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Medicaid and the Children’s Health Insurance
Program (CHIP) have extended health insur-
ance coverage to millions of low-income chil-
dren throughout the United States.1,2 An esti-
mated 40% of US children are enrolled in
Medicaid or CHIP for their health insurance
coverage.3 This number is expected to rise as
families unable to afford employer-sponsored
coverage turn to public offerings.3---5 Medicaid
expansion has been central to the recent
national health care debate.6 Yet national
statistics estimate that at least two thirds of
uninsured children are eligible for public insur-
ance but are not enrolled,2,7 even though many
of these eligible but uninsured children partici-
pate in other public programs (e.g., food
stamps).8,9

A lack of continuous health insurance ad-
versely affects a child’s health.10---19 Medicaid
and CHIP expansions were included in almost all
recent US health insurance reform proposals;
thus, understanding why currently eligible chil-
dren are not continuously enrolled in these
programs is essential.20,21 The complexity of
enrollment processes and a lack of aggressive
retention efforts have sidelined many eligible
children.21 These findings, coupled with proven
administrative cost savings, have led many states
to implement streamlined or simultaneous en-
rollment (also known as express lane eligibility)
processes.21,22

To inform such efforts in Oregon, we iden-
tified low-income families who enrolled their
children in the Food Stamp Program but not in
the Oregon Health Plan (OHP; Oregon’s com-
bined Medicaid---CHIP program) and parents
who understood their child’s coverage status to
be different from what was reported by the
state. We examined characteristics that were
unique to children who were eligible for public
health insurance but were not enrolled. Sec-
ondarily, we described children with insur-
ance status discrepancies and compared this

subgroup with those clearly enrolled in public
insurance programs.

METHODS

We identified Oregon children eligible for
but not enrolled in public insurance in January
2005. Partnering with policymakers, we iden-
tified a state program with similar eligibility
requirements to those of OHP: the Food Stamp
Program. At the time of this study, both pro-
grams used a household income less than185%
of the federal poverty level and US citizenship
as basic eligibility requirements. Thus, for the
purposes of our study, Oregon children re-
ceiving food stamps were presumed to be eligible
for OHP coverage. We linked the 2 adminis-
trative databases to determine which children
receiving food stamps were not enrolled in
OHP. From a total of 84087 households in
the Food Stamp Program database with at least
1 child aged 1 year or older (younger chil-
dren had slightly different requirements), we

selected a stratified, random sample of 10175
households. We selected half the sample from
families with at least 1 child aged 1 year or
older enrolled in OHP and half from those with
no children enrolled. We also ensured equal
sampling from 6 regions across the state. This
stratification procedure allowed us to over-
sample families without children enrolled in
OHP and families from rural areas. In final
weights, we accounted for differences in the
probability of selection that resulted from this
oversampling stratification technique.

Statewide Household Survey

In January 2005, we mailed surveys with
postage-paid return envelopes to all 10175
households; 1538 families had moved out of
state or had no known forwarding address,
leaving 8637 eligible potential respondents.
We received 2681 completed surveys, for
a response rate of approximately 31%. This
response rate is consistent with rates for similar
statewide surveys17,23 and national studies of
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Medicaid-eligible populations.24 We confirmed
that our survey respondents had characteristics
that were similar to those of the study population,
and we used a 2-step weighting sequence.25,26

Our results were weighted back to this overall
population.

In collaboration with state policymakers, we
adapted items from widely accepted national
data collection tools27---30 to create our survey.
We asked parents to identify factors that affected
their choices regarding their children’s insurance
and their experiences obtaining coverage and
services during the previous year. We refined
final survey questions after conducting cognitive
pilot interviews with policymakers, health care
providers, and low-income parents. Surveys were
translated into Spanish and Russian (the most
common non-English languages among this
population), and then independently back-
translated to ensure fidelity of translation. The
result was a 63-item self-report survey written
at a fifth-grade reading level. We used a 4-
wave method (2 surveys and 2 reminder
postcards). For budgetary reasons, telephone
follow-up was not possible.

Variables and Analyses

We identified 9 variables that might influ-
ence children’s access to insurance. We used
the 2-tailed c2 analysis to test for significant
univariate associations between these variables
and a child’s OHP enrollment status. All vari-
ables––children’s gender, age, and race/ethnicity;
parents’ employment and insurance status;
household income; region of residence; whether
children had special health care needs; and
whether children had a usual source of care––
were associated at the .1 level.

The main dependent variables pertained to
children’s current health insurance status. We
initially determined from state data whether
children were administratively enrolled in OHP
(Table 1). We compared the sociodemographic
characteristics of eligible children who were
enrolled versus those who were not enrolled in
OHP (according to state administrative data)
through 2-tailed c2 univariate analysis. We then
ran a series of multivariate logistic regression
models to identify factors independently as-
sociated with children being eligible but not
administratively enrolled in OHP (vs OHP
enrolled). For this analysis, we were limited to
covariates available in the state administrative

database (gender, age, race/ethnicity, region,
and household income). This analysis incor-
porated all 10175 households in the random
sample, weighted back to the 84087 Food
Stamp Program households.

We next constructed a variable combining
children’s administrative status and parent-
reported insurance status. This combined var-
iable was derived from 4 survey questions. The
first question asked, ‘‘At this time, what type of
health insurance is YOUR child covered by?’’
Respondents were asked to check the most
accurate box or boxes; 1 possible response was
‘‘my child is currently uninsured.’’ We vali-
dated responses through comparison with 3
additional questions that collected relevant in-
formation about children’s current insurance
status. We excluded from further analyses 24
of the 2681 returned surveys because of
missing data or inconsistencies.

After an unanticipated finding of mismatch
between parental and administrative report
in more than 400 cases, we further character-
ized 5 subgroups, 2 of which described this
uncertain ‘‘gray zone’’ between being insured
and being uninsured (Figure 1, Table 2). The
groups were

1. OHP stable––OHP enrolled according to
both administrative data and parental report;

2. uncertain administrative OHP––administra-
tively enrolled in OHP but not enrolled in
OHP by parental report;

3. uncertain self-reported OHP––administra-
tively not enrolled but OHP enrolled by
parental report;

4. privately insured––private insurance by
parental report, not OHP enrolled ac-
cording to administrative data; and

5. uninsured––uninsured by parental report,
not OHP enrolled according to administra-
tive data.

To capture children eligible for public in-
surance but truly uninsured (Table 3), in our
final analysis we attempted to freeze the
frame of reference and include only children
who were uninsured by all measures––chil-
dren in the fifth group, whom we labeled as
uninsured, with no record of administrative
OHP enrollment and whose parents reported
they were uninsured. We performed all statis-
tical tests with SPSS 16.0 (SPSS Inc, Chicago,

IL) with the complex samples module to ac-
count for the complex sampling design of
the study and to produce accurately weighted
results.

RESULTS

Our comparisons of the Food Stamp Pro-
gram and OHP state administrative database
found that approximately 23% of children
enrolled in the Food Stamp Program were not
enrolled in OHP (Table 1). Among Food Stamp
Program enrollees, racial/ethnic minority sta-
tus was associated with higher odds of being
OHP eligible but not enrolled. Compared with
White, non-Hispanic children, Hispanics of any
race had higher odds of no enrollment (odds
ratio [OR]=1.40; 95% confidence interval
[CI]=1.16, 1.70). Non-White, non-Hispanic
children also had higher odds of not being
enrolled (OR=1.36; 95% CI=1.10, 1.68). In
addition, we found an association between
slightly higher household incomes and chil-
dren not being enrolled, with increasing risk
as monthly household income increased from
$1000 to more than $2000. Children older than
4 years were also less likely than younger
children to be enrolled. We found statistical
differences by region, but no clear pattern.

Mismatches Between Administrative

Data and Parent Reports

Figure 1 shows the distribution of state-
reported and parent-reported insurance status
for survey respondents. Of the 2657 children
included in the final analyses, 1471 were
administratively OHP enrolled (55.4%) and
1186 (44.6%) were not enrolled. When we
compared parental reports with state data, we
found consistency for 934 (78.8%) of the 1186
children who were OHP eligible but not ad-
ministratively enrolled: 380 were not enrolled
in OHP and their parents reported they had
no current insurance, and 554 were not en-
rolled in OHP but their parents reported they
had private insurance. The parents of the
remaining 252 (21.2%) children presumed
eligible for OHP but not administratively en-
rolled reported current OHP enrollment, thus
revealing a mismatch. Among the 1471 chil-
dren who were administratively enrolled, 1300
(88.4%) were reported by their parents to be
currently enrolled in OHP, and 171 (11.6%)
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reported no current OHP enrollment, also
a mismatch.

Although parental reports of their chil-
dren’s current status were consistent with
state data in most cases, we observed a sur-
prising number of discrepancies. Children
most likely to have insurance status discrep-
ancies had uninsured parents, were from
families earning more than $1000 per month,
had parents employed outside the home, and
had no usual source of care (Table 2). In
multivariate analyses, these factors remained
significantly associated with children falling
into an insurance gray zone. The 2 subgroups
within the gray zone had slightly different
characteristics; parental lack of insurance was

the only predictor associated with both sub-
groups (Table 2).

Eligible But Unenrolled Children

For our final analysis, we attempted to de-
scribe children who were clearly uninsured, by
both administrative data and parental report.
We gave all other children the benefit of the
doubt, combining the 1300 children with cer-
tain OHP enrollment and the 423 with mis-
matches between state and parental reports
(total of 1723 eligible children presumed en-
rolled in OHP).

Compared with the 1723 children enrolled
in OHP by administrative record, parental re-
port, or both, children who appeared to be

eligible for public insurance but were definitely
uninsured (n=380) were more likely to be
older than 4 years, to live in a household
earning more than $1500 per month, to have
an uninsured parent, to have a parent working
outside the home, and to have no usual source
of care. Of note, children with special health
care needs were less likely to be uninsured
(Table 3).

DISCUSSION

Our study confirms previous reports that
certain sociodemographic factors are associ-
ated with increased odds of a child being
eligible for but not enrolled in public

TABLE 1—Food Stamp Program Families With Children Enrolled in the Oregon Health Plan and With Eligible but Not Enrolled

Children, January 2005

Demographic Covariates

Food Stamp Program

Population

(Weighted n = 84 087), %

Food Stamp Program Participants

With Children Enrolled in OHP

(Weighted n = 64 568), %

Food Stamp Program Participants

With Children Eligible but Not Enrolled

in OHP (Weighted n = 19 519), %

Likelihood of Child Being

Eligible but Not Enrolled in

OHP, AORa (95% CI)

Gender

Women 48.2 48.1 48.9 1.03 (0.93, 1.14)

Men (Ref) 51.8 51.9 51.1 1.00

Age,* y

1–4 (Ref) 29.2 30.6 24.6 1.00

5–9 29.0 28.4 30.9 1.30 (1.14, 1.48)

10–14 24.0 23.4 25.8 1.31 (1.14, 1.51)

15–18 17.8 17.6 18.7 1.32 (1.14, 1.54)

Race/ethnicity*

White, non-Hispanic (Ref) 69.2 68.1 72.5 1.00

Hispanic, any race 19.9 20.2 18.9 1.40 (1.16, 1.70)

Non-White, non-Hispanic 10.9 11.6 8.6 1.36 (1.10, 1.68)

Region*

Northwest coastal 4.3 4.3 4.3 1.31 (1.25, 1.38)

Portland area 36.8 37.3 35.1 1.29 (1.22, 1.36)

Central western 28.6 28.0 30.5 1.45 (1.38, 1.52)

Southwest coastal 15.3 15.5 14.9 1.24 (1.18, 1.30)

North central, river gorge 9.6 9.3 10.7 1.48 (1.41, 1.55)

Southern and eastern (Ref) 5.5 5.8 4.6 1.00

Household income/mo,* $

< 1000 (Ref) 62.8 68.0 45.6 1.00

1001–1500 18.4 17.9 20.1 1.68 (1.48, 1.91)

1501–2000 11.3 9.1 18.7 3.07 (2.64, 3.57)

> 2000 7.5 5.1 15.6 4.52 (3.75, 5.45)

Note. AOR = adjusted odds ratio; CI = confidence interval; OHP = Oregon Health Plan (Oregon’s Medicaid and Children’s Health Insurance Program). Percentages were weighted back from sample
population of 10 175 to reflect the entire Food Stamp Program population of 84 087. Columns sum to approximately 100%.
aMultivariable analyses included gender, age, race/ethnicity, region, and household income.
*P < .05 in demographic subgroup comparisons between children enrolled and not enrolled.
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insurance.2,7,21,31,32 We further elucidated an-
other potential reason for this phenomenon:
mismatch between parental and state adminis-
trative reports of insurance status. Our findings
detailing the characteristics associated with this
mismatch are especially notable, because analy-
ses of administrative data or parent-reported data
alone cannot measure children in this gray zone.
We did, however, confirm consistency in the
factors associated with children being eligible
but not enrolled, even after accounting for this
gray zone group with discrepant reports of
insurance status. This finding of consistency
provides validation for studies that use only 1
source of data (parental or administrative) to
reliably study this population.

Although this finding is reassuring for the
validity of crucial future research, the large
percentage of children with discrepancies in
their perceived health insurance status is
alarming. Multiple factors could explain these
discrepancies. First, although we made every
effort to recruit participants shortly after

selecting our sample, survey mailing and re-
sponse do not happen instantaneously. During
the time between when a survey was mailed
and when it was completed, a child’s health
insurance status might have changed. We
confirmed, however, that more than 95% of
surveys were returned within 30 days of initial
mailing. A few families might have experienced
seasonal income fluctuations or another
change in circumstance such that their child no
longer qualified for public coverage. In these
cases, findings might represent churning, or
insurance transience. In other cases it is more
likely that a mismatch was attributable to
parental confusion about the process of ful-
filling enrollment requirements or about
when their child’s coverage period began or
ended.22,33---35 If we assume a best-case scenario
in which all state and parent-reported data
were accurate, our data suggest that insurance
coverage is a transient phenomenon for many
low-income children. The worst-case sce-
nario is that many families are confused

about whether the state is covering their child
or not.

Regardless of whether the explanation is tran-
sient coverage or a true discrepancy between
the state and parents, our findings challenge
the assumption that low-income children
have adequate access to continuous insurance
coverage simply because they meet eligibility
requirements. Every year, at least 3 million
children drop out of Medicaid to join the
ranks of the uninsured––despite being eligible
to continue their coverage.36 An increasing
percentage of all uninsured children had Med-
icaid or CHIP during the previous year.21

Policy Implications

We report our findings in the wake of the
hard-fought battle to enact the Children’s
Health Insurance Program Reauthorization Act
(CHIPRA) of 2009 and in the midst of more
extensive overall health care reform efforts,
such as the recent passage of the 2010 Pa-
tient Protection and Affordable Care Act

Note. OHP = Oregon Health Plan (Oregon’s Medicaid and Children’s Health Insurance Program).

FIGURE 1—Flow diagram illustrating state and parental reports of children’s public health insurance enrollment status: Oregon, January 2005.
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(PPACA).6,37---39 The implementation of policies
outlined in the CHIPRA and the mandates of
the PPACA highlight how policies can offer

solutions but also challenges for eligible but
unenrolled children.37,39 Regardless of how far
eligibility is expanded, the complexities inherent

in the system continue to erect barriers to stable
enrollment. Policy solutions to improve the de-
termination of eligibility, such as streamlining

TABLE 2—Factors Associated with Discrepancy Between Administrative Data and Parental Reports Regarding Children’s Insurance Status:

Oregon, January 2005

‘‘Gray Zones’’

Associated Factors

Inconsistency Between a Child’s

Administrative Enrollment and

Parent-Reported Insurance Status, %

Likelihood That Child Was Administratively

Not Enrolled in OHP but Parent-Reported

Enrolleda (Unweighted n = 252; Weighted

n = 3845), % or AOR (95% CI)

Likelihood That a Child Was Administratively

Enrolled in OHP but Parent-Reported Not

Enrolleda (Unweighted n = 171; Weighted

n = 7217), % or AOR (95% CI)

Total 13.2 4.6 8.6

Age,* y

1–4 (Ref) 11.8 1.00 1.00

5–9 12.2 1.08 (0.63, 1.84) 1.45 (0.72, 2.90)

10–14 15.8 0.87 (0.49, 1.53) 2.09 (1.07, 4.08)

15–18 13.7 1.12 (0.59, 2.11) 1.83 (0.86, 3.91)

Race/ethnicity,b,*

White, non-Hispanic (Ref) 12.8 1.00 1.00

Hispanic, any race 14.5 1.02 (0.84, 1.23) 1.22 (0.65, 2.30)

Non-White, non-Hispanic 13.8 1.18 (0.93, 1.48) 0.83 (0.32, 2.21)

Parental employment*

Not employed (Ref) 12.6 1.00 1.00

Employed 14.6 1.52 (1.03, 2.25) 1.39 (0.86, 2.23)

Parental insurance status*

Insured (Ref) 10.0 1.00 1.00

Not insured 19.4 2.23 (1.43, 3.48) 2.82 (1.68, 4.69)

Region*

Northwest coastal 12.6 0.93 (0.79, 1.10) 0.80 (0.44, 1.45)

Portland area 12.5 1.05 (0.86, 1.27) 0.79 (0.41, 1.52)

Central western 12.1 1.48 (1.20, 1.82) 1.02 (0.53, 1.97)

Southwest coastal 13.9 1.28 (1.07, 1.52) 0.85 (0.45, 1.60)

North central, river gorge 17.1 1.89 (1.60, 2.24) 1.03 (0.53, 2.02)

Southern and eastern (Ref) 15.9 1.00 1.00

Household income/mo,* $

< 1000 (Ref) 11.7 1.00 1.00

1001–1500 17.1 1.40 (0.86, 2.27) 1.75 (0.97, 3.14)

1501–2000 14.3 2.51 (1.37, 4.58) 1.09 (0.47, 2.53)

> 2000 14.9 2.92 (1.44, 5.93) 2.09 (0.82, 5.35)

Child has special health care need(s)*

No (Ref) 13.0 1.00 1.00

Yes 15.1 0.72 (0.41, 1.26) 0.86 (0.41, 1.81)

Child has usual source of care*

Yes (Ref) 12.3 1.00 1.00

No 22.8 1.87 (0.99, 3.54) 3.22 (1.68, 6.17)

Note. AOR = adjusted odds ratio; CI = confidence interval; OHP = Oregon Health Plan (Oregon’s Medicaid and Children’s Health Insurance Program). Percentages were weighted back from sample
population of 10 175 to reflect the entire Food Stamp Program population of 84 087.
aVersus child enrolled in OHP by both administrative data and parental report. Adjusted for age, race, parental employment, parental insurance status, region, household income, whether child had
usual source of care, and child’s special health care needs.
bCombined variable.
*P < .05 in bivariate comparisons between these sociodemographic subgroups and 1 or more of the 5 insurance enrollment groups.
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enrollment in federal programs through health
information technology innovations or the elim-
ination of mandatory uninsured waiting pe-
riods,40 do not solve the problem of confusion
about a child’s enrollment status. Furthermore,

the insurance mandates in the PPACA could
cause a parent who mistakenly believes a child to
be enrolled to face a financial penalty.

The ongoing challenges faced by both states
and parents in knowing which eligible children

are enrolled or not enrolled and which in-
surance program will accept a child might
intensify. For example, efforts to streamline
enrollment and to automate processes to
administratively enroll more children might

TABLE 3—Adjusted Odds Ratios of a Child Not Enrolled in the Oregon Health Plan Being Reported by a Parent to Be Uninsured, January 2005

Children Not Enrolled in OHPb

Demographic Covariates

Children Enrolled in OHPa

(Unweighted n = 1723), %

Privately Insuredc

(Unweighted n = 554), %

Uninsuredc

(Unweighted n = 380), %

Likelihood of Being Eligible

for OHP but Uninsured,d AOR (95% CI)

Total 81.9 11.0 7.1

Age,* y

1–4 (Ref) 87.0 8.5 4.4 1.00

5–9 80.1 12.1 7.8 2.33 (1.41, 3.88)

10–14 79.6 12.4 8.0 2.18 (1.27, 3.76)

15–18 79.3 11.3 9.4 3.36 (1.80, 6.28)

Race/ethnicity*

White, non-Hispanic (Ref) 80.3 13.2 6.4 1.00

Hispanic, any race 84.8 4.7 10.5 1.40 (0.98, 2.01)

Non-White, non-Hispanic 86.3 8.4 5.3 1.27 (0.69, 2.33)

Parental employment status*

Not employed (Ref) 88.0 6.5 5.4 1.00

Employed 73.3 17.3 9.4 1.57 (1.09, 2.28)

Parental insurance status*

Insured (Ref) 84.8 12.9 2.4 1.00

Not insured 74.3 7.9 17.8 7.71 (4.99, 11.92)

Region*

Northwest coastal 10.6 81.2 8.2 1.94 (1.33, 2.84)

Portland area 10.1 82.5 7.4 1.29 (0.84, 2.00)

Central western 13.5 80.5 6.0 2.08 (1.27, 3.43)

Southwest coastal 9.4 82.4 8.2 1.97 (1.32, 2.94)

North central, river gorge 10.7 80.9 8.4 2.24 (1.48, 3.39)

Southern and eastern (Ref) 9.4 85.4 5.2 1.00

Household income/mo,* $

< 1000 (Ref) 89.0 5.3 5.7 1.00

1001–1500 81.5 10.7 7.7 1.31 (0.82, 2.09)

1501–2000 64.1 25.5 10.4 1.95 (1.17, 3.26)

> 2000 52.9 34.8 12.3 2.62 (1.35, 5.08)

Child has special health care need(s)*

No (Ref) 80.5 11.9 7.6 1.00

Yes 89.0 6.8 4.2 0.48 (0.25, 0.93)

Child has usual source of care*

Yes (Ref) 82.9 12.0 5.1 1.00

No 72.0 5.0 23.0 3.95 (2.40, 6.49)

Note. AOR = adjusted odds ratio; CI = confidence interval; OHP = Oregon Health Plan (Oregon’s Medicaid and Children’s Health Insurance Program). Percentages were weighted back from sample
population of 10 175 to reflect the entire Food Stamp Program population of 84 087. Rows sum to approximately 100%.
aAccording to administrative data, parental report, or both.
bAccording to administrative data.
cAccording to parental report.
dVersus child being enrolled in OHP by administrative data, parental report, or both. Adjusted for age, race, parental employment, parental insurance status, region, household income, whether child
had usual source of care, and child’s special health care needs.
*P < .05 in bivariate comparisons between these sociodemographic subgroups and ‡ 1 of the 5 insurance enrollment groups.
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translate into families being more confused
about their children’s enrollment and could
actually lead to a larger percentage of children
falling into a gray zone regarding their insur-
ance status. In addition, the creation of state
insurance exchanges and subsidies for families
to purchase private insurance might further
confuse parents, because their children’s eligi-
bility for public programs and private programs
may change with even small fluctuations in
family income.41

National efforts to increase coverage in-
creasingly rely on expansions of Medicaid and
CHIP; policymakers must therefore address
the transient nature of public insurance, espe-
cially at the state level.6,33,39 CHIPRA 2009
includes measures to increase the enrollment of
eligible but uninsured children. For example, it
stipulates that states will receive a financial in-
centive, the Medicaid Performance Bonus, for
enrolling Medicaid-eligible children above target
levels.42 To qualify for this bonus, states must
also enact at least 5 of 8 CHIPRA-specified
policies that have been proven to boost enroll-
ment of children: full-year coverage, no asset test,
no face-to-face interview, joint application for
Medicaid and CHIP, ex parte renewals, pre-
sumptive eligibility, express lane eligibility, and
offerings of premium assistance.38 Policies that
impede enrollment, such as waiting periods
before a child can obtain CHIP coverage, must be
eliminated.38

Despite these policies to ease initial enroll-
ment, our findings suggest the need for further
efforts to facilitate retention and reenrollment
to avoid incurring gaps in coverage. Currently,
up to half of the children enrolled in CHIP
experience insurance lapses during renewal
periods, which likely contribute to uncertainty
about current enrollment and to the transient
nature of this coverage.33 CHIPRA 2009 pro-
visions encourage states to adopt express lane
eligibility, whereby Medicaid and CHIP agencies
may borrow eligibility determinations from other
need-based public programs.43 CHIPRA 2009
also acknowledged the need to measure, and
address, the quality of pediatric care provided.44

None of these measures, however, will ensure
that a parent knows when a child is covered or
not covered. Through PPACA expansion of
health information technology, enrollees may
have access to their records from a personal
computer, their e-mail, or a cellular phone. For

the time being, however, public health officials
can play a crucial role in educating families about
how to obtain, confirm, and maintain stable
coverage, which will help to minimize this
important discrepancy.

Limitations

Our sample of low-income families was
drawn from Food Stamp Program data. Fami-
lies enrolled in the Food Stamp Program are
already connected to a system of public bene-
fits. These families likely have higher rates of
enrollment and retention in medical benefit
programs and may encounter less uncertainty
about how to obtain and maintain public in-
surance coverage than would a more general
low-income population. Thus, our study likely
underestimated the prevalence of discrep-
ancies between parental report and state data
in the general population. It highlighted, how-
ever, some of the characteristics associated
with children who are most vulnerable to being
eligible for public insurance but not enrolled.

For budgetary reasons, we administered the
household survey only in English, Spanish, and
Russian, and telephone follow-up was not
possible. Although comparable with the re-
sponse rates of similar studies of Medicaid-
eligible populations, the response rate of 31%
remains an important consideration. To ad-
dress much of the concern about any antici-
pated response bias, we ensured that respon-
dents were demographically similar to
nonrespondents and used raking ratio estima-
tion adjustments for nonresponse.

To minimize recall bias, we asked respon-
dents to recall only events and occurrences
from the past 12 months, and several questions
pertained to similar topics to verify consistency
in responses. In addition, the short lag period
between survey mailing and return may have
contributed to some of the inconsistencies
between self-reported and administrative data.
The cross-sectional nature of our analyses un-
covered associations but precluded causal in-
ferences. The cross-sectional study design did
not allow us to determine the extent to which
insurance transience played a role in the
reported discrepancies.

Conclusions

Millions of uninsured children actually
qualify for public coverage. Furthermore,

a significant number of families whose children
have health insurance may be unaware of this
coverage, and other families who believe their
children are covered may be mistaken. These
findings reflect an important discrepancy be-
tween administrative data and parent-reported
access to Medicaid and CHIP coverage. This
may indicate transient coverage or confusion
among parents, potentially resulting in an un-
derutilization of health insurance coverage for
children who are eligible.

Public health officials have a unique vantage
point from which to witness these discrepan-
cies and to be advocates and educators for
vulnerable families. This is a historic time to
advocate for policies at the national level that
expand coverage to millions of uninsured
people in our country and to simultaneously
work at the local level to implement interven-
tions to educate families eligible for but not
enrolled in public insurance programs. If
Medicaid and CHIP are to be pillars in future
health insurance reforms, public health pro-
grams should continue to work toward
providing stable coverage and systems that
increase parental knowledge and awareness
of their children’s eligibility and enrollment
status. j
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