.001 0.652 0.618 � 0.033 0.034

Sample size Ages 0–5 1,295 986 4,312 3,124
Ages 6–12 2,521 1,929 4,153 3,009
Ages 13–18 2,571 2,072 2,112 1,507
Overall 6,387 4,987 10,577 7,640

Notes. Computations are from the third wave of 1996 and 2001 SIPP panels. Observations are
weighted using SIPP individual weight.

DD, unadjusted differences-in-differences estimator; FPL, federal poverty line; SIPP, Survey of
Income and Program Participation.
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for pre-ESA children, a decline of 2 percentage points for ESA children, and a
dramatic increase in physician visits of 7.6 percentage points for post-ESA
children.

The trends in health insurance coverage and physician visits depicted in
Table 2 imply that the take-up of public health insurance coverage among
newly eligible post-ESA children was larger than that of the other two groups.
Furthermore, Table 2 also suggests that the increase in public coverage among
the post-ESA group is due more to uninsured children becoming eligible and
taking-up public coverage than it is due to families switching from private to
public coverage after becoming eligible relative to the other two younger
groups. This is apparent in both the smaller decline in private coverage and
the larger decline in uninsurance rates for post-ESA children. Table 2 also
provides some insight into the effect that SCHIP has on medical treatment.
The increase in public health insurance or the decline in uninsurance rates for
newly eligible post-ESA children translated to more children visiting a phy-
sician, something that cannot be said for ESA group.

Table 3 presents results from the pooled probit model of the effect of
SCHIP on health insurance coverage and physician visits for children who are
newly eligible. The first four columns show results of the AME based on the
difference-in-differences method and the last three show the p-value for the
tests of the differences between age groups.

In panel A, the control group is not newly eligible children in families
with incomeo300 percent FPL. The first row of panel A reports the results for
the take-up rate of public health insurance for pre-ESA, ESA, post-ESA, and
all children of the base specification that uses not newly eligible children under
300 percent of FPL as the control group. The take-up results indicate that
eligibility expansion for pre-ESA, post-ESA, and all children is associated with
a somewhat small but statistically significant or marginally significant increase
in public health insurance coverage (about 5.5 percentage points for pre-ESA
children, 7.2 percentage points for post-ESA children, and 5.5 percentage
points for all children). These results are similar to what has been found in the
literature (although at the lower end) and correspond well to the base spec-
ification in Lo Sasso and Buchmueller (2004). The 5.5 percentage point take-
up overall translates to roughly 1 million newly eligible children with public
insurance (out of 18 million newly eligible children). The next row provides
estimates of the effect of ‘‘new eligibility’’ for public health insurance on pri-
vate insurance coverage. The newly eligible pre-ESA children experienced a
statistically significant decline of 6.8 percentage points in private coverage,
similar but somewhat larger than the increase in public coverage for the same

Differential Effect of the SCHIP Expansions 1513



T
ab

le
3:

D
if

fe
re

n
ce

-i
n

-D
if

fe
re

n
ce

s
E

st
im

at
io

n
R

es
ul

ts
of

th
e

A
ve

ra
ge

M
ar

gi
n

al
E

ff
ec

ts
an

d
C

ro
ss

-A
ge

G
ro

up
D

if
fe

r-
en

ce
s

T
es

ts
fo

r
N

ew
ly

E
lig

ib
le

C
h

ild
re

n

A
ve

ra
ge

M
ar

gi
na

lE
ffe

ct
R

es
ul

ts
p-

V
al

ue
s

fo
r

C
ro

ss
-A

ge
D

iff
er

en
ce

s

A
ge

s
0–

5
A

ge
s

6–
12

A
ge

s
13

–1
8

A
ll

C
hi

ld
re

n
A

ge
s

13
–1

8
ve

rs
us

A
ge

s
0–

5
A

ge
s

13
–1

8
ve

rs
us

A
ge

s
6–

12
A

ge
s

0–
5

ve
rs

us
A

ge
s

6–
12

P
an

el
A

:
B

as
e

sp
ec

ifi
ca

ti
on

——
co

nt
ro

lg
ro

up
:

no
t

ne
w

ly
el

ig
ib

le
ch

il
dr

en
in

fa
m

il
ie

s
w

it
h

in
co

m
e
o

30
0%

F
P

L
P

ub
lic

in
su

ra
n

ce
0.

05
5n

0.
02

9
0.

07
2n

n
0.

05
5n

n
n

.6
91

.1
78

.2
62

P
ri

va
te

in
su

ra
n

ce
�

0.
06

8n
n
�

0.
02

3
0.

00
5

�
0.

03
0n

n
.0

94
.3

30
.1

81
U

n
in

su
re

d
0.

01
7

0.
00

9
�

0.
04

5n
n
n

�
0.

01
3

.0
01

.0
02

.6
73

A
t

le
as

t
on

e
p

h
ys

ic
ia

n
vi

si
t

0.
03

5
�

0.
00

9
0.

08
0n

n
n

0.
04

5n
n
n

.2
99

.0
03

.2
35

C
ro

w
d

-o
ut

1:
p

ri
va

te
/p

ub
lic

1.
24

5
0.

80
7

�
0.

06
6

0.
53

8n
n
n

C
ro

w
d

-o
ut

2:
1
�

un
in

su
re

d
/p

ub
lic

1.
31

7
1.

30
3

0.
38

0
0.

75
7n

n
n

P
an

el
B

:
B

as
e

sp
ec

ifi
ca

ti
on

w
it

h
an

ad
di

ti
on

al
st

at
e

an
d

ye
ar

in
te

ra
ct

io
n—

—
co

nt
ro

lg
ro

up
:

no
t

ne
w

ly
el

ig
ib

le
ch

ild
re

n
in

fa
m

ili
es

w
it

h
in

co
m

e
o

30
0%

F
P

L
P

ub
lic

in
su

ra
n

ce
0.

05
7n

n
0.

03
0

0.
05

2n
0.

05
1n

n
n

.9
05

.4
44

.2
24

U
n

in
su

re
d

0.
01

6
0.

00
9

�
0.

03
7n

n
n

�
0.

01
1

.0
06

.0
07

.7
43

A
t

le
as

t
on

e
p

h
ys

ic
ia

n
vi

si
t

0.
03

2
�

0.
01

0
0.

07
4n

n
n

0.
04

4n
n
n

.3
05

.0
04

.2
48

P
an

el
C

:
B

as
e

sp
ec

ifi
ca

ti
on

——
co

nt
ro

lg
ro

up
:

al
ln

ot
ne

w
ly

el
ig

ib
le

ch
ild

re
n

P
ub

lic
in

su
ra

n
ce

0.
03

2
0.

01
5

0.
04

5n
n

0.
03

5n
n
n

.6
99

.1
68

.3
21

U
n

in
su

re
d

0.
00

5
�

0.
00

6
�

0.
04

1n
n
n

�
0.

02
0n

n
n

.0
00

.0
07

.3
95

A
t

le
as

t
on

e
p

h
ys

ic
ia

n
vi

si
t

0.
03

5
�

0.
01

4
0.

03
9n

n
0.

02
9n

n
n

.9
15

.0
50

.0
91 co
nt

in
ue

d

1514 HSR: Health Services Research 44:5, Part I (October 2009)



T
ab

le
3.

C
on

ti
nu

ed

A
ve

ra
ge

M
ar

gi
na

lE
ffe

ct
R

es
ul

ts
p-

V
al

ue
s

fo
r

C
ro

ss
-A

ge
D

iff
er

en
ce

s

A
ge

s
0–

5
A

ge
s

6–
12

A
ge

s
13

–1
8

A
ll

C
hi

ld
re

n
A

ge
s

13
–1

8
ve

rs
us

A
ge

s
0–

5
A

ge
s

13
–1

8
ve

rs
us

A
ge

s
6–

12
A

ge
s

0–
5

ve
rs

us
A

ge
s

6–
12

P
an

el
D

:
B

as
e

sp
ec

ifi
ca

ti
on

——
co

nt
ro

lg
ro

up
:

ne
ve

r
el

ig
ib

le
ch

il
dr

en
ab

ov
e

30
0%

F
P

L
as

th
e

co
nt

ro
l

P
ub

lic
in

su
ra

n
ce

0.
00

1
�

0.
00

6
0.

01
9

0.
00

6
.5

59
.2

13
.7

73
U

n
in

su
re

d
�

0.
01

3
�

0.
03

9n
n
n

�
0.

04
4n

n
n

�
0.

03
5n

n
n

.0
34

.7
01

.0
48

A
t

le
as

t
on

e
p

h
ys

ic
ia

n
vi

si
t

0.
04

6n
n
�

0.
02

6
0.

02
1

0.
01

6
.4

29
.1

30
.0

11

N
ot

es
.T

h
e

fir
st

fo
ur

co
lu

m
n

s
sh

ow
re

su
lt

s
of

th
e

av
er

ag
e

m
ar

gi
n

al
ef

fe
ct

b
as

ed
on

d
if

fe
re

n
ce

-in
-d

if
fe

re
n

ce
s

p
ro

b
it

re
gr

es
si

on
s

us
in

g
th

e
th

ir
d

w
av

e
of

b
ot

h
th

e
19

96
an

d
th

e
20

01
SI

P
P

p
an

el
s.

T
h

e
la

st
th

re
e

co
lu

m
n

s
p

re
se

n
tt

h
e

p-
va

lu
e

re
su

lt
s

of
t-

te
st

of
th

e
d

if
fe

re
n

ce
s

b
et

w
ee

n
th

e
af

fe
ct

of
SC

H
IP

on
on

e
ag

e
gr

ou
p

re
la

tiv
e

to
an

ot
h

er
b

as
ed

on
sa

m
e

d
if

fe
re

n
ce

-i
n

-d
if

fe
re

n
ce

s
p

ro
b

it
re

gr
es

si
on

s.
A

ll
re

gr
es

si
on

s
co

n
tr

ol
fo

r
th

e
fu

ll
in

te
ra

ct
io

n
of

n
ew

ly
el

ig
ib

le
d

um
m

y,
ye

ar
d

um
m

y,
an

d
tw

o
d

um
m

ie
s

fo
r

E
SA

ch
ild

re
n

an
d

p
os

t-
E

SA
ch

ild
re

n
.

T
h

e
re

gr
es

si
on

al
so

co
n

tr
ol

s
fo

r
un

em
p

lo
ym

en
t

ra
te

,
n

um
b

er
of

p
er

so
n

s
in

h
ou

se
h

ol
d

,r
ac

e
fa

m
ily

ty
p

e
(t

w
o

p
ar

en
ts

,
fa

th
er

on
ly

,
m

ot
h

er
on

ly
),

ch
ild

’s
ge

n
d

er
,n

um
b

er
of

w
or

ke
rs

in
h

ou
se

h
ol

d
,

n
um

b
er

of
ch

ild
re

n
un

d
er

6,
ed

uc
at

io
n

of
p

ar
en

ts
,M

SA
re

si
d

en
ce

,a
ge

d
um

m
ie

s,
st

at
e

d
um

m
ie

s.
St

an
d

ar
d

er
ro

rs
ar

e
cl

us
te

re
d

b
y

st
at

e
of

re
si

d
en

ce
an

d
ar

e
ca

lc
ul

at
ed

us
in

g
th

e
d

el
ta

m
et

h
od

.
n
po

.1
an

d
4

.0
5.

n
n
po

.5
an

d
4

.0
1.

n
n
n
po

.0
1.

E
SA

,
el

em
en

ta
ry

sc
h

oo
l

ag
ed

;
F

P
L

,f
ed

er
al

p
ov

er
ty

lin
e;

SC
H

IP
,

St
at

e
C

h
ild

re
n

’s
H

ea
lt

h
In

su
ra

n
ce

P
ro

gr
am

;
SI

P
P

,S
ur

ve
y

of
In

co
m

e
an

d
P

ro
gr

am
P

ar
tic

ip
at

io
n

.

Differential Effect of the SCHIP Expansions 1515



age group. The effect of the expansion on private health insurance coverage
for the other age groups of newly eligible children is small and insignificant.
The small and insignificant change in private coverage for the newly eligible
older group suggests that public coverage did not replace private coverage at
all, and crowd-out is virtually zero.

The third row of the first panel of Table 3 shows results for the effect of
the SCHIP expansion on the uninsurance rate. The results for all children are
not significantly different from zero. The newly eligible post-ESA children’s
uninsurance rate declined by 4.5 percentage points, while I find no effect of the
expansion on the uninsurance rate for newly eligible children from the two
younger age groups.

The fourth row of the first panel of Table 3 shows results for the effect of
the SCHIP expansion on physician visits. For the newly eligible post-ESA
children and all children, the probability of visiting a physician in the last 12
months increased almost as much as the increase in public coverage (8 per-
centage points for the older group, and 4.5 percentage points for all children),
and it is statistically significant. For newly eligible pre-ESA and ESA children,
the change in the probability of them visiting a physician is not significant.

Finally, the all children specification suggests a crowd-out rate between 54
and 76 percent. The changes in public coverage and uninsurance rate for post-
ESA children suggest a crowd-out rate of about 40 percent, while basing crowd-
out on private and public coverage suggests a crowd-out of less than zero.
Crowd-out estimates for the two younger age groups range from 80 to 130
percent for ESA children and 120 to 130 percent for pre-ESA children. The large
crowd-out rates for the two younger age groups are due to the very small effect of
SCHIP on the uninsurance rate. Although the point estimates of the crowd-out
rates of the post-ESA group are smaller than the other two groups, the statistical
test for differences from zero fails because of the large standard errors. The large
standard errors around the point estimates of crowd-out also hinder any con-
clusion regarding differences in crowd-out across age groups.

The last three columns of Table 3 reports p-values from tests of differences
in the effect of SCHIP for each outcome across age groups. The tests suggest that
SCHIP had a different effect on outcomes across age groups. For the older
group, although the increase in public coverage is larger than for ESA children,
the t-test is not significant, which implies that higher take-up is only suggestive.
The changes in the probability of visiting a physician and uninsurance rates
were significantly larger for post-ESA children than for ESA children, suggesting
a very different effect of SCHIP on the older group from that on ESA children. I
do not find differences in public insurance take-up and physician visits between

1516 HSR: Health Services Research 44:5, Part I (October 2009)



the newly eligible post-ESA children relative to pre-ESA children. However, the
decline in the uninsurance rate is significantly larger for the older group.

In panel B, I use a similar control group as in panel A but include state–year
interaction, and in panel C the regression specification is the same as in panel A
but the control group includes all not newly eligible children (including those
with income above 300 percent FPL). The results presented are consistent with
the base specification. The increase in take-up is significant for the older group,
which also experienced a decline in the uninsurance rate and increase in phy-
sician visits. The t-test results for panels B and C are similar to those for panel A.

In panel D, I use only children above 300 percent FPL who are not
eligible for SCHIP as a control group. As noted above, the control group used
previously may have been affected by the policy to a lesser extent. In this
approach the control group is less likely to be affected by the policy. However,
it is not optimal, because the control group has very different characteristics
than the treatment group that could bias the results. The point estimate of this
specification is different from the base specification showing unreliable small
take-up effects of the expansion. However, similar to the base specification, the
increase in take-up among post-ESA children is higher than ESA children, the
uninsurance rate for post-ESA declined, and physician visits increased.

The regression results of Table 3 suggest that SCHIP had different effects
on newly eligible children of different age groups. The younger group (pre-
ESA) replaced private coverage with public coverage. The oldest newly el-
igible age group took up public coverage to become insured and to increase
their use of health care services. Newly eligible ESA children seem not to have
been affected by the SCHIP expansion.

One contributing factor to the differences in the probability of physician
visits across age groups could be the differences across ages in the need
for health care treatment. The American Academy of Pediatrics (AAP)
recommends more frequent preventive care visits for children in their teens,
preschool children, and infants relative to children 6–10 years old (AAP
Committee on Practice and Ambulatory Medicine 2000). The results show
that SCHIP affected physician visits of post-ESA, which correspond well to the
level of health care needs for that group.

CONCLUSIONS

This paper tests whether the effects of the SCHIP expansion on health in-
surance coverage and physician visits are similar across age groups of children

Differential Effect of the SCHIP Expansions 1517



of low-income families. Several key differences emerge from the tests con-
ducted. Similar to the prior literature, I find a small and marginally significant
effect of SCHIP on the take-up of public coverage. However, only newly
eligible pre-ESA children and post-ESA children had a small but significant
increase in public health insurance coverage (approximately 5.5 and 7.2 per-
cent, respectively, in the base specification), whereas ESA children did not.
Second, I find that the increase in public coverage for newly eligible pre-ESA
children did not decrease uninsurance rates significantly for this group. On the
other hand, the uninsurance rates of newly eligible post-ESA children signifi-
cantly declined. The differences in uninsurance rates for pre- and post-ESA
children may suggest a differential effect of SCHIP. This result is fairly robust
to alternative specifications.

The relative success of the SCHIP expansion on health insurance
coverage is concentrated among post-ESA children, who experienced a de-
cline in uninsurance rates of 4.5 percentage points. Children of other ages
did not experience a decrease in uninsurance rates due to SCHIP. To some
degree, the changes in health insurance coverage for the three age groups
support findings from the earlier Medicaid expansion literature suggesting
that take-up drops with income. However, pre-ESA children, who had higher
income eligibility limits before SCHIP relative to ESA children, seem to
have experienced an increase in take-up (although the results are not
significant), which contradicts the earlier evidence from the Medicaid
expansion.

Finally, the results imply an increase in physician visits for post-ESA
children. In many ways, this is a more appropriate goal than increasing health
insurance coverage, and a more important measure of expansion success.
Although interesting, the changes in public, private, and overall coverage in
themselves do not provide a measure that is related to adequacy of care.
Moreover, measuring the effects of SCHIP or the success of SCHIP using one
indicator for all children regardless of age seems inappropriate. It seems that
there are vastly different effects of SCHIP on health insurance coverage and
physician visits across age groups. Although the policy debate sometimes
tends to focus on the insurance and health care needs of younger children,
extending coverage to uninsured teens should also have a high priority. As this
study shows, extending coverage to post-ESA children has increased the
likelihood they will visit a doctor at least once a year, which provides
doctors with an opportunity to counsel teens on risky behaviors, birth control,
healthy eating, exercise, and to check if their immunization schedule is up to
date.
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NOTES

1. The sample also excludes mothers 18 years old or younger in the fourth wave,
because they might be eligible for public coverage under a different program.

2. Maine and Vermont are grouped together, as are South Dakota, North Dakota,
and Wyoming. I had to exclude those states because I simulate the public eligibility
based on state income eligibility rules.
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