
Contract No.:  HHS-100-01-0002      
MPR Reference No.: 8782-130 

 
 
 
 
 
     
The Experiences of SCHIP 
Enrollees and Disenrollees in 
10 States: Findings from the 
Congressionally Mandated 
SCHIP Evaluation  
 
October 31, 2005 
 
 
 
 
 
 
 

Genevieve Kenney The Urban Institute 
Christopher Trenholm Mathematica Policy Research, Inc. 
     with 
Lisa Dubay The Urban Institute 
Myoung Kim Mathematica Policy Research, Inc. 
Lorenzo Moreno Mathematica Policy Research, Inc. 
Jamie Rubenstein The Urban Institute 
Anna Sommers The Urban Institute 
Stephen Zuckerman The Urban Institute 
William Black Mathematica Policy Research, Inc. 
Fredric Blavin The Urban Institute 
Grace Ko The Urban Institute 

 
Submitted to:  
 

Rob Stewart 
U.S. Department of Health and Human Services 
Office of the Secretary 
Assistant Secretary for Planning and Evaluation 
Room 442E, HHH Building 
200 Independence Avenue, SW 
Washington, DC  20201 

 
 
Project Officer: 
 Rob Stewart 

Submitted by: 
 

Mathematica Policy Research, Inc. 
P.O. Box 2393 
Princeton, NJ  08543-2393 
(609) 799-3535 

   and 
The Urban Institute 
2100 M Street, NW 
Washington, DC  20037 
(202) 833-7200 

Project Director: 
 Judith Wooldridge 



 



  iii  

ACKNOWLEDGMENTS 

In preparing this report, we received support and assistance from many people.  We would first 
like to thank the individuals involved with the collection and processing of the survey data on which 
this report is based: Welmoet van Kammen, who directed the survey, her assistant Barbara Schiff, 
and the many other staff who assisted in developing the survey instrument and conducting the survey 
interviews; Brenda Cox, who developed the sampling design; Frank Potter, who led the sampling and 
weight development, and his assistant Mourad Touzani; Amy Zambrowski, who tirelessly processed 
all of the administrative files from the states on which the sampling and elements of the analysis are 
based; and Tim Novak, who conducted a thoughtful cleaning and reconciliation of the initial survey 
data files.  We also wish to thank the skilled programmers and research assistants who assisted us 
with the analysis of the survey and administrative data files: Ece Kalay, Stephanie Chin, and Carol 
Razafindrakoto at Mathematica Policy Research and Matthew Fragale, John Graves, Justin Yee, and 
Alexandra Tebay at the Urban Institute.  We also are grateful to the production staff: Cindy McClure, 
who adeptly produced the report with assistance from Jennifer Chiaramonti, Jill Miller, and 
William Garrett; and Patricia Ciaccio, who provided skilled editorial support, with assistance from 
Roy Grisham.  Any errors or omissions in this report are the sole responsibility of its authors. 

 
Many people provided critical review and comments on the report, for which we are also 

grateful.  Judith Wooldridge, the study director, provided thorough and thoughtful reviews of the 
report throughout; Margo Rosenbach provided an independent review of the full report and a number 
of valuable insights and comments that are reflected in this final version; Ian Hill provided insights 
and comments on elements of the report and on individual state policies; and John Holahan and 
Embry Howell provided very helpful advice and guidance at many stages of the process.   

 
Many current and former staff from the office of the Assistant Secretary for Planning and 

Evaluation also provided critical comments on the report and other support to this evaluation, for 
which we are grateful.  We especially wish to thank Rob Stewart, our project officer, 
Barbara Richards, and Jennifer Babcock, for extremely valuable reviews of earlier drafts.  We also 
thank their colleagues, Stephen  Finan, Tanya Alteras, Julia Paradise, Adelle Simmons, and Caroline 
Taplin for their support.  In addition, we thank the members of the Technical Advisory Panel for their 
evaluation, which provided early input on the design of the survey and proposed analysis.   

 
Finally, we gratefully acknowledge the assistance from state and contractor staff in acquiring 

and processing state enrollment data, which was crucial not only to this report but to the evaluation 
as a whole.  The names of these individuals are presented below: 

 
California Colorado Florida Illinois Louisiana 

Sandra Shewry 
Gurmeet Hajrah 
Gene Hiehle 
Michael K. Fitzwater 

Barbara Ladon 
Jonathan Harner 
Al Hawker 
Al Moore 
Nathan Nelson 
Ha Hoang 

Nancy Ross 
Betsy Shenkman 
Rose Naff 

Jane Longo 
Vicki Mote 
Kelly Carter 
Marsha Eiter 
Roderick R. Spurbeck 

Ben Bearden 
Ruth Kennedy 
Joan Carmouche 
Robynn Schifano 
Rosie Shreve 
Regina Francise 

Missouri North Carolina New Jersey New York Texas 
Greg Vadner 
Pamela Victor 
Richard Koon 
Melanie Berhost 
Shelley Farris 
Julie Creach 
Jan Johnson 
William Gibson 

June Milby 
Patricia Slaughter 
Frances Ochart 

Heidi Smith 
Nancy Scarlata 
Pat Stolpe 
Michael Chiofolo 
Michelle D. Walsky 
Patrick J. Gallagher 

Judith Arnold 
Ralph Bielefeldt 
Susan Kahler 

Jason Cooke 
Gary Young 
Randy Fritz 



 



  v 

CONTENTS 

Chapter Page 
 
  EXECUTIVE SUMMARY ................................................................................. xix 

 
 I INTRODUCTION ...................................................................................................1 

A. REPORT OVERVIEW......................................................................................2 

B. DESCRIPTION OF SCHIP ENROLLEES AND DISENROLLEES...............5 
 
1. SCHIP Serves a Diverse Group of Children ...............................................6 
2. SCHIP Enrollee Populations Vary Across the 10 States...........................10 
3. Most SCHIP Enrollees Were Uninsured at Least Briefly  

Before Enrolling........................................................................................11 
4. Access and Use Before Enrolling in SCHIP Vary with  

Insurance Status ........................................................................................13 
5. Families Had Positive Experiences with the SCHIP Enrollment 

Process.......................................................................................................16 
6. SCHIP Meets the Primary Health Care Needs of Most Children  

Who Enroll ................................................................................................21 
7. More than Half of SCHIP Disenrollees Were Subsequently  

Insured Through Public Programs ............................................................33 

APPENDIX:  CHAPTER I SUPPLEMENTAL TABLES ....................................39 
 

II ANALYSIS OF RECENT ENROLLEES:  VARIATIONS IN THE  
EXPERIENCE OF FAMILIES ENROLLING IN SCHIP ....................................45 

A. ENROLLMENT EXPERIENCES ACROSS KEY DEMOGRAPHIC 
SUBGROUPS..................................................................................................49 
 
1. Differences by Race/Ethnicity and Language...........................................49 
2. Differences by Parents’ Education............................................................50 
3. Differences by Family Structure and Employment...................................51 
4. Differences by Household Income............................................................52 

B. ENROLLMENT EXPERIENCES BY PRIOR COVERAGE ........................53 

C. ENROLLMENT EXPERIENCE ACROSS STATES ....................................56 

D. DISCUSSION..................................................................................................59 

APPENDIX:  CHAPTER II SUPPLEMENTAL TABLES...................................61 
 



CONTENTS (continued) 
 

Chapter Page 
 

  vi  

III ANALYSIS OF ESTABLISHED ENROLLEES:  VARIATION IN  
ACCESS AND USE ACROSS SUBGROUPS AND STATES............................69 

A. VARIATION BY RACE/ETHNICITY AND LANGUAGE .........................74 

B. VARIATION BY AGE OF THE CHILD .......................................................81 

C. VARIATION BY EDUCATIONAL ATTAINMENT OF PARENT.............81 

D. VARIATION BY HEALTH STATUS OF THE CHILD ...............................88 

E. VARIATION BY URBAN/RURAL LOCATION .........................................91 

F. VARIATION BETWEEN ESTABLISHED ENROLLEES AND 
DISENROLLEES............................................................................................91 

G. IMPACTS OF CO-PAYMENTS ....................................................................92 

H. VARIATION BY STATE ...............................................................................99 

I. SUMMARY...................................................................................................105 

APPENDIX:  CHAPTER III SUPPLEMENTAL TABLES ...............................107 
 
IV. ANALYSIS OF LENGTH OF SCHIP ENROLLMENT AND TIME  

TO REENROLLMENT.......................................................................................119 

A. ANALYTIC APPROACH ............................................................................120 

B. ANALYSIS OF THE LENGTH OF SCHIP ENROLLMENT .....................121 
 
1. Differences in Lengths of Stay, by Demographic Groups ......................123 
2. Differences in Lengths of Stay, by State.................................................125 

C. ANALYSIS OF THE TIME TO REENROLLMENT ..................................130 
 
1. Time to Reenrollment, by Demographic Groups ....................................131 
2. Time to Reenrollment, by State...............................................................133 

D.  SUMMARY AND DISCUSSION ...............................................................133 
 
V. ANALYSIS OF DISENROLLEES:  VARIATION IN COVERAGE AMONG 

CHILDREN WHO LEAVE SCHIP ....................................................................137 

A. COVERAGE DIFFERENCES ACROSS KEY DEMOGRAPHIC 
GROUPS .......................................................................................................141 
 
1. Variation, by Race/Ethnicity and Language ...........................................141 



CONTENTS (continued) 
 

Chapter Page 
 

  vii  

V (continued) 
2. Variation, by Age ....................................................................................143 
3. Variation, by Urban/Rural Location........................................................144 
4. Variation, by Education...........................................................................145 
5. Variation, by Household Structure and Employment .............................145 
6. Variation, by Household Income ............................................................146 

B. VARIATION IN COVERAGE ACROSS STATES.....................................147 

C. SUMMARY...................................................................................................154 

APPENDIX:  CHAPTER V SUPPLEMENTAL TABLES.................................157 
 
VI. THE RELATIONSHIP BETWEEN SCHIP AND PRIVATE  

COVERAGE AMONG SCHIP ENROLLEES ...................................................167 

A. PREVIOUS RESEARCH ON SUBSTITUTION OF SCHIP.......................172 

B. METHODS....................................................................................................177 

C. HEALTH INSURANCE COVERAGE BEFORE ENROLLMENT ............182 

D. ESTIMATES OF POTENTIAL SUBSTITUTION AMONG 
ESTABLISHED ENROLLEES ....................................................................186 

E. STATE VARIATION IN SUBSTITUTION.................................................192 

F. SUMMARY...................................................................................................193 
 
VII THE IMPACTS OF SCHIP ON ACCESS TO, AND USE OF, CARE..............195 

A. INTRODUCTION .........................................................................................195 

B. METHODS....................................................................................................197 

C. RESULTS......................................................................................................207 
 
1. Impact of SCHIP Enrollment on Access and Use...................................210 
2. Sensitivity Analyses on Impact Estimates ..............................................215 
3. Impacts Relative to Being Uninsured Before Enrolling,  

by Subgroup ............................................................................................216 

D. SUMMARY...................................................................................................229 

APPENDIX:  CHAPTER VII SUPPLEMENTAL TABLES..............................233 
 



CONTENTS (continued) 
 

Chapter Page 
 

  viii  

VIII EXPERIENCES OF MEDICAID AND SCHIP  ENROLLEES IN  
TWO STATES.....................................................................................................239 

A. COMPARISON OF MEDICAID AND SCHIP ENROLLEES ....................242 

B. EXPERIENCE WITH SCHIP AND MEDICAID ENROLLMENT 
PROCESSES .................................................................................................245 

C. THE RELATIONSHIP BETWEEN MEDICAID/SCHIP AND 
PRIVATE COVERAGE................................................................................251 

D. ACCESS AND USE EXPERIENCES UNDER MEDICAID AND 
SCHIP............................................................................................................255 
 
1. Access and Use Experiences Under Medicaid........................................256 
2. Impacts of Medicaid on Access to, and Use of, Care .............................258 

E. COMPARISON OF ACCESS AND USE BETWEEN MEDICAID  
AND SCHIP ENROLLEES ..........................................................................262 

F. SUMMARY...................................................................................................266 

APPENDIX:  CHAPTER VIII SUPPLEMENTAL TABLES.............................269 
 

REFERENCES ................................................................................................................279 
 

TECHNICAL APPENDIXES ARE BOUND SEPARATELY 
 

APPENDIX A: SURVEY INSTRUMENT 
 

APPENDIX B: METHODS FOR CONDUCTING THE 2002 
CONGRESSIONALLY MANDATED SURVEY OF 
SCHIP ENROLLEES AND DISENROLLEES IN 10 
STATES AND MEDICAID ENROLLEES AND 
DISENROLLEES IN 2 STATES 

 
APPENDIX C: METHODS USED TO CONDUCT THE ANALYSIS 

OF SCHIP ENROLLEES AND DISENROLLEES  IN 
10 STATES   



  ix 

TABLES 

Table Page 
 

 I.1 CHARACTERISTICS OF STATE SCHIP PROGRAMS, 2002 .............................3 

 I.2 SURVEY DATA: CONTENT COVERED BY SURVEY GROUP........................5 

 I.3 CHARACTERISTICS OF SCHIP ENROLLEES’ HOUSEHOLDS.......................7 

 I.4 HEALTH STATUS OF ENROLLEES.....................................................................8 

 I.5 CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR  
PARENTS.................................................................................................................9 

 I.6 ACCESS AND USE OF RECENT ENROLLEES IN THE 6  
MONTHS BEFORE SCHIP ENROLLMENT .......................................................14 

 I.7 INSURANCE COVERAGE OF SCHIP DISENROLLEES, BY TIME   
SINCE PROGRAM EXIT ......................................................................................34 

 II.1 CHARACTERISTICS OF STATE SCHIP PROGRAMS, 2002 ...........................46 

 II.2 SCHIP ENROLLMENT EXPERIENCE, BY RACE/ETHNICITY 
AND LANGUAGE.................................................................................................50 

 II.3 SCHIP ENROLLMENT EXPERIENCE, BY PARENTS’ EDUCATION............51 

 II.4 SCHIP ENROLLMENT EXPERIENCE, BY HOUSEHOLD STRUCTURE  
AND EMPLOYMENT ...........................................................................................52 

 II.5 SCHIP ENROLLMENT EXPERIENCE, BY FAMILY INCOME .......................53 

 II.6 SCHIP ENROLLMENT EXPERIENCE, BY STATE...........................................57 

 III.I CHARACTERISTICS OF STATE SCHIP PROGRAMS WITH REGARD  
TO CO-PAYMENTS, BENEFITS, AND RELIANCE ON MANAGED  
CARE, 2002 ............................................................................................................71 

 III.2 SAMPLE DEFINITIONS AND SIZES FOR ACCESS AND SERVICE  
USE MEASURES...................................................................................................73 

 III.3 ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED 
SCHIP ENROLLEES, BY RACE/ETHNICITY AND LANGUAGE...................76 

 III.4 ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED 
SCHIP ENROLLEES, BY AGE OF CHILD .........................................................83 



TABLES (continued) 
 

Table Page 
 

  x  

 III.5 ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED 
SCHIP ENROLLEES, BY HIGHEST EDUCATION LEVEL OF  
PARENT(S) ............................................................................................................86 

 III.6 ACCESS AND USE OF SERVICES AMONG ESTABLISHED SCHIP 
ENROLLEES, BY HEALTH STATUS OF CHILD..............................................89 

 III.7 ACCESS AND USE OF SERVICES AMONG SCHIP ENROLLEES,  
BY ENROLLMENT STATUS...............................................................................93 

 III.8 CO-PAYMENTS FOR FOUR TYPES OF SERVICES, BY STATE....................95 

 III.9 EXPLORATORY ANALYSIS ON IMPACTS OF CO-PAYMENTS ON 
EMERGENCY ROOM USE AND UNMET NEED FOR PRESCRIPTION 
DRUGS FOR ESTABLISHED ENROLLEES.......................................................98 

 IV.1 SELECTED POLICIES RELATED TO LENGTH OF SCHIP  
ENROLLMENT AND TIME TO REENROLLMENT........................................122 

 IV.2 DISTRIBUTION OF LENGTH OF ENROLLMENT SPELL IN 2002,  
BY DEMOGRAPHIC AND HEALTH CHARACTERISTICS...........................124 

 IV.3 REGRESSION-ADJUSTED DIFFERENCE IN THE PROBABILITY OF 
EXITING SCHIP IN 2002 AMONG RECENT ENROLLEES, BY TYPE  
OF INSURANCE COVERAGE BEFORE ENTERING SCHIP .........................126 

 IV.4 PERCENT OF RECENT ENROLLEES WHO LEFT SCHIP BY FIRST 
RENEWAL, BY STATE ......................................................................................129 

 IV.5 DISTRIBUTION OF THE LENGTH OF TIME TO REENROLLMENT  
IN 2002, BY DEMOGRAPHIC AND HEALTH CHARACTERISTICS ...........132 

 IV.6 REGRESSION-ADJUSTED DIFFERENCE IN THE PROBABILITY  
OF REENROLLING IN SCHIP IN 2002 AMONG RECENT  
DISENROLLEES, BY TYPE OF INSURANCE COVERAGE AT  
EXIT FROM SCHIP.............................................................................................134 

 IV.7 DISTRIBUTION OF THE LENGTH OF TIME TO REENROLLMENT  
IN 2002, BY PROGRAM TYPE AND STATE ...................................................135 

 V.1 SELECTED POLICIES RELATED TO THE DISTRIBUTION OF  
INSURANCE COVERAGE AMONG SCHIP DISENROLLEES ......................139 

 V.2 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY RACE/ETHNICITY AND LANGUAGE ...........................................142 

 V.3 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY AGE OF CHILD .................................................................................143 



TABLES (continued) 
 

Table Page 
 

  xi  

 V.4 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY URBAN/RURAL COUNTY...............................................................144 

 V.5 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY HIGHEST EDUCATION OF PARENT(S) ........................................145 

 V.6 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER 
EXIT, BY HOUSEHOLD STRUCTURE AND EMPLOYMENT......................146 

 V.7 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY HOUSEHOLD INCOME....................................................................147 

 V.8 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY STATE.................................................................................................148 

 V.9 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT FOR TWO COMBINATION PROGRAMS ..............................................150 

 VI.I STATE SCHIP POLICIES AFFECTING SUBSTITUTION...............................170 

 VI.2 MAIN REASON COVERAGE ENDED AMONG RECENT  
ENROLLEES WITH PRIOR PRIVATE COVERAGE.......................................185 

 VI.3 PARENTS’ INSURANCE COVERAGE AT THE TIME OF  
INTERVIEW AMONG ESTABLISHED ENROLLEES.....................................187 

 VI.4 POTENTIAL SUBSTITUTION ESTIMATES FOR ESTABLISHED  
SCHIP ENROLLEES ...........................................................................................190 

 VII.1 HEALTH CARE ACCESS AND USE OUTCOMES..........................................199 

 VII.2 CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR PARENTS.......201 

 VII.3 BIVARIATE ESTIMATES OF ACCESS AND USE MEASURES FOR  
RECENT AND ESTABLISHED SCHIP ENROLLEES .....................................209 

 VII.4 ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT, BY  
PREVIOUS INSURANCE STATUS OF RECENT ENROLLEES.....................211 

 VII.5 SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF  
SCHIP ENROLLMENT FOR ALL RECENT ENROLLEES .............................217 

 VII.6 SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF  
SCHIP ENROLLMENT FOR RECENT ENROLLEES UNINSURED  
FOR THE 6 MONTHS BEFORE ENROLLING .................................................219 



TABLES (continued) 
 

Table Page 
 

  xii  

 VII.7 SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF  
SCHIP ENROLLMENT FOR RECENT ENROLLEES INSURED FOR  
SOME OR PART OF THE PREVIOUS 6 MONTHS BEFORE  
ENROLLING........................................................................................................221 

 VII.8 ACCESS AND USE IMPACTS ON SCHIP ENROLLMENT FOR 
ESTABLISHED AND RECENT ENROLLEES UNINSURED FOR  
THE 6 MONTHS BEFORE ENROLLING, BY SUBGROUP............................223 

 VII.9 DIFFERENTIAL IMPACTS OF SCHIP ENROLLMENT RELATIVE 
TO BEING UNINSURED ALL 6 MONTHS BEFORE ENROLLING,  
BY SUBGROUP...................................................................................................226 

 VIII.1 CHARACTERISTICS OF MEDICAID AND SCHIP PROGRAMS IN  
CALIFORNIA AND NORTH CAROLINA, 2002 ..............................................241 

 VIII.2 CHARACTERISTICS OF ESTABLISHED MEDICAID AND SCHIP 
ENROLLEES AND THEIR PARENTS...............................................................243 

 VIII.3 MOST IMPORTANT SOURCE OF MEDICAID AND SCHIP  
INFORMATION IN CALIFORNIA AND NORTH CAROLINA, 2002 ............247 

 VIII.4 MOST RECENT ENROLLMENT EXPERIENCE WITH MEDICAID  
AND SCHIP IN CALIFORNIA AND NORTH CAROLINA, 2002 ...................249 

 VIII.5 PARENTAL COVERAGE AMONG ESTABLISHED ENROLLEES: 
COMPARISON ACROSS MEDICAID AND SCHIP SAMPLES......................252 

 VIII.6 POTENTIAL SUBSTITUTION AMONG ESTABLISHED  
ENROLLEES:  COMPARISON ACROSS MEDICAID AND SCHIP  
SAMPLES.............................................................................................................253 

 VIII.7 ACCESS AND USE AMONG ESTABLISHED MEDICAID  
ENROLLEES IN CALIFORNIA AND NORTH CAROLINA ...........................257 

 VIII.8 ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT,  
BY PREVIOUS INSURANCE STATUS OF RECENT ENROLLEES ..............260 

 VIII.9 REGRESSION-ADJUSTED MEANS OF ACCESS TO CARE AND USE  
OF SERVICES, SCHIP AND MEDICAID ENROLLEES..................................264 

 

 

 



 

  xiii 

APPENDIX TABLES 

Table Page 
 

 I.1 CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR  
PARENTS...............................................................................................................41 

 I.2 CHARACTERISTICS OF SCHIP ENROLLEES, BY STATE.............................42 

 I.3 ACCESS AND USE BEFORE AND AFTER SCHIP ENROLLMENT ...............43 

 II.1 SCHIP ENROLLMENT EXPERIENCE, BY RACE/ETHNICITY  
AND LANGUAGE.................................................................................................63 

 II.2 SCHIP ENROLLMENT EXPERIENCE, BY PARENTS’ EDUCATION............64 

 II.3 SCHIP ENROLLMENT EXPERIENCE, BY HOUSEHOLD  
STRUCTURE AND EMPLOYMENT...................................................................65 

 II.4 SCHIP ENROLLMENT EXPERIENCE, BY FAMILY INCOME .......................66 

 II.5 SCHIP ENROLLMENT EXPERIENCE, BY STATE...........................................67 

 III.1 BIVARIATE ESTIMATES OF ACCESS TO CARE AND USE OF  
SERVICES AMONG ESTABLISHED SCHIP ENROLLEES, BY RACE, 
ETHNICITY, LANGUAGE, AND AGE .............................................................109 

 III.2 BIVARIATE ESTIMATES OF ACCESS TO CARE AND USE OF  
SERVICES AMONG ESTABLISHED SCHIP ENROLLEES, 
BY PARENTAL EDUCATION, CHILD HEALTH STATUS, AND 
METROPOLITAN STATUS ...............................................................................111 

 III.3 BIVARIATE ESTIMATES OF ACCESS TO CARE AND USE OF  
SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY STATE............................................................................................................113 

 III.4 REGRESSION-ADJUSTED ESTIMATES OF ACCESS TO CARE AND  
USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY METROPOLITAN STATUS.........................................................................115 

 III.5 REGRESSION-ADJUSTED ESTIMATES OF ACCESS TO CARE AND  
USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY STATE............................................................................................................116 

 V.1 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY RACE/ETHNICITY AND LANGUAGE (REGRESSION-ADJUSTED) ....159 

 V.2 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY AGE OF CHILD (REGRESSION-ADJUSTED)................................160 



APPENDIX TABLES (continued) 
 

Table Page 
 

  xiv  

 V.3 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY URBAN/RURAL COUNTY (REGRESSION-ADJUSTED)........................161 

 V.4 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY HIGHEST EDUCATION OF PARENT(S)  
(REGRESSION-ADJUSTED)..............................................................................162 

 V.5 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY HOUSEHOLD STRUCTURE AND EMPLOYMENT 
(REGRESSION-ADJUSTED)..............................................................................163 

 V.6 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY HOUSEHOLD INCOME (REGRESSION-ADJUSTED)..................164 

 V.7 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT, BY STATE (NOT REGRESSION-ADJUSTED) .....................................165 

 V.8 COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT  
FOR TWO COMBINATION PROGRAMS (NOT  
REGRESSION-ADJUSTED) ...............................................................................166 

 VII.1 ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT,  
BY STATE (ALL RECENT ENROLLEES)........................................................235 

 VII.2 ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT, BY  
STATE (RECENT ENROLLEES UNINSURED FOR THE 6 
MONTHS BEFORE ENROLLING) ....................................................................236 

 VII.3 ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT, BY  
STATE (RECENT ENROLLEES INSURED FOR SOME OR  
ALL OF THE PREVIOUS 6 MONTHS BEFORE ENROLLING) .....................237 

 VIII.1 ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT  
FOR ALL RECENT ENROLLEES......................................................................271 

 VIII.2 ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT  
FOR ALL RECENT ENROLLEES INSURED FOR THE 6 MONTHS  
BEFORE ENROLLING .......................................................................................273 

 VIII.3 ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT  
FOR RECENT ENROLLEES INSURED SOME OR ALL OF THE  
6 MONTHS BEFORE ENROLLING...................................................................275 

 VIII.4 BIVARIATE ESTIMATES OF ACCESS AND USE AMONG  
ESTABLISHED MEDICAID AND SCHIP ENROLLEES IN  
CALIFORNIA AND NORTH CAROLINA ........................................................277 



  xv 

FIGURES 

Figure Page 
 

 I.1 CHILDREN’S HEALTH INSURANCE COVERAGE BEFORE  
ENROLLMENT IN SCHIP ....................................................................................12 

 I.2 SOURCES OF SCHIP INFORMATION ...............................................................17 

 I.3 EASE OF APPLICATION AMONG RECENT ENROLLEES IN 2002...............19 

 I.4 NUMBER OF WEEKS BETWEEN SCHIP APPLICATION AND  
NOTIFICATION OF ENROLLMENT ..................................................................20 

 I.5 KNOWLEDGE ABOUT FREQUENCY OF REDETERMINATION  
FOR SCHIP.............................................................................................................22 

 I.6 PERCENTAGE OF CHILDREN ENROLLED IN SCHIP, BY TIME  
SINCE ENROLLMENT .........................................................................................23 

 I.7 PARENTS’ ASSESSMENT OF ABILITY TO MEET CHILD’S  
HEALTH  CARE NEEDS BEFORE AND AFTER SCHIP ENROLLMENT ......25 

 I.8 USUAL SOURCE OF CARE TYPE AND PROVIDER  
COMMUNICATION BEFORE AND AFTER ENROLLMENT ..........................26 

 I.9 PARENTAL PERCEPTIONS OF SCHIP BEFORE AND AFTER  
SCHIP ENROLLMENT .........................................................................................28 

 I.10 USUAL SOURCE OF CARE BEFORE AND AFTER SCHIP  
ENROLLMENT......................................................................................................30 

 I.11 SERVICE USE BEFORE AND AFTER SCHIP ENROLLMENT .......................31 

 I.12 UNMET NEED BEFORE AND AFTER SCHIP ENROLLMENT.......................32 

 I.13 REASON FOR DISENROLLING AMONG CHILDREN UNINSURED  
6 MONTHS AFTER LEAVING SCHIP ................................................................36 

 II.1 ENROLLMENT EXPERIENCE, BY PRIOR INSURANCE  
COVERAGE...........................................................................................................55 

 III.1 PARENTAL PERCEPTIONS OF MEETING CHILDS’ HEALTH  
CARE NEEDS, BY RACE/ETHNICITY AND LANGUAGE..............................78 

 III.2 PARENTS’ REPORTS OF UNMET NEED FOR SCHIP ENROLLEES, 
BY AGE GROUP ...................................................................................................82 



FIGURES (continued) 
 

Figure Page 
 

  xvi  

 III.3 ACCESS AND SERVICE USE FOR SCHIP ENROLLEES, BY  
HIGHEST EDUCATION LEVEL OF PARENT(S) ..............................................85 

 III.4 PARENTAL PERCEPTIONS OF MEETING THEIR CHILD’S HEALTH 
CARE NEEDS, BY HIGHEST EDUCATION LEVEL OF PARENT(S) .............87 

 III.5 SERVICE USE AND UNMET NEED FOR SCHIP ENROLLEES  
WITH AND WITHOUT ELEVATED HEALTH CARE NEEDS ........................90 

 III.6 ACCESS, SERVICE USE, AND PARENTAL CONFIDENCE FOR 
ESTABLISHED ENROLLEES AND DISENROLLEES......................................94 

 III.7 PARENTS’ REPORTS OF DOCTORS AND NURSES LOOKING  
DOWN ON SCHIP ENROLLEES, BY STATE .................................................100 

 III.8 ANY PREVENTIVE DENTAL VISIT FOR SCHIP ENROLLEES,  
BY STATE............................................................................................................103 

 III.9 USUAL SOURCE OF CARE FOR SCHIP ENROLLEES IS A  
PRIVATE DOCTOR’S OFFICE OR GROUP PRACTICE, BY STATE............104 

 IV.1 PERCENTAGE OF RECENT ENROLLEES STILL ENROLLED IN  
SCHIP, BY TIME SINCE ENROLLMENT, BY STATE ...................................127 

 V.1 DISTRIBUTION OF COVERAGE AMONG SCHIP DISENROLLEES  
6 MONTHS AFTER EXIT, BY WHETHER COVERAGE WAS EVER 
TERMINATED DUE TO PREMIUM NONPAYMENT ....................................153 

 VI.1 COVERAGE OF RECENT ENROLLEES DURING 6 MONTHS  
BEFORE ENROLLMENT ...................................................................................183 

 VI.2 PATTERNS OF EMPLOYER COVERAGE FOR PARENTS OF 
ESTABLISHED ENROLLEES AND THE SHARE OF PREMIUMS  
PAID BY EMPLOYERS ......................................................................................189 

 

 

 



  xvii 

APPENDIX FIGURES 

Figure Page 
 

 II.1 ENROLLMENT EXPERIENCE, BY PRIOR INSURANCE  
COVERAGE...........................................................................................................68 



 



  xix  

EXECUTIVE SUMMARY 

In 1997, Congress passed legislation creating the State Children’s Health Insurance Program 
(SCHIP), the first major federally funded health program to be established since Medicare and 
Medicaid were enacted in 1965.  SCHIP, authorized by the new Title XXI in the Social Security 
Act, was designed to expand coverage among uninsured children whose family incomes were too 
high to qualify for Medicaid under the existing Title XIX.  Under Title XXI, states share in the 
program’s financing and have considerable flexibility in designing their programs.  They can 
expand Medicaid, create a separate program, or undertake a combination of both, and they have 
latitude over their eligibility thresholds, cost sharing, benefit packages, and enrollment and 
outreach strategies. 

 
In the Balanced Budget Refinement Act of 1999, Congress mandated that the U.S. 

Department of Health and Human Services (DHHS) conduct an evaluation of 10 states’ SCHIP 
programs and further directed that a wide range of issues be addressed.  These issues included 
SCHIP enrollment and disenrollment dynamics, the impact of SCHIP and Medicaid enrollment 
practices on enrollment of children, and coordination between SCHIP and Medicaid.  The 
mandate also required surveys of the target population—enrollees, disenrollees, and children 
who are eligible for SCHIP but not enrolled in the program. 

 
This report draws on surveys of enrollees and disenrollees in 10 states.  The 10 states were 

selected in accordance with the legislative requirements to include (1) a high proportion of low-
income uninsured children in the United States, (2) wide geographic representation (including 
rural and urban), and (3) diverse approaches to program design.  The 10 states—California, 
Colorado, Florida, Illinois, Louisiana, Missouri, New Jersey, New York, North Carolina, and 
Texas—represent all four Census regions and account for more than 62 percent of the children 
who were enrolled in SCHIP at any time during the last quarter of fiscal 2003.  The 10 SCHIP 
program states vary in their eligibility policies, the presence of waiting periods, covered benefits, 
cost-sharing requirements, and other features. 

 
The findings in this report draw primarily on data from a survey of parents fielded in these 

10 states in 2002 and early 2003.  The surveys were conducted by telephone, with in-person 
followup of parents who could not be reached by telephone.  Information was collected on 
approximately 16,700 children who had enrolled in SCHIP in one of the 10 states.  In addition, in 
2 of the 10 states (California and North Carolina), information was collected on approximately 
2,600 children who had enrolled in Medicaid.     

 
The survey targeted three distinct groups of children: (1) those who had enrolled in SCHIP 

(or Medicaid) recently (recent enrollees), (2) those who had been enrolled for 5 or more months 
(established enrollees), and (3) those who had disenrolled recently (disenrollees). The survey 
instrument covered (1) insurance status before enrollment, (2) insurance status since 
disenrollment, (3) experiences enrolling, (4) access to care and service use before and after 
enrollment, (5) socioeconomic and demographic characteristics of the family, and (6) health 
status of the child.  The survey gathered salient data for each group—for example, the parents of 
recent enrollees, for whom the experience of enrollment was fresh, were asked how easy it was 
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to enroll in SCHIP.  Thus, in this report, we use each sample to address specific policy topics.  
The survey data are supplemented with administrative data to examine retention and 
reenrollment of children in SCHIP. 
 

KEY FINDINGS 

Diverse Children Enrolled in SCHIP 

Children who enrolled in SCHIP in the 10 study states came from diverse racial and ethnic 
backgrounds and had wide-ranging health needs and parental characteristics.  Most SCHIP 
enrollees were of school age.  Almost one-half of the enrollees were Hispanic; one-third were 
white, English-speaking; and 12 percent were black.  One-third lived in households in which 
English is not the primary language.  One-quarter had elevated health care needs.  Almost all 
enrollees came from a family with at least one working parent, but more than 90 percent of them 
lived in households with incomes under 200 percent of the federal poverty level. 
 
SCHIP Serves Low-Income Children Who Would Otherwise Have Been Uninsured 
 

SCHIP is predominantly serving the target population of low-income children who 
otherwise would have been uninsured.  Many recent enrollees in the 10 study states (43 percent) 
had been uninsured for 6 months before they enrolled, and another 29 percent moved to SCHIP 
from Medicaid.  (See Figure 1.)  Roughly 28 percent of recent enrollees had private coverage 
(mostly employer) during the 6-month period before enrollment.  However, one-half of these (14 
percent of the total) lost coverage involuntarily during that period, and therefore did not 
substitute public coverage for private insurance.  In addition, one-quarter of recent enrollees who 
were previously enrolled in private coverage (7 percent of the total) were enrolled in coverage 
their families found unaffordable.  State-to-state variation among the 10 study states was fairly 
small, and in no state was the share of recent enrollees who could have had employer coverage at 
the time they enrolled above 20 percent. 

 
The evaluation also found that parents of some SCHIP enrollees may be able to purchase 

dependent coverage during their child’s SCHIP enrollment period.  Between 28 and 36 percent 
of established enrollees (children enrolled for 5 or more months) have insured parents whose 
employers pay for at least a part of the cost of dependent coverage.  However, it is not known 
what proportion of the premium the employers paid, and parents whose employers made small 
contributions may still have been unable to afford the coverage available. 

 
Substitution estimates of 7 to 14 percent for recent enrollees and 28 to 36 percent for 

established enrollees cannot be added together to provide an estimate of the percent of enrollees 
who might have at some time substituted SCHIP for private group coverage because there is 
overlap between the two groups of enrollees.  Some families with the option to take up 
dependent coverage after 5 months of SCHIP enrollment may have had that option prior to the 
child’s SCHIP enrollment, and therefore already be counted in the recent enrollee estimate.  
Summing the two estimates would overestimate the incidence of substitution. 
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SCHIP Meets the Primary Health Care Needs of Most Children Who Enroll 

SCHIP programs are meeting the primary health care needs of most children who enroll.  
SCHIP enrollees experienced high levels of access to care, as measured by their receipt of 
preventive care, the presence of a usual source of care for medical and dental care, and parents’ 
perceptions about their children’s health care coverage.  For example, 91 percent of SCHIP 
enrollees had a usual source of medical care, and the parents of 81 percent of enrollees were very 
or somewhat confident that they could meet their children’s health care needs.  Emergency room 
use may be sensitive to co-payments on both emergency room use and prescription drugs, 
although more research is needed on the impacts of cost sharing.  Little cross-state variation 
existed in the access and service use measures considered in this study, but families in states with 
Medicaid expansions or combination programs were more likely than families in states with 
separate programs to believe that providers “looked down on” SCHIP enrollees.  

 
While, overall, SCHIP programs provide high levels of access to care, some groups of 

enrollees had better access than others.  In particular, SCHIP enrollees whose parents had more 
education tended to receive more care, and their parents had fewer concerns about meeting their 
child’s health needs and reported better accessibility to, and communication with, providers than 
did enrollees whose parents had not completed high school.  In addition, SCHIP enrollees who 
did not have elevated health care needs had fewer reported unmet needs than did enrollees with 
elevated health care needs, and their parents reported lower levels of worry and financial 
difficulty associated with meeting their child’s health care needs.  Enrollees in households where 
the primary language is English also appeared to have better access to care than did enrollees in 
households where the primary language is not English.  Many of the access differentials 
identified for SCHIP enrollees have been found in other studies and are not unique to SCHIP.  
However, addressing these differentials would allow more SCHIP enrollees to take full 
advantage of the health care offered through SCHIP.  
 

SCHIP and Medicaid Coverage Appear to Improve Access to Care 

SCHIP had a positive effect on access to care among the children who enrolled compared 
with children’s experience before enrolling.  SCHIP enrollees received more preventive care, had 
fewer unmet needs, and had better access to, and communication with, providers.  SCHIP 
enrollees’ parents also had greater peace of mind about their ability to meet their child’s health 
care needs.  These positive impacts were found in all 10 study states.  Likewise, SCHIP had 
positive impacts on all subgroups of children examined, including those defined by age, race, 
ethnicity, health status, and socioeconomic status.  The largest positive impacts were found for 
children with elevated health care needs, for adolescents, and for those whose parents had some 
college education.  Thus, benefits of SCHIP enrollment are not limited to one type of program or 
state, or to particular subgroups of children.  Instead, SCHIP is leading to access improvements 
across the board for the children who enroll. 

 
Medicaid programs also have positive impacts on children who enroll.  A parallel study of 

Medicaid impacts in California and North Carolina finds results for the Medicaid programs   
similar to those for the SCHIP programs in the two states.  In addition, SCHIP and Medicaid 
programs in California and North Carolina provided fairly comparable levels of access to care, 
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although Medicaid enrollees appeared to have worse access to dental care than SCHIP enrollees, 
and their parents had less positive views about their health insurance program. 

 
Most Families Found Enrolling Their Children in SCHIP Was Easy  

 
States focused on developing simple application processes for SCHIP.  Across the 10 study 

states, almost all low-income parents who enrolled their children in SCHIP found the application 
process easy (over 90 percent said it was very or somewhat easy); this was consistent across the 
10 study states.  States put many resources into outreach and application assistance in the early 
SCHIP implementation years, and one-third of low-income families got help enrolling their 
children especially Spanish-speaking families and those with the least education.  The 
percentage reporting that they received help varied widely across states (from a high of 
63 percent in California to a low of 11 percent in Louisiana).  Families’ decisions to enroll their 
children were influenced most by health care providers, public agencies, and families and 
friends.  Although many saw television ads or heard radio announcements about SCHIP, these 
were rarely the factors that most influenced parents’ decisions to enroll their children. 

 
At the same time that states developed simple approaches to SCHIP application and 

enrollment, they also simplified Medicaid processes, though to a lesser extent than in SCHIP.  In 
California and North Carolina, the two study states where Medicaid surveys were conducted, 
Medicaid enrollees found application easy, but less so than SCHIP enrollees. 

 
Therefore, findings show that state efforts to ease the application process were largely 

successful.  Still, taken alone, these findings may overlook potential barriers to SCHIP 
enrollment because they do not include eligible children who did not enroll.  Some of these 
barriers can include a lack of awareness of the program among some potentially eligible families 
and perceptions among eligible families about whether SCHIP is targeted at working families 
like their own.   

 
Many Children Are Enrolled in SCHIP for 12 Months, but States Varied 

As the SCHIP programs matured, program administrators started to pay more attention to 
retaining eligible children in the program.  Among recent SCHIP enrollees in the 10 study states, 
60 percent stayed enrolled for a full 12 months.  While longer stays were found in states that 
offered 12 months of continuous eligibility, we cannot say with certainty that this program policy 
was the cause of the longer stays. 

 
Six Months After Leaving SCHIP, One-Third of Children Are Still Uninsured, but About 
Half of Them May No Longer Be SCHIP-Eligible 

When they left SCHIP, almost one-half (48 percent) of children were uninsured, one-third 
transferred to Medicaid, and 14 percent had private insurance coverage.  Of the children who 
were uninsured, nearly half (23 percent of all disenrolled children) appear no long to be eligible 
for SCHIP, primarily due to changes in household income or the child turning age 19.  This 
leaves 25 percent of disenrolled children who were uninsured and might still have been eligible 
for SCHIP.  Six months later, only one-third were still uninsured, the rate of transfer to Medicaid 
increased slightly (to 35 percent), and the rate of private coverage increased slightly (to 16 
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percent).  The reduction in the percent uninsured over the 6-month period was largely due to 
children reenrolling in SCHIP (14 percent did so).  At least some of these children presumably 
could have been retained in SCHIP without a gap in coverage.  In fact, 75 percent of the parents 
of children who left SCHIP and then returned within 6 months did not realize their child had 
been disenrolled.   
 
Children Who Lost SCHIP Coverage in Medicaid Expansion Programs Are Likely to 
Obtain Medicaid or Other Coverage 

 
There is significant state-to-state variation in the coverage of children after they leave 

SCHIP, and type of program appears to play a key role in this variation.  The six states in our 
study with separate programs demonstrated lower rates of children enrolling in Medicaid when 
losing SCHIP coverage than Medicaid expansion states.  Children served in separate programs 
were also more likely to be uninsured after losing SCHIP eligibility.   

 
The two study states with Medicaid expansion programs demonstrated high rates of children 

being covered by Medicaid when they lost SCHIP coverage.  Similarly, in the two study states 
with combination programs, children who were enrolled in the Medicaid expansion component 
were also more likely to be covered subsequently by Medicaid.  Children served in Medicaid 
expansion programs also demonstrated low rates of uninsurance following loss of SCHIP 
coverage.  However, these results are to be expected given the natural coordination between 
SCHIP and Medicaid afforded by the Medicaid expansion model. A Medicaid expansion SCHIP 
program is an extension of a state’s Medicaid program to children at a higher income eligibility 
level, so Medicaid-eligible and SCHIP children in states with Medicaid expansions are served by 
one seamless program. 
 
Conclusion 

This evaluation found that SCHIP is predominantly serving its target population of low-
income children who otherwise would have been uninsured.  The program did not lead to 
widespread substitution of SCHIP for employer coverage, even though almost all families 
enrolling their child had at least one working parent.  Families reported that it was fairly easy to 
enroll their child in SCHIP (though barriers to SCHIP enrollment still exist for some families 
who lack awareness of the program or its eligibility criteria, or who perceive that the enrollment 
process is difficult).  Sixty percent of children have SCHIP coverage for at least 12 months, 
though this varies across states.  During their coverage by SCHIP, children’s access to primary 
health care is good—and this is true across states and across children with different 
characteristics.  SCHIP also improves access relative to the coverage children had in the period 
before they enrolled in SCHIP.  After leaving SCHIP, a substantial minority of children become, 
and remain, uninsured, and state-to-state variation suggests that effective coordination between 
SCHIP and Medicaid may help increase coverage among these children.  In short, SCHIP plays 
an important role in insuring low-income children and improving their access to health care.  
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I.  INTRODUCTION  
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Stephen Zuckerman 

In 1997, Congress passed legislation creating the State Children’s Health Insurance Program 

(SCHIP), the first major federally funded health program to be established since Medicare and 

Medicaid were enacted in 1965.  SCHIP, authorized by the new Title XXI in the Social Security 

Act, was designed to expand coverage among uninsured children whose family incomes were too 

high to qualify for Medicaid.  Under Title XXI, states share in the program’s financing and have 

considerable flexibility in designing their programs.  They can expand Medicaid, create a 

separate program, or do both.  State SCHIP programs vary in their eligibility thresholds, cost-

sharing and benefit packages, and enrollment and outreach strategies (Hill et al. 2003; Wysen et 

al. 2003; Perry 2003; and Cohen-Ross and Hill 2003). 

In the Balanced Budget Refinement Act of 1999, Congress mandated that the U.S. 

Department of Health and Human Services (DHHS) conduct an evaluation of 10 states’ SCHIP 

programs.  Congress further directed that the evaluation address a wide range of issues, including 

(1) SCHIP enrollment and disenrollment dynamics, (2) the impact of SCHIP and Medicaid 

enrollment practices on enrollment of children, and (3) coordination between SCHIP and 

Medicaid.  The mandate also required surveys of the target population—enrollees, disenrollees, 

and children who are eligible for but not enrolled in SCHIP.   
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This report draws on surveys of enrollees and disenrollees in 10 states.  The 10 states were 

selected in accordance with the legislative requirements to include (1) a high proportion of low-

income uninsured children in the United States, (2) wide geographic (including both rural and 

urban) representation, and (3) diverse approaches to program design.  The 10 states—California, 

Colorado, Florida, Illinois, Louisiana, Missouri, New Jersey, New York, North Carolina, and 

Texas—represent all four Census regions and account for 56 percent of the nation’s uninsured 

children living in families with incomes below 200 percent of the federal poverty level.1  

Moreover, 62 percent of the children who were enrolled in SCHIP in the last quarter of fiscal 

2003 lived in these states (CMS 2005).  Census data also show that low-income children in these 

10 states are more likely than low-income children in the nation as a whole to be Hispanic and to 

live in Metropolitan Statistical Areas.  For example, 42 percent of low-income children in these 

10 states are Hispanic, and 89 percent live in metropolitan areas, compared, respectively, to 29 

and 78 percent of low-income children nationally.   

The 10 states vary in the design of their SCHIP programs (Table I.1).  Six states rely on a 

separate SCHIP program, two rely on a Medicaid expansion, and two use a combination of both 

Medicaid and a separate program.  Of the 10 states, 4 have an eligibility income threshold at or 

above 250 percent of the federal poverty level.  The SCHIP programs in these 10 states also vary 

in their eligibility policies, the presence of waiting periods, covered benefits, and cost-sharing 

requirements. 

A. REPORT OVERVIEW 

The data presented in this report draw primarily on telephone surveys of parents that were 

fielded in these 10 states in 2002 and early 2003 (see Appendix A, bound separately for more 

                                                 
1Urban Institute tabulations of the 2001 and 2002 Current Population Survey (CPS). 
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details on the survey).  Information was collected on approximately 19,300 children who were 

enrolled in SCHIP and Medicaid.2,3  The surveys targeted three distinct groups of children: (1) 

those who enrolled in SCHIP recently (recent enrollees), (2) those who had been enrolled in 

SCHIP for 5 or more months (established enrollees), and (3) those who recently disenrolled 

(disenrollees).4  The data are weighted to represent the population of enrollees and disenrollees 

in each of these 10 states as of spring 2002.  Given that the 10 states vary in size, the statistics 

presented in this report give more weight to the states with larger enrollee and disenrollee 

populations. 

The survey instrument covers (1) insurance status before enrollment, (2) insurance status 

since disenrollment, (3) experiences enrolling, (4) access to care and service use before and after 

enrollment, (5) socioeconomic and demographic characteristics of the family, and (6) health 

status of the child.  The survey gathered salient data for each group. For example, the parents of 

recent enrollees, for whom the experience of enrollment was fresh, were asked how easy it was 

to enroll in SCHIP.  Thus, each sample is used to address specific policy topics in this report 

                                                 
2Of the 19,300 interviews, approximately 16,700 were conducted on behalf of children enrolled in Title XXI in 

these 10 states, and approximately 2,600 were conducted on behalf of children enrolled in Title XIX (Medicaid) in 2 
states—California and North Carolina.  Chapter VIII presents analyses of the Title XIX (Medicaid) data.   

3The sample design for the study, detailed in separately bound Appendix B, allowed children to be selected for 
the study in either a clustered or unclustered sample.  In rare instances, children were selected for both samples, 
leading these children to have two records in our analysis sample rather than one.  (We used appropriate sample 
weights to avoid over-representing such cases, and all standard errors are calculated with SUDAAN to reflect the 
actual sample size, design effects, and weighting.)  The total number of records analyzed for this report (about 
19,400) is therefore slightly larger than the number of interviews completed and, throughout the report, we base our 
sample size numbers on this slightly larger record count in order to make the numbers easier to replicate by users of 
the forthcoming public use file.   For additional details on the sample size breakdown for the analysis, see separately 
bound Appendix C. 

4These are the definitions of the three groups: (1) “recent enrollees” are children enrolled in the month of 
sample construction but not enrolled during the previous 2 months; (2) “established enrollees” are children enrolled 
continuously for 5 (or more) months through the month of sample construction; and (3) “disenrollees” are children 
not enrolled in the month of, and month before, sample construction, and enrolled in the prior month.  Operational 
definitions varied modestly across states due to limitations in the administrative data for purposes of sampling.  All 
sampling was conducted during spring 2002.  See Appendix B for further details.   



  5  

(Table I.2).  The survey data are supplemented with administrative data to examine retention and 

reenrollment of children in SCHIP. 

This report has two parts.  The first part has five chapters, which together present a detailed 

description of the characteristics and experiences of SCHIP enrollees and disenrollees.  Chapter I 

presents a descriptive summary across the 10 study states; Chapters II through V then present 

findings on whether and how the descriptive results vary across key individual subgroups (such  

as state, age, and race/ethnicity).  The second part of this report consists of three targeted studies 

of SCHIP and Medicaid.  The first (Chapter VI) analyzes the extent to which SCHIP substitutes 

for private insurance coverage; the second (Chapter VII) analyzes the impact of SCHIP on 

access, use, and unmet needs of the children who participate; and the third (Chapter VIII) 

contains analyses of Medicaid enrollees in two states.  Separately bound technical appendixes 

provide detailed explanations of the survey and analytic methods used. 

B. DESCRIPTION OF SCHIP ENROLLEES AND DISENROLLEES 

This chapter presents findings on the characteristics and experiences of SCHIP enrollees and 

disenrollees in 10 states.  The chapter begins with a profile of SCHIP enrollees, including their 

demographic characteristics and highlights of their variability across the states.  This is followed

TABLE I.2 

SURVEY DATA: CONTENT COVERED BY SURVEY GROUP 

 Survey Group 
Survey Content Recent Enrollees Established Enrollees Disenrollees 
Insurance 
Coverage 

Child’s coverage before 
enrollment 

Parents’ coverage at time of 
interview 

Child’s coverage after 
leaving SCHIP 

 
Access to Care 

Access, use, and satisfaction 
before enrolling in SCHIP 

Access, use, and satisfaction 
while on SCHIP 

Access, use, and 
satisfaction before leaving 
SCHIP 

Enrollment and  
Disenrollment 

Enrollment process and 
reasons for enrolling 

a Reasons for disenrolling 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
aQuestions relating to enrollment were asked of established enrollees but not analyzed in this report because the 
responses from new enrollees were believed to be more reliable. 
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by a description of enrollees’ experiences before entering SCHIP, including their prior insurance 

coverage, prior access to care and use of health care services, and experience with the application 

and enrollment processes.  Next, the chapter examines enrollees’ experiences while covered by 

SCHIP, including how long they remain enrolled in SCHIP, their parent’s perceptions of their 

ability to meet their child’s health care needs, their access to care and use of services while 

enrolled, their experiences with providers, and the extent of any unmet needs.  Finally, the 

chapter examines the experiences of SCHIP disenrollees, focusing on their insurance coverage 

after leaving the program.  

1. SCHIP Serves a Diverse Group of Children 

SCHIP serves children with diverse family backgrounds and medical needs.5  Nearly all 

SCHIP enrollees (92 percent) come from working families, and the majority live in two-parent 

families (Table I.3).  Three-quarters of all children have at least one parent with a high school  

degree or general equivalency diploma (GED) (35 percent), or who attended college or other 

postsecondary school (40 percent).  The majority (68 percent) live in families with incomes 

below 150 percent of the federal poverty level. 

Overall, children covered under SCHIP appear to be relatively healthy, but an important 

subgroup was identified as having health problems or an especially high need for medical care.  

Nine percent of SCHIP enrollees were characterized by their parents as being in fair or poor 

                                                 
5Findings on enrollee characteristics are based on data from the established enrollee sample. The characteristics 

of the children in the recent enrollee and disenrollee samples are similar; however, there are some differences that 
bear noting.  First, not surprisingly, the established enrollees tended to be older than the recent enrollees but younger 
than the disenrollees.  Second, compared to recent enrollees, the established enrollees were less likely to be black 
and more likely to have foreign-born parents and be from two-parent households.  Third, compared to disenrollees, 
established enrollees were more likely to live in a Metropolitan Statistical Area and in a household that had an 
employed parent in the prior year; they were less likely to live in a household that received Temporary Assistance 
for Needy Families (TANF) or food stamps in the past 2 years.  For further information, see Appendix Table I.1 at 
the end of this chapter.  
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TABLE I.3 
 

CHARACTERISTICS OF SCHIP ENROLLEES’ HOUSEHOLDS
 
Variable Percent 
At Least One Parent Employed in Past Year 92.4 
 
Household Structure 

 

Two parents 57.7 
One parent 34.9 
One parent and step/other guardian 6.0 
Other 1.4 

 
Highest Education Level of Parent(s) 

 

No GED or HS diploma 24.9 
GED or HS diploma 34.9 
Some college or college degreea 40.2 

 
Household Income by FPL Rangeb 

 

Less than 150% FPL 67.8 
150 to 199% FPL 23.1 
More than 200% FPL 9.1 

Sample Size 5,841 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Estimates based on established enrollee sample.  Sample size varies across estimates due to item 

nonresponse. 
 
aIncludes 2-year associate’s degree and trade school. 
 
bHousehold income has a missing rate of 11 percent, which is considerably higher than other variables cited. 
 
FPL = federal poverty level; GED = general equivalency diploma; HS = high school. 
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health (on a scale of excellent to poor), and nearly one in four were identified as having elevated 

health care needs (Table I.4).6  Overall, 16 percent were reported to have asthma, and 7 percent 

were reported to have a mental health condition (Table I.4).  As a group, SCHIP enrollees in 

these 10 states are in worse health than other low-income children in these states.  This is 

consistent with prior research that suggests that children with greater health needs enroll in  

public health insurance programs at higher rates than other children (Dubay et al. 2000; and 

Davidoff et al. 2003).   

SCHIP enrollees in these 10 states are predominantly of school age (Table I.5).  Nearly half 

(48 percent) of the children are in the 6-to-12 age group, and a third (33 percent) are age 13 or 

older.  The concentration of SCHIP enrollees in the school-age group is partly because Medicaid 

eligibility levels are higher for younger children than for older children, leaving relatively more 

older children eligible for SCHIP (Ullman et al. 1999).    

                                                 
6The proportion of low-income children in these 10 states reported to be in fair or poor health is four percent 

according to the March 2002 CPS (Urban Institute tabulations of the 2002 CPS).  See Appendix C for the definition 
of children with elevated health care needs. 

TABLE I.4 
 

HEALTH STATUS OF ENROLLEES 

Variable Percent 

Child Has an Elevated Health Care Need 24.1 

Child’s Overall Health Is Fair or Poor 8.5 

Child Has Asthma 15.5 

Child Has Mental Health Condition 7.4 
Sample Size 4,841 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: Estimates based on established enrollee sample.  Sample size varies across estimates due to item 
nonresponse. 

aChild is classified as having Elevated Health Care Needs if the child is in fair or poor health or if the child meets 
one or more of the following criteria:  (1) had an impairment or health problem lasting at least 12 months that limits 
his/her ability to crawl, walk, run, or play; (2) a health care professional said that the child had asthma or has taken 
medication or required injections prescribed by a doctor for his/her asthma; (3) has taken medication or required 
injections for at least 3 months, excluding asthma; (4) a health professional said that the child had a mental health 
condition or behavioral problem or that the condition or behavioral problem limited his/her ability to do regular 
school work or to participate in the usual kind of activities done by most children his/her age. 
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TABLE I.5 
 

CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR PARENTS  
 
Variable Percent 
Age of Child (Years)  

0 to 5 19.3 
6 to 12 47.8 
13 and older 32.9 

 
Child’s Race 

 

Hispanic/Latino 49.2 
White  32.1 
Black  11.5 
Asian 5.6 
All other races 1.7 

 
Birthplace of Parents 

 

At least one parent foreign-born 46.4 
 
Main Language Spoken in Household 

 

Spanish 28.1 
Other 4.5 

 
Metropolitan Statistical Area 

 
86.3 

Sample Size 5,841 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Estimates based on established enrollee sample.  Sample size varies across estimates due to item 

nonresponse. 
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In these 10 states, Hispanic children make up the single largest racial/ethnic group, 

accounting for 49 percent of all enrollees, followed by non-Hispanic white children (32 percent), 

non-Hispanic black children (12 percent), and Asian children (6 percent).  Just under half  

(46 percent) of the SCHIP enrollees in these 10 states have at least one foreign-born parent, and 

more than a quarter live in households in which the main language spoken in the household is 

Spanish (28 percent), while 5 percent speak a language other than English or Spanish. 

Most (86 percent) of SCHIP enrollees in these 10 states live in metropolitan areas.  About 1 

in 10 (nine percent) live in nonmetropolitan areas adjacent to a metropolitan area, and another 

four percent live in nonmetropolitan areas not adjacent to a metropolitan area (data not shown). 

2. SCHIP Enrollee Populations Vary Across the 10 States 

Not surprisingly, given the underlying differences in the populations and programs in these 

10 states, the characteristics of SCHIP enrollees vary substantially from state to state (see 

Appendix Table I.2 at the end of this chapter).  For example, the share of enrollees who are 

Hispanic varies from less than 10 percent in Louisiana, Missouri, and North Carolina to more 

than 69 percent in California and Texas, and the share who are black varies from 3 and 4 percent 

in California and Colorado to 32 and 48 percent in North Carolina and Louisiana, respectively.   

Similarly, the share of SCHIP enrollees living in metropolitan areas varies substantially across  

these states—with more than 90 percent living in metropolitan areas in California, Florida, and 

New Jersey, compared to 59 percent in Missouri and 62 percent in North Carolina.  The health 

needs of enrolled children also varied across the states studied.  In California, only 20 percent of 

children were identified as having elevated health care needs, while in Illinois, Louisiana, 

Missouri, and North Carolina more than 30 percent of the children enrolled in SCHIP fell into 

this category.  
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3. Most SCHIP Enrollees Were Uninsured at Least Briefly Before Enrolling 

The SCHIP program was designed to provide coverage for low-income children who might 

otherwise be uninsured.  These uninsured children might have been uninsured for a long time, 

have become ineligible for Medicaid, or have lost or dropped private coverage.  We examine 

insurance coverage that children had just before enrollment and in the 6 months before 

enrollment.7  Data are from both administrative and survey sources.  We rely on both sources 

because parents with children transferring from Medicaid to SCHIP tended to combine their 

child’s current enrollment in SCHIP with their previous enrollment on Medicaid.8 

A majority of newly enrolled children (60 percent) lacked any coverage just before the time of 

enrollment (Figure I.1, left side).9 The remaining 40 percent were split evenly between public 

and private coverage, with nearly all of those with private coverage having been covered by 

employer-sponsored insurance.  

As seen on the right-hand side of Figure I.1, two-thirds of the children who were uninsured 

just before enrolling in SCHIP (or about 40 percent of all enrollees) were uninsured for at least 6 

months.  The remainder of those uninsured just prior to enrollment had some form of coverage in 

the 6 months before enrolling.  About one-third (6 percent overall) had private coverage, while 

about two-thirds (14 percent overall) had Medicaid or a previous period on SCHIP.  This 

                                                 
7Findings on prior coverage are based on data from the recent enrollee sample, excluding 160 cases reported to 

be disenrolled at the time of interview (N = 5,009). 

8In the recent enrollee sample, 21 percent were reported to be enrolled in SCHIP at least 6 months earlier than 
the SCHIP administrative records indicated. Of this group, 55 percent had an administrative record of Medicaid 
enrollment at some point in the 6 months before SCHIP enrollment.  Thus, if we relied solely on survey data, we 
would grossly underestimate the share of these children entering SCHIP from Medicaid.  To address this issue, we 
edited the prior insurance status for these recent enrollees based on a combination of Medicaid administrative 
records and the survey.  In three states where Medicaid records were not available (Colorado, New York, and 
Texas), we imputed Medicaid enrollment before SCHIP enrollment.  See Appendix C for a full description of how 
we derived enrollees’ prior coverage. 

9About one percent of recent enrollees reported some other type of prior coverage, while three percent had 
missing prior coverage data. All estimates of prior coverage were calculated omitting missing cases. 
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suggests that some children who were covered through a public program during the prior 6 

months had a gap in coverage before enrolling in SCHIP.  Chapter VI examines the extent to 

which these data indicate substitution of SCHIP for private coverage. 

4. Access and Use Before Enrolling in SCHIP Vary with Insurance Status  

As shown above, children enrolling in SCHIP come from a variety of different insurance 

coverage situations.  Prior research has documented a strong association between insurance 

coverage and a child’s receipt of health care (Institute of Medicine 2001; Dubay and Kenney 

2001; Short and Lefkowitz 1992; and Newacheck et al. 1998). Therefore, we present estimates 

on service use and access to care separately for two distinct groups: (1) those who were 

uninsured for the full 6 months before enrolling in SCHIP, and (2) those who had some type of 

insurance coverage during that 6-month period. 10   

Confidence was low and stress high among parents with uninsured children.   As 

Table I.6 shows, children who had been insured were more likely than uninsured children to 

have parents who reported that they had been very confident that their child could get needed 

health care before enrolling them in SCHIP (59 versus 38 percent).  For example, 63 percent of 

insured children had parents who reported never or not very often feeling stress about meeting 

heir children’s health care needs in the period before enrolling them in SCHIP, compared to 37 

percent for the children who had been uninsured before enrolling.  Likewise, parents with 

insured children reported that meeting their children’s health care needs caused less financial 

difficulty and stress relative to parents with uninsured children.   

                                                 
10Findings on access and use before enrolling in SCHIP are based on data from the recent enrollee sample, 

excluding 2,266 cases (201 cases who were born on SCHIP, 144 cases with missing data, and 1,921 cases whose 
reported access and service use experiences reflect their time on the SCHIP program). 
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TABLE I.6 

ACCESS AND USE OF RECENT ENROLLEES IN THE 6 MONTHS  
BEFORE SCHIP ENROLLMENT 

 
 Recent Enrollees 
 Uninsured 

All 6 Months 
Insured 

at Any Timea 
Service Use    

Any Doctor/Other Health Professional Visit 58.4 76.7 * * 
Any Preventive Care or Checkup Visit 32.6 58.2 ** 
Any Dental Visit for Checkup/Cleaningb 31.3 58.4 * * 
Any Specialist Visit 12.4 17.0 * 
Any Mental Health Visit 3.7 4.8
Any Specialist or Mental Health Visit 15.3 21.0 * 
Any Emergency Room Visit  24.0 31.2 ** 
Any Hospital Stay 3.4 6.3 ** 

 
Unmet Need  

Doctor/Health Professional Care 9.1 4.3 * * 
Prescription Drugs 10.6 5.8 * * 
Dental Careb 22.8 15.2 * * 
Specialist 9.3 4.9 * * 
Hospital Care 7.6 3.6 * * 
Hospital, Specialist, Doctor, Drug 21.4 14.5 * * 
Hospital, Specialist, Doctor, Drug, Dentistb 33.0 22.6 * * 
More than One Unmet Need 13.7 6.2 ** 

 
Parental Perceptions of Meeting Child’s Health Care Needs  

Very Confident  37.6 58.7 ** 
Never or Not Very Often Stressed 36.5 63.1 ** 
Never or Rarely Worried  17.9 39.7 ** 
Never or Rarely Cause Financial Difficulties 42.4 61.1 ** 
Children on SCHIP Get Better Health Care  80.7 80.8
Doctors and Nurses Look Down on SCHIP Enrollees 20.4 18.6

  
Usual Source of Care (USC)  

Had USC in Past 6 Months 70.4 90.6 ** 
USC Type: Private Doctor's Office/Group Practice 45.2 65.9 ** 
Usually Saw Same Provider at USC 47.8 74.8 ** 
Had USC for Dental Care in Past 6 Monthsb 49.1 70.2 ** 

  
Provider Communication and Accessibility  

Would Recommend USC  89.2 92.6
Could Reach Doctor After Hours 57.5 76.3 ** 
Providers Explain in Understandable Ways 81.7 90.4 ** 
Provider Treats with Courtesy/Respect 91.3 94.6
Provider Talks About How Child Feeling 79.5 86.1 * 
Rated Ease of Getting Care Excellent or Very Good 49.6 67.1 ** 
Wait Time for Care Less than 30 Minutes 40.0 54.6 ** 
Travel Time to USC Less than 30 Minutes 75.9 82.3 ** 

Sample Size 1,492 1,583  

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

aIncludes those insured some or all of past 6 months before enrolling. 
 

bApplies to children age 3 and older. 
 
** Difference between recent enrollee groups significant from zero at the .01 level. 
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Uninsured children are less likely to have a usual source of care.  Ninety-one percent of 

insured children had a usual source of health care, and 70 percent had a usual source of dental 

care, compared to 70 and 49 percent, respectively, for uninsured children.  More children who 

were insured before enrolling in SCHIP had a usual source of care that was not an emergency 

room and usually saw the same provider at the usual source of care—75 percent for insured 

children, compared to 48 percent for uninsured children. 

Insured children are more likely to have a private usual source of care.  The majority of 

previously insured children relied on a private doctor’s office or group practice as their usual 

source of care.  Parents of insured children were significantly more likely than parents of 

uninsured children to report a private usual source of care. Sixty-six percent of insured children 

had a private usual source of care, compared to 45 percent of uninsured children (Table I.6).  

More parents of insured children reported that providers communicated effectively.   As 

Table I.6 shows, parents of insured children were more likely than parents of uninsured children 

to report effective doctor-patient communication.  Nine of 10 parents of insured children 

reported that their health care provider explained things in an understandable way, compared to 8 

of 10 parents of uninsured children.  Similarly, 86 percent of insured children had health care 

providers who asked about how the child was thinking, feeling, or growing, compared to 80 

percent of uninsured children.   

Insured children are more likely than uninsured children to receive care.  In the 6 months 

before enrolling in SCHIP, insured children were more likely than uninsured children to have 

visited a doctor or other health professional (77 percent, compared to 58 percent) or to have 

received a dental checkup (58 percent, compared to 31 percent).  Interestingly, insured children 

were also more likely than their uninsured counterparts to have visited the emergency room in 

the period before enrolling in SCHIP (31 versus 24 percent). 
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Dental care is the greatest source of unmet need.  Overall, 33 percent of uninsured children 

had some type of unmet need before enrolling, compared to 23 percent of insured children.  For 

both insured and uninsured children, the greatest amount of unmet need occurring in the period 

before enrolling in SCHIP was reported for dental care (see Table I.6). Not only were the 

uninsured children more likely to experience some unmet need, they also were more than twice 

as likely to experience multiple unmet needs (14 versus 6 percent).    

5. Families Had Positive Experiences with the SCHIP Enrollment Process 

Knowledge gaps and administrative burdens are two widely cited barriers in enrolling and 

retaining families in public health insurance programs (Andrulis et al. 1999; Kenney et al. 2004; 

Cohen-Ross and Cox 2000; and Perry et al. 2000). However, nearly all families that had recently 

enrolled in SCHIP reported positive experiences with the application and enrollment processes.  

Below, we present findings on the application process, beginning with results on families’ source 

of information.11  We also summarize the lengths of time that our recent enrollee sample 

remained in SCHIP, based on a review of state enrollment records. 

SCHIP enrollees most frequently cited health care providers or public agencies as the 

most important source of program information in deciding to enroll.  Families reported 

learning about SCHIP from many sources, but only a few of these sources were mentioned 

frequently as the most important in their enrollment decision (Figure I.2).  Families most 

frequently mentioned  health care providers (22 percent) and public agencies (20 percent) as the 

most important source in deciding to enroll.  These are followed by informal networks, such as 

friends or relatives (18 percent), and by schools (17 percent).  While families often had heard 

                                                 
 11Findings on the application process are based on the 5,663 observations from the recent enrollee sample. 
Sample sizes for selected outcomes may be smaller due to missing data or because they are relevant for only a 
subsample of recent enrollees.  
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about the program through radio and television (55 percent), relatively few reported that these 

sources were the most important in deciding to enroll (12 percent).   

Nearly all families found the application process easy, and many enrolled quickly.  Nearly 

all families with a child who recently enrolled in SCHIP reported that the overall enrollment 

process was easy.  Sixty-five percent reported that the overall enrollment process was “very 

easy,” and another 28 percent said it was “somewhat easy” (Figure I.3).  When asked specifically 

about the difficulty filling out the application form or with gathering required documents, results 

were similar.     

Many families reported that they had to wait only a short time to enroll after submitting the 

application (Figure I.4).  Eighty percent of recent enrollee families were notified of their child’s 

enrollment within 4 weeks of application, which is well within the 45-day period required by 

federal law.  (Specifically, 35 percent waited 2 weeks or less, and 45 percent waited for 3 to 4 

weeks.)  Another eight percent of families waited for 5 to 8 weeks.  The remaining share, 

accounting for 12 percent of recent enrollee families, reported that they waited for 9 weeks or 

longer.  

One-third of the families received help applying for SCHIP.  About one-third (32 percent) 

of the families with a recently enrolled child reported that they received some type of assistance 

with their application (data not shown).  The sources of assistance most commonly reported were 

staff at a public agency (49 percent), SCHIP outreach workers or social workers (31 percent), 

and health care professionals such as staff at a health care clinic (26 percent).  Nearly all these 

families reported positive experiences with the assistance they received.  For example, 95 

percent reported that it was very or somewhat easy to get the assistance they needed, and 98 

percent reported that the person(s) who assisted them were courteous and respectful. 
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Only half of recent enrollees could correctly identify the timing of SCHIP renewal.  

Families’ understanding of when to renew their child’s coverage for SCHIP may be essential to 

keep eligible children enrolled in the program (Riley et al. 2002).  When asked how often they 

need to reapply for SCHIP, about half of the families (52 percent) provided a frequency (for 

example, “every year” or “every 6 months”) that agreed with their state’s SCHIP renewal policy 

at the time (Figure I.5).  However, the remaining families, accounting for nearly a half of all 

families surveyed (48 percent), provided either an incorrect frequency (30 percent) or indicated 

that they did not know how often they were required to reapply for coverage (18 percent). 

Most enrollees stayed in SCHIP at least a year.  After they were enrolled in SCHIP, about 

80 percent of children in the recent enrollee sample remained in the program for at least 6 

months, and nearly 60 percent remained enrolled for at least 1 year (Figure I.6).  The steepest 

decline in enrollment occurred around the 12-month mark. This is not surprising, since 6 of the 

10 states in the study sample had policies that guaranteed coverage for 12 months (subject to 

premium requirements in selected states). 

6. SCHIP Meets the Primary Health Care Needs of Most Children Who Enroll 

To address children’s health care needs, states chose comprehensive benefit packages, 

imposed modest co-payments for services, and established broad service delivery networks (Hill 

et al. 2003; and Wysen et al. 2003).12  The survey data suggest that SCHIP programs are 

successfully meeting the primary health care needs of most of the children who enroll, but that 

there may be pockets of problems within the program for some children.  Chapter III analyzes 

                                                 
 12Findings on SCHIP enrollees’ access and use are based on data from the established enrollee sample, 
excluding 75 cases with missing data. 
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variation in access and use across different subgroups of SCHIP enrollees, and Chapter VII 

analyses the impacts of SCHIP on the access and use of the children who enroll.  

Confidence is high and stress low among parents of SCHIP enrollees.  Parents of SCHIP 

enrollees expressed confidence in their ability to meet their children’s health care needs under 

SCHIP (Figure I.7).  More than four of five (81 percent) SCHIP enrollees have parents who say 

they are very confident that they could get needed health care for their child.  Moreover, more 

than three-quarters (78 percent) have parents who say that they rarely or never feel stress about 

meeting their children’s health care needs, and 83 percent have parents who say that meeting 

their child’s health care needs caused little or no financial difficulty.  For each of these different 

measures, confidence was higher and stress and financial difficulties lower for SCHIP enrollees 

than for children before enrolling in SCHIP, whether or not they had been uninsured or insured.13  

For example, compared to the 81 percent of SCHIP enrollees who had parents who said they 

were very confident that their child could get needed health care, just under three of five (59 

percent) children who had been insured before enrolling in SCHIP and less than two of five (38 

percent) children who had been uninsured expressed a similarly high degree of confidence.   

Private usual sources of care and strong doctor-patient relationships predominate.  Of the 

9 of 10 SCHIP enrollees who had a usual source of care for health services, nearly two-thirds (64 

percent) used a private doctor’s office or group practice (Figure I.8).  Most of the remaining third 

of enrollees (32 percent) used a clinic or health center as their usual source of care.  By and 

large, parents of SCHIP enrollees cited various types of usual source of care at the same rates as 

parents of previously insured children.  However, previously uninsured children were less likely 

                                                 
 13Appendix Table I.2 indicates where the sample means differ between the established enrollees and the recent 
enrollees, overall and by their prior insurance coverage status.  Only differences that are statistically significant at 
the .05 level are noted.   
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to use a private doctor’s office or group practice and more likely to cite a clinic health center 

than SCHIP enrollees.  Nearly half (45 percent) of uninsured children used a private doctor’s 

office or group practice, and half (51 percent) used a clinic or health center.  

Overall, parents of SCHIP enrollees had positive experiences communicating with health 

care providers.  Nine of 10 (89 percent) parents of enrollees reported that their provider 

explained things in understandable ways, and nearly as many parents (86 percent) reported that 

their doctor talked about how the child was thinking, feeling, and growing.  Fully 94 percent of 

parents of enrollees reported that their children’s doctor treated them with courtesy and respect 

(see Appendix Table I.3).  While the experiences of parents of SCHIP enrollees were similar to 

those of children who were insured before enrolling in SCHIP, fewer parents of uninsured 

children reported that their doctor communicated effectively.  Eighty-two percent of parents of 

uninsured children reported that their provider explained things in understandable ways, and 91 

percent reported that their doctor treated them with courtesy and respect (see Appendix 

Table I.3).   

Perceptions of SCHIP Program Are Positive.  Families were asked two questions about 

their general perceptions of the SCHIP program: (1) whether they thought that children got better 

health care under SCHIP than children without insurance, and (2) whether they thought that 

doctors and nurses look down on people with SCHIP coverage.  Responses to these two 

questions indicate that most families have positive perceptions of the SCHIP program 

(Figure I.9).  Four in five parents said they thought it was definitely or mostly true that children 

on SCHIP got better health care than children without insurance and that it was definitely or 

mostly false that doctors and nurses look down on people with SCHIP.  (Parents of children who 

disenrolled had similar perceptions of the SCHIP program.) 



FIGURE I.9 

PARENTAL PERCEPTIONS OF SCHIP BEFORE AND AFTER SCHIP 
ENROLLMENT

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.

Note: Estimates based on samples of  recent and established enrollees (N = 8,500).
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Many SCHIP enrollees have a usual source of care and receive preventive care.  The high 

level of confidence parents reported about meeting their children’s health care needs under 

SCHIP is consistent with the fact that their children are likely to have a usual source of care and 

to have received preventive care in the past 6 months (Figures I.10 and I.11).   More than 9 of 10 

(91 percent) SCHIP enrollees had a usual source of care for health services, 72 percent usually 

saw the same provider at their usual source of care, and 81 percent had a usual source of care for 

dental services.  Moreover, in the 6 months before the interview, 45 percent received a well-child 

visit, and 57 percent received a dental checkup, under the SCHIP program.  

The health care access experiences of enrollees while on SCHIP are similar to the 

experiences insured children had before enrolling, with two exceptions.  In contrast, SCHIP 

enrollees are much more likely than previously uninsured children to have usual sources of care 

for both health and dental care and to have received any well-child care or a dental checkup.  

Less than one in five (18 percent) of SCHIP enrollees had an emergency room visit in the 6 

months before the interview, compared to 24 percent of the uninsured children and 31 percent of 

the insured children in the 6 months before they enrolled in SCHIP.  The fact that SCHIP 

enrollees were less likely to have had an emergency room visit relative to both insured and 

uninsured children suggests that access to primary or specialty care may increase after enrolling 

in SCHIP.  

One of Five SCHIP Enrollees Has an Unmet Need for Care.  Despite the relatively high 

levels of service use and access to care, one in five SCHIP enrollees has some type of unmet 

need (Figure I.12).  The proportion of children with any unmet need is lower for children 

covered under SCHIP (18 percent) than for children who had coverage before enrolling in  

SCHIP (23 percent) and for those who had no coverage for the 6 months before enrolling in 

SCHIP (33 percent).  Likewise, only 3 percent of enrollees reported more than one unmet need
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USUAL SOURCE OF CARE BEFORE AND AFTER SCHIP ENROLLMENT
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Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.

Note: Estimates based on samples of  recent and established enrollees (N = 8,500).
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** Difference between each of the recent enrollee samples (insured and uninsured) and established enrollees 
statistically significant (p < .01).



FIGURE I.11

SERVICE USE BEFORE AND AFTER SCHIP ENROLLMENT

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.

Note: Estimates based on samples of  recent and established enrollees (N = 8,500).
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FIGURE I.12

UNMET NEED BEFORE AND AFTER SCHIP ENROLLMENT

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.

Note: Estimates based on samples of  recent and established enrollees (N = 8,500).
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while on the program, compared to 14 percent for those without any insurance coverage and 6 

percent for those who had coverage in the 6 months prior. 

Consistent with the experiences children had before enrolling in SCHIP and with past 

research (Edelstein et al. 2000; and Dubay and Kenney 2001), the greatest unmet need was 

identified for dental care, where 12 percent of SCHIP enrollees were reported to have an unmet 

need.  However, SCHIP enrollees fared better than children before entering SCHIP on all three 

measures of dental access: they were less likely to report an unmet dental need and more likely 

to have received a dental checkup and have a usual source of dental care (see Appendix 

Table I.3).  Unmet needs were quite low in the other service areas: 4 percent had unmet need for 

prescription drugs; 3 percent had unmet need for specialty care; 2 percent had unmet need for 

care from a doctor or other health professional; and only 1 percent had unmet need for hospital 

care (see Appendix Table I.3).   

7. More than Half of SCHIP Disenrollees Were Subsequently Insured Through Public 
Programs 

Increasingly, as SCHIP has become more established and most states have taken steps to 

make the application process easier, attention has shifted away from enrollment toward 

continuation of coverage and disenrollment.14  Two questions are of particular interest: (1) How 

often do disenrollees obtain coverage after leaving SCHIP? and (2) Among those who fail to 

obtain coverage, what share might still be eligible for coverage through SCHIP?    

About half of SCHIP disenrollees had some type of coverage when they left the program.  

Upon leaving SCHIP, 48 percent of disenrollees were reported to be without insurance 

                                                 
14Findings on SCHIP disenrollees are based on 4,321 observations from the disenrollee sample.  Sample sizes 

for selected outcomes may be smaller due to missing data and/or because they are relevant for only a subsample of 
disenrollees.  
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(Table I.7, column 1).15  Among the other half who obtained coverage, the large majority (34 

percent overall) transitioned immediately to the Medicaid program, while a smaller share (14 

percent) obtained private coverage.  The remaining disenrollees (4 percent) were covered by 

other types of public programs, such as Medicare or TRICARE, or were unable to specify their 

coverage. 

Within a few months after leaving SCHIP, the share of uninsured disenrollees fell notably, 

to 43 percent at 3 months and 33 percent at 6 months (Table I.7, columns 2 and 3).  Nearly all of 

this decline can be traced to reentries into SCHIP, which totaled 7 percent by 3 months after 

disenrolling and 14 percent by 6 months after disenrolling.  The result is that, by 6 months from 

exit, about half of all disenrollees (49 percent) had reentered SCHIP or entered Medicaid, 

making public programs the dominant insurer of SCHIP disenrollees.  In Chapter III, we 

examine the issue of reentry into public coverage based on an analysis of SCHIP and Medicaid 

program data for our disenrollee sample. 

                                                 
 15Estimates of post-SCHIP insurance coverage are based on a combination of survey data and administrative 
records from the SCHIP and Medicaid programs.  The latter data were used for a sizable fraction (32 percent) of 
disenrollees who were reported to have never exited the program.  In nearly all instances, these disenrollees 
transferred to Medicaid or reentered SCHIP after a short period.  Ignoring these disenrollees would have grossly 
understated the fraction of children obtaining public coverage after exiting and overstated the fraction without 
coverage.  In three states where Medicaid records were not available (Colorado, New York, and Texas), Medicaid 
enrollment after SCHIP was imputed.  See Appendix C for a further description of how disenrollees’ post-SCHIP 
coverage was derived. 

TABLE I.7 

INSURANCE COVERAGE OF SCHIP DISENROLLEES, BY TIME  
SINCE PROGRAM EXIT 

(Percent) 

 
Status At Exit 

3 Months  
from Exit 

6 Months  
from Exit 

Uninsured 48 43 33 
Medicaid 34 35 35 
SCHIP -- 7 14 
Private 14 14 16 
Other 4 2 2 

Sample Size 4,085 3,895 3,335 
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Lack of awareness about disenrollment may contribute to cycling.  Of those disenrollees 

who returned or “cycled” back to SCHIP within 6 months, three of four (75 percent) had parents 

who believed that they had never left the program (data not shown).  Indeed, when asked how 

long they had been covered by SCHIP, more than half (55 percent) believed that their children 

had been on the program continuously for more than 2 years despite having had a recent gap in 

coverage.  While the length of this gap was usually 4 months or less, it is likely  that most, if not 

all of these children, were uninsured during this gap while they might have been eligible for 

SCHIP.   

This lack of awareness may be related to a more general lack of understanding about the 

program and the requirements associated with renewal.  Indeed, of the disenrollees who returned 

to SCHIP within 6 months, only 58 percent could identify the correct renewal date for coverage.  

Had parents been better aware of when their child left the program or when they should renew 

their coverage, these families might have been able to shorten or even close some of these gaps. 

Many uninsured might still be eligible for SCHIP.  Among the one-third of disenrollees 

who were uninsured 6 months after leaving SCHIP, about one-third (35 percent) cited either 

failure to pay the required premium (18 percent) or failure to reapply (17 percent), most often 

due to “paperwork problems” (Figure I.13).  While it is not certain how many of these 

disenrollees would have remained eligible for SCHIP, available evidence suggests that this  

number could be large.  Namely, when asked why their children were uninsured after leaving 

SCHIP, only 10 percent of these disenrollees cited reasons suggestive of ineligibility (such as 

“waiting for other coverage” or “became eligible for Medicaid”).  Nearly all of the rest cited a 

lack of access to affordable employer-sponsored coverage or reiterated their reason for leaving 

SCHIP—failure to renew or to pay the premium (not shown). 



Change in family 
income/employment

18%

Eligible for other 
coverage

14%

Other
7%

Failure to pay 
premium

18%

Failure to reapply
17%

Child is too old
26%

FIGURE I.13

REASON FOR DISENROLLING AMONG CHILDREN UNINSURED 
6 MONTHS AFTER LEAVING SCHIP

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states; 
SCHIP and Medicaid administrative data.

Note:  Estimates based on disenrollee sample (N = 4,001).
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Most of the remaining two-thirds (65 percent) of disenrollees who were uninsured 6 months 

later cited leaving SCHIP because of the child’s age (26 percent) or a change in family income or 

employment (18 percent).  While the former reason is likely to signal ineligibility for SCHIP, the 

latter is less certain, because families might still remain eligible for SCHIP despite a change in 

income or employment.  Indeed, when asked why their children were uninsured after leaving 

SCHIP, only 23 percent of these parents cited reasons that further suggested program  

ineligibility, such as “waiting for other coverage” (data not shown).  Nearly all the rest cited a 

lack of access to affordable employer-sponsored coverage.  Given the major role that public 

coverage plays in insuring SCHIP disenrollees, aggressive policies to retain eligible families in 

SCHIP or Medicaid and to close short gaps in coverage might further reduce the share of 

children who are uninsured. 
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APPENDIX TABLE I.1 

CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR PARENTS 

Variable Recent Enrollees
Established 
Enrollees Disenrollees 

Employment in Past Year     
No Parent Employed 7.9  7.6  11.2 ** 

Household Structure     
Two Parents 54.9 * 57.7  50.7 ** 
One Parent  34.9 * 34.9  40.1  
One Parent + Step/Other Guardian 5.8  6.0  7.1  
Other  1.5  1.4  2.2  

Highest Education Level of Parent(s)      
No GED or HS Diploma 21.2 ** 24.9  22.4  
GED or HS Diploma 34.6  34.9  35.9  
Some College or College Degreea 44.2 ** 40.2  41.8  

Household Income by FPL Rangeb     
<150% FPL 71.6 ** 67.8  70.7 ** 
150-199% FPL 18.0 ** 23.1  16.9 ** 
>200% FPL 10.4  9.1  12.3  

Child Has Elevated Health Care Need  23.8  24.1  25.7  

Child's Overall Health Is Fair or Poor 8.3  8.5  10.2 * 

Child Has Asthma  14.9  15.5  15.5  

Child Has Mental Health Condition 8.1  7.4  10.2 ** 

Age of Child      
Age 0-5 27.4 ** 19.3  20.3 ** 
Age 6-12 46.2  47.8  44.2  
Age 13-20 26.5 ** 32.9  35.5 ** 

Child's Race      
Hispanic/Latino 48.7  49.2  43.9 ** 
White 30.0  32.1  15.4  
Black 13.9 ** 11.5  34.0 ** 
Asian 4.9  5.6  4.7  
All Other Races 2.5  1.7  2.0  

Birthplace of Parents      
At Least One Parent Foreign Born 44.2  46.4  35.9 ** 

Main Language Spoken in Household     
Spanish 28.7  28.1  23.9 ** 
Other  4.3  4.5  3.0 * 

Metropolitan Status     
Metropolitan Statistical Area 86.1  86.3  83.1 ** 
Nonmetro, Adjacent (to Metro) 9.2  9.3  10.4  
Nonmetro, Nonadjacent (to Metro) 4.7  4.4  6.5 ** 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Notes: Size of samples varies across estimates due to item nonresponse.   
aIncludes 2-year associate’s degree and trade school. 
bHousehold income has a missing rate of 11 percent, which is considerably higher than other variables cited. 

**p-value of difference (between recent enrollees/disenrollees and established enrollees) <0.01; * p-value < 0.05. 
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APPENDIX TABLE I.2 

CHARACTERISTICS OF SCHIP ENROLLEES, BY STATE 

 CA CO FL NY NC TX IL NJ LA MO Total
     
Employment in Past Year     

No Parent Employed 4.1 10.9 7.0 9.2 9.7 8.7 10.1 11.3  12.7  8.4 7.6
     
Household Structure     

Two Parents 74.0 53.6 47.7 49.6 42.2 59.4 46.7 44.0  33.8  47.5 57.7
One Parent  23.3 40.7 42.0 42.1 49.0 31.0 45.5 49.1  55.7  41.5 34.9
One Parent + Step/Other Guardian 2.7 4.5 8.1 6.1 8.0 7.4 6.9 5.8  8.9  10.0 6.0
Other  0.0 1.2 2.2 2.3 0.9 2.1 0.9 1.2  1.7  1.1 1.4

     
Highest Education Level of  Parent(s)      

No GED or HS Diploma 39.9 18.1 9.0 10.1 11.4 32.5 22.2 11.9  14.3  9.6 24.9
GED or HS Diploma 27.0 36.2 39.5 36.1 45.4 35.3 34.8 39.1  48.0  46.9 34.9
Some College or College Degreea 33.2 45.8 51.5 53.8 43.3 32.3 43.0 49.0  37.7  43.5 40.2

     
Household Income by FPL Rangeb     

<150% FPL 66.9 70.7 60.8 57.9 71.9 75.7 76.6 61.7  81.2  66.3 67.8
150-199% FPL 25.4 22.7 25.7 28.8 22.5 17.7 17.6 23.5  15.3  22.8 23.1
>200% FPL 7.7 6.5 13.5 13.4 5.7 6.7 5.8 14.8  3.5  10.9 9.1

     
Child Has Elevated Health Care Needs 20.2 23.6 22.2 24.9 30.3 24.9 31.6 23.1  37.0  30.2 24.1
     
Child's Overall Health Is Fair or Poor 9.0 7.5 4.8 5.5 6.9 11.0 12.0 7.5  14.4  7.9 8.5
     
Child Has Asthma  14.0 11.2 14.1 20.0 17.4 14.2 17.4 15.8  19.5  18.1 15.5
     
Child Has Mental Health Condition 5.5 8.9 8.5 6.8 10.2 6.2 11.9 7.8  15.0  15.1 7.4
     
Age of Child     

Age 0-5 24.1 28.1 12.9 20.3 18.3 19.7 9.6 13.4  15.4  15.2 19.3
Age 6-12 49.6 41.2 46.4 48.2 45.6 47.1 50.4 46.5  45.7  49.8 47.8
Age 13-20 26.3 30.7 40.8 31.5 36.1 33.2 40.0 40.2  38.9  35.0 32.9

     
Child's Race     

Hispanic/Latino 69.2 38.0 32.4 25.9 8.3 69.7 34.8 35.9  5.2  4.8 49.2
White 16.4 51.4 48.7 48.2 51.8 19.5 37.6 38.1  42.9  74.1 32.1
Black 3.0 4.3 13.9 14.9 32.3 7.9 22.1 18.5  48.3  16.6 11.5
Asian 10.4 3.8 2.7 8.7 4.9 1.8 3.0 5.1  1.9  0.8 5.6
All Other Races 1.0 2.5 2.3 2.3 2.7 1.1 2.6 2.4  1.8  3.7 1.7

     
Birthplace of Parents     

At Least One Parent Foreign Born 73.1 26.3 37.1 44.6 10.1 43.1 33.5 39.1  4.3  4.4 46.4
     
Main Language Spoken in Household     

Spanish 50.9 15.7 18.3 12.3 4.9 30.0 20.3 17.6  2.2  2.0 28.1
Other  7.4 1.7 3.6 8.0 1.8 1.5 2.2 6.4  0.7  0.9 4.5

     
Metropolitan Status     

Metropolitan Statistical Area 95.8 70.7 93.0 89.4 61.7 79.2 79.2 100.0  68.3  59.1 86.3
Nonmetro, Adjacent (to Metro) 3.8 5.8 5.9 6.5 26.5 15.7 13.3 0.0  26.5  11.6 9.3
Nonmetro, Nonadjacent (to Metro) 0.3 23.6 1.1 4.1 11.8 5.1 7.5 0.0  5.2  29.3 4.4

Sample Size 562 603 601 588 602 604 574 569  576  562 5,841

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Notes: Size of samples varies across estimates due to item nonresponse. 
aIncludes 2-year associate’s degree and trade school. 

bHousehold income has a missing rate of 11 percent, which is considerably higher than other variables cited.  
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APPENDIX TABLE I.3 

ACCESS AND USE BEFORE AND AFTER SCHIP ENROLLMENT

Recent Enrollees 

 Establisheda All 
Uninsured  

All 6 Months 
Insured 

at Any Timeb 
Service Use    

Any Doctor/Other Health Professional Visit 66.7 67.6  58.4 ** 76.7 ** # # 
Any Preventive Care or Checkup Visit 45.4 45.5  32.6 ** 58.2 ** ## 
Any Dental Visit for Checkup/Cleaningc 57.3 44.0 ** 31.3 ** 58.4 # # 
Any Specialist Visit 16.7 14.7  12.4 ** 17.0 # 
Any Mental Health Visit 5.4 4.2  3.7 * 4.8
Any Specialist or Mental Health Visit 20.3 18.1  15.3 ** 21.0 # 
Any Emergency Room Visit 18.0 27.6 ** 24.0 ** 31.2 ** ## 
Any Hospital Stay 3.7 4.8  3.4  6.3 * ## 

    
Unmet Need     

Doctor/Health Professional Care 2.1 6.6 ** 9.1 ** 4.3 ** # # 
Prescription Drugs 4.1 8.1 ** 10.6 ** 5.8 # # 
Dental Carec 11.9 19.1 ** 22.8 ** 15.2 * # # 
Specialist 3.4 7.0 ** 9.3 ** 4.9 # # 
Hospital Care 1.4 5.5 ** 7.6 ** 3.6 ** # # 
Hospital, Specialist, Doctor, Drug 9.2 17.8 ** 21.4 ** 14.5 ** # # 
Hospital, Specialist, Doctor, Drug, Dentistc 18.3 27.6 ** 33.0 ** 22.6 * # # 
More than One Unmet Need 3.3 9.8 ** 13.7 ** 6.2 ** ## 

    
Parental Perceptions of Meeting Child’s Health Care Needs     

Very Confident  81.2 48.6 ** 37.6 ** 58.7 ** ## 
Never or Not Very Often Stressed 78.4 50.1 ** 36.5 ** 63.1 ** ## 
Never or Rarely Worried  55.2 29.0 ** 17.9 ** 39.7 ** ## 
Never or Rarely Cause Financial Difficulties 83.4 52.1 ** 42.4 ** 61.1 ** ## 
Children on SCHIP Get Better Health Care  80.6 80.4  80.7  80.8  
Doctors and Nurses Look Down on SCHIP Enrollees 19.2 18.1  20.4  18.6  

     
Usual Source of Care (USC)     

Had USC in Past 6 Months 91.4 80.4 ** 70.4 ** 90.6 ## 
USC Type: Private Doctor’s Office/Group Practice 64.4 59.3 ** 45.2 ** 65.9 ## 
Usually Saw Same Provider at USC 72.3 61.4 ** 47.8 ** 74.8 ## 
Had USC for Dental Care in Past 6 Monthsc 81.3 59.1 ** 49.1 ** 70.2 ** ## 

     
Provider Communication and Accessibility     

Would Recommend USC  91.7 91.2  89.2  92.6
Could Reach Doctor After Hours 75.6 68.3 ** 57.5 ** 76.3 ## 
Providers Explain in Understandable Ways 89.4 86.9  81.7 ** 90.4 ## 
Provider Treats with Courtesy/Respect 93.8 93.3  91.3  94.6
Provider Talks About How Child Feeling 85.5 83.4  79.5 ** 86.1 # 
Rated Ease of Getting Care Excellent or Very Good 70.8 59.9 ** 49.6 ** 67.1 ## 
Wait Time for Care Less than 30 Minutes 51.8 48.1 * 40.0 ** 54.6 ## 
Travel Time to USC Less than 30 Minutes 84.1 79.5 ** 75.9 ** 82.3 ## 

Sample Size 5,394 3,106  1,492  1,583

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Notes:  Estimates based on a sample of recent and SCHIP established enrollees.   
a“Established” is the reference category for tests of significance.  
bIncludes those insured some or all of the past 6 months before enrolling. 
cApplies to children age 3 and older. 

Difference between recent enrollee group and established enrollees  significant from zero  at the .05 level (*) and at the .01 level (**). 

Difference between recent enrollee groups significant from zero  at the .05 level (#) and at the .01 level (##).  
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II.  ANALYSIS OF RECENT ENROLLEES:  VARIATIONS IN THE  
EXPERIENCE OF FAMILIES ENROLLING IN SCHIP 

Myoung Kim 

To improve the experience of families enrolling in SCHIP, many states, including our 

10 study states, used several strategies to ease the application process.  For example, they 

streamlined the application forms, adopted a joint application for SCHIP and Medicaid, accepted 

applications by mail, and relaxed requirements for documentation.  In addition, states provided 

funding to community-based organizations to support outreach efforts and application assistance, 

including translation services (Rosenbach et al. 2003; Hill et al. 2003; and Cohen et al.  2003).   

Results presented in Chapter I suggest that these measures have been beneficial.  The parents of 

more than 90 percent of recent enrollees in our study sample reported that the enrollment process 

had been somewhat or very easy. One of three had used assistance while applying, three of four 

had enrolled in the program within 4 weeks of applying, and about half knew how often to renew 

their child’s coverage to remain enrolled.   

In this chapter, we investigate the enrollment experience in more detail by examining 

whether and how this experience varied across different groups of recent enrollees and across 

states.  As discussed earlier, the characteristics of SCHIP enrollees vary significantly both within 

and across the study states, which might easily lead to some important variation in their 

experience applying for coverage.  For example, we might expect families with language barriers 

or low education to have more difficulty with the enrollment process and to seek assistance more 

frequently.  Indeed, other research indicates that low-income parents interviewed in Spanish and 

those who have not completed high school are more likely to believe that the application 

processes for public programs are difficult (Kenney et al. 2004). Moreover, as Table II.1 shows, 

each of the 10 study states has adopted policies related to enrollment that might lead to 



 

 

  46 

TA
B

LE
 II

.1
 

C
H

A
R

A
C

TE
R

IS
TI

C
S 

O
F 

ST
A

TE
 S

C
H

IP
 P

R
O

G
R

A
M

S,
 2

00
2 

St
at

e 
Pr

og
ra

m
 N

am
e 

Pr
og

ra
m

 T
yp

ea  

M
ax

im
um

 
In

co
m

e 
El

ig
ib

ili
ty

 
(a

s %
 F

PL
)b  

W
ai

tin
g 

Pe
rio

d 
R

eq
ui

re
d 

 
(M

on
th

s)
b,

c  

Pr
es

um
pt

iv
e 

(P
) o

r 
R

et
ro

ac
tiv

e 
(R

) 
El

ig
ib

ili
ty

 b
 

Le
ng

th
 o

f 
C

on
tin

uo
us

 
El

ig
ib

ili
ty

 
(M

on
th

s)
 b

,d
 

R
en

ew
al

 
Fr

eq
ue

nc
y 

(M
on

th
s)

 
V

er
ifi

ca
tio

n 
R

eq
ui

re
m

en
ts

 

C
al

ifo
rn

ia
 

H
ea

lth
y 

Fa
m

ili
es

 
Se

pa
ra

te
 

25
0 

3 
R

 
12

 
12

 
N

et
 in

co
m

e,
 A

ge
, 

D
ed

uc
tio

ns
, S

ta
te

 re
si

de
nc

y,
 

Im
m

ig
ra

tio
n)

 

C
ol

or
ad

o 
C

hi
ld

 H
ea

lth
 P

la
n 

Pl
us

 
Se

pa
ra

te
 

18
5 

3 
R

 
12

 
12

 
N

et
 in

co
m

e 

Fl
or

id
a 

K
id

C
ar

e 
Se

pa
ra

te
 

20
0 

N
on

e 
N

ei
th

er
 

6 
6e  

G
ro

ss
 in

co
m

e 

Ill
in

oi
s 

K
id

C
ar

e 
As

si
st

 
C

om
bi

na
tio

n 
– 

M
ed

ic
ai

d 
Ex

pa
ns

io
n 

13
3 

3 
R

 
12

 
12

 
G

ro
ss

 in
co

m
e,

 D
ed

uc
tio

ns
, 

Im
m

ig
ra

tio
n,

 S
SN

 

 
K

id
C

ar
e 

Sh
ar

e,
 K

id
C

ar
e 

Pr
em

iu
m

 
C

om
bi

na
tio

n 
– 

Se
pa

ra
te

 
18

5 
3 

R
 

12
 

12
 

G
ro

ss
 in

co
m

e,
 D

ed
uc

tio
ns

, 
Im

m
ig

ra
tio

n,
 S

SN
 

Lo
ui

si
an

a 
La

C
H

IP
 

M
ed

ic
ai

d 
20

0 
N

on
e 

R
 

12
 

12
 

N
et

 in
co

m
e,

 D
ed

uc
tio

ns
, 

Im
m

ig
ra

tio
n 

M
is

so
ur

i 
M

C
+

 fo
r K

id
s 

M
ed

ic
ai

d 
30

0 
6 

N
ei

th
er

 
N

o 
12

 
G

ro
ss

 in
co

m
e,

 Im
m

ig
ra

tio
n 

N
ew

 Je
rs

ey
 

Fa
m

ily
C

ar
e 

Pl
an

 A
 

C
om

bi
na

tio
n 

– 
M

ed
ic

ai
d 

Ex
pa

ns
io

n 

13
3 

6 
R

, P
 

N
o 

6 
G

ro
ss

 in
co

m
e,

 A
ge

, 
D

ed
uc

tio
ns

, I
m

m
ig

ra
tio

n 

 
Fa

m
ily

C
ar

e 
Pl

an
 B

, C
, D

 
C

om
bi

na
tio

n 
– 

Se
pa

ra
te

 
20

0 
(B

, C
) 

35
0 

(D
) 

6 
Pf  

N
o 

12
 

G
ro

ss
 in

co
m

e,
 A

ge
, 

D
ed

uc
tio

ns
, I

m
m

ig
ra

tio
n 

N
ew

 Y
or

k 
C

hi
ld

 H
ea

lth
 P

lu
s 

Se
pa

ra
te

 
25

0 
N

on
e 

P 
N

o 
12

 
G

ro
ss

 in
co

m
e,

 A
ge

, S
ta

te
 

re
si

de
nc

y 

N
or

th
 

C
ar

ol
in

a 
H

ea
lth

 C
ho

ic
e 

Se
pa

ra
te

 
20

0 
N

on
eg  

N
ei

th
er

 
12

 
12

 
N

et
 in

co
m

e,
 A

ss
et

s, 
SS

N
 

Te
xa

s 
Te

xC
ar

e 
Se

pa
ra

te
 

20
0 

3 
N

ei
th

er
 

12
 

12
 

N
et

 in
co

m
e,

 D
ed

uc
tio

ns
 

a Pr
og

ra
m

 ty
pe

s r
ef

le
ct

 st
at

es
’ o

pt
io

ns
 to

 e
ith

er
 e

xp
an

d 
M

ed
ic

ai
d 

(M
ed

ic
ai

d)
, c

re
at

e 
or

 e
xp

an
d 

a 
se

pa
ra

te
 st

at
e 

pr
og

ra
m

 (s
ep

ar
at

e)
, o

r c
om

bi
ne

 th
e 

tw
o 

ap
pr

oa
ch

es
 (c

om
bi

na
tio

n)
. 

b H
ill

 e
t a

l. 
20

03
. 

c St
at

es
 m

ay
 re

qu
ire

 fa
m

ili
es

 to
 w

ai
t t

o 
en

ro
ll 

th
ei

r c
hi

ld
, i

f t
he

 c
hi

ld
 h

as
 b

ee
n 

di
se

nr
ol

le
d 

fr
om

 p
riv

at
e 

co
ve

ra
ge

.  
d C

on
tin

uo
us

 e
lig

ib
ili

ty
 ti

m
e 

fr
am

es
 h

av
e 

ch
an

ge
d 

in
 so

m
e 

st
at

es
.  

Th
e 

le
ng

th
s o

f t
im

es
 sh

ow
n 

w
er

e 
in

 p
la

ce
 a

t t
he

 ti
m

e 
of

 th
e 

20
02

 c
on

gr
es

si
on

al
ly

 m
an

da
te

d 
su

rv
ey

 o
f S

C
H

IP
 e

nr
ol

le
es

 a
nd

 d
is

en
ro

lle
es

 
(c

on
du

ct
ed

 in
 sp

rin
g 

20
02

). 
e A

t t
he

 ti
m

e 
of

 th
e 

su
rv

ey
, F

lo
rid

a 
us

ed
 a

 p
as

si
ve

 re
de

te
rm

in
at

io
n 

pr
oc

es
s i

n 
w

hi
ch

 th
e 

pr
og

ra
m

 a
ss

um
es

 th
at

 a
 fa

m
ily

’s
 st

at
us

 h
as

 n
ot

 c
ha

ng
ed

 u
nl

es
s t

he
 fa

m
ily

 re
po

rts
 c

ha
ng

es
 th

at
 m

ak
e 

it 
in

el
ig

ib
le

. 
f Ex

ce
pt

 fo
r c

hi
ld

re
n 

in
 P

la
n 

D
. 

g B
ef

or
e 

Fe
br

ua
ry

 2
00

2,
 th

er
e 

w
as

 a
 2

-m
on

th
 w

ai
tin

g 
pe

rio
d.

 

SS
N

 =
 so

ci
al

 se
cu

rit
y 

nu
m

be
r. 



  47  

differences in the enrollment experiences of families.  Examples include (1) differences in the 

income eligibility thresholds, (2) the length of waiting periods for families that had private 

insurance before applying for SCHIP, (3) the adoption of presumptive or retroactive eligibility 

policies, and (4) policies related to continuous eligibility and renewal.   

Findings from our analysis identify some important sources of variation enrollee groups and 

across states.  Among these are: 

• More than half (55 percent) of Spanish-speaking Hispanic families received 
application assistance, which is more than triple the share among English-speaking 
white families (17 percent). 

• Parents with no high school diploma were nearly twice as likely to use application 
assistance as those with college education (46 versus 25 percent). 

• One-parent families were less likely than families with two parents to know the 
correct renewal frequency (differences ranged from 9 to 13 percentage points). 

• Nearly all families (97 percent) who transferred from Medicaid found enrollment in 
SCHIP to be somewhat or very easy.  Families with other types of prior coverage, 
including those whose children were uninsured before SCHIP, also generally had 
positive enrollment experiences. 

•  Across each of the 10 states, most families found enrollment in SCHIP somewhat or 
very easy, and a majority waited only a short time to be notified (less than 4 weeks). 
California had a notably high share of families receive application assistance (54 
percent), a result that may be linked to its aggressive policies to reach eligible 
Hispanic families and enroll them in SCHIP.  

Before describing these findings in more detail, we summarize the methods used to conduct 

the analysis.  To conduct the analysis, we used the sample of recent enrollees from our 10-state 

survey and investigated four separate measures based on the survey data:1 

                                                 
1About one in five children in the recent enrollee sample entered the program seamlessly from Title XIX 

Medicaid and, at the time of the interview, were reported by the parent as enrolling in SCHIP several months (or 
sometimes years) earlier than the state files indicated.  In most or all instances, this reporting likely indicates that 
families did not observe the enrollment in SCHIP because it was truly seamless to them.  When constructing our 
outcome variables, we therefore imputed values for their enrollment experience that reflected a “very easy” 
enrollment that did not require assistance.  For additional details on this imputation and other methodological issues, 
see Appendix C.     
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1. The share of families that reported that the SCHIP enrollment process was very or 
somewhat easy.  

2. The share of families that received assistance while applying for SCHIP.  This 
includes any type of help that a family might have received completing the SCHIP 
application form, including translation services and assistance from hotlines.  

3. The share of families notified of their enrollment within 4 weeks of applying.2   

4. The share of families that correctly identified the renewal frequency in their state.   

For each of these measures, we examined the extent of variation within three sets of 

subgroups.  The first is defined by demographic characteristics of the recent enrollee and his or 

her family, including their race, ethnicity, and primary language; parents’ education; family 

structure and employment; and income.3  Each of these demographic measures is based on self-

reported data from the survey.  The second is defined by the enrollee’s coverage before enrolling 

in SCHIP, which includes Title XIX Medicaid, private coverage, or no insurance.  For both sets 

of subgroups, findings are based on simple bivariate tabulations that compare the outcome of 

interest across each group (for example, ease of application by child’s race/ethnicity).4  The third 

subgroup is defined by the child’s state of residence.  To account for variation in key 

demographic differences across the states, these findings are based on multivariate models.  

Findings based on bivariate tabulations, shown in Appendix Table II.5, are similar.  

                                                 
2Measures based on alternative wait times displayed results similar to those discussed below. 

3We combined race/ethnicity and language into a single subgroup to better examine the role of language 
barriers within different racial/ethnic groups, particularly Hispanics.  Subgroup categories are (1) English-speaking 
Hispanic, (2) Spanish-speaking Hispanic, (3) English-speaking white, (4) English-speaking black, (5) all other 
English-speaking racial/ethnic groups, and (6) all other non-English-speaking racial/ethnic groups.  Likewise, we 
combined household employment and household structure into a single subgroup because they are likely to have 
important interactions.  Subgroup categories are (1) two parents, both employed; (2) two parents, one employed; (3) 
two parents, neither employed; (4) single parent, employed; and (5) single parent, not employed.   For additional 
details on these and other subgroup variables, see Appendix C. 

4There was little difference in these findings when we used multivariate regression to control for the state of 
residence and various demographic characteristics that might also affect the outcome of interest (see Appendix 
Tables II.1 to Table II.4). 
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A. ENROLLMENT EXPERIENCES ACROSS KEY DEMOGRAPHIC SUBGROUPS 

Findings from a companion study of the SLAITS data (Kenney et al. 2004) and from focus 

groups conducted with SCHIP families as part of the overall congressionally mandated SCHIP 

evaluation (Bellamy et al. 2002) both suggest that families’ enrollment experience can vary 

across many important demographic characteristics.  Next, we focus on four of these 

characteristics that are of particular policy interest: (1) race/ethnicity and language, (2) parents’ 

education, (3) family structure and employment, and (4) family income.  

1. Differences by Race/Ethnicity and Language 

Fifty-five percent of recent enrollees from Spanish-speaking Hispanic families received 

application assistance, which is more than three times higher than those from white English-

speaking families (Table II.2).  Likewise, recent enrollees from English-speaking Hispanic 

families received more application assistance than those from white English-speaking families, 

although the difference was less dramatic (29 versus 17 percent).  These differences persist when 

we ignore translation assistance (not shown), suggesting that they are not simply a product of 

language difficulties.5  Instead, they may be due to efforts by some states, most notably 

California, to help immigrant families who are eligible for SCHIP, many of whom may have 

concerns over “public charge” or face other unique barriers that could prevent enrollment (see 

Holcomb et al. 2003).6   

                                                 
5The share of families that received application assistance for services other than translation ranged from 19 to 

47 percent, where Spanish-speaking Hispanic families and white English-speaking families are at the highest and 
lowest, respectively. 

6A public charge is an alien who has become or is likely to become primarily dependent on the government for 
subsistence, as demonstrated by either the receipt of public cash assistance for income maintenance, or 
institutionalization for long-term care at government expense.  If an alien is found to be a public charge, he or she 
may be (1) denied admission into the United States; (2) be ineligible to adjust his or her status to permanent resident; 
or (3) in rare cases, be deported.   SCHIP is among several public programs that are largely excluded from the 
determination of public charge (CMS 1999).  However, confusion over whether SCHIP is or is not part of the public 
charge determination may serve as a barrier to enrollment for some eligible children. 
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TABLE II.2 

SCHIP ENROLLMENT EXPERIENCE,  
BY RACE/ETHNICITY AND LANGUAGE 

(Percent) 
 

 Hispanic Non-Hispanic  

English-Speaking 

 
English-
Speaking 

Spanish- 
Speaking Whitea Black Other 

Non-English- 
Speaking (All)

Reported Easy Enrollment 94  94  94 96  92 91 
Received Assistance 29 ** 55 ** 17 18  26 45** 
Waited 4 Weeks or Less 82 ** 82 ** 76 83 ** 76 70 
Knew Renewal Frequency 55  53  51 48  46 56 

Sample Size 647 925  2,008 783  220 148 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
a“White” (English-speaking non-Hispanic) is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 

2. Differences by Parents’ Education 

Less-educated parents tend to use application assistance more frequently (Table II.3).  

Parents without a high school diploma received twice as much application assistance as those 

with any college education (46 versus 25 percent).  A similar difference is evident between 

parents without a high school diploma and those with one (46 versus 32 percent).  These findings 

are not surprising, since families with lower education would be expected to have more frequent 

need for assistance with the application process.  Nevertheless, they suggest that states have had 

success meeting this increased need. 
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TABLE II.3 

SCHIP ENROLLMENT EXPERIENCE,  
BY PARENTS’ EDUCATION 

(Percent) 
 

Less than 
High Schoola 

High  
School 

Some 
College 

Reported Easy Enrollment 94 94  94  
Received Assistance 46 32  25 * 
Waited 4 Weeks or Less 83 81  77  
Knew Renewal Frequency 58 52  50  

Sample Size 794 1,738  2,227
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
  
a“Less than High School” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 

3. Differences by Family Structure and Employment 

One-parent families were far less likely to correctly identify the frequency of enrollment 

renewal required by their state than families with two working parents (Table II.4).  One-

parent families without a working parent were less likely than families with two working parents 

to correctly identify the renewal frequency of their state’s SCHIP program (43 versus 56 

percent).  Previous research has found that some families do not renew SCHIP coverage because 

they are confused about the rules and procedures for doing so and thus fail to reapply (Hill and 

Westpfal-Lutzky 2003).  These results suggest that such confusion may be most pronounced 

among families with a single unemployed parent—the families with the most frequent need for 

public coverage.  
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TABLE II.4 

SCHIP ENROLLMENT EXPERIENCE,  
BY HOUSEHOLD STRUCTURE  

AND EMPLOYMENT 
(Percent) 

 
 Two Parents  One Parent 
 Both 

Workinga 
One 

Working 
None 

Working  Working Nonworking 
Reported Easy Enrollment 93 95 94  94  94 
Received Assistance 37 36 30  25 ** 31 
Waited 4 Weeks or Less 80 79 78  80  76 
Knew Renewal Frequency 56 56 58  47 ** 43* 

Sample Size 1,293 1,337 116  1,632 286 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
  
a“Two Parents/Both Working” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 

4. Differences by Household Income 

Families’ enrollment experience varied little by household income (Table II.5).  Families 

with higher incomes enrolling in SCHIP are less likely than other income groups to report that 

SCHIP enrollment was easy (very or somewhat), but the difference is modest.  For example, 

families with reported incomes above 200 percent of the federal poverty level were six 

percentage points less likely to report the process is easy than families with incomes below 150 

percent of the federal poverty level.  States with high income eligibility thresholds, such as 

Florida and New Jersey, have relatively complex benefit features and premium and/or co-pay 

requirements for higher-income families, all of which may make their application process more 

difficult.  In addition, many more children in the lower-income groups transition to SCHIP from 

Medicaid, an experience that (as discussed below) is often seamless to them.  
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TABLE II.5 

SCHIP ENROLLMENT EXPERIENCE,  
BY FAMILY INCOME 

(Percent) 
 

Below 
150% FPLa 

150 to 
200% FPL 

Above 
200% FPL 

Reported Easy Enrollment 95 93  89 * 
Received Assistance 33 31  29
Waited 4 Weeks or Less 80 76  80
Knew Renewal Frequency 52 54  54

Sample Size 3,212 850  456
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
  
a“Below 150% FPL” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 
 
FPL = Federal Poverty Level. 

B. ENROLLMENT EXPERIENCES BY PRIOR COVERAGE 

In the months before enrolling in SCHIP, families were either covered by Medicaid or 

private coverage, or they were uninsured.  To examine how the enrollment experiences of these 

families might have differed, we sorted the recent enrollee sample into four groups defined by 

their prior coverage:  (1) enrollees who were uninsured throughout the 6 months before SCHIP, 

(2) those who had private insurance at any point during the 6 months, (3) those who had 

Medicaid at any point during the 6 months, and (4) those who had been covered by SCHIP but 

left during the 6-month period. 

Enrollees from Medicaid to SCHIP had the smoothest experience enrolling, suggesting 

significant program coordination in the study states.  A relatively small  share of the enrollees 

previously in Medicaid had help applying (19 percent).  This is not surprising since, as 

mentioned in Chapter I, about 70 percent of the children in the sample who had Medicaid 

coverage before they enrolled in SCHIP transitioned seamlessly between the two programs (with 

no gap in coverage).  For the same reason, it is not surprising that nearly all of the enrollees who 
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previously had Medicaid coverage reported an easy enrollment process (97 percent).  Enrollees 

with prior Medicaid coverage were also the most likely to wait 4 weeks or less before enrolling 

(92 percent), allowing them to benefit quickly from SCHIP coverage.   

The enrollment experience of families whose children were uninsured for 6 months 

before SCHIP was similar to that of children with private coverage (Figure II.1). Given the 

potential importance of SCHIP for previously uninsured children, their experiences enrolling in 

SCHIP is of special concern.  Fortunately, their experiences appear to be quite positive.  For 

example, 92 percent of recent enrollees in this group reported their enrollment was easy, which is 

close to recent enrollees with prior private coverage (94 percent), and they received assistance no 

more often (36 versus 37 percent).  Thus, despite any difficulty uninsured children might have 

had accessing coverage, they have generally not had difficulty enrolling in SCHIP. 

Children with recent SCHIP coverage were the most likely to have parents who know the 

correct renewal frequency, but many remained uninformed.  Recent enrollees with prior SCHIP 

coverage were about 10 percentage points more likely than the enrollees with other types of prior 

coverage to identify the correct timing of renewal.  This suggests that repeated exposure to the 

SCHIP program is associated with better knowledge of renewal requirements.  However, it is 

perhaps more notable that, even among children with recent SCHIP exposure, 40 percent were 

still unable to identify the correct renewal date.  
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C. ENROLLMENT EXPERIENCE ACROSS STATES 

Across all 10 states, most families with recently enrolled children found the SCHIP 

enrollment process easy (Table II.6).7  Among the 10 study states, only New Jersey had fewer 

than 90 percent of recent enrollees report the enrollment process was somewhat or very easy, and 

its rate (81 percent) remained high.   New Jersey has by far the highest income threshold for 

eligibility among the 10 states in the study sample and operates a relatively complex combination 

program with three different income eligibility bands within its separate program.8  This 

complexity may create more of a challenge for higher-income families as the state tries to 

establish in which, if any, income eligibility group they belong.  At the time of the survey, the 

state had also recently extended coverage to adults, which contributed to delays in application 

processing and possibly created further burden on some families as they applied for coverage 

(Fasciano and Bajaj 2002). Both factors may have contributed to the pattern of results in New 

Jersey, which showed much more frequent problems for children enrolling in the state’s separate 

SCHIP program.  For example, while 89 percent of children enrolling in the state’s Medicaid 

expansion program reported that the process was easy, the rate in the separate program was just 

75 percent.   These results underscore the potential benefits of maintaining a straightforward 

eligibility policy, particularly for families that may have had little or no experience accessing 

public programs. 

                                                 
7To draw more effective comparisons across the states, findings presented in this section are based on 

regression models that control for cross-state differences in the demographic characteristics of recent SCHIP 
enrollees.  For unadjusted estimates of the enrollment experience in each of the 10 study states, see Appendix Table 
II.5. 

8New Jersey’s Medicaid-expansion program covers children ages 6 to 18 in families with income up to 133 
percent of the federal poverty level (FamilyCare A).  Its three separate programs (FamilyCare B, C, and D) cover 
families with incomes up to 350 percent of the federal poverty level and, among other differences, have differing 
premium and co-payment requirements.   
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The share of enrollees that used application assistance varied considerably across the 

states.  This variation is most likely due to a combination of differences in demand for assistance 

and the extent to which such assistance was made available.  California, which had the highest 

rate of assistance (54 percent), illustrates these sources of variation.   Its enrollee population 

includes a large fraction of Hispanics, and the state aggressively sought to extend assistance to 

this group (Hill and Hawkes 2002).  In contrast, Louisiana and Missouri, the two Medicaid 

expansion states, likely had low demand for assistance due to large shares of children 

transitioning seamlessly from Medicaid.  Thus, these two states’ recent enrollees reported 

relatively low rates of assistance (25 and 27 percent, respectively).  

States also varied substantially in the share of recent enrollees that had a short wait 

before enrolling and in the share that correctly identified the renewal frequency.9   On both 

these measures, North Carolina fared favorably, while New Jersey fared the least favorably.  The 

relative success of North Carolina in enrolling children quickly may stem in part from its focused 

efforts on administrative efficiency, particularly in coordinating its SCHIP and Medicaid 

programs (Hawkes and Howell 2002).  As discussed in Chapter V, these efforts appear to have 

contributed to relatively low rates of uninsurance among children after they leave SCHIP, and 

they may have also contributed to generally short waits to enroll in the program and a high level 

of knowledge about the state’s renewal policy.  Results for New Jersey, meanwhile, echo those 

on ease of application (discussed earlier) and may again signal some difficulty with the 

enrollment process due to the program’s complexity.   For example, New Jersey is the only study 

state with two renewal frequencies in its SCHIP program (6 months for the Medicaid expansion 

component and 12 months for the separate component), which might cause confusion.  These 
                                                 

9We excluded Florida for the analysis of knowledge of renewal frequency because Florida’s passive renewal 
procedure does not require knowledge of the renewal process to retain coverage.      
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results further suggest the potential benefits to families of having easily understandable SCHIP 

application and renewal policies.  

D. DISCUSSION 

While most families appear to have had a favorable experience applying for SCHIP, results 

from this chapter indicate many important sources of variation in elements of this experience.  

Among these are (1) a much larger share of Spanish-speaking Hispanic families received help 

applying; (2) less-educated parents tend to use application assistance more often than more-

educated ones; (3) nonworking, one-parent families tend to be less knowledgeable about SCHIP 

renewal; (4) families transferred from Medicaid are most likely to have had positive enrollment 

experiences; (5) families with previously uninsured children generally had positive enrollment 

experiences; and (6) enrollment experiences varied across states, which appears due to a 

combination of differences in population and program features across them. 

Two important caveats should be noted.  First, a recent study based on the SLAITS data 

(Kenney et al. 2004) found that the perceptions of the SCHIP enrollment process were more 

positive among families with uninsured children that had successfully enrolled them in SCHIP 

than among the families that had never enrolled their children in SCHIP.  Thus, our findings may 

not generalize to all eligible families who have applied for SCHIP coverage.  Second, since the 

time of our survey in spring 2002, some states have had to reduce funding for application 

assistance and outreach (Hill et al. 2003).  This suggests that caution is needed when 

generalizing the enrollment outcomes reported in this chapter to the present.   
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APPENDIX TABLE II.1 

SCHIP ENROLLMENT EXPERIENCE,  
BY RACE/ETHNICITY AND LANGUAGE 

(Percent, Regression-Adjusted) 
 

 Hispanic Non-Hispanic  

English-Speaking 

 
English-
Speaking 

Spanish- 
Speaking  Whitea Black Other 

Non-English- 
Speaking (All)

Reported Easy Enrollment 94  95  94 96  91 93 
Received Assistance 30 * 45 ** 22 26  24 35 
Waited 4 Weeks or Less 82  80  80 84 ** 76 70 
Knew Renewal Frequency 55  49  56 51  50 60 

Sample Size 647 925  2,008 783  220 148 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Regression models used to account for differences in demographic characteristics of disenrollees 

across states.  Demographic characteristics include child's race/ethnicity, age, health status, and gender; 
household income, education level, and employment; and number of children.   

 
 a“White” (English-speaking non-Hispanic) is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 
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APPENDIX TABLE II.2 

SCHIP ENROLLMENT EXPERIENCE,  
BY PARENTS’ EDUCATION 
(Percent, Regression-Adjusted) 

 
Less than 

High Schoola 
High  

School 
Some 

College 
Reported Easy Enrollment 93 94  95  
Received Assistance 31 35  28  
Waited 4 Weeks or Less 81 81  79  
Knew Renewal Frequency 56 52  51  

Sample Size 794 1,738  2,227
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Regression models used to account for differences in demographic characteristics of disenrollees 

across states.  Demographic characteristics include child's race/ethnicity, age, health status, and gender; 
household income, education level, and employment; and number of children.   

 
a“Less than High School” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 
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APPENDIX TABLE II.3 

SCHIP ENROLLMENT EXPERIENCE,  
BY HOUSEHOLD STRUCTURE  

AND EMPLOYMENT 
(Percent, Regression-Adjusted) 

 
 Two Parents  One Parent 
 Both 

Workinga 
One 

Working 
None 

Working  Working Nonworking 
Reported Easy Enrollment 93 95 94  95  93
Received Assistance 38 31 31  31  30
Waited 4 Weeks or Less 81 80 78  81  76
Knew Renewal Frequency 54 54 59  51  47

Sample Size 1,293 1,337 116  1,632 286
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Regression models used to account for differences in demographic characteristics of disenrollees 

across states.  Demographic characteristics include child's race/ethnicity, age, health status, and gender; 
household income, education level, and employment; and number of children.   

 
a“Two Parents/Both Working” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 
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APPENDIX TABLE II.4 

SCHIP ENROLLMENT EXPERIENCE,  
BY FAMILY INCOME 

(Percent, Regression-Adjusted) 
 

Below 
150% FPLa 

150 to 
200% FPL 

Above 
200% FPL 

Reported Easy Enrollment 95 94  92  
Received Assistance 32 31  30
Waited 4 Weeks or Less 80 79  82
Knew Renewal Frequency 52 54  57

Sample Size 3,212 850  456
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Regression models used to account for differences in demographic characteristics of disenrollees 

across states.  Demographic characteristics include child's race/ethnicity, age, health status, and gender; 
household income, education level, and employment; and number of children.   

 
a“Below 150% FPL” is the reference category for tests of significance. 
 
**p-value (of difference between focal group and reference group) <0.01; *p-value <0.05. 
 
FPL = Federal Poverty Level. 
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III.  ANALYSIS OF ESTABLISHED ENROLLEES: VARIATION IN  
ACCESS AND USE ACROSS SUBGROUPS AND STATES 

Genevieve Kenney 
Jamie Rubenstein 
Anna Sommers 

Grace Ko 

A major objective of SCHIP is to provide timely access to the health care services that 

children need.  As discussed in Chapter I, overall, these 10 SCHIP programs seem to be 

successfully achieving that objective, although pockets of problems may exist within the 

program.  In general, under SCHIP, parents have low financial burdens and high levels of 

confidence in their ability to meet their children’s health care needs. Most parents gave high 

marks to providers in SCHIP—nearly all SCHIP enrollees have a usual source for both health 

and dental care, and many received preventive care in the 6 months before the survey.   In this 

chapter, we explore variation in health care access and patterns of care across different 

subgroups of SCHIP enrollees and across the 10 states.   

Previous research has demonstrated that a child’s demographic and socioeconomic 

background, age, and health status affect both access to, and use of, health services (Rosenbach 

1989; Silver and Stein 2001; Long and Coughlin 2002; Davidoff 2003; Newacheck et al. 2000; 

Currie and Thomas 1995; Dubay and Kenney 2001; and Kenney et al. 2004).   A substantial 

amount of research has explored the individual- and family-level factors that affect these 

measures, but less research has been conducted on the extent to which these measures vary by 

state and even less on why such differences exist (Long and Coughlin 2002; and Kenney et al. 

2000).  Practice patterns, service delivery systems, and health care preferences in the state, as 

well as state policy choices about provider payment, cost sharing, and benefits under SCHIP, are 

likely to affect SCHIP enrollees’ access to health care.  Therefore, we expect that the experiences 
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of SCHIP enrollees will vary according to the characteristics of the child and his or her family 

and the state in which they live.   

States have many policy choices under SCHIP that could shape enrollees’ access to care in 

the program. However, most states chose benefit packages that were fairly comprehensive, with 

low levels of out-of-pocket costs, such as deductibles, co-payments, and coinsurance (Fox et al. 

2003; Hill et al. 2003; and Rosenbach et al. 2003).  As Table III.1 shows, all 10 of these SCHIP 

programs cover dental services, even though dental coverage is optional for separate SCHIP 

programs.1  Co-payment policies vary across and within the 10 states: Louisiana and New York 

charge no co-payments for any service, and the remaining 8 states charge co-payments on 

services for some or all of their SCHIP enrollees.  Even in states with the largest out-of-pocket 

cost-sharing requirements in 2002, however, the total cost burden on the family is much lower 

than for most private plans (Fox et al. 2003; and Trude 2003).   Finally, use of managed care also 

varies across states—three of the states (Illinois, Louisiana, and North Carolina) rely on no 

capitated managed care arrangements, while California, New Jersey, and New York rely almost 

exclusively on capitated managed care.2  

In the following sections, we present findings on how access to care and use of services vary 

across subgroups of children who enrolled in SCHIP and across states.  We examine variation in 

five domains of access and use indicators: (1) service use, (2) unmet need, (3) attitudes and

                                                 
1 The information contained in this table pertains to 2002, when the survey was fielded and some of these 

states have made changes to their SCHIP programs since that time (Hill et al. 2004; Fox et al. 2004).  Colorado 
added a limited dental benefit in 2001 and followed with a broader dental benefit in early 2002, and Florida phased 
in a pilot project that added a dental benefit between July 2000 and July 2002.   

2 While these states did choose different policies (for example, with respect to cost sharing and managed care), 
we do not have enough states in our sample to analyze the separate impacts of these specific policy choices.   
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stress, (4) usual source of care, and (5) provider communication and accessibility.  We focus on 

the experiences of established enrollees—children who were enrolled in SCHIP for 5 months or 

longer. However, we also present SCHIP experiences for children who had been enrolled in 

SCHIP for 5 months or more but had subsequently disenrolled.  Table III.2 describes each of the 

34 outcomes examined across the five domains.  These outcomes were chosen to portray a broad 

range of different aspects of access and use, including the health care services the child received, 

the confidence and burdens parents feel about meeting their child’s health care needs, and the 

extent to which the parents feel the child’s health care needs are being met.  The access and use 

measures pertain to the 6 months before the interview and are derived from parental reports.  As 

such, they are subject to measurement and reporting error.  

The differences highlighted in the text are based on regression-adjusted means, which derive 

from multivariate models that control for the child’s state of residence and a number of 

characteristics of the child and their family.3  Appendix Tables III.1 through III.3 present 

unadjusted means on each of the access and use outcomes for key subgroups and the 10 states.  

Generally, the bivariate and the multivariate results are consistent with one another. 

Key Findings.   Consistent with other studies on children’s health care, we find variation in 

access to, and use of, health care with respect to the child’s socioeconomic and demographic 

characteristics and health status.   We identified greater access problems for some subgroups of 

SCHIP enrollees.  Even within those subgroups, however, most enrollees had access to high-

quality care as captured by the measures included in the survey.  We find few large differences 

across states.  Other things equal, we find that: 

• SCHIP enrollees with less-educated parents are receiving fewer services—including 
well-child care, dental checkups, and mental health care—than those with more-
educated parents. 

                                                 
3 The multivariate models control for the child’s gender, age, race, and ethnicity, the primary language spoken 

in the household, the child’s health status, whether the child meets the definition of having elevated health care 
needs, the reported income level in the household, presence of one or two parents and their work status, the number 
of children in the family, the highest education level of either parent, whether the child lives in a Metropolitan 
Statistical Area, and the state in which the child lives. 
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TABLE III.2  

SAMPLE DEFINITIONS AND SIZES FOR ACCESS AND SERVICE USE MEASURES 

Domain Variable Sample Restriction Number 
Service Use Any Doctor/Other Health Professional Visit All 5,336 
 Any Preventive Care or Checkup Visit All 5,312 
 Dental Visit for Checkup/Cleaninga Children Age 3 and Older 5,059 
 Any Specialist Visit All 5,337 
 Any Mental Health Visit All 5,319 
 Any Specialist or Mental Health Visit All 5,317 
 Any Emergency Room Visit All 5,348 
 Any Hospital Stay All 5,351 

Unmet Need Doctor/Health Professional Care All 5,324 
 Prescription Drugs Children Age 3 and Older 5,315 
 Dental Carea All 5,053 
 Specialist All 5,321 
 Hospital Care All 5,318 
 Hospital, Specialist, Doctor, Drug All 5,310 
 Hospital, Specialist, Doctor, Drug, Dentista All 5,289 
 More Than One Unmet Need All 5,307 

    
Very Confident All 5,307 
Never or Not Very Often Stressed All 5,289 
Never or Rarely Worried  All 5,299 

Parental Perceptions  
of Meeting Child’s 
Health Care Needs 

Never or Rarely Cause Financial Difficulties All 5,303 
 Children on SCHIP Get Better Health Care  All 5,052 
 Doctors and Nurses Look Down on SCHIP Enrollees All 5,124 

    

Had USC in Past 6 Months All 5,370 
USC Type: Private Doctor’s Office Child Has USC 4,926 

Usual Source 
of Care (USC) 

USC Type: Clinic or Health Center Child Has USC 4,926 
 Usually Saw Same Provider at USC Child Has USC 4,899 
 Had USC for Dental Care in Past 6 Monthsa Children Age 3 and Older 5,046 

Would Recommend USC  Child Has USC 4,899 
Could Reach Doctor After Hours Child Has USC 4,619 
Providers Explain in Understandable Ways Child Had USC and Received Care  3,827 

Provider 
Communication  
and Accessibility 

Provider Treats with Courtesy/Respect Child Had USC and Received Care  3,826 
 Provider Talks About How Child Feeling Child Had USC and Received Care  3,825 
 Rated Ease of Getting Care Excellent or Very Good Child Had USC and Received Care  3,795 
 Wait Time for Care Less than 30 Minutes Child Had USC or Received Care 4,995 
 Travel Time to USC Less than 30 Minutes Child Has USC 5,011 
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note:  The reference period is the 6 months before the interview.  Sample sizes vary due to sample restrictions and missing data. 

aApplies to children age 3 and older. 
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• Children with elevated health care needs and adolescents have greater unmet needs 
than children without elevated health care needs and younger children, respectively.    

• Few differences in service receipt and unmet need exist across the different 
race/ethnicity and language groups. 

• Hispanic children in both English- and Spanish-speaking households and non-
Hispanic enrollees in households where the primary language is not English are more 
likely to have parents who feel stress and worry and lack confidence in their ability to 
meet their child’s health care needs and who are more likely to report communication 
and accessibility problems.  

• Few consistent differences in access and use exist across states.  The most striking 
differences across states are in parents’ opinions about how providers view SCHIP 
enrollees and whether SCHIP enrollees get better care than the uninsured, dental care 
access, the type of usual source of care, and travel times to the usual source of care.   

• Higher co-payments on emergency room visits and lower co-payments for 
prescription drugs were associated with less emergency room use among established 
enrollees. This suggests that out-of-pocket cost sharing may affect service use 
patterns but more research is needed on this topic. 

A. VARIATION BY RACE/ETHNICITY AND LANGUAGE 

We report on the access and use experiences of white children (defined as non-Hispanic 

white children in households where the primary language spoken is English) compared to four 

groups of SCHIP enrollees, defined by their race/ethnicity and the primary language spoken in 

their household.4,5  The following describes the variation we found with respect to access and use 

                                                 
4The four groups are (1) Hispanic children whose primary language is English (that is, those in households in 

which English is the primary language); (2) Hispanic children whose primary language is Spanish (the 10 Hispanic 
enrollees whose primary language in the household is neither Spanish nor English are included in this category); (3) 
black children (that is, non-Hispanic black children in households in which English is the primary language); (4) and 
non-Hispanic children whose primary language is not English (nearly all children in this category have foreign-born 
parents—62 percent of these children are reported to be Asian, 29 percent white, 6 percent black, and the rest in the 
“other race” category). A small fraction (five percent) in this category reported that Spanish was the primary 
language spoken in the household. 

5 Two additional groups were used in the regressions: (1) children who speak English as their primary language 
who are not Hispanic, black, or white; and (2) children missing data on race, ethnicity, or language.  There were 227 
enrollee children of other races, including 47 American Indians or Alaskan Natives, 164 Asians, and 116 of mixed 
race.  In addition, 160 enrollee children were in the missing category.  The “other race/ethnicity” and “missing” 
categories made up four and three percent of the enrollee sample, respectively. 
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across children in the different race/ethnicity and language groups.  Table III.3 shows these 

findings. 

Hispanic enrollees whose primary language is Spanish are more likely than white 

enrollees to have a clinic or health center as their usual source of care. They also have parents 

who are more concerned about their ability to meet their child’s health care needs and who 

report more communication and accessibility problems.  Major differences between white 

enrollees and Hispanic enrollees whose primary language is Spanish show up in parents’ 

attitudes about being able to meet the child’s health care needs, the type of usual source of care, 

and their experiences with providers, particularly related to communication (Table III.3).  

Similar findings have been documented in other studies that are not limited to children enrolled 

in SCHIP (Ku and Waidman 2003; and Lessard and Ku 2003).   

Hispanic enrollees whose primary language is Spanish are less likely than white enrollees to 

have parents who are confident they can meet their child’s health care needs, who rarely or never 

feel worry or stress about meeting their child’s needs, or who indicate that meeting their child’s 

health needs does not cause financial difficulties. Hispanic enrollees whose primary language is 

Spanish are also 5 percentage points more likely than white enrollees to have an unmet need for 

dental care; overall, 17 percent of these Hispanic enrollees reportedly have an unmet need for 

dental care.    

Hispanic children whose primary language is Spanish are as likely as white children to have 

a usual source for both health and dental care. However, Spanish-speaking Hispanic children are 

about 29 percentage points more likely than white children to rely on a clinic or health center as 

their usual source for health care, whereas white children are more likely to rely on a private 

doctor’s office or private group practice.  Nearly half (49 percent) of Hispanic children whose 

primary language is Spanish had a health clinic or center as their usual source of care.  
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TABLE III.3  

ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY RACE/ETHNICITY AND LANGUAGE 

 
Hispanic  Non-Hispanic 

     English-Speaking   

English 
Language 
(Percent) 

Spanish 
Language
(Percent)  

Whitea 

(Percent) 
Black 

(Percent) 

Non-English
Speaking (All)

(Percent) 
Service Use      

Any Doctor/Other Health Professional Visit 67.4 64.9 69.9 64.0 * 56.9
Any Preventive Care or Checkup Visit 45.9 46.1 43.5 52.0 ** 40.6
Dental Visit for Checkup/Cleaningb 56.6 58.7 58.3 57.5 54.9
Any Specialist Visit 17.5 19.7 15.5 14.8 7.7 ** 
Any Mental Health Visit 4.7 5.5 7.1 3.4 * -1.5
Any Specialist or Mental Health Visit 20.9 23.3 20.1 15.9 9.5
Any Emergency Room Visit 21.6 16.2 17.4 23.3 * 3.2 ** 
Any Hospital Stay 3.9 4.5 2.8 3.7 6.1

Unmet Need   
Doctor/Health Professional Care 1.3 2.1 2.2 2.5 4.2
Prescription Drugs 3.4 4.7 4.6 2.6 2.1
Dental Careb 10.9 16.5 * 11.5 8.9 4.5
Specialist 3.3 3.7 3.1 3.9 3.5
Hospital Care 1.0 2.3 1.1 0.9 1.1
Hospital, Specialist, Doctor, Drug 8.0 10.1 9.5 8.7 10.4
Hospital, Specialist, Doctor, Drug, Dentistb 17.0 23.0 * 17.7 15.0 13.3
More than One Unmet Need 2.2 3.9 3.6 3.4 2.3

Parental Perceptions of Meeting Child’s Health Care Needs   
Very Confident  79.9 ** 75.1 ** 88.7 84.8 61.8 ** 
Never or Not Very Often Stressed 76.8 ** 69.6 ** 86.4 83.7 64.4 ** 
Never or Rarely Worried  49.2 ** 38.3 ** 69.9 67.0 40.4 ** 
Never or Rarely Cause Financial Difficulties 82.4 * 76.5 ** 87.5 91.5 * 81.2
Children on SCHIP Get Better Health Care  79.2 79.9 81.5 79.6 89.5
Doctors and Nurses Look Down on SCHIP Enrollees 19.9 * 14.0  15.2 18.1 65.4 ** 

Usual Source of Care (USC)   
Had USC in Past 6 Months 91.5 92.2 94.0 89.9 * 75.0 ** 
USC Type: Private Doctor's Office 66.2 ** 48.5 ** 76.2 63.8 ** 69.1
USC Type: Clinic or Health Center 28.6 ** 49.3 ** 20.3 28.9 ** 25.2
Usually Saw Same Provider at USC 72.5 71.9 76.3 68.7 ** 61.3 * 
Had USC for Dental Care in Past 6 Monthsb 82.8 83.0 81.6 81.8 64.5 * 

Provider Communication and Accessibility   
Would Recommend USC  93.2 91.1 92.1 91.1 91.6
Could Reach Doctor After Hours 77.5 64.2 ** 83.1 75.1 ** 80.5
Providers Explain in Understandable Ways 90.1 81.9 ** 93.7 94.1 76.7 * 
Provider Treats with Courtesy/Respect 93.3 92.0 * 95.8 96.6 82.8
Provider Talks About How Child Feeling 87.5 79.3 ** 87.1 90.7 82.6
Rated Ease of Getting Care Excellent or Very Good 72.3 * 61.6 ** 79.6 73.2 * 42.7 * 
Wait Time for Care Less than 30 Minutes 51.9 ** 39.7 ** 63.2 57.7 25.7 ** 
Travel Time to USC Less than 30 Minutes 84.6 82.3 86.9 83.5 72.2

 Number 771 924 2,287 847 165
 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note:  Established enrollees defined as those who have been enrolled in SCHIP for 5 months or longer. The reference period for 

these measures is the 6 months before to the interview. Estimates based on regression adjusted means for established SCHIP 
enrollees (N = 5,394) and do not include case missing race/ethnicity or language (N = 160) or cases in the other race category 
(N =227). 

 
a “White” (English-speaking non-Hispanic) is the reference category for tests of significance; **p-value<0.01;*p-value<0.05. 
 
bApplies to children age 3 and older. 
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Spanish-speaking parents report greater problems in provider communication and 

accessibility.  They are 12 percentage points less likely to say that providers explained things in a 

way that they could understand, 4 percentage points less likely to say that their provider treated 

them with courtesy and respect, 8 percentage points less likely to say that the provider talked to 

them about how their child was feeling, 17 percentage points less likely to have a provider that 

can be reached after hours, and 24 percentage points less likely to say that they had to wait less 

than 30 minutes on average when they arrived for an appointment.  These differences in provider 

accessibility and communication persist even when we take into account whether the child uses a 

private doctor’s office or a health center as their usual source of care (data not shown). 

Hispanic enrollees whose primary language is English have fewer and less acute access 

problems than Hispanic enrollees whose primary language is Spanish.  Some of the 

differences found between white children and Hispanic children whose primary language is 

Spanish are also found when we compare white children with Hispanic children whose primary 

language is English. Where differences exist, however, they tend to be smaller (Table III.3).  For 

example, other things equal, Hispanic children with English as their primary language and those 

with Spanish as their primary language are 9 and 14 percentage points less likely, respectively, 

than white children to have parents who feel confident that they can meet their child’s health 

needs (Figure III.1).  Likewise, Hispanic children in English-speaking households are less likely 

than white children to report short waits for appointments, but the difference was 11 percentage 

points, compared with 24 percentage points for Spanish-speaking Hispanic children.  Similarly, 

both groups of Hispanic children are more likely than white children to rely on a clinic for their 

usual source of care, but Hispanic children in Spanish-speaking households are 29 percentage 

points more likely to rely on a clinic, while those in English-speaking households are just 

8 percentage points more likely to do so.     
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In addition, communication problems are not apparent for Hispanic children in English-

speaking families, but they were found for those in Spanish-speaking families.  For example, 

among Hispanic children in English-speaking households, 90 percent reportedly had providers 

who explained things in understandable ways, compared with 82 percent for Hispanic children in 

Spanish-speaking households (Table III.3).  It appears that there is comparability between 

Hispanic children in English-speaking families and white children in the extent to which 

providers are reported to explain things in understandable ways, treat them with courtesy or 

respect, and talk about how the child is feeling. 

Black SCHIP enrollees had experiences similar to those of white enrollees in many areas.  

The main differences found were in measures of service use and presence of a usual source of 

care.  When we compare white and black SCHIP enrollees, we see that black children have 

different service use patterns in three areas.  On the one hand, black SCHIP enrollees were eight 

percentage points more likely than white enrollees to receive a preventive visit, which is 

consistent with previous research (Fairbrother et al., forthcoming).   On the other hand, black 

children were six percentage points less likely to have had any physician visits and six 

percentage points more likely to have had an emergency room visit in the 6 months before the 

interview.6      

These data also indicate that, compared with white children, black children are four 

percentage points less likely to have a usual source of care and nine percentage points more 

likely to rely on a clinic for their usual source of care, all other things equal. Black children are 

also less likely to see the same provider at their usual source of care and to have a provider who 

                                                 
6 We find that black enrollees are less likely than white enrollees to receive mental health visits, other things 

equal, even when we only examine enrollees who are reported to have a mental health condition (data not shown). 
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can be reached after hours.   Overall, 90 percent of black children had a usual source for health 

care (Table III.3). 

Parents of non-Hispanic children with a primary language other than English appear 

more concerned than other parents about being able to meet their child’s health care needs. 

Their children are less likely to have a usual source for both medical and dental care, and they 

report more accessibility and communication problems.  We find that non-Hispanic children 

whose primary language is not English have parents who express lower levels of confidence and 

greater levels of stress and worry about meeting their child’s health care needs than parents of 

white children (Figure III.1).  Likewise, compared with white children, non-Hispanic children 

whose primary language is not English are 19 percentage points less likely to have a usual source 

for health care, 17 percentage points less likely to have a usual source for dental care, and 50 

percentage points more likely to have parents who feel that doctors and nurses look down on 

SCHIP enrollees.   Even with these differences, 75 percent of non-Hispanic children whose 

primary language is not English had a usual source for health care and 65 percent had a usual 

source for dental care (Table III.3).  

This diverse set of non-English-speaking households is also less likely than white children to 

have had specialist and emergency room visits, to see the same provider when they visit their 

usual source of care, and to wait a short time when they have appointments.  They also seem to 

experience more communication problems—non-Hispanic children whose primary language is 

not English are 17 percentage points less likely to have providers who explain things in 

understandable ways, and they are also less likely to believe that providers treat them with 

courtesy and respect. The difference did not attain statistical significance at conventional levels, 

however.  
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B. VARIATION BY AGE OF THE CHILD 

Children in different age groups have different service use patterns, but unmet health 

needs are highest among adolescents.  Many of the patterns that we observe with respect to age 

(Table III.4) are consistent with previous research (Fairbrother 2003; and Rosenbach 1989). 

These patterns reflect the changing types of care children need as they grow and develop.  For 

example, preschool-age children are more likely than children ages 6 to 12 to have received a 

well-child checkup and to have had an emergency room visit but are less likely to have received 

a dental checkup or a mental health visit.   

Adolescents seem to have greater difficulty than children ages 6 to 12 having their service 

needs met. Adolescents are six percentage points more likely than children ages 6 to 12 to have 

at least one unmet need and two percentage points (or 1.9 times) more likely to have more than 

one unmet need (Figure III.2).  Adolescents also are more likely than younger school-age 

children to have an unmet need for dental care and less likely to have received a dental checkup.  

Just over half (55 percent) of enrollees ages 13 to 18 had received a dental checkup in the 6 

months before the survey, and 15 percent reportedly had an unmet need for dental care 

(Table III.4).  Moreover, while adolescents were more likely to have seen a specialist in the 6 

months before the interview, they also were more likely to have an unmet need for specialty care.   

C. VARIATION BY EDUCATIONAL ATTAINMENT OF PARENT 

SCHIP enrollees whose parents have more education tend to receive more care. In 

addition, their parents have fewer concerns about meeting their child’s health needs, and they 

give providers higher marks for communication and accessibility. SCHIP enrollees whose 

parents had not completed high school were less likely than those whose parents had more 

education to have received a doctor visit, specialty or mental health care, and a well-child
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TABLE III.4  

ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES, BY AGE OF CHILD 
 

Ages 
0 to 5 

(Percent) 

Ages 
6 to 12a 

(Percent) 

Ages 
13 to 18 
(Percent) 

   
Service Use    

Any Doctor/Other Health Professional Visit 75.2 ** 64.5 64.9
Any Preventive Care or Checkup Visit 57.1 ** 43.0 42.2
Dental Visit for Checkup/Cleaningb 49.1 ** 61.9  55.3 ** 
Any Specialist Visit 17.2  14.1 20.6 ** 
Any Mental Health Visit 2.7 ** 5.3 7.1
Any Specialist or Mental Health Visit 18.9  18.0 25.0 ** 
Any Emergency Room Visit 24.3 ** 17.3 15.1
Any Hospital Stay 5.1  3.6 3.2

  
Unmet Need   

Doctor/Health Professional Care 3.6  1.7 1.9
Prescription Drugs 5.5  3.5 4.2
Dental Careb 11.2  10.8 14.5 * 
Specialist 2.8  2.5 5.3 ** 
Hospital Care 1.8  0.9 1.9
Hospital, Specialist, Doctor, Drug 11.0  7.4 11.1 ** 
Hospital, Specialist, Doctor, Drug, Dentistb 17.3  16.5 22.4 ** 
More than One Unmet Need 3.8  2.5 4.4 * 

  
Parental Perceptions of Meeting Child’s Health Care Needs   

Very Confident  82.2  81.3 80.8
Never or Not Very Often Stressed 81.3  78.6 76.1
Never or Rarely Worried  57.9  54.6 53.7
Never or Rarely Cause Financial Difficulties 84.8  83.1 83.0
Children on SCHIP Get Better Health Care  80.1  79.0 84.0 ** 
Doctors and Nurses Look Down on SCHIP Enrollees 16.0  17.6 21.2 * 

   
Usual Source of Care (USC)   

Had USC in Past 6 Months 94.0  90.9 91.3
USC Type: Private Doctor’s Office 66.0  64.3 64.1
USC Type: Clinic or Health Center 30.2  31.1 32.9
Usually Saw Same Provider at USC 74.8  70.7 74.9 * 
Had USC for Dental Care in Past 6 Monthsb 71.1 ** 83.9 82.9

   
Provider Communication and Accessibility   

Would Recommend USC  92.7  91.5 92.1
Could Reach Doctor After Hours 72.9  77.3 74.9
Providers Explain in Understandable Ways 89.0  89.1 89.8
Provider Treats with Courtesy/Respect 96.7 * 93.1 92.8
Provider Talks About How Child Feeling 88.3 * 83.8 85.8
Rated Ease of Getting Care Excellent or Very Good 76.0 * 68.9 70.7
Wait Time for Care Less than 30 Minutes 55.1  50.5 51.8
Travel Time to USC Less than 30 Minutes 83.1  84.7 83.7

 Number 961  2,564 1,869
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note:  Established enrollees defined as those who have been enrolled in SCHIP for 5 months or longer. The reference period for 

these measures is the 6 months before to the interview. Estimates based on regression-adjusted means for established SCHIP 
enrollees (N = 5,394). 

 
a “Ages 6 to 12” is the reference category for tests of significance; **p-value<0.01; *p-value<0.05. 
  
bApplies to children age 3 and older. 
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checkup in the 6 months before the interview (Figure III.3).  The relationship found between 

service use and educational attainment of the parent is consistent with research on the 

determinants of access and use among low-income children (Fairbrother et al., forthcoming).   

We also find that enrollees whose parents have not completed high school are less likely than 

enrollees whose parents have at least some college education to have received a dental checkup, 

to receive specialty care, and to receive mental health care (Table III.5).7 

More-educated parents also report higher levels of confidence and lower levels of stress, 

worry, and financial difficulty associated with meeting their child’s health care needs 

(Figure III.4).  For example, other things equal, parents who had a high school degree and those 

who had some college are 8 and 11 percentage points less likely, respectively, to report feeling 

stress about meeting their child’s health care needs than those whose parents do not have a high 

school degree or GED.   

Except for dental care, unmet needs do not appear to vary with the educational attainment of 

the parent.  For dental care, children whose parents do not have a high school degree are reported 

to have more unmet needs than those whose parents have completed high school but have no 

college education.   Other research has found the lack of a strong association between unmet 

needs and the educational attainment of the parent (Fairbrother et al., forthcoming). 

Children whose parents have a high school degree or some college are about 14 percentage 

points less likely than those who do not have a high school degree to use a health center or a 

clinic as a usual source of care.  There appear to be more issues concerning providers for 

children whose parents have not completed high school than for those whose parents have more 

than a high school education.  These children are 9 percentage points less likely to see the same

                                                 
7 This category includes parents who completed high school and had some college education, whether or not 

they attained a college degree. 
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TABLE III.5  

ACCESS TO CARE AND USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY HIGHEST EDUCATION LEVEL OF PARENT(S) 

 

 

Less than  
High Schoola 

(Percent) 
High School

(Percent) 

More than
High School

(Percent) 
Service Use    

Any Doctor/Other Health Professional Visit 59.1  66.8 ** 71.2 ** 
Any Preventive Care or Checkup Visit 36.7  47.1 ** 49.3 ** 
Dental Visit for Checkup/Cleaningb 52.3  58.6 60.3 ** 
Any Specialist Visit 13.4  17.3 18.3 * 
Any Mental Health Visit 3.3  4.0 7.7 ** 
Any Specialist or Mental Health Visit 16.4  20.0 23.0 ** 
Any Emergency Room Visit 20.5  17.3 17.1
Any Hospital Stay 3.8  4.6 3.0

Unmet Need   
Doctor/Health Professional Care 1.4  2.4 2.2
Prescription Drugs 2.4  5.1 4.3
Dental Careb 14.2  9.5 * 13.1
Specialist 4.0  2.5 3.9
Hospital Care 1.0  0.9 2.0
Hospital, Specialist, Doctor, Drug 8.1  8.9 10.4
Hospital, Specialist, Doctor, Drug, Dentistb 20.0  15.9 19.9
More than One Unmet Need 2.5  2.9 4.2

Parental Perceptions of Meeting Child’s Health Care Needs   
Very Confident  76.6  82.9 * 82.9 * 
Never or Not Very Often Stressed 70.9  79.3 ** 81.9 ** 
Never or Rarely Worried  50.2  54.2 58.4 ** 
Never or Rarely Cause Financial Difficulties 77.0  85.0 ** 85.8 ** 
Children on SCHIP Get Better Health Care  84.6  78.0 ** 81.1
Doctors and Nurses Look Down on SCHIP Enrollees 17.6  20.4 17.3

Usual Source of Care (USC)   
Had USC in Past 6 Months 90.4  90.5 93.5
USC Type: Private Doctor’s Office 57.1  67.1 ** 66.9 ** 
USC Type: Clinic or Health Center 41.8  29.3 ** 27.3 ** 
Usually Saw Same Provider at USC 67.1  73.7 * 75.6 ** 
Had USC for Dental Care in Past 6 Monthsb 81.6  82.8 80.6

Provider Communication and Accessibility   
Would Recommend USC  90.3  93.2 91.8
Could Reach Doctor After Hours 63.9  78.8 ** 79.6 ** 
Providers Explain in Understandable Ways 85.2  89.3 91.2 * 
Provider Treats with Courtesy/Respect 88.5  94.8 ** 95.5 ** 
Provider Talks About How Child Feeling 81.3  86.5 86.5
Rated Ease of Getting Care as Excellent or Very Good 59.6  74.1 ** 74.1 ** 
Wait Time for Care Less than 30 Minutes 47.0  55.1 * 51.9
Travel Time to USC Less than 30 Minutes 84.1  83.5 84.6

Number 952  1,996  2,333

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note:  Established enrollees defined as those who have been enrolled in SCHIP for 5 months or longer. The reference period for 
these measures is the 6 months before to the interview. Estimates based on regression-adjusted means for established SCHIP 
enrollees (N = 5,394). 

a“Less than High School” is the reference category for tests of significance; **p-value<0.01; *p-value<0.05. 
bApplies to children age 3 and older.  
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provider at their usual source of care, 16 percentage points less likely to have a provider that can 

be reached after hours, and 7 percentage points less likely to have providers reported to treat 

them with respect (Table III.5).  While only 64 percent of the children whose parents have not 

completed high school have providers who can be reached after hours, 89 percent reportedly 

have providers that treat them with courtesy and respect (Table III.5).  

D. VARIATION BY HEALTH STATUS OF THE CHILD8 

SCHIP enrollees with elevated health care needs receive more care than other enrollees 

but are reported to have more unmet needs. In addition, their parents report greater levels of 

worry and financial difficulty associated with meeting their children’s needs.  Consistent with 

the broader research on children with special health care needs (Silver and Stein 2001; Davidoff 

et al. 2003; and Kenney et al. 2003), we find that SCHIP enrollees with elevated health care 

needs are more likely than other enrollees to receive a range of different type of services but are 

also more likely to have unmet needs and to have multiple unmet needs (Table III.6).  For 

example, they are more likely than other children to have received specialty care and to have had 

a hospital stay, but they are also more likely to have unmet needs for both specialty and hospital 

care (Figure III.5).  In addition, they are more likely to have had emergency room and mental 

health visits and to have greater unmet needs for prescription drugs.  Other things equal, children 

with elevated health care needs are 10 percentage points more likely than children in better  

health who do not have an elevated health care need to have some type of unmet need and 4 

percentage points more likely to have multiple needs.  However, as discussed in Chapter VII, 

enrollment in SCHIP reduced unmet needs for children with and without elevated health care 

needs, with the largest reductions experienced by children with elevated health care needs.

                                                 
8 Elevated health care needs are defined as being in fair or poor health or having a special health care need.  

About one in five of the children with a special health care need is in fair or poor health, and about one-half of the 
children in fair or poor health have a special health care need. 
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TABLE III.6  

ACCESS AND USE OF SERVICES AMONG ESTABLISHED SCHIP ENROLLEES,  
BY HEALTH STATUS OF CHILD 

 

 

Without 
Elevated 

Health Care 
Needsa 

(Percent) 

With  
Elevated 

Health Care  
Needs 

(Percent) 
Service Use   

Any Doctor/Other Health Professional Visit 64.0  75.4 ** 
Any Preventive Care or Checkup Visit 43.9  50.5 ** 
Any Dental Visit for Checkup/Cleaningb 58.4  55.8
Any Specialist Visit 14.1  25.2 ** 
Any Mental Health Visit 3.0  12.7 ** 
Any Specialist or Mental Health Visit 16.2  33.7 ** 
Any Emergency Room Visit 15.9  24.7 ** 
Any Hospital Stay 3.1  5.9 ** 

Unmet Need   

Doctor/Health Professional Care 1.8  2.9
Prescription Drugs 2.9  7.8 ** 
Dental Careb 11.4  14.2
Specialist 2.5  6.3 ** 
Hospital Care 0.9  2.9 ** 
Hospital, Specialist, Doctor, Drug 7.1  16.3 ** 
Hospital, Specialist, Doctor, Drug, Dentistb 16.2  26.0 ** 
More than One Unmet Need 2.4  6.5 ** 

Parental Perceptions of Meeting Child’s Health Care Needs   

Very Confident  82.3  78.4 * 
Never or Not Very Often Stressed 80.8  70.6 ** 
Never or Rarely Worried  57.5  46.8 ** 
Never or Rarely Cause Financial Difficulties 85.8  75.9 ** 
Children on SCHIP Get Better Health Care  80.3  82.7
Doctors and Nurses Look Down on SCHIP Enrollees 18.2  19.2

Usual Source of Care (USC)   

Had USC in Past 6 Months 90.9  94.1 ** 
USC Type: Private Doctor’s Office 65.1  63.2
USC Type: Clinic or Health Center 31.6  31.0
Usually Saw Same Provider at USC 70.6  79.9 ** 
Had USC for Dental Care in Past 6 Monthsb 82.2  79.8

Provider Communication and Accessibility   

Would Recommend USC  91.5  93.1
Could Reach Doctor After Hours 76.4  73.4
Providers Explain in Understandable Ways 90.0  87.4
Provider Treats with Courtesy/Respect 94.0  93.1
Provider Talks About How Child Feeling 85.8  84.3
Rated Ease of Getting Care as Excellent or Very Good 72.3  67.5 * 
Wait Time for Care Less than 30 Minutes 52.2  50.7
Travel Time to USC Less than 30 Minutes 85.5  79.8 ** 

Number 3,941  1,453
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note:  Established enrollees defined as those who have been enrolled in SCHIP for 5 months or longer. The reference period 

for these measures is the 6 months before to the interview. Estimates based on regression-adjusted means for established 
SCHIP enrollees (N = 5,394). 

 
a “Without Elevated Health Care Needs” is the reference category for tests of significance; **p-value<0.01;*p-value<0.05.  Child 
classified as with “Elevated Health Care Needs” if in fair or poor health or has a special health care need. 

 
bApplies to children age 3 and older.  
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Parents whose children have elevated health care needs are more likely to report feeling 

stress, worry, and financial difficulties associated with meeting their child’s health care needs 

(Table III.6).  For example, SCHIP enrollees with elevated health care needs are 10 percentage 

points less likely than healthier SCHIP enrollees to have parents who indicate that meeting their 

child’s health care needs never or rarely causes financial difficulties.  Despite this difference, 

however, even among the parents whose children have elevated health care needs, 76 percent 

indicate that meeting their child’s health care needs rarely or never causes financial difficulties. 

E. VARIATION BY URBAN/RURAL LOCATION 

SCHIP enrollees who live in urban areas are less likely than enrollees who live in more rural 

areas to use a clinic or health center as their usual source of care and, not surprisingly, less likely 

to travel long distances to get to their usual source of care (Appendix Table III.4).  For example, 

other things equal, SCHIP enrollees who live in metropolitan areas are 8 and 13 percentage 

points less likely to use a clinic or health center as their usual source of care, compared with 

enrollees in nonmetropolitan areas adjacent and not adjacent to a city, respectively (Appendix 

Table III.4).  Instead, enrollees from urban areas are more likely to rely on private doctors’ 

offices or group practices and to use other types of usual sources of care.   

F. VARIATION BETWEEN ESTABLISHED ENROLLEES AND DISENROLLEES 

The SCHIP experiences of children who recently disenrolled from SCHIP are generally 

positive, though less so than those of established enrollees.  We compared access and use 

measures for established enrollees and disenrollees, controlling for the characteristics of children 
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in the two groups (Table III.7).9  Overall, the findings suggest that disenrollees might have had 

somewhat worse access and use experiences than the established enrollees.  While the 

differences are not large, the pattern is robust and spans a number of different types of outcomes.  

In particular, (1) the parents of disenrollees were seven percentage points less likely than the 

parents of established enrollees to feel very confident about their ability to have their child’s 

health needs met (Figure III.6), (2) disenrollees were three percentage points less likely than 

established enrollees to have a usual source of care and four percentage points less likely to rely 

on a physician’s office or private practice as their usual source of care, and (3) disenrollees were 

four percentage points less likely than established enrollees to have a preventive dental visit and 

six percentage points less likely to have a usual source for dental care.   

G. IMPACTS OF CO-PAYMENTS 

Emergency room use appears higher for enrollees facing higher prescription drug co-

payments and lower emergency room co-payments.  Under SCHIP, states can impose co-

payments for services (excluding well-child visits).  For families below 150 percent of the 

federal poverty level, total cost sharing cannot exceed five percent of the family’s income; for 

families below this income level, the co-payment is capped at five dollars per individual service. 

Among these 10 states, 2 did not impose co-payments for services, while the remaining 8 states 

imposed co-payments on some enrollees.  Table III.8 shows the co-payments charged in each 

state in 2002 for emergency room visits, office visits, prescription drugs, and mental health 

visits.    

                                                 
9We estimated models that included and excluded the enrollees who were 18 years old at the time of the survey 

and that included and excluded disenrollees who had been enrolled in SCHIP for less than 6 months.  While the 
magnitude and statistical significance of the differences in access and use between established enrollees and 
disenrollees varied across the specifications, the overall pattern was the same across all model specifications.   The 
results presented here are based on models that include the 18-year-olds and exclude the disenrollees who had been 
enrolled in SCHIP for less than 6 months. 
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TABLE III.7  

ACCESS AND USE OF SERVICES AMONG SCHIP ENROLLEES, BY ENROLLMENT STATUS 
 

 Established
Enrolleesa 

(Percent) 
Disenrollees

(Percent) 
Service Use  

Any Doctor/Other Health Professional Visit 66.8 66.6
Any Preventive Care or Checkup Visit 45.5 50.9 ** 
Any Dental Visit for Checkup/Cleaningb 57.4 53.8 * 
Any Specialist Visit 16.8 15.1
Any Mental Health Visit 5.4 6.6
Any Specialist or Mental Health Visit 20.4 20.3
Any Emergency Room Visit 18.0 21.0 * 
Any Hospital Stay 3.8 3.7

Unmet Need  

Doctor/Health Professional Care 2.1 2.0
Prescription Drugs 4.1 4.8
Dental Careb 12.0 13.7
Specialist 3.4 4.2
Hospital Care 1.4 1.9
Hospital, Specialist, Doctor, Drug 9.3 10.5
Hospital, Specialist, Doctor, Drug, Dentistb 18.5 20.5
More than One Unmet Need 3.4 4.5 * 

Parental Perceptions of Meeting Child’s Health Care Needs  

Very Confident  81.3 74.5 ** 
Never or Not Very Often Stressed 78.3 74.0 ** 
Never or Rarely Worried  55.0 50.4 ** 
Never or Rarely Cause Financial Difficulties 83.4 79.8 ** 
Children on SCHIP Get Better Health Care  80.8 78.5
Doctors and Nurses Look Down on SCHIP Enrollees 18.5 19.0

Usual Source of Care (USC)  

Had USC in Past 6 Months 91.7 89.1 ** 
USC Type: Private Doctor’s Office 64.6 60.6 ** 
USC Type: Clinic or Health Center 31.4 35.4 ** 
Usually Saw Same Provider at USC 72.9 69.6 * 
Had USC for Dental Care in Past 6 Monthsb 81.1 75.3 ** 

Provider Communication and Accessibility  

Would Recommend USC  91.9 91.9
Could Reach Doctor After Hours 75.4 75.3
Providers Explain in Understandable Ways 88.7 88.6
Provider Treats with Courtesy/Respect 93.3 94.5
Provider Talks About How Child Feeling 85.0 84.1
Rated Ease of Getting Care as Excellent or Very Good 69.7 67.4
Wait Time for Care Less than 30 Minutes 51.7 52.4
Travel Time to USC Less than 30 Minutes 84.0 82.2

 Number 5,394 4,968
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note:  Established enrollees defined as those who have been enrolled in SCHIP for 5 months or longer. The reference period 

for these measures is the 6 months before to the interview. Estimates based on regression-adjusted means for established 
SCHIP enrollees (N = 5,394). 

 
a “Established Enrollees” is the reference category for tests of significance; **p-value<0.01; *p-value<0.05. 
 

bApplies to children age 3 and older.     
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TABLE III.8 

CO-PAYMENTS FOR FOUR TYPES OF SERVICES, BY STATE 

 
Emergency Room Visits 

Co-Pay Amount 
Office Visits 

Co-Pay Amount 
Prescription Drugs  
Co-Pay Amount 

Mental Health Visits 
Co-Pay Amount 

California All incomes: $5 All incomes: $5 All incomes: $5 All incomes: $5 
 

Colorado <100% FPL: None <100% FPL: None <100% FPL: None <100% FPL: None 
 101-150% FPL: $5 101-150% FPL: $2 101-150% FPL: $1 101-150% FPL: $2 
 151-185% FPL: $15 151-185% FPL: $5 151-185% FPL: $3-5 151-185% FPL:  $5 

 
Florida MediKids: None MediKids: None MediKids: None MediKids: None 
 Florida Healthy Kids Florida Healthy Kids: $3 Florida Healthy Kids: $3 Florida Healthy Kids: $3 
 Inappropriate Use Fee: $10 

 
   

    
Illinois <150% FPL:  None <133% FPL:  None <133% FPL:  None <133% FPL:  None 
 151-185% FPL 134-150% FPL: $2 134-150% FPL: $2 134-185% FPL: $5 
 Inappropriate Use Fee: $25 

 
151-185% FPL: $5 151-185% FPL: $3-5  

Louisiana None None None None 
 

Missouri None <185% FPL: None <225% FPL: None None 
  186-225% FPL: $5 226-300% FPL: $9  
  226-300% FPL: $10 

 
  

New Jersey 134-150% FPL: None 134-150% FPL: None 134-150% FPL: None 134-150% FPL: None 
 151-200% FPL: $10 151-200% FPL: $5 151-200% FPL: $5  151-200% FPL:  None 
 201-350% FPL: $35 

 
201-350% FPL: $5 201-350% FPL:  $5 

($1 generics) 
201-350% FPL: $25 

New York None None None None 
 

North Carolina <150% FPL:  None <150% FPL:  None <150% FPL:  None <150% FPL:  None 
 150-200% FPL: $20  

 
150-200% FPL: $5  150-200% FPL: $6  150-200% FPL: $5 

Texas <150% FPL: $5 <150% FPL: $2 <150% FPL: $1-2 <150% FPL: $2 
 151-185% FPL: $25 151-185% FPL: $5 >150% FPL: $10 151-185% FPL: $5 
 186-200% FPL: $35 186-200% FPL: $10 ($5 generics) 186-200% FPL: $35 
 ($100 annual family cap)   
 

Source: Wooldridge et al. 2003. 
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Previous research has suggested that low-income families reduce service use when faced 

with higher out-of-pocket costs (Lohr et al. 1986; Newhouse 1993; and Stewart and Zacker 

1999), but no research has examined the effects of this type of cost sharing in the SCHIP 

program.  In this section, we assess the relationship of co-payments charged for four services—

emergency room visits, office visits, mental health visits, and prescription drugs—on measures 

of service use and unmet needs reported for established enrollees.  We assigned zero co-

payments to children in states with no co-payments and to children in eligibility categories that 

had no co-payments.  For children in the states that charged co-payments, we assigned them the 

amount for children in that eligibility category.   We estimated the effects of co-payments in 

regression models that included all the explanatory variables used in the other regression models 

reported in this chapter.10   

Of the four types of co-payments we focused on, we identified only two relationships that 

appeared to be robust with respect to alternative specifications: (1) the effect of emergency room 

co-payments on emergency room use, and (2) the effect of prescription drug co-payments on 

emergency room use.  We were unable to derive consistent estimates for the effects of co-

payments for the other two service areas we examined—office visits and mental health visits.  

Interestingly, we did not find emergency room and prescription drug co-payments to have the 

same effect when we reestimated these models for disenrollees who reported their access and 

service use experiences on SCHIP before disenrolling.  This result suggests that disenrollees may 

respond differently to prices than established enrollees do.  

                                                 
10See footnote 3 in this chapter for a description of the explanatory variables included in these models.  The 

four co-payment variables were added to the models, and specifications were estimated that treated the co-payment 
variables alternatively as continuous and discrete variables and that included and excluded a variable indicating how 
much a state charged for inappropriate emergency room visits.  The results presented in Table III.9 reflect the 
specification with brand-name prescription drug co-payments in place of the generic drug co-payments and exclude 
the variable indicating how much a state charged for inappropriate emergency room visits.  However, the alternative 
models produced findings consistent with those in Table III.9. 
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In all the models we estimated with established enrollees, we found that co-payments on 

emergency room visits lowered both the likelihood that a child would have had an emergency 

visit and the number of emergency room visits in the 6 months before the survey (Table III.9).  

We found no compensating increase in any other services. We also found that higher co-

payments on prescription drugs (whether brand name or generic) raised both the likelihood of an 

emergency room visit and the number of emergency room visits.   Although the relationship 

between co-payments for prescription drugs and unmet need for prescription drugs due to cost or 

coverage was positive in each of the models we estimated, it was not statistically significant.   

It appears that SCHIP enrollees may cut back on emergency room use when they face higher 

co-payments for emergency room visits and increase their use of emergency rooms when they 

face higher out-of-pocket costs for prescription drugs.  However, this analysis is only exploratory 

given the limitations of the methodological approach.  Methodological limitations include the 

small number of states included in the analysis and the absence of controls for other potentially 

important policy and supply variables.  In addition, data limitations related to the small amount 

of variation in co-payments across the sample, and the fact that co-payments for different 

services tend to be highly correlated for a given enrollee, make it impossible to definitively 

assess these patterns based on this analysis.  Moreover, these data do not provide any evidence 

on the impacts of co-payments on health outcomes or program costs.  While further study would 

be required to formulate a comprehensive assessment of the direction of effects, let alone to 

assess the magnitude of the relationships between co-payments on different types of service use 

and unmet needs, these data suggest that out-of-pocket cost sharing may influence patterns of 

service among SCHIP enrollees. 
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TABLE III.9 

EXPLORATORY ANALYSIS ON IMPACTS OF CO-PAYMENTS ON EMERGENCY  
ROOM USE AND UNMET NEED FOR PRESCRIPTION DRUGS FOR  

ESTABLISHED ENROLLEES 

Emergency  
Room Co-Pay 

Drug 
Co-Pay 

Any Emergency Room Visit -0.009 *** 0.022 ** 
 

Number of Emergency Room Visits -0.019 ** 0.042 ** 
 

Any Unmet Need for Prescription Drugs Due to Cost or Coverage -0.002  0.001
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: “Established Enrollees” defined as those who have been enrolled in SCHIP for 5 months or longer. 

The reference period for these measures is the 6 months before the interview. Estimates based on 
regression-adjusted means for established SCHIP enrollees (N = 5,394). 

 
***p-value<.01; **p-value<0.05; * p-value<.10. 
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H. VARIATION BY STATE 

Variation across states was limited to a few access and use measures.  Overall, there is 

considerable consistency across the 10 states in the access and use measures examined here.  For 

most of the outcomes studied, only a handful of states had outcomes that differed from the other 

states, particularly when we control for the cross-state variation in the enrollee population 

(Appendix Table III.5).11  For example, three or fewer states had statistically significant 

differences from the other states in (1) well-child, mental health, specialty, and emergency room 

visits; (2) unmet needs for doctor care, dental care, prescription drugs, and hospital care; (3) 

confidence, stress, and financial difficulties associated with meeting the child’s health care 

needs; (4) presence of a usual source for health care and the extent to which the child sees the 

same provider at the usual source of care and can reach the provider after hours; and (5) whether 

the provider explains things in understandable ways, treats the family with courtesy and respect, 

and asks about how the child is feeling and growing.  However, there were four areas in which 

six or more states differed from the others, all else equal: (1) opinions about how providers view 

SCHIP enrollees and whether SCHIP coverage is better than being uninsured, (2) dental care, (3) 

usual source of care, and (4) travel times.   

The extent to which families believe that nurses and doctors look down on children enrolled 

in SCHIP varies considerably across states (Figure III.7).  For example, other things equal, 

families in New York are 21 percentage points less likely than those in New Jersey to believe 

that providers look down on children enrolled in SCHIP (Figure III.7).  Despite this variation, in 

each state, less than 34 percent of all families believed that nurses and doctors looked down on 

SCHIP enrollees (Appendix Table III.5).  Interestingly, families in the four states with either

                                                 
11 For each measure, we tested whether a given state had an outcome that was statistically significantly 

different from the nine other states collectively, controlling for other differences across states.     
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Medicaid expansions or combination programs (Illinois, Louisiana, Missouri, and New Jersey) 

are more likely than families in states with separate SCHIP programs to believe that providers 

look down on SCHIP enrollees. Findings presented in Chapter VIII indicate that, in the two 

states where interviews with Medicaid (Title XIX) enrollees are available—California and North 

Carolina—families with children enrolled in the separate SCHIP program are less likely than 

families with children enrolled in Medicaid to believe that providers look down on SCHIP 

enrollees and Medicaid enrollees, respectively.   

Other things equal, the share of families who believe that children enrolled in SCHIP get 

better health care than children who are uninsured also varies across states (Appendix Table 

III.5).  In four states, the cross-state variation is consistent with the patterns we observe in terms 

of the share who believe that providers look down on SCHIP enrollees.  For example, compared 

with families in other states, families in Colorado are both more likely to think that SCHIP 

enrollees receive better health care than the uninsured and less likely to think that providers look 

down on SCHIP enrollees, while the reverse pattern was evident in Illinois, Louisiana, and 

Missouri, other things equal.  There are a number of other cases (such as in California, Florida, 

New York, and Texas), where there is a statistically significant difference for one of the two 

outcomes but not for the other.  

We also find variation across states in the extent to which SCHIP enrollees receive dental 

checkups, in the extent to which enrollees have a usual source for dental care, and to a lesser 

extent, in the prevalence of unmet need for dental care (Appendix Table III.5).  States are 

characterized as having lower/higher than average dental care access if their SCHIP enrollees are 

more/less likely than those in other states to receive a dental checkup and to have a usual source 

for dental care and less/more likely to have an unmet need for dental care. Although, as noted 

earlier, dental benefits are optional for separate SCHIP programs, all the separate programs in 
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these states offered dental benefits to enrollees, although two of the programs (Colorado and 

Florida) were just completing the phase-in of their dental benefits when the survey was fielded.  

Compared with the other states examined here, enrollees in Missouri had lower than average 

dental access for all three measures, and enrollees in Colorado, Florida, and New Jersey had 

lower than average dental access on two of the three dental access measures.  In California and 

North Carolina, enrollees had higher than average dental access,  compared with the other states 

for two of the three measures.  

While there is no apparent pattern regarding presence of  preventive dental care with respect 

to program type (separate, combination, or Medicaid expansion), it does appear that the separate 

programs that introduced dental benefits sooner had higher dental access than Colorado and 

Florida, which added dental benefits several years later.  In addition, none of the four states with 

a Medicaid expansion or combination program performed better than the rest of the states, and 

two of the four performed worse on two or three of the three dental measures.  More research is 

needed to understand the cause of these patterns. 

Enrollees in California and North Carolina are more likely than enrollees in the other states 

to have received a preventive dental visit in the 6 months before the survey, while those in 

Colorado, Florida, Louisiana, and Missouri were less likely to have received a preventive dental 

visit over the same period, other things equal (Figure III.8).  Unmet need for dental care was 

higher in Missouri and New Jersey and lower in Texas, other things equal, than in the other 

states.  Enrollees are more likely to have a usual source for dental care in California, Louisiana, 

New York, and North Carolina and are less likely to have one in Colorado, Florida, Missouri, 

and New Jersey.   

Considerable variability exists across states in the type of provider on which enrollees rely 

for their usual source care, other things equal  (Figure III.9).  For example, SCHIP enrollees in 
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Florida and New Jersey are about 34 percentage points more likely to rely on a private doctor’s 

office or group practice as their usual source of care, other things equal, than enrollees in 

Colorado, other things being equal.  Enrollees in California, Colorado, and Illinois are 

substantially less likely, and those in Florida, Louisiana, and New Jersey are more likely, to have 

a private doctor’s office or a group practice as their usual source of care, other things equal.12 

I. SUMMARY   

This chapter has documented the substantial variation in access and use among SCHIP 

enrollees with respect to the child’s race/ethnicity and primary language, age, and health status; 

and parents’ educational attainment.  While there was little consistency to the variation in access 

and use that was observed across states, families in the four states with Medicaid expansions or 

combination programs are more likely than families in the six states with separate programs to 

believe that providers look down on SCHIP enrollees. This could reflect either greater actual or 

perceived provider resistance to serving Medicaid versus SCHIP clients (Hill et al. 2003).  

Moreover, some states appeared to be more successful than others in providing dental access, 

and it appears that separate programs that implemented their dental benefits earlier tended to 

have higher dental access.  More research is needed to assess the extent to which these cross-

state patterns are due to differences in state policies and the extent to which they are due to other 

factors, such as the supply of dentists. 

SCHIP enrollees who appeared to experience more access problems are those with elevated 

health care needs, those in households where the primary language is not English, those who are 

                                                 
12 There was variation across states in the amount of time enrollees spent traveling to their usual source of care.  

Enrollees in California, Florida, and New Jersey were more likely to have short travel times (less than 30 minutes), 
whereas those in Illinois, Louisiana, and Missouri had longer travel times (30 minutes or more) than enrollees in the 
other states.  These cross-state patterns for travel times may reflect the greater urbanization of the states with the 
shorter travel times relative to the states with the longer travel times. 
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adolescents, and those whose parents do not have a high school diploma.  As indicated above, 

many of these differences have been found in other studies and are not unique to SCHIP.  

However, if SCHIP programs are to effectively meet the needs of the diverse populations they 

are serving, they will need to explore ways to close these gaps.  Addressing these differences 

would allow more SCHIP enrollees to take full advantage of the health care offered through 

SCHIP.      
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APPENDIX TABLE III.4 

REGRESSION-ADJUSTED ESTIMATES OF ACCESS TO CARE AND USE OF SERVICES  
AMONG ESTABLISHED SCHIP ENROLLEES,  

BY METROPOLITAN STATUS 
(Percent) 

 
 Metropolitan Status 
  

Metropolitana
Nonmetro, 
Adjacent 

Nonmetro, 
Nonadjacent 

Service Use   
Any Doctor/Other Health Professional Visit 66.1 73.8 ** 63.4
Any Preventive Care or Checkup Visit 45.6 46.5  41.1
Dental Visit for Checkup/Cleaningb 57.6 57.4  61.5
Any Specialist Visit 16.3 19.9  19.5
Any Mental Health Visit 5.5 4.4  5.4
Any Specialist or Mental Health Visit 19.9 23.8  22.1
Any Emergency Room Visit 17.6 19.4  21.5
Any Hospital Stay 3.6 4.5  4.3

 
Unmet Need 

  

Doctor/Health Professional Care 2.2 1.4  1.1 * 
Prescription Drugs 4.2 4.3  2.2
Dental Careb 12.2 12.5  10.4
Specialist 3.6 1.8  4.3
Hospital Care 1.4 1.4  1.0
Hospital, Specialist, Doctor, Drug 9.5 8.4  7.7
Hospital, Specialist, Doctor, Drug, Dentistb 18.7 18.7  15.0
More than One Unmet Need 3.6 1.6 * 2.7

 
Parental Perceptions of Meeting Child’s Health Care Needs 

  

Very Confident  81.3 82.7  78.4
Never or Not Very Often Stressed 78.3 77.7  79.1
Never or Rarely Worried  54.5 55.4  62.5 * 
Never or Rarely Cause Financial Difficulties 83.1 84.9  86.0
Children on SCHIP Get Better Health Care  81.6 77.8  72.8 * 
Doctors and Nurses Look Down on SCHIP Enrollees 18.6 18.3  16.2

   
Usual Source of Care (USC)   

Had USC in Past 6 Months 91.4 94.1  92.7
USC Type: Private Doctor’s Office 65.6 59.9 * 55.0 * 
USC Type: Clinic or Health Center 30.1 38.0 ** 43.1 ** 
Usually Saw Same Provider at USC 72.7 73.9  73.8
Had USC for Dental Care in Past 6 Monthsb 81.8 79.2  82.6

   
Provider Communication and Accessibility   

Would Recommend USC  91.7 92.8  93.2
Could Reach Doctor After Hours 76.8 69.3 * 67.7 * 
Providers Explain in Understandable Ways 89.5 88.9  86.7
Provider Treats with Courtesy/Respect 93.7 93.1  95.7
Provider Talks About How Child Feeling 85.2 87.4  83.4
Rated Ease of Getting Care Excellent or Very Good 70.4 72.2  77.8 * 
Wait Time for Care Less than 30 Minutes 52.0 53.1  46.9
Travel Time to USC Less than 30 Minutes 84.8 78.7 * 81.7

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: “Established Enrollees” defined as those who have been enrolled in SCHIP for 5 months or longer. The reference 
period for these measures is the 6 months before the interview. Sample of established SCHIP enrollees (N = 5,394).  

a“Metropolitan” is the reference category for significance tests; **p-value<0.01;*p-value<0.05. 
 

bApplies to children age 3 and older. 
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IV. ANALYSIS OF LENGTH OF SCHIP ENROLLMENT  
AND TIME TO REENROLLMENT 

Lorenzo Moreno 
William Black 

Enrollment in SCHIP continues to increase, although the rate of growth is leveling off 

(Smith and Rousseau 2003).  As states have enrolled more children in their programs, their focus 

has shifted to ensuring that eligible children remain enrolled (Hill and Westpfahl Lutzky 2003; 

National Governors Association 1999 and 2000; and Pettibone et al. 2005).  States also have 

concentrated their resources on making it easier for eligible children who leave SCHIP to 

reenroll.  These newer emphases respond to SCHIP’s evolution into a mature program and to the 

growing perception among program administrators that many eligible children leave SCHIP, 

particularly at the time of eligibility renewal (Cohen-Ross and Cox 2003; and Riley et al. 2002).   

Despite its policy relevance, a comprehensive understanding of the factors associated with 

SCHIP enrollment length and reenrollment is not yet available.  Recent studies have used 

program data for large groups of the population of enrollees in a few states to examine the 

effectiveness of continuation-of-coverage and reenrollment policies (Agency for Healthcare 

Research and Quality 2002; Allison et al. 2001a and 2001b; Allison and LaClair 2002; Dick et 

al. 2002; Haber and Mitchell 2001; Phillips et al. 2004; and Shenkman et al. 2002a).  To date, 

however, there is a knowledge gap both about how long children are enrolled and about how 

long children who leave SCHIP (disenroll) remain out of SCHIP (hereafter referred to as “time 

to reenrollment”) for a representative sample of children in the nation.  Likewise, few studies 

have looked at whether differences across individual characteristics, including insurance status 
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before or after enrolling in SCHIP, are associated with the length of enrollment and time to 

reenrollment, respectively.    

This chapter addresses four key policy questions: (1) How long do SCHIP enrollees stay in 

the program?  (2) What factors are related to how long children are enrolled?  (3) How long do 

children who leave SCHIP stay out of the program?  and (4) What factors are related to the time 

to reenrollment?  To address these questions, we rely on state program data (that is, enrollment 

histories) for a subset of children selected for the survey of SCHIP enrollees and recent 

disenrollees, as well as on data from this survey.  Our analysis finds that: 

• The median length of SCHIP enrollment for recent enrollees was 15 months—longer 
than the guaranteed period offered by most states in this evaluation—although more 
than one-fifth of children left SCHIP at first eligibility renewal in five of the states 
(four states and the separate program component of Illinois’s combination program). 

• Being uninsured or having private coverage immediately before SCHIP enrollment is 
strongly associated with longer enrollment spells.  This association suggests that 
previous Medicaid enrollment is associated with cycling on and off of SCHIP. 

• One in four children who left SCHIP reenrolled in SCHIP within 12 months or less of 
leaving.   

• Children who were uninsured when they left SCHIP were more likely to reenroll in 
SCHIP than other children who left SCHIP.  

• Length of enrollment and time to reenrollment both varied little across demographic 
characteristics, but they did vary across states. 

A. ANALYTIC APPROACH 

To examine the length of enrollment and time to reenrollment, we use SCHIP enrollment 

history data for children who were surveyed as recent enrollees and recent disenrollees, 

respectively.  Enrollment history data provide information on the enrollment of these two 

samples between the beginning of the program (about five years ago) in each of the 10 states in 

this evaluation and December 2002.  In seven states, we also have Medicaid enrollment histories 

for the SCHIP samples for about the same period.  We use Medicaid data to supplement the 
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SCHIP enrollment histories by examining transitions from and to Medicaid.  For reasons that we 

explain below, however, the analysis presented focuses on 2002—the period in which we 

selected the samples and fielded the survey.1  In addition, we analyze combined enrollment 

history data and survey data to examine what factors are related to the length of SCHIP 

enrollment and time to reenrollment.  Central to this analysis is the examination of the 

association between insurance status before and after SCHIP and the length of enrollment and 

time to reenrollment, respectively.   

B. ANALYSIS OF THE LENGTH OF SCHIP ENROLLMENT 

Continuation of coverage in SCHIP for as long as children remain eligible is central to 

ensuring that they have access to health care services when they need them and that this care is 

delivered by the same provider  (U.S. General Accounting Office 2001; and Irvin et al. 2002).  In 

2002, 7 of the 10 states had policies guaranteeing that children not lose eligibility for a 

predetermined period (that is, continuous eligibility) because of changes in their family 

circumstances, including income and family size (see Table IV.1).2  Several other policies may 

also be related to the length of coverage, including the use and cost of premiums for families 

enrolled in SCHIP, the timing of renewal frequency, and the requirements for renewal.  While it 

is not possible to tease out the role of these policies given a sample of only 10 states, it is 

nevertheless valuable to look across states and across key demographic groups to see whether 

and how enrollment lengths vary. 

                                                 
1Some families may effectively leave SCHIP before the state’s determination because they obtain other 

coverage or experience other changes in family circumstances.  As a result, the length of time that some children are 
covered by SCHIP may effectively be shorter than reported by the state enrollment files, and the time until 
reenrollment may differ as well.  Available evidence suggests that this outcome is not frequent (only seven percent 
of established enrollees reported being disenrolled when the state files indicate that they had coverage).  
Nevertheless, the distributions presented in this chapter may differ at least slightly from what families would have 
reported had the survey been conducted at multiple points in time.   

2Beginning in September 2003, Texas switched from 12 to 6 months of continuous eligibility  (CMS 2003). 
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TABLE IV.1 

SELECTED POLICIES RELATED TO LENGTH OF SCHIP ENROLLMENT  
AND TIME TO REENROLLMENT 

 

 
Program  

Type 

Maximum 
Income 

Threshold     
(%FPL) 

12-Month 
Continuous 
Eligibility 

Renewal 
Frequency 
(Months) 

Premium Required 
Based on Income 

Eligibility 
Category 

Grace Period if 
Missed Paying 

Premium 

Blackout 
Period for 

Nonpayment 
of Premium 

California Separatea 250% Yes 12 All 60 days 6 months 
Colorado Separate 185% Yes 12 None  -- -- 
Florida Separatea 200% No 6c All No 2 months 
Illinois Combination 133%/185%b Yes 12/12b >150% FPL No None 
Louisiana Medicaid 200% Yes 12 None   -- -- 
Missouri Medicaid 300% No 12 > 225% FPL 90 days 6 months 
New Jersey Combination 133%/350%b No 6/12b > 150% FPL No None 
New York Separatea 250% No 12 > 160% FPL  30 days None 
North Carolina Separate 200% Yes 12 None -- -- 
Texas Separate 200% Yes 12 > 150% FPL 60-90 days 3 months 
 
Source: Hill et al. 2003. 
 
aState also has a small Medicaid expansion component that is not part of this study.  This component  was expected to be phased 
out at the time of the 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.  The study sample 
for the survey was therefore drawn only for the separate component. 
   
bFigures shown reflect Medicaid expansion component/separate component. 
 
cAt the time of the survey, Florida had a passive renewal policy that required families to renew only if they have a change in 
circumstances that might affect their eligibility. 
 
FPL = federal poverty level. 

To describe the length of SCHIP enrollment, we examine enrollment spells in 2002 for a 

sample of recent enrollees—that is, the interval between the month a child enrolled in SCHIP 

and the month in which he or she left the program or was last observed enrolled in it (December 

2002)—for all states combined and for each of the 10 states separately.3  We also examine 

differences in spell length by demographic and health characteristics, insurance coverage before 

SCHIP enrollment, and program type.  The analysis includes only the enrollment spells from 

which we sampled recent enrollees who completed the interview (5,653 children).4  The spells of 

                                                 
3Appendix C describes in detail the enrollment history data that the 10 states provided to us, the method for 

constructing enrollment spells, and the statistical methods that we used in their analysis, including a discussion of 
how we handled the censoring of the enrollment experience of children in the sample. 

4We exclude the spells of established enrollees because these spells are overrepresented. That is, a random 
sample of children enrolled at a given point in time includes a disproportionate number of long-term enrollees 
(Sheps and Menken 1973).  Thus, any estimate of the length of enrollment for this sample would be biased upward. 
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these recent enrollees represent the cohort of all enrollees who entered SCHIP 2 months before 

sampling.5   

1. Differences in Lengths of Stay, by Demographic Groups 

As shown in Chapter I, the median duration of enrollment was 15 months across the 10 

states (see Figure I.6).  Although nearly one in nine children were continuously enrolled for 5 or 

fewer months, fully 59 percent of recent enrollees were enrolled for at least 12 months. This 

finding is consistent with the 12 months of guaranteed enrollment in six of the states.  One-fifth 

of children left the program at 12 months, which is when first eligibility renewal was due in eight 

states, or in the following month (data not shown).6  Next, we explore how these patterns vary 

among key demographic groups.   

Length of enrollment varied little by the characteristics of recent enrollees or their 

families.  Among the few differences observed, non-Hispanic black and white children (who live 

in households where the primary language is English) had significantly shorter enrollment spells 

than Hispanic children.  For example, the percentages of black and white children with 

enrollment spells of at least 12 months were 50 and 57 percent, respectively (Table IV.2).  In 

contrast, between 67 and 70 percent of Hispanic children, regardless of the primary household 

language, remained enrolled in the program for at least one year.  Children with elevated health 

care needs have similar distributions of length of enrollment as those without such needs, as  

do children across health status groups.  Differences across remaining subgroups 

                                                 
5 We focus on the spells of recent enrollees because, when properly weighted, our study sample of recent 

enrollees represents a well-defined cohort of children entering the SCHIP program.  Specifically, they represent the 
population of SCHIP children who enrolled in the 10 study states in early 2002 (the period that we drew the study 
sample).  This is not the case with our study sample of established enrollees, who represent a much less well-defined 
cohort—children who enrolled in the 10 study states at many different points in time and had not yet disenrolled.  

6The percentage of exits at first renewal includes exits in the month when the first renewal was due and exits in 
the following month, to account for potential delays in this process. 
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TABLE IV.2 

DISTRIBUTION OF LENGTH OF ENROLLMENT SPELL IN 2002, BY DEMOGRAPHIC AND 
HEALTH CHARACTERISTICS 

 
  Distribution of Length of Spell (Percentages) 

 
Characteristicsa 

Sample 
Size 

5 or Fewer 
Months 

6 to 11 
Months 

At Least 12 
Months 

Child�s Race and Main Language     
Hispanic, speaks Spanish 1,085        8**     22**     70** 
Hispanic, speaks English  733 13 20 67 
Non-Hispanic White, speaks English 2,257 12 30 57 
Non-Hispanic Black, speaks English 913 17 32 50 
Non-Hispanic Other, speaks English 250 10 27 63 
Non-Hispanic, Non-English-Speaking 175 6 41 52 
Missing race, ethnicity, or language 237 18 35 46 

Age of Child (in Years)     
< 1 years 158 10 25 64 
1 to 5 years 1,455 10 34 57 
6 to 12 years 2,342 12 27 61 
≥ 13 years 1,695 13 28 58 

Child Has an Elevated Health Care Need     
Yes  1,614 12 28 60 
No 3,938 11 29 59 

Child�s Overall Health Status       
Excellent/very good 3,936 12 29 59 
Good 1,206 11 28 61 
Fair/poor 427 13 31 55 

Household Income by FPL Range     
< 150% FPL 3,600       11**     30**     58** 
150% to 200% FPL 932 7 25 68 
≥ 200% FPL 506 10 25 65 

Highest Education Level of Parent(s)     
No GED or HS diploma 941 11 28 61 
GED or HS diploma 2,171 12 30 58 
Some college or college degreeb 2,339 11 28 61 

Residential Location     
Metro 4,472       11**     27**     62** 
Nonmetro, adjacent 668 13 41 46 
Nonmetro, nonadjacent 510 18 32 51 

 
Source: State enrollment history data files for the sample of recent enrollees from the 2002 congressionally mandated 

survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 

Notes: Total sample sizes for some subgroups do not equal that of the full sample because some children were not asked 
certain questions or data are missing for fewer than 10 children.  Estimates for missing categories in selected 
variables are reported in the tables for the chapter.  All estimates are weighted.  The distribution of the length of 
the enrollment spell may not add up to 100 because of rounding. 

a All characteristics, except age, are based on survey data. 

bIncludes 2-year associate�s degree and trade school. 

FPL = federal poverty level; GED = general equivalency diploma; HS = high school. 

    *Distribution of length of enrollment is statistically different across categories at the 5 percent level, two-tailed test. 
  **Distribution of length of enrollment is statistically different across categories at the 1 percent level, two-tailed test.  
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show that children whose parents have higher incomes or live in metropolitan areas have, on 

average, marginally longer enrollment spells (and, thus, higher frequency of longer spells) than 

children whose parents have lower incomes or live in nonmetropolitan areas, respectively.   

The type of insurance coverage just before enrolling in SCHIP is strongly associated with 

the likelihood of remaining in the program.  Children who were uninsured or had private 

coverage immediately before enrolling in SCHIP had longer enrollment spells than children who 

had Medicaid coverage before enrolling in SCHIP.  They were 22 and 27 percent, respectively, 

less likely than children with prior Medicaid coverage to leave SCHIP within 11 months of 

enrolling (Table IV.3).7  These findings are consistent with the hypothesis that previous 

Medicaid enrollment is associated with cycling on and off of SCHIP due to changes in eligibility 

of children.  If these children are returning to Medicaid after leaving SCHIP (because of a 

reduction in family income), these shorter SCHIP stays are appropriate and no cause for concern. 

2. Differences in Lengths of Stay, by State 

Length of enrollment of recent enrollees varied substantially across states.   Two patterns 

of program departures (and, thus, lengths of stay) emerged across the 10 study states.  In four 

states, few children left SCHIP until about 12 months after enrollment, at which time continued 

enrollment dropped sharply (upper panel of Figure IV.1).  In the other six states, children left 

SCHIP at a fairly constant rate during the first 12 months, with a gradual falloff after this point 

                                                 
7In this analysis, we present the average percentage change in the probability of exiting SCHIP (see Appendix 

C for a detailed discussion of how this estimate was derived).  To illustrate this concept, assume that the average 
probability of exiting during the first 11 months for children who were reported as being in Medicaid immediately 
before enrolling in SCHIP is 53 percent.  As Table IV.3 shows, children who were uninsured immediately before 
enrolling in SCHIP were 22 percent less likely to leave within 11 months than children who were in Medicaid before 
SCHIP enrollment.  Therefore, children who were uninsured before SCHIP enrollment would have a probability of 
exiting during their first 11 months in SCHIP of 41 (= [0.53]*[1-0.22]), compared to 53 percent for their 
counterparts with Medicaid coverage immediately before SCHIP enrollment.  
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TABLE IV.3 
 

REGRESSION-ADJUSTED DIFFERENCE IN THE PROBABILITY OF EXITING  
SCHIP IN 2002 AMONG RECENT ENROLLEES, BY TYPE OF  

INSURANCE COVERAGE BEFORE ENTERING SCHIP 
 

 
  Sample Size 

Percentage 
Difference in 
Probability of 
Exiting SCHIP 

   
Reported Type of Insurance Coverage Immediately Before Child Enrolled 
in SCHIP 5,264a  

Medicaid  — 
Uninsured  -22** 
Private insurance  -27** 
Other  27 

 
Source: State enrollment history data files for the sample of recent enrollees from the 2002 congressionally 

mandated survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 
 
Notes: Regressions included controls for the effect of child characteristics (that is, age, race/ethnicity, gender, 

enrollment spell order, whether he or she has special health care needs, and health status); household 
characteristics (that is, state of residence, income, language spoken in the household, and number of 
children in the household); and parental characteristics (that is, parents’ highest education level, 
residential location’s urbanization level, family structure/parental employment, and whether parent(s) 
have health insurance).  For children interviewed after December 2002, the enrollment spell was 
truncated as of the end of that month. 
 

**Significantly different from zero at the .01 level, two-tailed test. 
 
aThe weighted percentage distribution across the four categories of type of insurance is:  Medicaid, 19 percent; 
Uninsured, 60 percent; Private insurance, 20 percent; and Other, 1 percent.  
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FIGURE IV.1 
 

 PERCENTAGE OF RECENT ENROLLEES STILL ENROLLED IN SCHIP, BY TIME 
SINCE ENROLLMENT, BY STATE 
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(lower panel of Figure IV.1).  For example, 6 months after entering the SCHIP program, more 

than 95 percent of children remained in the program in the four states shown in the upper panel, 

while, in the six states shown in the lower panel, only between 74 and 89 percent of children 

remained enrolled.  

We do not know whether SCHIP enrollee characteristics or unmeasurable differences in 

program features across the states explain these different patterns.  Notably, all four states in the 

upper panel of Figure IV.1 offer 12 months of continuous coverage, consistent with the pattern 

of steady enrollment until the twelfth month, followed by a rapid decline.    In contrast, of the six  

states in the lower panel, only two (Illinois and Texas) offer 12 months of continuous coverage.8  

This association must be interpreted cautiously, however, since it does not account for other 

differences between states in program features and policies. 

States also differed in the percentage of children who left SCHIP at first eligibility 

renewal. Finally, the proportion of children who left SCHIP at first renewal (either 6 or 12 

months, depending on the state) varied substantially across states, ranging from 6 percent (in 

Florida and in the Medicaid expansion program in Illinois) to 62 percent (in North Carolina).9 

(See Table IV.4.)   The low rates of exit in Florida and in Illinois’s Medicaid expansion program 

at renewal are consistent with Florida’s passive renewal process and Illinois’s flexible renewal 

                                                 
8A correlation also exists between the statewide pattern of enrollment length and whether the state has a 

premium requirement for some or all of its enrollees (only one state in the upper panel—California—requires 
families to pay premiums, whereas all six states in the lower panel require at least some families to pay premiums).  
In the states that require premiums for only some enrollees, however, we do not find any notable pattern of variation 
between families who do and do not pay premiums.  Hence, it is difficult to attribute the cross-state differential in 
stay patterns to the premium policy.   

9In 2001, North Carolina implemented an enrollment freeze capping enrollment at 68,000 children.  During the 
enrollment freeze, however, the renewal process continued as normal.  Moreover, state administrators decided that 
all those children already enrolled should be allowed to reenroll.  The state lifted the enrollment freeze on October 8, 
2001—about four months before our survey began (Hawkes and Howell 2002).  It is unclear what effect, if any, the 
earlier enrollment freeze had on the proportion of children that exited the program at first renewal during 2002.    
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TABLE IV.4 

PERCENT OF RECENT ENROLLEES WHO LEFT SCHIP BY FIRST RENEWAL, BY STATE 
 

 
Program Type/State 

Sample 
Size 

Percent That Exited at First 
Renewala 

States with Separate Programs   
 
California b b 

 
Colorado 631 34 
 
Florida 601 6 
 
New York 525 21 
 
North Carolina 542 62 
 
Texas c c 
   
States with Medicaid Expansion Programs   
 
Louisiana 591 40 
 
Missouri c c 
   
States with Combination Programs   
 
Illinois 496 14 

Separate program 116 42 
Medicaid expansion program 380 6 
   

New Jersey d d 

Separate program 345 18 
Medicaid expansion program 189 12 

 

Source: State enrollment history data files for the sample of recent enrollees from the 2002 congressionally 
mandated survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 

 

Notes: Total sample sizes for some subgroups do not equal that of the full sample because some children were 
not asked certain questions or data are missing for less than 10 children.  Estimates for missing 
categories in selected variables are reported in the tables for the chapter.  All estimates are weighted.  
The distribution of the length of the enrollment spell may not add up to 100 because of rounding. 

 
aEvery 6 months in Florida and in New Jersey’s Medicaid expansion program, and every 12 months for all other 
programs.  The percentage of exits at first renewal corresponds to those exits in the month when the first renewal 
was due or in the following month, to account for potential delays in this process. 

 
b Not calculated, because data are available for only 11 months (and first renewal takes place at 12 months). 
 
cNot calculated, because the maximum length of enrollment spells available for analysis in the state is 13 months or 
less, and all spells of this length are censored, thus making it impossible to accurately calculate the percentage of 
children that exited at first renewal.   

 
dNot calculated, because the renewal frequency for the Medicaid expansion program is different from that for the 
separate program (6 and 12 months, respectively).  
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process (in which, for example, families can submit renewal information after their case has been 

closed and be reinstated without having to submit a full new application) (Westpfahl Lutzky and 

Kaputska 2002). 

C. ANALYSIS OF THE TIME TO REENROLLMENT 

If children become uninsured when they leave SCHIP, rather than transferring to Medicaid 

or getting private insurance coverage, they may lose access to health care services (Weissman et 

al. 1999).  Whether a child reenrolls in SCHIP and the length of time until that child does so 

hinges on two factors: (1) whether the child gets other insurance coverage after leaving SCHIP, 

and (2) whether the child’s family meets SCHIP’s eligibility and cost-sharing requirements, 

including any waiting period following a private insurance coverage spell to prevent substitution 

(or “crowdout”) of private coverage with SCHIP.  In 2002, 6 of the 10 states had a waiting 

period before enrollment for children with private coverage (3 months in 4 states and 6 months in 

2 states) (Hill et al. 2003).  Moreover, two states charged an enrollment fee, and four states had a 

blackout period, during which a family could not reenroll their child if they had missed a 

premium payment (see Table IV.1). 

To describe the time to reenrollment in SCHIP, we examine exit spells in 2002 for the 

sample of recent disenrollees—that is, the interval between the month a child left SCHIP and the 

month in which he or she either reenrolled in the program or was last observed not enrolled in it.  

Throughout this analysis, we use the term “exit” to denote a departure from SCHIP, regardless of 

the child’s insurance destination (transfer to Medicaid, private insurance, or uninsurance).  As 

with the analysis of enrollment spells among recent enrollees, we also analyze the data for all 

states combined and for each of the 10 states separately, and we examine differences in spell 

length by demographic and health characteristics, insurance coverage at exit, and program type.  

The time to reenrollment analysis includes only the exit spells from which we sampled recent 
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disenrollees who completed the interview (5,310 children), who represent the cohort of all 

enrollees who exited the program two months before sampling. 

1. Time to Reenrollment, by Demographic Groups 

Among recent disenrollees, only about one of four children reenrolled within 12 months (not 

shown).  This is perhaps not surprising, as many children who leave SCHIP transition into other 

types of coverage, notably Medicaid or private insurance (see Chapter V).  As described below, 

the timing and frequency of reenrollment varied little by disenrollee characteristics; however, it 

did vary by whether the child obtained insurance coverage after leaving SCHIP.  

Differences in the time to reenrollment were small across demographic and health 

characteristics, with no evident patterns across subgroups.  Between 70 and 78 percent of 

Hispanic, non-Hispanic black, and non-Hispanic white children stayed out of SCHIP at least 12 

months—a difference that was statistically significant (Table IV.5).  Moreover, teenagers who 

recently left the program are about as likely as younger children (except infants) to remain off 

SCHIP for at least 12 months, although all of them become ineligible for SCHIP when they 

reach age 19.10  Nearly 71 percent of children with elevated health care needs stayed off SCHIP 

at least 12 months, as did 72 percent of those who reported being in fair or poor health.  

Likewise, differences across subgroups defined by parents’ income, highest education level, and 

residential location were small, although statistically significant, for parents’ income and 

education level.  

                                                 
10The reenrollment analysis excludes children age 18 or older at the time of sampling, since they cannot 

reenroll in SCHIP.  Children under 1 year of age when they left SCHIP are less likely to stay off the program more 
than 12 months, but the difference is not statistically significant. 
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TABLE IV.5 

DISTRIBUTION OF THE LENGTH  OF TIME TO REENROLLMENT IN 2002, 
BY DEMOGRAPHIC AND HEALTH CHARACTERISTICS 

 
  Distribution of Length of Spell (Percentages) 

 
Characteristicsa 

Sample 
Size 

5 or Fewer 
Months 

6 to 11 
Months 

At Least 12 
Months 

Child�s Race and Main Language     
Hispanic, speaks Spanish 794       16** 10 73 
Hispanic, speaks English  675 15 8 78 
Non-Hispanic White, speaks English 1,841 21 9 70 
Non-Hispanic Black, speaks English 751 18 10 71 
Non-Hispanic Other, speaks English 205 13 4 83 
Non-Hispanic, Non-English-Speaking 106 12 6 82 
Missing race, ethnicity, or language 249 12 10 77 

Age of Child (in Years)     
< 1 years 24   12 1 87 
1 to 5 years 1,144 14 11 76 
6 to 12 years 1,970 19 9 72 
≥ 13 years 1,478 17 8 75 

Child Has an Elevated Health Care Need     
Yes  1,397 18 11 71 
No 3,082 17 8 75 

Child�s Overall Health Status       
Excellent/very good 3,033 19 9 73 
Good 1,041 14 10 76 
Fair/poor 418 18 10 72 

Household Income by FPL Range     
< 150% FPL 2,476       21** 10 70 
150% to 200% FPL 613 28 11 61 
≥ 200% FPL 457 14 7 79 

Highest Education Level of Parent(s)     
No GED or HS diploma 833       14** 9 77 
GED or HS diploma 1,786 17 9 73 
Some college or college degreeb 1,773 20 9 71 

Residential Location     
Metro 3,571 17 9 74 
Nonmetro, adjacent 546 18 10 72 
Nonmetro, nonadjacent 504 18 8 74 

 
Source: State enrollment history data files for the sample of recent disenrollees from the 2002 congressionally mandated 

survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 

Notes: Disenrollees age 18 or older are excluded from the analysis. Total sample sizes for some subgroups do not equal 
that of the full sample because some children were not asked certain questions or data are missing for fewer than 
10 children.  Estimates for missing categories in selected variables are reported in the tables for the report.  All 
estimates are weighted.  The distribution of the length of the enrollment spell may not add up to 100 because of 
rounding. 

a All characteristics, except age, are constructed based on survey data. 

bIncludes 2-year associate�s degree and trade school.  

FPL = federal poverty level; GED = general equivalency diploma; HS = high school. 

   *Distribution of length of time to reenrollment is statistically different across categories at the 5 percent level, two-tailed test. 
 **Distribution of length of time to reenrollment is statistically different across categories at the 1 percent level, two-tailed test.  
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Children who become uninsured after leaving SCHIP are substantially more likely to 

reenroll in SCHIP than children who get Medicaid or private coverage after leaving SCHIP.  

Children who become uninsured are much more likely than children who enrolled in Medicaid 

after leaving SCHIP to reenroll in SCHIP within 11 months (144 percent greater likelihood) 

(Table IV.6).  In contrast, children who become privately insured after leaving SCHIP are 71 

percent less likely than children on Medicaid to reenroll in SCHIP during the 11 months after 

leaving.  These results imply that uninsured children are 215 percent (that is, 144 + 71 = 215) 

more likely than children with private coverage to reenroll in SCHIP within 11 months of exiting 

SCHIP.   These results are not surprising, but they emphasize that the experience of uninsured 

children after leaving SCHIP is very different from that of children who immediately transition 

into Medicaid or private insurance.  

2. Time to Reenrollment, by State  

Length of time to reenrollment varied across states but was not associated with type of 

program.  Of recent disenrollees from separate programs, 18 percent stayed out of SCHIP 5 or 

fewer months, compared to 19 percent in Medicaid expansion programs and 14 percent in 

combination programs (Table IV.7).  In contrast, the variability across states was considerable.  

For example, in three states (California, Louisiana, and North Carolina), 10 percent or fewer 

children reenrolled in SCHIP within 5 months of leaving.  In contrast, this proportion was 35 

percent in Florida and 27 percent in Missouri.   

D. SUMMARY AND DISCUSSION 

This chapter presented estimates of the length of SCHIP enrollment and the time to 

reenrollment, as well as their association with individual characteristics, most notably insurance 

status, for samples of recent enrollees and recent disenrollees, respectively.   
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TABLE IV.6 
 

REGRESSION-ADJUSTED DIFFERENCE IN THE PROBABILITY OF REENROLLING  
IN SCHIP IN 2002 AMONG RECENT DISENROLLEES, BY TYPE  

OF INSURANCE COVERAGE AT EXIT FROM SCHIP 
 
  

 Sample Size 

Percentage 
Difference in 
Probability of 
Reenrolling in 

SCHIP 
   
Type of Insurance Coverage Immediately After Exiting SCHIP 3,661 a  

Medicaid  — 
Uninsured  144** 
Private insurance  –71** 
Other  98** 
Missing  20 

 
Source: State enrollment history data files for the sample of recent disenrollees from the 2002 congressionally 

mandated survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 
 
Notes: Regression included controls for the effect of child characteristics (that is, age, race/ethnicity, gender, 

enrollment spell order, whether he or she has special health care needs, and health status); household 
characteristics (that is, state of residence, income, language spoken in the household, and number of 
children in the household); and parental characteristics (that is, parents’ highest education level, 
residential location’s urbanization level, and family structure/parental employment).  For children 
interviewed after December 2002, the exit spell was truncated as of the end of that month. 

 

aThe weighted percentage distribution across the five categories of type of insurance is:  Medicaid, 36 percent; 
Uninsured, 40 percent; Private insurance, 13 percent; Other, 5 percent; and Missing, 6 percent. 

 
**Significantly different from zero at the .01 level, two-tailed test. 
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TABLE IV.7 

DISTRIBUTION OF THE LENGTH OF TIME TO REENROLLMENT IN 2002,  
BY PROGRAM TYPE AND STATE 

 
  Distribution of Length of Spell (Percentages) 

 
Program Type/State  

Sample 
Size 

5 or Fewer 
Months 

6 to 11 
Months 

At Least 12 
Months 

States with Separate Programs 2,897 18 10 72 
 
California 458 10 n.a. n.a. 
 
Colorado 480 14 4 82 
 
Florida 525 35 11 54 
 
New York 418 18 6 76 
 
North Carolina 497 7 17 76 
 
Texas 519 15 n.a. n.a. 
     
States with Medicaid 
Expansion Programs 896 19 8 73 
 
Louisiana 401 5 21 74 
 
Missouri 495 27 5 68 
     
States with Combination 
Programs 828 14 6 80 
 
Illinois 447 15 6 79 

Separate program 107 17 8 75 
Medicaid expansion program 340 14 6 80 
     

New Jersey 381 13 5 83 
Separate program 240 11 6 83 
Medicaid expansion program 141 16 3 81 

 
Source: State enrollment history data files for the sample of recent disenrollees from the 2002 congressionally 

mandated survey of SCHIP enrollees and disenrollees in 10 states linked to data from this survey. 
 
Notes: Disenrollees age 18 or older are excluded from the analysis. Total sample sizes for some subgroups do 

not equal that of the full sample because some children were not asked certain questions or data are 
missing for fewer than 10 children.  Estimates for missing categories in selected variables are reported 
in the tables for the chapter.  All estimates are weighted.  The distribution of the length of the 
enrollment spell may not add up to 100 because of rounding. 

 
n.a = not applicable, because there are no exit spells of 12 months or longer available for analysis, thus making it 

impossible to calculate the percentage of children with exit spell lengths of 6 to 11 months or at least 12 
months. 
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SCHIP plays a key role in low-income, uninsured children’s health insurance coverage.  A 

majority of recent enrollees had SCHIP coverage for at least one year, and recent SCHIP 

enrollees typically were enrolled longer (median of 15 months) than the guaranteed period  

offered by most states in this evaluation.  Stays varied widely across states, but, since we have 

only 10 states in the study, we cannot make strong connections between program characteristics 

and varying lengths of stay, although enrollees in states with continuous eligibility tended to 

remain on the program longer than enrollees in other states.  In five of the states, however, more 

than one in five children reportedly left SCHIP at first eligibility renewal.  Moreover, children 

who switch from Medicaid to SCHIP are more likely to leave SCHIP after short stays in the 

program, although whether they are returning to Medicaid is not clear. (In contrast, children who 

were previously uninsured or who had private coverage were less likely to leave SCHIP.)  These  

findings suggest that program administrators’ recent focus on streamlining the SCHIP renewal 

process is warranted.  

When children leave SCHIP, three-quarters stay out of the program for at least 12 months.  

Among the one in four who return to SCHIP within 12 months, children who become uninsured 

are the most likely to return.  Children who get other coverage—Medicaid or private insurance—

are much less likely to return to SCHIP after leaving.  This finding is not surprising.  Given the 

greater health and financial risks associated with being uninsured, there is a strong incentive both 

to remain in SCHIP and to reenroll as soon as possible after leaving.  Nevertheless, the finding 

underscores the value to families of having a program like SCHIP to fill the gaps in insurance 

coverage. 
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V.  ANALYSIS OF DISENROLLEES:  VARIATION IN COVERAGE  
AMONG CHILDREN WHO LEAVE SCHIP 

Christopher Trenholm 

For children who disenroll from SCHIP, the central policy concern is whether they obtain 

health insurance coverage after leaving the program and, if they do, what the sources of this 

coverage are.  As discussed in Chapter I, about half the disenrolled children across our 10-state 

sample were without insurance coverage when they left SCHIP, and one-third were still without 

coverage 6 months after leaving the program.  For those disenrollees who did obtain health 

insurance, public coverage was the dominant insurer, covering about three of four of these 

children.  To understand which groups of disenrollees are most likely to stay uninsured, in this 

chapter, we examine how insurance coverage varies across key subgroups. 

A modest literature has explored the coverage of SCHIP disenrollees after they leave the 

program, although little is known about how this coverage varies across states or other key 

groups.  Studies have clearly established, for example, that SCHIP disenrollees often cycle back 

onto the program after a short period, or they transition into the Medicaid program with little or 

no gap in coverage (Dick et al. 2002; Shenkman et al. 2002a; and Moreno and Black 2001).  In 

addition, a handful of studies have examined the experiences of SCHIP disenrollees more 

broadly and found that a sizable share are uninsured after leaving SCHIP, including some who 

might remain eligible (Shenkman et al. 2002b; Ziller and Loux 2003; and Riley et al. 2003).  

Findings presented in Chapter I are consistent with this literature.  Based on a sample of more 

than 4,000 disenrollees across 10 states, we find that nearly half are uninsured shortly after 

leaving SCHIP, and about one in three are uninsured after 6 months.  Moreover, we find that 
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many of these uninsured disenrollees, perhaps as many as half, might have been eligible for 

SCHIP when they left the program. 

Coverage of SCHIP disenrollees may be closely linked with both their demographic 

characteristics and their reasons for leaving the program.  Among the general population, 

children’s insurance coverage is known to vary along many demographic characteristics, such as 

the child’s age and race/ethnicity and the family’s income (Bhandari and Gifford 2003).  Similar 

variation is likely to exist among SCHIP disenrollees.  For example, we would expect 

disenrollees from higher-income families to obtain private coverage more often than those from 

lower-income families, which might in turn lead to lower rates of uninsurance among this group.   

In contrast, Hispanic children and other groups with traditionally poor access to private coverage 

might be expected to have relatively low rates of private coverage and high rates of uninsurance 

after they leave SCHIP.   

Variations in state policies may also contribute to differences in disenrollees’ coverage 

across states.  As Table V.1 shows, states have adopted several different renewal policies and 

other program choices that might affect the likelihood that children leave SCHIP and the type of 

coverage they obtain after leaving.   Such policies, however, are not the only differences across 

states that may contribute to variation in disenrollee coverage.  Other differences, such as 

economic conditions or access to employer-based coverage, may also contribute to variations in 

coverage, making it difficult to identify the role that particular state policies might play, 

particularly in a 10-state sample.   

The possible role of certain policies can be anticipated, however, which offers an 

opportunity to examine how they contribute to state variation.  Perhaps the best example is the 

adoption of the Medicaid expansion program model by some states.  Unlike states that adopted 

separate program models, Medicaid expansion states do not have the challenge of coordinating 
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TABLE V.1 
 

SELECTED POLICIES RELATED TO THE DISTRIBUTION OF INSURANCE COVERAGE  
AMONG SCHIP DISENROLLEES 

 

 
Program  

Type 

Maximum 
Income 

Threshold 
(FPL) 

12-Month 
Continuous 
Eligibility 

Renewal 
Frequency 
(Months) 

Premium Required 
Based on Income 

Eligibility 
Category 

Grace Period if 
Missed Paying 

Premium 

Blackout 
Period for 

Nonpayment 
of Premium 

California Separatea 250 Yes 12 All 60 days 6 months 
Colorado Separate 185 Yes 12 None  n.a. n.a. 
Florida Separatea 200 No 6c All No 2 months 
Illinois Combination 133/185b Yes 12/12b >150% FPL No None 
Louisiana Medicaid 200 Yes 12 None   n.a. n.a. 
Missouri Medicaid 300 No 12 > 225% FPL 90 days 6 months 
New Jersey Combination 133/350b No 6/12b > 150% FPL No None 
New York Separatea 250 No 12 > 160% FPL  30 days None 
North Carolina Separate 200 Yes 12 None n.a. n.a. 
Texas Separate 200 Yes 12 > 150% FPL 60-90 days 3 months 
 
Source: Hill et al. (2003). 
 
aState also has a small Medicaid expansion component that is not part of this study.  This component  was expected to be phased 
out at the time of the 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.  Therefore, the 
study sample for the survey was drawn only for the separate component. 

 
bFigures shown reflect Medicaid expansion component/separate component. 

 
cAt the time of the survey, Florida had a passive renewal policy that requires families to renew only if they have a change in 
circumstances that might affect their eligibility. 
 
FPL = federal poverty level. 
n.a. = not applicable (no premium required). 
 
coverage between their SCHIP and (Title XIX) Medicaid programs, since it is one program.  The 

Medicaid expansion model might therefore be associated with higher  rates of Medicaid 

coverage among SCHIP disenrollees, which in turn might lead to lower rates of uninsurance for 

this group.  Considerable caution must be used when drawing such conclusions, however, since 

it is simply not possible to disentangle all the potential sources of variation with a sample of 10 

states.  

In the following sections, we examine how the insurance coverage of SCHIP disenrollees 

varies across key demographic groups, across selected reasons for leaving, and across states.  

Our main outcome of interest is the rate of uninsurance 6 months after disenrollment from 
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SCHIP.1  For disenrollees who report being insured, however, we also examine the distribution 

of coverage between Medicaid, SCHIP, and private insurance, to understand how patterns of 

public and private coverage might differ between groups.    

Findings by demographic group are based on simple cross-tabulations between insurance 

coverage and the characteristic of interest (for example, child’s age, race/ethnicity).  For groups 

with notably high or low rates of coverage, however, we also discuss findings from multivariate 

models, to provide a sense of how other factors (such as other demographic characteristics or the 

state of residence) may contribute to the differences observed.  Findings by state are based, in 

contrast, on multivariate models.  These models control for differences in demographic 

characteristics across the sample, helping to identify whether differences in state policies might 

have contributed to variations in disenrollee coverage.  Appendix Tables V.1 through V.8 at the 

end of the chapter present subgroup findings based on bivariate (cross-tabulations) and 

multivariate methods. 

Key Findings.  The percentage of SCHIP disenrollees without insurance is fairly consistent 

across most, though not all, demographic groups.  However, there are notable differences in 

coverage among families who left SCHIP due to premium nonpayment and also notable 

differences across states.  Specific findings include:   

• Two-thirds (66 percent) of the disenrollees who are 18 or older had no insurance 6 
months after leaving SCHIP, a result likely due to a combination of reduced 
eligibility for public coverage and limited access to private insurance.2   

                                                 
1 We focus on this point in time, rather than a point closer to exit, to examine variation in SCHIP reentry, as 

well as transitions to other types of coverage. Analysis of insurance coverage at exit reveals much the same sources 
of variation in overall coverage as presented below at 6 months.  Our estimates of insurance coverage are based on 
data from the congressionally mandated survey of SCHIP enrollees and disenrollees across 10 states and are 
supplemented by data from state enrollment files for SCHIP and Medicaid.  For further information, see 
Appendix C. 

2 SCHIP only covers children to age 18; however, in selected states, Medicaid covers children to age 21.   
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• Children from rural areas are less likely to be uninsured after leaving SCHIP (15 
percent, compared to 34 percent from urban areas).   Most rural disenrollees in our 
sample live in states with generally high levels of insurance coverage, which explains 
some of this difference.  However, even after controlling for their state and other 
demographic characteristics, rural disenrollees continue to display relatively high 
rates of coverage.  

• Findings across states suggest that the Medicaid expansion program model is 
associated with lower rates of uninsurance among SCHIP disenrollees.  For the two 
states with Medicaid expansion programs in the sample—Louisiana and Missouri—
rates of uninsurance are among the lowest of any of the 10 states examined (25 and 
16 percent, respectively).   

• Among the six separate programs in our sample, uninsurance rates range widely, from 
23 percent in Florida to 47 percent in California.  There is some evidence that this 
variation is linked to differences in program coordination across the separate states; 
however, many other factors might have contributed to this variation as well.  

• Nearly half (48 percent) of the disenrollees who reported leaving due to nonpayment 
of premium were uninsured 6 months later.  This group reflects only a small fraction 
of those disenrolled across the 10 states, however, and is not a significant source of 
the variation seen in cross-state coverage.    

A. COVERAGE DIFFERENCES ACROSS KEY DEMOGRAPHIC GROUPS 

This section explores the coverage of disenrollees across six key demographic groups:  

(1) race/ethnicity and language, (2) age, (3) location (urban/rural), (4) parents’ education, 

(5) household structure and employment, and (6) income.  (See Appendix C for a discussion of 

how these groups are formed.)   

1. Variation, by Race/Ethnicity and Language 

Hispanics are more likely to be uninsured after disenrolling, although location appears to 

play a key role.  Among Hispanic children, the share without coverage across the 10 study states 

is 37 percent in English-speaking households and 41 percent in Spanish-speaking households 

(see Table V.2).  Both rates are significantly higher than the rate for white children (24 percent).3  

                                                 
3The full reference category used for these comparisons is “non-Hispanic white children from English-

speaking households.”  The term “white” is used for simplicity. 
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TABLE V.2 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY RACE/ETHNICITY AND LANGUAGE 

(Percent) 
 

 Hispanic Non-Hispanic 

   English-Speaking  

 English-
Language 

Spanish-
Language Whitea Black Other 

Non-English- 
Speaking (All) 

Uninsured 37 ** 41 ** 24  30  41 * 47 * 
Medicaid 39  32  34  41 * 33  36  
SCHIP 12 * 13  17  15  11  9  
Private 12 ** 10 ** 24  13 ** 14 * 8 ** 
Other 1  3 * 1  2    0 * 1 * 

Sample Size 452  558    1,384  617  150  86  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
a“White” (English speaking non-Hispanic) is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 

However, when accounting for state of residence and other demographic characteristics 

through multivariate models (see Appendix Table V.1), these differences decline to only a few 

points and become insignificant.  Relative to other racial/ethnic groups, Hispanics live 

disproportionately in two study states with relatively low rates of disenrollee coverage—

California and Texas—a factor closely tied to the relative lack of coverage among Hispanic 

disenrollees. 

Hispanic and black disenrollees are much less likely than white disenrollees to have private 

coverage, and these differences persist when controlling for other factors.  For Hispanic children 

from Spanish-speaking households, the share with private coverage is only 10 percent, compared 

to 24 percent for white children—a significant difference.  Among black disenrollees, the share



  143  

with private coverage is also relatively low (13 percent).  Unlike Hispanic disenrollees, however, 

a large share of black disenrollees (41 percent) have Medicaid coverage, leading their overall 

rate of coverage to be similar to that of white disenrollees.  

2. Variation, by Age 

Disenrollees who are age 18 or older are more than twice as likely as other age groups to 

be uninsured.  Comparing disenrollees by age, only small differences are evident between 

children ages 0 to 5, 6 to 12, and 13 to 17 (Table V.3).  For each of these groups, rates of 

uninsurance are around 30 percent, and Medicaid is consistently the largest insurer. 

For disenrollees who are 18 or older, findings are quite different and point to SCHIP as a 

critical source of health insurance for teenagers.  Two-thirds (66 percent) of these disenrollees 

are without insurance, a rate more than twice as high as that of any other age group.  Nearly all 

this difference can be traced to much lower rates of public coverage for these disenrollees after 

they leave SCHIP.  However, the extent of private coverage among this group is also low (14 

percent).  This is consistent with national data, which show that rates of private coverage among  

TABLE V.3 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY AGE OF CHILD 

(Percent) 

Age 

0 to 5 6 to 12a 13 to 17 18 and Older 
Uninsured 27  28  31  66 ** 
Medicaid 38  39  38  13 ** 
SCHIP 12  16  18  5 ** 
Private 21 * 15  11  14  
Other 2  2  1  2  

Sample Size 660  1,446  801  428  

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 
sample). 

a“Age 6 to 12” is the reference category for tests of significance. 
**p-value (of difference) <0.01; *p-value<0.05. 
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young adults are below those of any other age group (Mills and Bhandari 2003).  Findings are 

unchanged when accounting for state and other demographic factors (see Appendix Table V.2), 

which suggests that families of children who “age off” SCHIP are at a unique disadvantage in 

trying to obtain new coverage for them. 

3. Variation, by Urban/Rural Location 

Children from rural counties are less likely to be uninsured 6 months after leaving 

SCHIP.  Disenrollees from rural counties, which are defined as neither metropolitan nor adjacent 

to a metropolitan area, are less likely to be uninsured than those from metropolitan counties (15 

versus 34 percent; see Table V.4).  All this difference is explained by very high rates of 

Medicaid among rural disenrollees (53 percent, compared to 34 percent for children from 

urban/metro locations).  After accounting for state and other demographics, these differences 

decline in magnitude but remain significant (see Appendix Table V.3). 

TABLE V.4 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS 
AFTER EXIT, BY URBAN/RURAL COUNTY 

(Percent) 
 

Metro 
Countya 

Adjacent 
to Metro 

Rural 
County 

Uninsured 34  36  15 ** 
Medicaid 34  39  53 ** 
SCHIP 14  12  18  
Private 16  12  15  
Other 2  1  0 ** 

Sample Size 2,551  418  366  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
a  “Metro” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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4. Variation, by Education 

Disenrollees’ coverage varied modestly by the education level of their parents.  Among 

disenrollees whose parents have less than a high school education, 41 percent are uninsured 6 

months after leaving SCHIP, compared to 30 percent of children whose parents have more than a 

high school degree (Table V.5).  The main source of this variation is a significantly lower rate of 

private coverage for children with low-education parents—just 6 percent—compared to 14 

percent for children with high school-educated parents and 22 percent for children with higher-

educated parents.  These differences change only modestly when accounting for state and other 

demographic characteristics (See Appendix Table V.4). 

5. Variation, by Household Structure and Employment 

Disenrollees from single-parent, nonworking households are less frequently uninsured.  

Only 22 percent of disenrollees with single, nonworking parents are without insurance 6 months 

after leaving SCHIP, which is 10 to 14 points below the rate for any household with a 

TABLE V.5 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY HIGHEST EDUCATION OF PARENT(S) 

(Percent) 
 

  
Less than 

High School High Schoola 
More than 

High School 
Uninsured 41 33 30 
Medicaid 38 36 33 
SCHIP 12 16 15 
Private 6** 14 22** 
Other 3* 1  1 

Sample Size 617  1,210  1,427   
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
a“High School” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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working parent (Table V.6).  This difference is associated closely with higher rates of Medicaid 

coverage for disenrollees from these households (60 percent, compared to 30 percent for 

disenrollees with two working parents).  Only a very small fraction of these disenrollees (5 

percent) had private coverage, compared to 13 percent of disenrollees with two working parents.  

Differences in private coverage largely disappeared when accounting for state and other  

demographic factors, most notably income (see Appendix Table V.5).  However, differences in 

the shares without coverage and with Medicaid coverage remained largely unchanged. 

6. Variation, by Household Income 

Little variation in insurance rates exists between disenrollees from lower- and higher-

income households.  For disenrollees from lower- and higher-income households, rates of 

uninsurance vary between 32 and 35 percent (Table V.7).  This similarity is the result of major 

differences in the sources of coverage that essentially offset one another.  Namely, while most 

lower-income disenrollees obtain coverage through Medicaid (44 percent for those below 150

TABLE V.6 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY HOUSEHOLD STRUCTURE AND EMPLOYMENT 

(Percent) 

 Two Parents One Parent 

 Both 
Workinga

One 
Working 

Neither 
Working 

 
Working 

 
Nonworking 

Uninsured 36  33 21* 32 22* 
Medicaid 30  37** 52** 42** 60** 
SCHIP 19  23 24 20 12 
Private 13  7** 2** 6** 5** 
Other 1  0 0 15* 1 
Sample Sizeb 682  708 77 895 217 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 
sample). 

a“Two Parents/Both Working” is the reference category for tests of significance. 
bStatistics were imputed for disenrollees with missing data; sample sizes reflect nonimputed sample only. See 
Appendix C for more information. 

**p-value (of difference) <0.01; *p-value<0.05. 
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TABLE V.7 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY HOUSEHOLD INCOME 

(Percent) 
 

 Below 
150% FPLa 

150 to 
200% FPL 

Above 
200% FPL 

Uninsured 32  37  35  
Medicaid 44  20 ** 10 ** 
SCHIP 14  20  10  
Private 8  22 ** 43 ** 
Other 1  2  1  

Sample Size 2,211  503  375  

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 
sample). 

a“Below 150%” is the reference category for tests of significance. 

**p-value (of difference) <0.01; *p-value<0.05. 

FPL = federal poverty level. 

percent of the federal poverty level), higher-income disenrollees obtain their coverage mostly 

through private insurance (43 percent for those above 200 percent of the federal poverty level).  

Differences remained when controlling for other factors (see Appendix Table V.6). 

B. VARIATION IN COVERAGE ACROSS STATES 

Wide variation is evident in uninsurance rates across states 6 months after disenrollment, 

well more than was seen across most demographic groups (Table V.8).4  Of the 10 states in the  

sample, 4 have uninsurance rates below 30 percent.  They include both Medicaid expansion 

states—Louisiana (25 percent) and Missouri (16 percent); one of the two combination 

programs—Illinois (16 percent); and one of the six separate programs—Florida (23 percent).  In 

each of these states, the rate of Medicaid coverage (which ranges from 32 to 67 percent) is 

                                                 
4 To better explore differences across the states, all results presented in this section are regression adjusted to 

account for variation in the demographic characteristics of the disenrollees.  The distribution of coverage shown for 
each state in Table V.8 is thus normalized to reflect the experiences of the average disenrollee across the 10 states.  
Findings based on the actual rates of reported coverage in these states are similar (see Appendix Table V.7). 
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relatively high.  In addition, Florida and Missouri have significantly high rates of SCHIP reentry:  

26 and 22 percent, respectively. 

The highest uninsurance rates, at or above 40 percent, are found for three of the six separate 

programs:  California (47 percent), Colorado (44 percent), and Texas (41 percent).  In all three of  

these states, the share of disenrollees with Medicaid coverage is relatively low.  In California, for 

example, only 18 percent of disenrollees experienced a transition to Medicaid, about one-fourth 

the rate for Louisiana.   

Medicaid expansion appears linked to lower rates of uninsurance.  The findings in 

Table V.8 clearly show that the states in our sample with Medicaid expansion programs had 

lower rates of uninsurance than those with separate programs.  Whether the choice of program 

model is really the source of these differences is uncertain, particularly given the small number 

of states in our sample.  However, as discussed below, it appears to be at least a contributing 

factor.   

Since Medicaid expansion SCHIP programs are fully integrated with the Title XIX 

Medicaid programs, they do not have the challenge that the separate SCHIP programs face of 

coordinating their eligibility and renewal systems with Medicaid (Rosenbach et al. 2003).  This 

challenge can be quite significant. For example, the SCHIP and Medicaid enrollment data 

systems may differ in structure and be separately maintained, different forms may be used for 

redetermining eligibility, and different requirements may be imposed on families for submitting 

documentation (Wooldridge et al. 2003).  As a result, the separate programs can be expected to 

have at least some difficulty ensuring that all children exiting SCHIP who are eligible for 

Medicaid actually find their way onto the program.  This could lead to higher rates of 

uninsurance in these states.  
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Evidence from case studies conducted as part of this evaluation support this conclusion.  In 

each of the separate states found to have high rates of uninsurance among disenrollees 6 months 

after leaving SCHIP (California, Colorado, and Texas), coordination with Medicaid was found to 

be a significant challenge to SCHIP and one that might easily reduce transition rates into 

Medicaid (Wooldridge et al. 2003).  Quoting the report:  “If a child enrolled in one program was 

found at redetermination [to be] eligible for the other program, it often meant that parents had to 

face additional steps, submit additional information, and sometimes appear for a face-to-face 

interview.  If a family failed to abide by any of these additional requirements, their child/children 

might be disenrolled from coverage.” 

Coverage differences in the two combination programs in the sample—Illinois and New 

Jersey—also support this conclusion (Table V.9).  In both states, the rate of uninsurance 6

TABLE V.9 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER  
EXIT FOR TWO COMBINATION PROGRAMS 

(Percent) 
 

 Illinois  New Jersey 
 Medicaid Separate  Medicaid Separate 

Uninsured 9  36 ** 32  42  
Medicaid 71  35 ** 38  20 ** 
SCHIP 8  12 ** 12  11  
Private 11  16 * 19  27 * 
Other 1  1  0  0  

Sample Size 274 84 144  155
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
Notes: Regression models used to account for differences in demographic characteristics of disenrollees 

across states.  Demographic characteristics include child’s race/ethnicity, age, health status, and 
gender; household’s location (urban/rural) income, structure, education level, employment, and 
number of children.  Tests of significance compare the two program types within each state.  

 
**p-value (of difference) <0.01; *p-value<0.05. 
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months after disenrollment from the Medicaid expansion component is lower than the rate for 

those in the separate component.  In Illinois, this difference is very large and significant:  only 9 

percent of disenrollees from the Medicaid expansion component report being uninsured, 

compared to 36 percent of disenrollees from the separate component.  Furthermore, as with the 

broader variation across states, differences in the rate of Medicaid transition play a key role.  In 

Illinois, for example, rates of Medicaid entry are 71 percent for disenrollees from the Medicaid 

expansion component, compared to only 35 percent from the separate program.  While much of 

this difference may be due to higher rates of Medicaid eligibility among those leaving the 

Medicaid expansion program, the pattern of coverage is nevertheless strikingly similar to what is 

seen more broadly between states adopting the two program models.   

Significant coverage variation also is evident within separate programs, and this variation 

may be related to coordination between Medicaid and SCHIP.  Considerable variation also is 

evident within the group of separate programs in the sample, which suggests that the program 

model is not the only factor that might contribute to coverage differences across states.  In 

Florida, New York, and North Carolina, rates of uninsurance range from 23 to 32 percent, which  

are significantly below those of the three other separate states (Table V.8).  As with the variation 

between different demographic groups, most of the variation between the separate program states 

can be linked to differences in rates of public coverage among the disenrollees.  In North 

Carolina, for example, 48 percent of disenrollees reported transitioning to Medicaid within 6 

months after exit, a rate comparable to that of Missouri.  In Florida and New York, the rates of 

transfer to Medicaid are also high, at 32 and 35 percent.  All these rates are above those found 

for the other three separate programs.  

Many factors could contribute to the coverage variability among disenrollees from the 

separate programs and, given the limited number of states in the sample, it is not possible to 



 

  152  

know which matter most.  Nevertheless, evidence exists that program coordination might again 

be playing an important role.  In North Carolina, for example, the SCHIP and Medicaid 

programs share the same data system, and the organization that reviews SCHIP applications and 

renewals is also responsible for Medicaid determination.  This has allowed for good coordination 

between the state’s Medicaid and SCHIP programs (Hawkes and Howell 2002), which in turn 

has likely benefited entry into the Medicaid program and possibly improved the overall rate of 

coverage in the state.5  In contrast, California’s adoption of a checkbox for families to opt out of 

eligibility review for Medicaid has likely reduced the number of Medicaid referrals and possibly 

lowered the number of SCHIP disenrollees who transition into this program.6   

Premium nonpayment is associated with higher rates of uninsurance but is not a major 

source of state variation in disenrollee coverage.  In states with premium requirements, 

disenrollees whose families have been terminated because of failure to pay their premium have 

significantly higher rates of uninsurance than other disenrollees (48 versus 31 percent; see Figure 

V.1).7  There are at least two possible reasons for this finding.  First, since relatively few of these 

children might be referred to Medicaid for an eligibility review, it may be more difficult for them 

to obtain Medicaid coverage when they are eligible.  This is consistent with the relatively low 

rate of Medicaid coverage among these disenrollees (18 percent compared with 38 

                                                 
5 North Carolina was unique in that it froze enrollment from January to October 2001.  This freeze might have 

altered the types of families that exited the program during our sample period (spring 2002) and possibly affected 
their transition rates into Medicaid.  This highlights the many factors that might contribute to coverage differences 
across the states and the need for interpreting them cautiously. 

6 This potential liability of the “checkbox policy” must be considered in light of the potential benefit the policy 
has on enrollment into SCHIP (by reducing the stigma some families might feel when applying for public coverage). 

7This measure is based on a survey question that asks: “Has the child’s coverage ever been terminated because 
a premium was not paid on time?”  While the question is not specific to the child’s most recent disenrollment period, 
only a small fraction of disenrollees in the study sample (14 percent) experienced a prior disenrollment as well.    
Findings shown in Figure V.1 reflect all seven states with premiums.  A sensitivity analysis based on administrative 
data in five states with reliable data on disenrollment reasons (California, Illinois, Missouri, New Jersey, and Texas) 
finds a similarly significant, positive relationship between nonpayment of premium and uninsurance (not shown).   



DISTRIBUTION OF COVERAGE AMONG SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, BY WHETHER 
COVERAGE WAS EVER TERMINATED DUE TO PREMIUM NONPAYMENT

**p-value<0.01;*p-value<0.05.

FIGURE V.1
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percent among other disenrollees) and again illustrates the potential importance of coordination 

between Medicaid and SCHIP.  Second, most children leaving SCHIP for this reason may 

remain SCHIP eligible, and a sizable fraction do return to the program.  (This may explain why 

SCHIP coverage is relatively high among this group, 22 versus 12 percent, at the same time that 

their uninsurance rate is also high.)  If true, it suggests that the cost of the premium, the adoption 

of blackout periods, or other factors might be keeping some otherwise eligible disenrollees from 

returning to SCHIP.  

Despite these findings, premium nonpayment is not a major source for the cross-state 

variation seen in coverage, in part because it accounts for only a small share of all disenrollees in 

most states.8  Interestingly, Florida had easily the largest share of families who reported ever 

having left SCHIP due to premium nonpayment (49 percent), a rate that is nearly twice as high as 

any of other state.9  However, among the six separate states, Florida also had the lowest rate of 

uninsurance among SCHIP disenrollees (24 percent; see Table V.8), a result that underscores the 

lack of association between premium nonpayment and cross-state variation in disenrollee 

coverage.  

C. SUMMARY 

This chapter identifies several important sources of variation in the coverage of SCHIP 

disenrollees 6 months after they have left the program.  Among demographic groups, Hispanic 

                                                 
8Of the seven states with a premium policy, only three had more than 10 percent of families report that their 

child(ren) had ever been disenrolled due to premium nonpayment—Florida (46 percent), California (27 percent), 
and Texas (15 percent).  The remaining four states had frequencies of less than 10 percent, which is consistent with 
their use of premiums for only higher-income households (see Table V.1).    

9Florida was unique among the 10 states in the use of a “passive renewal” policy at the time that the survey 
was conducted.  Under this policy, families could continue to remain eligible for SCHIP at renewal unless they 
notified the state of a change in income or other determining factor that might make them ineligible.  As a result of 
this policy, relatively few children left SCHIP due to a failure to renew and instead left for other reasons, including 
nonpayment of premium.   
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children and children age 18 or older are the most likely to be uninsured after they leave.  Rates 

are particularly high for disenrollees in the 18-and-older group; about 65 percent are without 

coverage 6 months after leaving SCHIP, more than twice the rate of any other age group.   

Differences across states suggest a link between SCHIP and Medicaid coordination and 

disenrollees’ coverage.  In the two states with a Medicaid expansion program—Louisiana and 

Missouri—SCHIP disenrollees are significantly less likely than those in the six separate 

programs to be without insurance 6 months after leaving SCHIP.  Moreover, within the two 

combination programs, disenrollees from the Medicaid expansion component are less likely to be 

uninsured than those from the separate component (after controlling for demographic 

differences).  In both instances, significantly higher Medicaid coverage is the main source of 

coverage differences, a result that underscores the potential value of coordination between 

programs.   

Children who have been disenrolled from SCHIP because of premium nonpayment are more 

likely to be uninsured.  Except for Florida, this group makes up only a small fraction of the 

disenrollees in the study states, and it does not appear to be a source for the substantial variation 

seen in cross-state coverage among disenrollees.  

Findings, particularly at the state level, must be viewed with caution because of the modest 

number of states examined for this study and the wide range of factors that can contribute to 

potential differences across groups.  Nevertheless, when taken together, they suggest that 

effective coordination can help reduce the number of children who are uninsured after they leave 

SCHIP.  
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APPENDIX TABLE V.1 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY RACE/ETHNICITY AND LANGUAGE (REGRESSION-ADJUSTED) 

(Percent) 
 

 Hispanic Non-Hispanic 

   English-Speaking  

 English- 
Language

Spanish-
Language Whitea Black Other 

Non-English-
Speaking (All)

Uninsured 35  34  30  33  43  42  
Medicaid 40 ** 39 * 30  33  32  40  
SCHIP 12  14  16  15  13  14  
Private 13 ** 12 ** 22  18  12 * 4 ** 
Other 1  2  2  3  0 * -1 ** 

Sample Size 452 558 1,384 617 150  86
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states 

(disenrollee sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences 

in demographic characteristics, including child’s age, health status, and gender; and 
household’s location (urban/rural), income, structure, education level, employment, and 
number of children. 

 
a“White” (English speaking non-Hispanic) is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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APPENDIX TABLE V.2 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY AGE OF CHILD (REGRESSION-ADJUSTED) 

(Percent) 
 

Age 

0 to 5 6 to 12a 13 to 17 18 and Older 
Uninsured 24  29  34 * 65 ** 
Medicaid 42  38  35  11 ** 
SCHIP 13  16  18  6 ** 
Private 20  16  11 * 15  
Other 2  1  1  2  

Sample Size 660  1,446  801  428  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states 

(disenrollee sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences 

in demographic characteristics, including child’s race/ethnicity, health status, and gender; and 
household’s location (urban/rural), income, structure, education level, employment, and 
number of children. 

 
a“Age 6 to 12” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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APPENDIX TABLE V.3 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY URBAN/RURAL COUNTY (REGRESSION-ADJUSTED) 

(Percent) 
 

 Metro 
Countya 

Adjacent 
to Metro 

Rural 
County 

Uninsured 34  35  25 ** 
Medicaid 34  36  45 ** 
SCHIP 14  13  16  
Private 16  13 * 14  
Other 2  2  1  
Sample Size 2,551  418  366  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states 

(disenrollee sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences 

in demographic characteristics, including child’s race/ethnicity, age, health status, and gender; 
and household’s income, structure, education level, employment, and number of children. 

 
a “Metro” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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APPENDIX TABLE V.4 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT,  
BY HIGHEST EDUCATION OF PARENT(S) (REGRESSION-ADJUSTED) 

(Percent) 
 

  
Less than 

High School High Schoola 
More than 

High School 
Uninsured 36 36 30* 
Medicaid 36 33 36 
SCHIP 13 16 14 
Private 13 14 19 
Other 2 1 1 

Sample Size 617  1,210  1,427  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states 

(disenrollee sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences 

in demographic characteristics, including child’s race/ethnicity, age, health status, and gender; 
and household’s location (urban/rural), income, structure, employment, and number of 
children. 

 
a “High School” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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APPENDIX TABLE V.5 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, BY HOUSEHOLD  
STRUCTURE AND EMPLOYMENT (REGRESSION-ADJUSTED) 

(Percent) 
 

 Two Parents One Parent 
 Both 

Workinga 
One 

Working 
Neither 

Working 
 

Working 
 

Nonworking 
Uninsured 37  34  21 ** 33  25 * 
Medicaid 30  32  47 * 37 ** 50 ** 
SCHIP 13  17  18  15  9  
Private 19  15 * 13 * 14 ** 14  
Other 2  1  1 * 1 * 2  
Sample Size 682  708  77  895  217  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences in 

demographic characteristics, including child’s race/ethnicity, age, health status, and gender; and 
household’s location (urban/rural), income, education level, and number of children. 

 
a“Two Parents/Both Working” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
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APPENDIX TABLE V.6 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT, 
BY HOUSEHOLD INCOME (REGRESSION-ADJUSTED) 

(Percent) 
 

 Below 
150% FPLa 

150 to 
200% FPL 

Above 
200% FPL 

Uninsured 33  36  35  
Medicaid 41  22 ** 15 ** 
SCHIP 14  19  10  
Private 11  20 ** 38 ** 
Other 1  2  2  

Sample Size 2,211  503  375  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states 

(disenrollee sample). 
 
Note: Estimates have been regression-adjusted to account for state of residence and other differences 

in demographic characteristics, including child’s race/ethnicity, age, health status, and gender; 
and household’s location (urban/rural), income, structure, employment, and number of 
children. 

 
a“Below 150%” is the reference category for tests of significance. 
 
**p-value (of difference) <0.01; *p-value<0.05. 
 
FPL = federal poverty level. 
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APPENDIX TABLE V.8 
 

COVERAGE OF SCHIP DISENROLLEES 6 MONTHS AFTER EXIT FOR TWO  
COMBINATION PROGRAMS (NOT REGRESSION-ADJUSTED) 

(Percent) 
 

 Illinois  New Jersey 
 Medicaid Separate  Medicaid Separate 

Uninsured 9 ** 33  41  38  
Medicaid 74 ** 31  31  14 ** 
SCHIP 9 ** 14  9  10  
Private 7 ** 21  18  37 ** 
Other 91  1  0 ** 1  

Sample Size 274 84 144  155
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (disenrollee 

sample). 
 
Notes: Tests of significance compare the two program types within each state.  
 
**p-value (of difference) <0.01; *p-value<0.05. 
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VI.  THE RELATIONSHIP BETWEEN SCHIP AND PRIVATE COVERAGE  
AMONG SCHIP ENROLLEES 

Anna Sommers 
Stephen Zuckerman 

Lisa Dubay 

The primary goal of SCHIP is to provide health insurance to uninsured low-income children 

who are not eligible for Medicaid.  As discussed in Chapter I, analysis of enrollees in the 

10 study states shows that 60 percent of newly enrolled children lacked any coverage just before 

enrolling in SCHIP.  However, enactment of SCHIP was accompanied by policymakers’ 

concerns that the coverage, instead of only providing coverage to children who are uninsured, 

might become a substitute for private coverage, especially for employer-based coverage.  Some 

parents who insure their children through employer coverage may drop this coverage to enroll 

their children in SCHIP.  Such “crowding out,” or “substitution,” of private coverage for public 

coverage would raise the cost of the SCHIP program but have no effect on the rate of 

uninsurance for eligible children.1  In this chapter, we explore the extent of substitution of 

SCHIP for private coverage. 

Trends in coverage during the past 5 years suggest that SCHIP and Medicaid have made 

significant inroads covering uninsured children.  Since SCHIP was implemented, the rate of 

uninsurance for near-poor children (those in families with incomes between 100 and 200 percent 

of the federal poverty level) has fallen substantially, from 23.3 percent in 1996 to 17.5 percent in 

2000, while the share of near-poor children covered by Medicaid or SCHIP has risen from 

16.2 to 23.8 percent (Dubay et al. 2002b).  More recent trends reveal a similar story, with the 

proportion of near-poor uninsured children decreasing from 17.0 in 2001 to 14.7 percent by 2003 

                                                 
1 Throughout this chapter, we refer to “crowdout” as “substitution.” 
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(Cohen and Coriaty-Nelson 2004).  The general downward trend in uninsurance suggests that 

SCHIP is reaching its target population. 

Nonetheless, given the increasing cost of dependent coverage in employer plans, concern 

about substitution is warranted.  In 2002 (the year the survey used in this study was fielded), the 

average total monthly premium for family coverage was $663—an increase of 13 percent from 

2001—and the average employee cost share for this family coverage was $174 per month (Gabel 

et al. 2002).  In addition, many employers have reported, and continue to report, increased cost 

sharing through higher co-payments and deductibles (Gabel et al. 2002; Gabel et al. 2003; and 

Strunk and Ginsburg 2003), making the cost particularly difficult for low-income families with 

children who have ongoing health care needs.2  Given the low overall costs families face under 

SCHIP, some may have an incentive to forgo employer-based coverage and enroll their children 

in SCHIP.3 

Previous literature shows that some families substitute Medicaid or SCHIP for employer-

based coverage.  The challenge for policymakers is to find a balance between promoting 

continuity of care and improved access for all low-income children and constraining substitution.  

Substitution reduces the cost-effectiveness of the programs, because some of the dollars go to 

those who were already insured or are forgoing private coverage rather than to the uninsured.  

However, there may be benefits to insuring these children under SCHIP or Medicaid instead of 

employer-based insurance.  Low-income families with substantial costs in employer plans have 

lower overall costs under SCHIP and—due to reduced costs at the time of service—could have 
                                                 

2 Davidoff (2004) estimates that the premiums for private coverage among families of children with special 
health care needs are $40 higher, on average, than for families with healthier children.  In addition, of all low-
income families with a child with special health care needs who was insured by a public or private program for the 
full year, 14 percent reported out-of-pocket spending for the family of more than $2,000, and 20 percent reported 
some type of unmet need for their child. 

3 Title XXI legislation mandates that premiums or co-payments that states impose on families who enroll their 
children in SCHIP are not allowed to exceed five percent of a family’s income. 
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more continuous and comprehensive coverage for their children on SCHIP (Dubay and Kenney 

2001).  This research also has shown that low-income children on Medicaid have greater access 

to medical care than low-income children covered by private plans.  Moreover, benefits may be 

greatest for families of children with chronic health care needs, who incur high out-of-pocket 

costs through employer plans (Davidoff 2004). 

Unlike previous expansions of Medicaid, the SCHIP legislation explicitly required states to 

try to prevent substitution of SCHIP for group health insurance plan coverage.  States have taken 

different approaches, including (1) asking on applications if children had employer-based 

coverage and monitoring reports of coverage, (2) adopting waiting periods for children with 

private coverage, and (3) imposing cost sharing (Hill et al. 2003).  States that implemented 

SCHIP through Medicaid expansions could not use waiting periods or other tools to limit 

substitution without a waiver.  Table VI.1 presents an overview of state strategies for the 10 

study states. 

Policies affecting substitution inevitably involve trade-offs.  For example, waiting periods 

may discourage voluntary transitions from employer-based coverage, but they also may produce 

uninsured periods for children satisfying waiting periods.  Some states have allowed enrollment 

of children with access to employer plans because of expected or reported costs that are treated 

as unaffordable.  For example, of the eight states in our study with waiting periods at some time, 

New Jersey exempts families at or below 200 percent of the federal poverty level, North Carolina 

exempts children with special health care needs, and Texas exempts children whose premium 

costs exceed 10 percent of total family income (Hill et al. 2003).  In addition, Illinois and New 

Jersey established premium assistance programs to encourage families to keep employer-based 

coverage while reducing overall costs to these families. 
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TABLE VI.1 
 

STATE SCHIP POLICIES AFFECTING SUBSTITUTION 
 

State 

Waiting 
Period (in 
Months) Monitoring 

Application 
Questions 

Imposing 
Obligations 

on Employers 
and/or 

Insurers Other 

California 3 x X x 

Colorado 3 x X  Limitation of benefits package 

Florida 0 x X  “Open enrollment” period 

Illinois 3 x X  Premium assistance program 

Louisiana b x X  

Missouria 6 x X  Verifying insurance status against a database 
of private coverage/price quotes 

New Jersey 6c x X Limitation of benefits package 

Premium assistance program 

New York 0 x X   

North Carolina d x X   

Texas 3 x X   

Number States 
with Policy 6 10 10 1 6 

Source: Case studies of 10 study states, 2001, documented in Hill et al. (2003). 

aMissouri received a waiver to allow it to apply a waiting period. 

bLouisiana had a 3-month waiting period until January 2001. 

cNew Jersey had a 12-month waiting period until January 1999. 

dNorth Carolina had a 2-month waiting period until January 2002 (during the first 6 months of the program, the waiting 
period was 6 months). 
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For the most part, states have been concerned about substitution of SCHIP coverage at the 

time of application, when families who could have kept their employer-based coverage drop it 

because SCHIP is available (Hill et al. 2003).  However, substitution can also potentially occur 

after the child enrolls in SCHIP.  Substitution could happen if a parent receives an offer of 

employer-based coverage after enrollment, then chooses to take up the insurance for themselves 

but keeps the child enrolled in SCHIP.4  Because a child’s potential to be covered under an 

employer plan may change after enrollment, it is important to begin to study this aspect of 

substitution to better understand its implications for state policy. 

In this chapter, we briefly review the previous literature on substitution of public for private 

health insurance coverage.  We then explore two types of substitution.  First, we estimate 

substitution at the time of enrollment using the experience recent enrollees had with private 

coverage in the 6 months before enrolling in SCHIP.  Second, we estimate the potential for 

substitution after enrollment using data on established SCHIP enrollees who have been enrolled 

for at least 5 months.  We present results for all 10 states pooled together and show that most 

SCHIP enrollees do not have access to affordable employer-based coverage.  We conclude with 

a discussion of our findings, which are summarized here: 

• During the 6 months before enrolling in SCHIP, 43 percent of recent enrollees were 
uninsured for all 6 months, 29 percent had Medicaid, and 28 percent had private 
coverage for some period.  Thus, 72 percent of new enrollees could not have 
substituted SCHIP for private coverage at the time of enrollment. 

• About 14 percent of recent SCHIP enrollees had private coverage before enrollment 
that could have been retained, but half the parents in this group dropped this private 
coverage because they reported it was too expensive. 

                                                 
4 As noted previously, SCHIP legislation requires states to try to prevent substitution of group health insurance 

coverage, not private coverage more generally.  Substitution also can occur at the firm level when employers, to 
reduce their costs, either drop coverage or increase employee contributions, thus encouraging low-income 
employees to enroll in SCHIP.  In addition, new low-wage firms entering the market may choose not to contribute to 
family coverage. 
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• Among established SCHIP enrollees who had been on the program for at least 
6 months, 39 percent had parents who were covered by an employer plan at the time 
of the survey. 

• Between 28 and 36 percent of established enrollees had a parent in an employer plan 
and may be forgoing coverage for their child based on the employer contribution to 
the premium and the child’s health status. 

A. PREVIOUS RESEARCH ON SUBSTITUTION OF SCHIP 

Concern about substitution under SCHIP stems in part from studies of the Medicaid 

expansions of the late 1980s and early 1990s.  These studies suggest that some of the Medicaid 

enrollment increases during this period were attributable to substitution (Cutler and Gruber 1996; 

Dubay and Kenney 1996; Blumberg et al. 2000; Thorpe and Florence 1998; and Yazici and 

Kaestner 2000).  There was also concern that substitution would be higher under SCHIP, because 

families of SCHIP-eligible children have higher income and greater access to employer-based 

coverage (Dubay 1999).  A recent study showed that about half of near-poor children had private 

coverage when SCHIP was being implemented, whereas only about 20 percent of poor children 

had private coverage (Holahan et al. 2003).  Therefore, the potential for substitution in SCHIP 

should be higher than it is for Medicaid. 

Previous research examining substitution of SCHIP for private coverage has used two basic 

approaches.  The first, which is population-based, generally does not observe individual-level 

transitions in coverage.  Instead, it estimates substitution based primarily on differences in 

insurance trends between SCHIP-eligible children and a comparison group.  This comparison 

group provides a counterfactual to measure what coverage children might have had if SCHIP 

were not available.  Usually, cross-sectional data for several points in time are used to estimate 

insurance trends for both groups.  The second approach draws on surveys of enrollees and their 

parents.  These studies derive estimates of substitution from reports of each enrollee’s coverage 
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experience during a period before enrollment or of the family’s access to employer-based 

coverage after enrollment. 

Using the population-based approach, researchers derive estimates of the extent of 

substitution of public for private coverage by comparing increases in public coverage and 

decreases in private coverage among children eligible for the public program to those in a 

comparison group.  Comparison groups might be children with family incomes just over SCHIP 

income eligibility thresholds, parents of eligible children, or children from otherwise comparable 

states.  By netting out the trends for a comparison group, this methodology attempts to control 

for changes in other factors occurring at the same time that were unrelated to the expansions in 

coverage, such as economic downturns, benefit cutbacks, or increases in premiums. 

An advantage of the population-based approach is that it reflects substitution from all 

sources.  One disadvantage is that it usually relies on the experience of higher-income families or 

residents of other states to predict what would have happened to SCHIP-eligible children if the 

program were not available.  If the comparison group fundamentally differs from the SCHIP-

eligible group in unmeasured ways that are correlated with insurance coverage, the estimates 

would be biased.  For example, higher-income families may have greater job stability or may 

work in occupations that offer better benefits, leading to higher rates of coverage.  A more 

fundamental limitation of such studies is that individual-level insurance transitions cannot be 

observed.  Therefore, researchers must estimate the net effects of aggregate shifts across types of 

insurance and infer what is being suggested about substitution.  Finally, it has been difficult to 

compare estimates of substitution across population-based studies, since they often estimate 

different effects (Dubay 1999; and Davidson et al. 2004). 

Using the enrollee-based approach, the study population is SCHIP enrollees, not the full 

SCHIP-eligible population.  In these studies, parents report on the coverage of enrollees for a 
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specific period before enrollment.  Substitution is calculated as the proportion of enrollees who 

voluntarily disenrolled from an employer plan to join SCHIP.  Estimates can be affected by the 

length of the period before enrollment (a longer period yields higher estimates) and how 

voluntary disenrollment is defined. 

The main advantage of enrollee-based studies is that transitions between private coverage, 

uninsurance, and public programs among children enrolled in SCHIP, reasons for enrollment, 

and reasons for losing or dropping private coverage can be observed.  All these factors can be 

used to develop and refine estimates of substitution.  The use of survey data also provides the 

opportunity to look at employer-based coverage for parents of enrollees.  A disadvantage is that 

estimates derived from such studies have no counterfactual that suggests how parents would 

have behaved if SCHIP were not available.  By focusing only on the experience of children who 

enroll in the program, these studies cannot determine how secular trends related to changes in 

unemployment or growth in health care costs would affect substitution. 

Population-based studies of SCHIP estimate that substitution of SCHIP for employer-based 

coverage is responsible for between 20 and 60 percent of the increase in SCHIP enrollment.5  For 

example, LoSasso and Buchmueller (2004) report that from 0 to 50 percent of children whose 

family incomes are between 100 and 200 percent of the federal poverty level would have had 

private coverage if SCHIP were not available.  Dubay and Kenney (2004) report between 30 and 

44 percent for the same group, and Cunningham et al. (2002) put the estimate at 39 percent.  

However, the last estimate did not account for changes in Medicaid/SCHIP coverage over time 

attributable to secular trends observed in the comparison group and, thus, probably understates 

                                                 
5 This wide range in estimates is primarily attributed to variation in comparison groups or the use of implicit 

comparison groups, although LoSasso and Buchmueller (2004) make additional assumptions about the misreporting 
of nongroup private coverage that leads to a lower range of substitution estimates. 
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substitution.  Estimates from these population-based studies are wide-ranging but suggest that 

some amount of substitution is occurring. 

Four enrollee-based studies have examined substitution in SCHIP.  Shenkman et al. (2002) 

first analyzed trends over time in Florida’s state insurance program for children, KidCare, 

including the SCHIP component.  They report rates of private coverage among children in the 

12 months before enrollment of under 25 percent.  Data on why parents dropped employer-based 

coverage were not collected.  Rates of prior private coverage are not viewed as estimates of 

substitution, because they do not indicate if the child could have kept that coverage if SCHIP 

were not available.  However, they can be used as an upper bound for substitution taking place at 

the time of enrollment, by assuming that only those children who actually had private coverage 

before SCHIP would continue to have it if the program were not available. 

Shenkman et al. (2002) then measured substitution after enrollment as the proportion of 

SCHIP enrollees with a parent reporting eligibility for employer-based family coverage at the 

time of the survey.  Their estimates ranged from 23 to 35 percent in 2001, depending on the 

KidCare eligibility category (Shenkman et al. 2002).  Including all children eligible for family 

coverage in an estimate of substitution after enrollment results in an overestimate, however, 

because some families might not be willing or able to take up the family option even if SCHIP 

were not available.  In fact, the authors reported that, on average, 53 percent of these families 

had not covered their children with this option in the year before enrollment, even though it was 

available.  Two-thirds of this group reported the coverage was “too expensive.”  Thus, 

substitution was likely considerably lower than the range of 23 to 35 percent reported in this 

study. 

A 2003 Florida KidCare evaluation found that 18 percent of new enrollees had a parent with 

current access to family coverage (Nogle and Shenkman 2004).  However, only 37 percent of 
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these children had been covered by the plan sometime in the 12 months before enrollment.  

Among established enrollees with incomes between 150 and 200 percent of poverty, between 

20 and 29 percent had access to employer-based family coverage at the time of the survey.  

However, the proportion of these children with a parent actually enrolled in the employer plan 

was not reported. 

In a study of the Kansas SCHIP program, authors report that 51 percent of newly enrolled 

SCHIP children were eligible for employer-based insurance at the time of the survey (Allison et 

al. 2003).  This estimate includes families where the parent did not participate in the plan.  If 

parents do not participate in the plan, this is evidence that they would not have covered the 

children if SCHIP were not available and are not substituting SCHIP for private coverage.  The 

cost to cover dependents is usually higher than the cost of covering the worker alone, and it 

seems unlikely that these families would cover their child if they do not currently cover 

themselves.  Only 36 percent of these enrollees had a parent currently enrolled in the plan 

(Allison et al. 2003). 

In a study of California’s SCHIP program, Healthy Families, Hughes et al. (2002) estimated 

that eight percent of families with newly enrolled children reportedly had employer-based 

insurance within 3 months before enrollment and dropped it voluntarily or for unknown reasons.  

Many parents of these children kept employer-based insurance for themselves (Hughes et al. 

2002).  Since this estimate excludes families that lost employer coverage for reasons outside 

their control, it is a reasonable estimate of substitution at the time of enrollment for this state. 

Our analysis is an extension of the approaches taken in the evaluations of California’s and 

Florida’s state SCHIP programs (Hughes et al. 2002; Shenkman et al. 2002; and Nogle and 

Shenkman 2004).  As in these studies, we use an enrollee-based approach.  We draw on data 

from this study’s 10-state survey, which represents more than 60 percent of SCHIP enrollment 
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nationwide.  Our study relies on two separate enrollee samples to provide (1) an estimate of 

substitution at the time of enrollment among recent SCHIP enrollees, and (2) the potential for 

substitution after enrollment among established enrollees.  Our first analysis is similar to the 

Hughes et al. (2002) approach in that we observe enrollee coverage 6 months before enrollment 

and restrict substitution to the proportion whose parents dropped coverage voluntarily.6  In our 

second analysis, we estimate the share of established SCHIP enrollees who are potentially 

substituting SCHIP for dependent coverage available through a parent’s employer plan.7  This 

approach is similar to the approach taken in the Florida KidCare evaluation, but our measure of 

access to employer-based coverage is the proportion of enrollees with parents actually enrolled 

in an employer plan at the time of the survey.  Given that so many parents reported by Shenkman 

et al. (2002) to have access to employer-based coverage also reported that the coverage was too 

expensive and that they had not covered their children, we expect this second approach to 

provide an upper bound of the number of enrollees whose families would have enrolled the child 

in their employer plan if SCHIP were not available.  Next, we describe methods for both 

analyses in further detail. 

B. METHODS 

Substitution at the Time of Enrollment.  We first present data on all possible types of 

prior insurance coverage—private insurance (employer or nongroup insurance), Medicaid, and 

no coverage (children who came from a 6-month period without any coverage).  We could not 

distinguish between private coverage purchased through an employer and nongroup coverage for 

                                                 
6 This component of the analysis is based on a sample of 5,267 recent SCHIP enrollees, excluding 160 cases 

reported to be disenrolled at the time of the interview, for whom prior coverage is not known. 

7 This component of the analysis is based on a sample of 4,705 established enrollees on the program for 
5 months or longer and still enrolled in the program at the time of the interview.  All enrollees sampled as 
established but who had disenrolled by the time of the interview (N = 838) were excluded. 
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all cases.8  However, based on the federal SCHIP statute, moving from nongroup private 

coverage to SCHIP is not considered substitution.  By focusing on all private coverage, our 

methods may slightly overstate substitution for employer-based coverage, but not by much.  

Based on all enrollees who report a specific type of coverage, only about five percent report 

nongroup coverage.  This represents only two percent of all recent enrollees in our sample, so 

our estimates predominantly reflect changes in access to employer-based coverage. 

Not all children who had private coverage during the 6 months before enrolling in SCHIP 

could keep that coverage.  For example, some parents reported loss of employer-based coverage 

because they lost a job, the employer stopped offering coverage, or the family composition 

changed (for example, due to divorce or a death in the family).  These children are not 

considered to contribute to substitution, because all states waive the requirement of a waiting 

period for families that can demonstrate that a child’s coverage was lost because of a job loss or 

related change (Hill et al. 2003).  The survey included questions about why the children reported 

to have coverage in the 6 months before enrollment in SCHIP were no longer covered.  In our 

estimates of substitution, we exclude children whose private coverage ended for reasons beyond 

their control. 

There are also many children whose parents report that their private coverage was 

unaffordable or too expensive.  The family’s perspective on affordability of private coverage is 

an important factor, because it may play a key role in determining their behavior if SCHIP were 

not available.  However, since some portion of these families may simply be reporting that 

SCHIP was cheaper than their previous coverage and that they have made a voluntary choice 

available to them under program rules, excluding all these children may understate substitution.  
                                                 

8 In Colorado, New York, and Texas, where Medicaid enrollment files were not available, we imputed public 
and private coverage for a portion of the cases.  Appendix C describes methods used to obtain prior insurance status 
estimates. 
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Therefore, to achieve a lower-bound estimate of substitution, we exclude children whose parents 

viewed their prior coverage as unaffordable. 

Potential Substitution Among Established Enrollees.  The second way in which we 

evaluate the relationship between SCHIP and private coverage is based on a broad definition of 

substitution that represents the forgone alternatives of those who remain on SCHIP.  The 

estimates we produce measure the share of established enrollees who could be covered by 

employer-based coverage through their parents if SCHIP were not available.  This estimate 

cannot be measured directly, so we present alternative estimates based on several assumptions.  

We focus only on employer-based insurance, because the marginal cost of covering children 

through a nongroup policy is prohibitive for many low-income families, and SCHIP legislation 

does not consider it a source of substitution.9 

We begin by documenting the coverage options established enrollees might be forgoing by 

examining the proportion of enrollees who have parents with employer-based insurance at the 

time of the survey.  The analysis assumes that, if parents were offered employer-based coverage 

but did not enroll, they would not have enrolled their children in employer coverage if SCHIP 

were not available.  Parents were not asked about the availability of family or dependent 

coverage.  However, previous research indicates that only about six percent of employers offer 

insurance to their employees but do not provide dependent coverage (Employee Benefit 

Research Institute 2002).  Therefore, we assume that families with a parent covered by employer-

based coverage can also enroll their children.  Nonetheless, not all parents with employer-based 

coverage would have enrolled their child in their employer plan if SCHIP were not available, 

because some parents would choose to leave their child uninsured rather than pay the price of 
                                                 

9 We determined insurance status of parents from self-report by the parent responding.  Unlike prior coverage 
of recent enrollees, no cases were imputed, and the survey included separate categories for insurance through 
employer and nongroup policies. 
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buying dependent coverage.  As noted earlier, these costs can be considerable.  Therefore, an 

estimate of substitution based solely on the proportion of enrollees with parents who have 

employer-based coverage would overstate substitution after enrollment. 

To account for this, we develop alternative substitution estimates that take into account the 

costs to the family of covering the child.  To assess affordability, we collected data about the 

share of the premium paid by the employer, as well as the child’s health status.  For premiums, 

parents report whether the employer pays all, some, or none of the premium.10  We use data on 

employer contributions as proxy measures of the cost of covering the child under their parent’s 

plan.  We assume that the costs of employer-based coverage for a child would be highest when 

the employer pays none of the premium, and, because of the difficulty of affording the full cost 

of dependent coverage at this income level, parents in this situation would be unlikely to cover 

their child. 

As the employer’s share increases from some of the premium to all of it, we expect the 

probability of the parent potentially covering the child if SCHIP were not available to increase.  

Even if the employer pays the entire premium or a large share of it, however, some parents still 

would not cover their children if SCHIP were not available because they could still have out-of-

pocket costs associated with meeting their children’s health care needs.  It is impossible to know 

what share of these parents would not cover their children.  Because the share is certainly greater 

than zero, assuming none of these parents would have covered their children if SCHIP were not 

available would underestimate substitution. 

                                                 
10 These responses should be interpreted cautiously.  Some workers may not know the nature of employer 

contributions to premiums.  In addition, some employers may pay the full premium for coverage of the worker but 
contribute nothing to dependent premiums.  Based on the survey question, we cannot be certain whether parents 
were referring to individual or dependent coverage.  As such, we could be overstating the degree to which 
employers contribute to the cost of covering children. 
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Some of the parents whose employer pays all or some of the premium will have out-of-

pocket costs.  Out-of-pockets costs will be higher for children who use more health care services 

because they have greater health care needs.  Within any level of employer premium 

contribution, greater health care needs will make the option of having employer-based coverage 

more expensive than it is for parents of healthier children.  We present two alternative estimates 

of substitution dependent on the expectation of high costs in the employer market. 

To do this, we define two levels of health care needs:  (1) children with elevated health care 

needs;11 and (2) children with severe needs, who have elevated health care needs and are in fair 

or poor health.  Within either of the groups defined according to whether the employer pays 

some or all of the premium, children with greater health care needs will probably require higher 

out-of-pocket expenses.  Therefore, in addition to children whose parents’ employer pays none 

of the premium, we calculate alternative substitution estimates that exclude the children with 

elevated or severe health care needs whose parents receive a partial or complete contribution to 

the premium.  These adjustments produce a range of estimates of the degree of substitution 

among established enrollees that better reflects the full range of expenses families would be 

expected to have if they choose employer-based insurance.  These estimates are intended to 

distinguish groups of enrollees whose substitution for employer-based coverage is potentially 

less problematic from a policy standpoint.  In summary, our estimates of substitution after 

enrollment apply increasingly strict criteria to the definition of substitution: 

• Children with parents covered by employer-based insurance and where the employer 
pays some or all of the premium 

• Children with parents covered by employer-based insurance, where the employer 
pays some or all of the premium and where the child does not have severe need for 
medical care 

                                                 
11 See Appendix C for our definition of children with elevated health care needs. 
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• Children with parents covered by employer-based insurance, where the employer 
pays some or all of the premium and where the child does not have severe or elevated 
need for medical care 

Interpreting Estimates Based on Recent and Established Enrollees.  Because we provide 

two estimates of substitution, readers might assume there is a means to combine them to achieve 

an overall estimate of substitution.  However, we do not have enough information to combine 

them.12  Adding them together would overstate substitution, because we can be confident there is 

overlap between these two estimates.  That is, some portion of the recent enrollees who 

voluntarily left private coverage probably retained or gained access to a parent’s employer 

coverage after enrollment, but we do not know how large the overlap is.  Taking a weighted 

average of the two estimates would result in an estimate somewhere between the two, but we do 

not have enough information to determine the weights.  Due to these limitations, the two 

estimates we produce must be viewed simply as two cross-sectional perspectives on substitution. 

C. HEALTH INSURANCE COVERAGE BEFORE ENROLLMENT 

This section examines the types of coverage children had before enrolling in SCHIP and, for 

private coverage, the reasons that coverage ended.  Figure VI.1 shows the distribution of 

insurance coverage that recent SCHIP enrollees had in the 6 months before joining the program.  

Across all 10 states, 43 percent of new enrollees were uninsured for the entire 6 months before 

enrolling in SCHIP, while Medicaid covered 29 percent.13  This means that 72 percent of new 

                                                 
12 A longitudinal survey would be required to create an overall estimate of substitution.  Such a survey could 

track information on the child’s coverage before enrollment and parental coverage from the time a child enrolls until 
the child leaves SCHIP.  With this approach, one could estimate the number of months each sampled enrollee 
substituted coverage relative to the total number of months each child was enrolled. 

13 These estimates omit from the denominator children with prior SCHIP.  About six percent of enrollees 
reported coverage from SCHIP in that 6-month period, but this estimate varies substantially across states.  Including 
the children reenrolling in SCHIP in the denominator, 26 percent of recent enrollees moved from private insurance 
to SCHIP. 
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enrollees could not have been substituting SCHIP for private coverage.  Only 28 percent of 

recent enrollees had private coverage (mostly through employers) at some point in the 6 months 

before they enrolled in SCHIP. 

The percentage of enrollees who had private coverage during the 6 months before enrolling 

in SCHIP (28 percent) could serve as an upper-bound estimate of the extent of substitution.  That 

assumes, however, that all these children could have kept private coverage, and this is not the 

case.  To estimate the extent of substitution among new enrollees, we need to distinguish 

between those with private coverage whose parents dropped it voluntarily and those whose 

parents dropped it involuntarily.  We do this by examining the reasons parents report a child’s 

private insurance coverage ended before enrolling in SCHIP.  Table VI.2 lists these reasons.  

Reasons classified as involuntary (column 2) imply that the child would not have been able to 

keep his or her private coverage.  About half of these new enrollees whose private coverage 

ended during the 6 months before joining SCHIP lost their coverage involuntarily because their 

parent lost or changed jobs, their employer dropped coverage, or because of a change in family 

structure, such as death or a divorce (Table VI.2).  This implies that about 14 percent of all new 

enrollees (half of the 28 percent who had prior private coverage) voluntarily moved directly onto 

SCHIP from private coverage. 

The next largest set of reasons given for ending private coverage before enrolling in SCHIP 

is related to the affordability of the private coverage.  Of recent enrollees whose private coverage 

ended, 28 percent (8 percent of all recent enrollees) cited affordability.  Some of the families of 

these enrollees might have dropped the coverage even if SCHIP were not available and thus 

should not contribute to substitution.  Omitting these children from the substitution estimate 

produces a lower bound of only seven percent of recent enrollees who voluntarily moved onto 

SCHIP from private coverage. 
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TABLE VI.2 
 

MAIN REASON COVERAGE ENDED AMONG RECENT ENROLLEES  
WITH PRIOR PRIVATE COVERAGE  

 

Reason Coverage Ended  Classification 

Percent of 
Enrollees with 
Prior Private

Coverage 

Percent of 
All Recent 
Enrollees 

 
Employment or Benefit Loss/Change 

 
Involuntary 46.8 13.0 

Lost job/changed employers  41.5  
No one in family employed  1.2  
No employer offering  0.9  
Employer stopped offer  1.9  
Former employer benefit ran out  0.6  
Noncustodial parent stopped coverage or support  0.1  
Disabled/injured parent  0.6  

   
Family Structure Change/Loss of Parent Involuntary 2.2 0.6 

Divorce/separation/death of spouse/retired/single parent  1.5  
Other family structure/custody change  0.1  
Child too old to be eligible (for Medicaid)  0.7  

   
Affordability 27.7 7.7 

Cost too high/can’t afford premium/SCHIP more affordable 27.2  
Enrolled in SCHIP to help pay bills 0.1  
Self-employed 

Depends on state policy 

0.4  
   
Preference for SCHIP/Dislike of Other Insurance Voluntary 6.3 1.8 

Ended previous coverage to get SCHIP  1.7  
Prefer SCHIP/other family member already enrolled  1.7  
Enrolled in SCHIP because better coverage/extra coverage  0.5  
Did not like insurance employer offers  0.9  
Services not available/specific benefit or need mentioned  1.2  
Job coverage changed (no mention of benefit loss)  0.2  

 
Miscellaneous 

 
Voluntary 16.9 4.7 

Moved/relocated  0.9  
Refused due to preexisting condition  0.3  
Did not know how to get (any insurance)  0.2  
Coverage ended—no other reason given  0.4  
Enrolled in SCHIP based on provider/agency recommendation  0.4  
Enrolled in SCHIP because wanted child to be insured  9.6  
No longer eligible for Medicaid/SCHIP  3.3  
Failed to reapply  0.1  
Forgot to pay premium  0.1  
Other  1.7  

Source: State enrollment data files and 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 
10 states (recent enrollees, N = 1,350). 

Note: All estimates rounded to the nearest tenth of a percentage point. 
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Two types of recent enrollees make up those in the seven percent we estimate substituted 

SCHIP for private coverage.  One type (two percent of all recent enrollees) includes enrollees 

whose parents reported that they dropped private coverage for their child because they preferred 

SCHIP (unequivocally, substitution).  In some cases, this was to get benefits not available under 

their child’s private option; in others, it was to keep all their children enrolled in the same 

program.  The other type (five percent of all recent enrollees) includes those with other reasons 

that are harder to classify or reasons with insufficient information to evaluate. 

In summary, our estimate of the proportion of enrollees voluntarily moving onto SCHIP 

from private coverage is 14 percent.  Our lower-bound estimate, which accounts for problems 

with affordability that would have led some families to drop private coverage even if SCHIP 

were not available, is seven percent. 

D. ESTIMATES OF POTENTIAL SUBSTITUTION AMONG ESTABLISHED 
ENROLLEES 

The preceding discussion suggests that only a small share of enrollees actually left 

employer-based coverage to enroll in SCHIP.  However, some children may be eligible for 

employer-based coverage after they have enrolled in SCHIP, and their parents may forgo that 

employer coverage for their children.  This second type of potential substitution has not been a 

focus of state policy.  Only recently have a few states begun to examine parental offers of 

coverage at the time of redetermination.  In this section, we present estimates of substitution 

among established enrollees.  Since we cannot observe the choices families would have made if 

SCHIP were not available, we present alternative estimates by making different assumptions 

about the likelihood that a child would have been covered by their parent’s current employer-

based coverage, using information we have about the costs of this coverage to the family. 
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Parental Coverage Through an Employer.  Table VI.3 presents data on the type of 

coverage held by parents at the time of the interview.  These data form the basis from which we 

developed alternative estimates of substitution.  We combine data on each parent to obtain the 

proportion of children with any parent insured by each type of coverage.14  Overall, 47 percent of 

established enrollees live in families where no parent is insured, while the other 53 percent of 

children live with at least one insured parent.  Seventeen percent of children live in a family with 

one parent who is insured and one who is uninsured (not shown).  A substantial minority of 

enrollees (39 percent) have at least one parent with employer-based coverage.  Therefore, no 

more than 39 percent of established enrollees could be substituting SCHIP for employer 

coverage.  A few children (eight percent) live with a parent insured through Medicaid or SCHIP, 

and only five percent have a parent with private nongroup insurance. 

TABLE VI.3 

PARENTS’ INSURANCE COVERAGE AT THE TIME OF INTERVIEW  
AMONG ESTABLISHED ENROLLEES 

 Percentage 
Distribution 

No Parent Insured 46.7 
Any Parent Insured 53.2 

Employer-Based Insurance 39.0 
Private Nongroup 5.1 
Medicaid 6.5 
SCHIP 1.5 
Other (Mostly Other Public) 0.5 

 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states (established 

enrollees, N = 4,705). 
 

                                                 
14 Estimates of insurance types do not sum to 100 percent because a small proportion of two-parent families 

report more than one type of coverage. 
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Employer Contributions to the Premium.  Among families with a parent who has 

employer-based insurance, 28 percent report the employer covers all of the premium, 63 percent 

say some of it, and 9 percent say none of it.  Of all established enrollees, this represents 11, 25, 

and 3 percent, respectively (Figure VI.2).  These estimates are consistent with the distribution of 

employer contributions among low-income families from the National Survey of American 

Families based on similar survey questions (Holahan 2003). 

Substitution Based on Employer Contributions to the Premium.  To arrive at estimates 

of substitution among established enrollees, we apply alternative assumptions about affordability 

(Table VI.4).  We first derive an estimate based solely on a measure of insurance cost using the 

share of premium the employer contributes.  Given the high cost of the average premium for 

employer-based coverage, it seems unlikely that low-income parents whose employer pays none  

of the premiums would choose to cover their child if SCHIP were not available.  Thus, the 

3.3 percent of enrollees whose employer paid none of the premium (Row B) are not treated as 

substituting SCHIP for employer coverage.  Omitting these enrollees produces an upper-bound 

estimate of potential substitution of 36 percent (39.0 – 3.3 = 35.7 percent; Row C). 

Substitution Based on Employer Contributions to the Premium and Child’s Health 

Care Needs.  This upper-bound estimate implicitly assumes that all parents whose employers 

paid some or all of the premium would enroll their child in their employer plan if SCHIP were 

not available, and this too seems unlikely.  Among families where the employer pays all of the 

premium, 5 percent have children with severe health care needs, and 28 percent have children 

with elevated health care needs.  Among families where the employer pays some of the 

premium, 3 percent have children with severe health care needs, and 19 percent have children 

with elevated health care needs.  Independent of the share of premium that the employer pays, 

these children can be expected to have the highest out-of-pocket costs if their parents enrolled
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TABLE VI.4 
 

POTENTIAL SUBSTITUTION ESTIMATES FOR ESTABLISHED  
SCHIP ENROLLEES 

 
 
Aspects of Parent’s Employer Coverage  
and Children’s Needs 

 
Percent with 

Characteristic 

Substitution 
Estimate 
(Percent) 

A Any Parent Has Employer Coverage. 39.0  

B Employer Pays None of the Premium. 3.3  

C Substitution Estimate 1 (A-B)  

Employer Pays Some or All of the Premium. 

 35.7 

D Employer Pays Some or All of the Premium and Child 
Has Severe Health Care Needs.  

1.2  

E Substitution Estimate 2 (C-D) 

Employer Pays Some or All of the Premium and the 
Child Does Not Have Severe Health Care Needs. 

 34.5 

F Employer Pays Some or All of the Premium and Child 
Has Elevated Health Care Needs. 

7.7  

G Substitution Estimate 3 (C-F) 

Employer Pays Some or All of the Premium and the 
Child Does Not Have Severe or Elevated Health Care 
Needs. 

 28.0 

 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 

states (established enrollees). 
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them in an employer plan.  If these parents opted to enroll their children in SCHIP, they could be 

viewed as substituting SCHIP for employer-based coverage.  However, policymakers in some 

states (for example, North Carolina among the 10 study states) allow exceptions for children 

with significant health care needs. 

Next, we derive an alternative set of estimates based on measures of health care costs that 

account for both the share of the premium the employer contributes and expected out-of-pocket 

expenses faced by families with employer-based coverage.  We build on the 36 percent estimate 

of substitution (Row C) that excludes all children from families where the employer pays none of 

the premium.  Using the strictest definition of health care needs and excluding only those with 

severe needs (1.2 percent) whose parents’ employers pay “some” or “all” of the premium (Row 

D), we obtain an estimate of 34.5 percent (39.0 – 3.3 – 1.2 percent; Row E).  Alternatively, by 

excluding from substitution a broader band of children with elevated health care needs (Row F), 

we produce a lower-bound estimate of 28 percent (35.7 – 7.7 percent; Row G).  In sum, we 

estimate substitution among established enrollees after enrollment to be between 28 and 

36 percent. 

These findings should be interpreted with caution.  First, it is unclear how to interpret survey 

questions on the employer contribution to a parent’s premium.  Since parents respond in relation 

to their own premium, we do not know whether the employer would pay the same portion for 

family coverage.  Thus, parents could have higher costs for coverage than reported on the survey.  

There is further evidence that employers contribute less toward dependent coverage than toward 

employee coverage, because only 26 percent of two-parent families with any employer-based 

insurance covered both parents with the same policy.  As such, we could be overstating the 

degree to which employers contribute to the cost of covering dependents and, thus, overstating 

substitution. 
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Second, the estimate of substitution that we derive is at a point in time for established 

enrollees.  This estimate is based on parents’ coverage at the time of the interview, but some 

parents’ coverage may change during their child’s period of enrollment in SCHIP.  Third, this 

estimate is based on a sample of enrollees at a particular point in time (2002), and changes in the 

economy or secular trends in employer coverage may lead the extent of substitution to differ 

over time.  Finally, our estimate does not directly consider any employer behavior that could 

contribute to the substitution of public coverage for private coverage.  This behavior is closely 

intertwined with larger economic trends influencing industry mix, unionization, the price of 

health care, and the choices workers make to take up employer offers of insurance. 

E. STATE VARIATION IN SUBSTITUTION 

Across the 10 states, the extent to which recent enrollees appeared to substitute SCHIP for 

private coverage when they enrolled varied.  This was due to differences in rates of private 

coverage, and the reasons that private coverage ended.  The share of recent SCHIP enrollees who 

voluntarily dropped their private coverage (including those reporting that private coverage was 

not affordable) ranged from 7 percent in Illinois and Missouri to 19 percent in California (not 

shown).  When affordability is not categorized as substitution, the share of SCHIP enrollees who 

might have kept private coverage is 10 percent or lower in all 10 states. 

Potential substitution among established enrollees also varies across the 10 study states.  The 

range around the higher estimate of potential substitution (36 percent) shown in Table VI.4 (Row 

C) is 18 percent in New Jersey to 47 percent in North Carolina (not shown).  The range around 

the lower estimate of potential substitution (28 percent) shown in Table VI.4 (Row G) is 

12 percent (in New Jersey) to 34 percent (in California).  One reason that New Jersey is 

consistently at the low end of the range of potential substitution estimates is that more parents in 

this state are covered by SCHIP (under a waiver program), and fewer have employer-based 

coverage. 
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F. SUMMARY 

Our findings suggest that SCHIP is serving the target population of low-income children 

who would otherwise have been uninsured and that a relatively small share is substituting SCHIP 

for employer coverage.  More than 70 percent of children enrolling in the program were either 

uninsured during the 6 months before joining SCHIP or were enrolled in Medicaid.  Most 

families who enrolled their children did not have the option of employer coverage for their 

children.  Further analysis indicated that a minority of established enrollees had affordable 

employer coverage available to them when they were on the program.  Although the extent of 

substitution varied across states, the share that would have had employer coverage if SCHIP 

were not available did not rise above about one-third in any of the 10 states. 

The data presented above suggests that few SCHIP enrollees moved directly onto the 

program from private coverage.  About 14 percent of children enrolling in SCHIP had private 

coverage that they could have kept as an alternative to SCHIP, and about half of this group 

reported that the private coverage was unaffordable compared to SCHIP.  Given that previous 

research suggests that about half of non-poor children have private coverage (Holohan et al. 

2003), states appear to be meeting their goal of targeting enrollment to children who would not 

have had private health insurance coverage.  This estimate is consistent with the eight percent 

estimate reported by Hughes et al. (2002) using a similar approach and definition of substitution 

on a California sample. 

Among established enrollees who had been in SCHIP for at least 6 months, our analysis 

suggests that between 28 and 36 percent of children did not have an elevated health care need 

and had a parent enrolled in an employer plan for which the employer paid all or some of the 

premium.  We do not know how many were offered dependent coverage and could afford to pay 

the premium or other cost-sharing.  Our estimates are also consistent with enrollee-based studies 

by Shenkman et al. (2002) and Allison et al. (2003), as well as several population-based studies 
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(Dubay and Kenney 2004; Cunningham et al. 2002; and LoSasso and Buchmueller 2004).  Our 

estimate based on recent enrollees relies solely on coverage children held before enrollment; 

therefore, it is lower than these population-based estimates, which define substitution in broader 

terms. 

The two estimates that we provide—one based on recent enrollees and one based on 

established enrollees—should not be combined to achieve an overall substitution estimate.  Our 

data lack sufficient information about how substitution changes while children are enrolled and 

to how many children these estimates may apply.  It is better to view the two types of estimates 

we present as two perspectives on the question of substitution. 

Based on these results, it appears that most SCHIP enrollees do not have access to 

affordable employer-based coverage.  At the same time, some SCHIP enrollees do have parents 

enrolled in employer plans.  In such cases, states may want to monitor such coverage and 

coordinate between SCHIP and employer coverage.  This could be done through premium 

assistance programs that help parents afford dependent coverage through their employer plan.  

Such subsidies would enable states to share the cost of covering some enrollees with employers 

(although this could be complicated if there are frequent job changes among low-income 

parents).  To date, however, premium assistance programs have not taken off in the few states 

that have them (Lutzky and Hill 2001).  Moreover, given the large number of children covered 

by employer plans who are eligible for SCHIP and are not enrolled, greater coordination with 

employer coverage could lead to greater public outlays on behalf of these children. 

From the enrollee data analyzed in this chapter, it is not possible to estimate the size of the 

reduction in uninsurance among low-income children that SCHIP produced.  To address this 

issue, we would need data that includes both SCHIP-eligible children and SCHIP enrollees, and 

that analysis is beyond the scope of this project.  However, the results in this chapter suggest that 

most children covered by SCHIP would have been uninsured if the program were not available. 
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VII. THE IMPACTS OF SCHIP ON ACCESS TO, AND USE OF, CARE 

Genevieve Kenney 

A. INTRODUCTION 

One yardstick by which SCHIP will be measured is the extent to which the program 

improves children’s access to, and receipt of, care beyond what they would have experienced 

otherwise.  For children who enroll, SCHIP is expected to lower costs and other barriers 

associated with obtaining care, particularly compared to being uninsured.  In this chapter, 

building on the descriptive analyses presented in Chapters I and III, we assess the effects that 

enrollment in SCHIP has on children and their families. 

Prior research has demonstrated that uninsured children have more access problems and 

receive fewer services than children with public health insurance coverage (Newacheck et al. 

1996 and 1997; Monheit and Cunningham 1992; Stoddard et al. 1994; Moreno and Hoag 2000; 

Dubay and Kenney 2001; Currie and Thomas 1995; and Rosenbach 1989).  However, the access 

and use gaps found between the uninsured and the insured may derive not only from different 

access to health care—they may also reflect unmeasured differences between the two groups in 

health-seeking behavior and attitudes toward health care. 

Several studies have tried to address the potential bias introduced when comparing the 

uninsured and insured, by instead examining changes in access and use following enrollment in a 

public health insurance program (Lave et al. 1998; Szilagyi et al. 2000; Damiano et al. 2003; and 

Dick et al. 2004).  These studies found improvements in access and use for children who enrolled 

in the program based on a longitudinal analysis of their experiences before and after they 

enrolled in it.  Two of these studies examined the impacts of two non-Medicaid programs that 

began before the SCHIP program:  Szilagyi et al. (2000) reported on Child Health Plus in New 
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York, and Lave et al. (1998) reported on the Children’s Health Insurance Program in 

Pennsylvania.  Damiano and Willard (2002) examined the Hawk-I Program, a separate SCHIP 

program created in 1998, and Dick et al. (2004) reported on findings from three separate SCHIP 

programs (in Florida, Kansas, and New York).  All these studies found improvements in many 

measures of health care access and use for children who enrolled in these programs.  These 

findings suggest that differences found between the uninsured and the insured are not all driven 

by unmeasured differences in characteristics of the two groups, but instead reflect greater access 

to care for children with health insurance coverage. 

In this chapter, we use a variation of the approach used by Lave et al. (1998), Szilagyi et al. 

(2000), Damiano and Williard (2003), and Dick et al. (2004) to examine the impacts of SCHIP 

on children in 10 states who are served by the program.  We contrast the experiences of 

established enrollees who have been in the program for at least 5 months with the pre-SCHIP 

experiences of a separate sample of recent enrollees.1  This is the most comprehensive study of 

SCHIP impacts to date, since, as indicated in Chapter I, we examine impacts on children in 10 

different states that together account for more than 60 percent of all SCHIP enrollees nationwide.  

Our key findings are: 

• Compared to the pre-SCHIP experience of recent enrollees, established enrollees 
have fewer unmet needs; their parents have less stress and worry about meeting their 
children’s health care needs; and they are more likely to have a usual source of both 
medical and dental care, other things equal. 

• As expected, we find the greatest improvements for recent enrollees who were 
uninsured for all 6 months before enrolling.  We find improvements in service use, 
unmet needs, stress, financial burden, and provider communication and accessibility. 

                                                 
1 For a discussion of the alternative design options considered for measuring impacts, see Wooldridge et al. 

(2001). 
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• Established enrollees are also doing better than new enrollees who had been privately 
insured for the 6 months before enrolling in terms of unmet needs, confidence, stress, 
and having a usual source of dental care. 

• The impact findings are robust with respect to alternative specifications of the model 
that combine enrollees across states.  Moreover, the general pattern of findings holds 
up in each of the 10 individual state-specific models, indicating that positive impacts 
are found for both Medicaid expansions and separate programs. 

• These impact findings also hold up in separate models estimated for a broad number 
of different subgroups, defined by the child’s race/ethnicity/language, age, and health 
care needs and the parent’s education. 

• The magnitude of the estimated impacts varied with the child’s age, the child’s health 
status, and the parents’ educational attainment.  We find larger improvements for 
children with elevated health care needs and for adolescents, while we find smaller 
improvements for children whose parents had not completed high school. 

B. METHODS 

The conceptual model for assessing the impacts of SCHIP on access to, and use of, services 

builds on an economic model in which the price of health inputs and services, family income and 

preferences, and health endowments are hypothesized to affect health services use and access to 

care among children (Grossman 1972; Kaestner et al. 1999; and Phelps 1997).  The key variable 

in this model is the presence and nature of health insurance coverage, which affects the price of 

health care services.  As Chapter III indicates, SCHIP programs have broad benefit packages that 

are tailored to meet the needs of children and require low out-of-pocket payments for services.  

Thus, compared to being uninsured, SCHIP should lower the out-of-pocket costs associated with 

obtaining health services.  This, in turn, should increase the receipt of services and reduce both 

unmet needs and financial burdens.  SCHIP may also lead to improvements in access and use 

among children who would have been privately insured without SCHIP.  This is because benefit 

packages tend to be richer and cost-sharing tends to be lower under SCHIP than for many types 

of private coverage (Hill et al. 2003; Trude 2004; and Fox et al. 2003). 
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To estimate the impacts of SCHIP on children who enroll in the program, we use two cross-

sections of recent and established enrollees. This quasi-experimental approach uses a separate 

sample pre-test and post-test design (Singleton et al. 1993; and Campbell and Stanley 1963).  We 

compare the experiences of established enrollees (children who have been enrolled in the 

program for at least 5 months)—the treatment group—with the pre-SCHIP experiences of newly 

enrolling children—the comparison group.  Thus, the pre-SCHIP experiences of our recent 

enrollee sample serve as a counterfactual for the SCHIP experiences of our established enrollee 

sample.  As described below, we try to minimize the differences between the comparison and the 

treatment groups by controlling for other potentially confounding factors related to the 

characteristics of the child and their parents.  In addition, we estimate numerous alternative 

model specifications to assess the robustness of our impact estimates. 

We begin by estimating the following model: 

(1) U = α + (X(i)) Β  + δ SCHIP + υ + ε , 

where: 

U is a set of outcomes measures (described in Table VII.1) 

α is the constant term, specified as a column of ones 

X (i) is a set of individual explanatory variables (defined below) 

Β is a column vector of regression coefficients, one for each explanatory variable 

δ is the regression coefficient that measures the average impact of SCHIP on the 
outcome relative to pre-SCHIP experiences 

SCHIP is an indicator variable for whether a child is an established SCHIP enrollee 
(SCHIP = 1) or a recent SCHIP enrollee (SCHIP = 0) 

υ is a set of county-specific fixed effects  

ε is an error term, which, in the linear regression model, is distributed normally. 
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TABLE VII.1 

HEALTH CARE ACCESS AND USE OUTCOMES 

Type of Variable Variable 
Any Physician Visit 
Any Well-Child Visit 
Dental Visit 
Any Mental Health Visit 
Any Specialist Visit  
Any Specialist or Mental Health Visit 
Any Hospital Visit 

Service Use 

Any Emergency Room Visit 
Doctor/Other Health Professional Services  
Prescription Drugs 
Dental Care 
Specialist Care 
Hospital Care 
Any of the Above Services (Excluding Dental) 
Any of the Above Services (Including Dental) 

Unmet Need 

More than One Unmet Need 
Very Confident About Being Able to Meet Child’s Health Care Needs 
Not Stressed About Being Able to Meet Child’s Health Care Needs 
Not Worried About Being Able to Meet Child’s Health Care Needs 

Parental Perceptions of 
Meeting Child’s Health 

Care Needs 
Child’s Health Care Needs Do Not Cause Financial Hardship 
Has a Usual Source for Health Care That Is Not an Emergency Room 
Usual Source Is a Private Doctor’s Office or Group Practice 
Usually Sees Same Provider at Usual Source of Care 

Presence and Type of 
Usual Source of Care 

Has a Usual Source for Dental Care 
Would Recommend Usual Source to Others 
Could Reach Provider After Hours  
Provider Explained Things in Understandable Ways  
Provider Treated Family with Courtesy and Respect  
Provider Asked About How Child Was Feeling and Growing 
Rated Ease of Getting Care as Very Good or Excellent 
Waiting Time Was Less than 30 Minutes for Appointments 

Provider Communication 
and Accessibility 

Travel Time Was Less than 30 Minutes 
 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.  
 
Notes: All variables refer to the 6 months before the interview. 



  200  

We examine the impacts of SCHIP on five types of access and use indicators (U):  

(1) service use, (2) unmet need, (3) parental perceptions, (4) presence and type of usual source of 

care, and (5) provider communication and accessibility.  Table VII.1 describes each of the 32 

outcomes examined.  These outcomes were chosen to portray a broad range of aspects of access 

and use that enrollment in SCHIP coverage could affect.  These aspects include the health care 

services the child received, the confidence and burdens parents feel about meeting their child’s 

health care needs, and the extent to which parents feel the child’s health care needs are being 

met. 

The control variables (X) in the models include (1) the demographic characteristics of the 

child (age, race/ethnicity, language, and sex); (2) the child’s health status (general health status 

and presence of a special health care need); (3) household income and size (the number of 

children in the household); (4) parents’ educational attainment and work status; and (5) parent’s 

attitudes toward the efficacy of medical care.  Table VII.2 shows the mean levels of these 

variables for established and recent enrollees.  We discuss this table later in the chapter. 

The key parameter of interest is δ, which reflects the average difference between the 

experiences of established enrollees covered by SCHIP and the pre-SCHIP experiences of recent 

enrollees.  We expect that children covered by SCHIP will (1) receive preventive services at 

higher rates, (2) have fewer unmet needs, and (3) be more likely to have a usual source of care 

and to have improved provider accessibility and communication.  We also expect that their 

parents will have fewer concerns and financial burdens associated with meeting their child’s 

needs.  In addition, we expect that enrollment in SCHIP, particularly compared to being 

uninsured, could shift the setting of care away from clinics and health centers and toward private 

physician’s offices.  The effects of SCHIP enrollment on visits to emergency rooms and hospital 

stays are not clear a priori. 
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TABLE VII.2 

CHARACTERISTICS OF SCHIP ENROLLEES AND THEIR PARENTS

 Recent 
Enrollees 
(Percent) 

Established 
Enrollees 
(Percent) 

State   
California 28.9  28.6 
Colorado 3.7 ** 1.8 
Florida 12.3  13.3 
Illinois 3.9 ** 2.4 
Louisiana 3.1  3.4 
Missouri 1.8 ** 3.7 
New Jersey 4.4  4.8 
New York 4.4 ** 13.3 
North Carolina 4.5 ** 3.0 
Texas 32.9 ** 25.9 

Age    

Birth to 5 years 31.1 ** 19.3 
6 to 12 years 44.5 * 48.3 
13 and older 24.4 ** 32.4 

Race, Ethnicity, Language    

White, Non-Hispanic, Primary Language Is English 28.1  30.2 
Hispanic, Primary Language Is English 20.6  20.1 
Hispanic, Primary Language Is Spanish 29.7  27.7 
Black, Non-Hispanic, Primary Language Is English 10.8  10.6 
Other, Non-Hispanic, Primary Language Is English 4.2  4.0 
Non-Hispanic, Primary Language Is Not English 4.2  4.4 
Missing Race, Ethnicity, or Language 2.3  2.9 

   
Female 47.9  46.8 

Child with Elevated Health Care Needs 22.5  24.1 

Income    

Less than 150% of the FPL 65.2  63.3 
150 to 200% of the FPL 19.5  21.3 
More than 200% of the FPL 9.3  8.5 
Missing 6.0  7.0 

Parents’ Employment Status    

Has One Parent and the Parent Worked 30.2  30.7 
Has One Parent and the Parent Did Not Work 5.4  4.3 
Two Parents and Neither Worked 2.1  2.9 
Two Parents and One Worked 32.9  33.3 
Two Parents and Both Worked 29.4  28.8 

 
Number of Children in Household 

   

1 19.9  18.3 
2 37.6  38.8 
More than 2 42.5  42.9 

   



TABLE VII.2 (continued) 
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 Recent 
Enrollees 
(Percent) 

Established 
Enrollees 
(Percent) 

Highest Education Level of a Parent    
Less than High School 21.3 * 24.5 
High School Diploma or GED 32.7  34.9 
Some College or Higher 46.0 ** 40.6 
Parent Reports That He or She Can Overcome Most Illness Without 

Help from a Doctor 
55.0  56.7 

Parent Believes Home Remedies Are Often Better than Prescribed  
Drugs  

33.2  32.9 

Sample Size 3,106   5,394 
 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.  
 
Notes: All variables refer to the 6 months before the interview. 
 
FPL = federal poverty level. 
 
      *p-value difference between recent and established enrollees <.05. 
    **p-value difference between recent and established enrollees <.01. 
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The model specified in equation (1) above produces an average estimate of the differences 

in access and use between established and recent enrollees, controlling for observed differences 

between the two groups.  The magnitude of the estimated difference is likely to depend on the 

insurance coverage the children in the comparison group had before enrolling in SCHIP.  To 

account for this, we separate recent enrollees into groups, depending on the presence of 

insurance coverage in the prior period.  We first subdivide recent enrollees into two groups:  

(1) recent enrollees who were uninsured for all 6 months before their enrollment in SCHIP, and 

(2) recent enrollees who were covered for some or all of the 6 months preceding their enrollment 

in SCHIP.2  We then estimate separate impacts for the two groups.  We expect to see larger 

differentials between the experiences of established SCHIP enrollees and those of recent 

enrollees who had been uninsured for all 6 months before enrolling in SCHIP than between 

established SCHIP enrollees and recent enrollees who had been insured for some or all of the 

6 months before enrolling in SCHIP.  This is because uninsured children face much greater out-

of-pocket costs when they try to obtain health services.  The overall impact of SCHIP will be a 

weighted average of these estimates, with the relative weights depending on the extent to which 

children would have been uninsured without the program or would have had employer-sponsored 

coverage (examined in Chapter VI).  Therefore, we also present estimates for recent enrollees 

who had private coverage in the prior period, most of whom were covered through employer-

sponsored plans. 

Analytic Challenges.  There are several threats to the validity of the impact estimates 

generated by these models.  The most fundamental one is that the sample of recent enrollees may 

not be a reliable counterfactual for the experiences of established enrollees because of 
                                                 

2 Of the group with some coverage in the 6 months before SCHIP enrollment, 65 percent had some type of 
insurance coverage for all 6 months before enrolling, and 35 percent were uninsured for part of the 6-month period. 
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differences between the two samples.  We address this issue in several ways.  First, as indicated 

above, we use multivariate models that control for possible differences in a broad range of 

observed characteristics that could affect the outcomes in question and that include county fixed 

effects.  In particular, we control for the health status of the child and the parents’ attitudes 

toward the efficacy of health care.  By estimating models with county fixed effects and a broad 

range of covariates, we reduce the probability of there being confounding differences between 

the recent and the established enrollee samples.  In one of our sensitivity analyses, we estimate 

impacts in models that replaced the county fixed effects with dummy variables for each state and 

for the metropolitan status of the county.  Second, we compare the characteristics of the two 

samples to assess whether any large differences in measured characteristics exist, which could 

indicate that differences in unmeasured characteristics also exist. 

Third, to address possible unobserved differences between recent and established enrollees, 

we estimated models on different subsets of recent and established enrollees.  In particular, the 

sample of new enrollees includes some who do not remain on the program long enough to 

become established enrollees.  Recent enrollees who remain on SCHIP only a short time may be 

different from the established enrollees who have stayed on the program for 5 months or more 

and, thus, may not be a valid comparison group.  To address this, we use the administrative data 

on SCHIP enrollment to identify the recent enrollees who remain on SCHIP for 5 months or 

more.  We then reestimate the impacts, using this subset of recent enrollees to test the robustness 

of the impacts estimated on the full sample. 

Fourth, by definition, the sample of recent enrollees is entering SCHIP later than the 

established enrollee sample.  This temporal difference could introduce bias if there are 

systematic differences in the unobserved characteristics of those who entered SCHIP earlier.  

This could occur, for example, if (1) the economy had changed in such a way as to affect the mix 
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of children enrolling in SCHIP, (2) outreach campaigns occurring at different times brought in 

different geographic mixes of children, (3) the children enrolled earlier had greater health care 

needs, or (4) parents had different attitudes toward medical care.  To address the potential 

temporal threats to the validity of the impact analyses, we limited the established enrollee sample 

to children who were enrolled in SCHIP closer to the time period during which children in the 

recent enrollee sample were entering SCHIP.  In addition, to make the recent and established 

samples more similar to one another, we exclude the very youngest and the very oldest children 

from the analysis, recognizing that we do not have pre-SCHIP experiences for newborns or 

SCHIP experiences for many children approaching age 19.  A final step we take to make the 

recent and established enrollee samples as homogeneous as possible is to use the information we 

have for both recent and established enrollees on the presence of insurance coverage just before 

enrolling in SCHIP.  We estimate one set of impacts for recent and established enrollees who 

were uninsured just before enrolling in SCHIP and another set of impacts for recent and 

established enrollees who were insured just before enrolling. 

A fifth concern is that the access and use experiences children have just before enrolling 

may not reflect what these children typically face in their access to, and use of, health care 

services.  They may be at a low point with respect to their access to needed services, which 

triggers their enrollment in SCHIP.  For example, a child may have unprecedented unmet health 

care needs, which causes the parents to seek out SCHIP coverage.  Alternatively, a child may 

have had a health event that led to a hospital stay or an emergency room visit, which prompted 

the child’s enrollment in SCHIP.  To address this possibility, we remove from the recent enrollee 

sample children who had an emergency room visit or a hospital stay and assess the extent to 

which the impact estimates for the other outcomes are sensitive to those exclusions.  Likewise, 

we also estimate models that exclude children who were reported to have some type of unmet 
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need and examine whether the impact estimates for the other outcomes change.  However, 

because estimates for the privately insured derive from a time when they may have experienced 

disruptions leading to the child’s SCHIP enrollment (for example, loss of employment), impacts 

on measures of stress and attitudes might be overstated even under these alternative models. 

A sixth concern is that the experiences of established enrollees may overstate the access to 

care that children typically have under SCHIP.  Findings presented in Chapter III suggest that 

disenrollees might have had slightly worse access and use experiences with SCHIP coverage 

than the established enrollees.  While the differences are not large, the pattern is robust and spans  

many types of outcomes.  Therefore, we estimate one set of SCHIP impacts using disenrollees as 

the treatment group. 

In summary, we present nine alternative impact estimates to the core estimates.  The first 

replaces the county fixed effects with dummy variables for state of residence and whether the 

county is in a Metropolitan Statistical Area (MSA), is not in an MSA but is adjacent to an MSA, 

or is not in an MSA and is not adjacent to an MSA.  The second includes only recent enrollees 

who remain on SCHIP for 5 months or more.  The third excludes established enrollees who have 

been enrolled for more than 18 months.  The fourth excludes established enrollees who have 

been enrolled for 4 years or more.  The fifth excludes those younger than age 1 or age 18 or 

older.  The sixth excludes children with any emergency room visits or hospital stays.  The 

seventh excludes children with any reported unmet needs.  The eighth uses the disenrollee 

sample to estimate impacts in place of the established enrollee sample.  Finally, the ninth subsets 

the sample on the basis of coverage prior to enrollment in SCHIP.  The analysis of the impacts of 

SCHIP relative to being uninsured is estimated on recent and established enrollees who had been 

uninsured just before enrolling in SCHIP, while the analysis of the impacts of SCHIP relative to 
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being insured is estimated on the recent and established enrollees who had coverage just before 

enrolling in SCHIP.  Finally, we estimated separate impact models for each of the 10 states. 

C. RESULTS 

Characteristics of Recent and Established Enrollees.  With few exceptions (notably age 

and state of residence), children in the established enrollee sample closely resemble those in the 

recent enrollee sample.  Table VII.2 shows sample distributions of the recent and established 

enrollees in a number of characteristics.  The characteristics of the recent enrollee sample are 

similar to those of the established enrollee sample in the race and ethnic background of the child, 

the characteristics of the parents, and the structure of the household.  For example, 43 percent of 

both the recent and the established enrollee samples live in households with more than two 

children.  Likewise, 36 percent of the recent enrollee sample came from a one-parent household, 

compared with 35 percent of the established enrollee sample. 

On average, the children in the established enrollee sample are older than the children in the 

recent enrollee sample.  This is likely due in part to the fact that many established SCHIP 

enrollees have been enrolled in the program for several years (for example, more than half of all 

children in the established enrollee sample had been enrolled in SCHIP for 2 or more years).  For 

example, 31 percent of the children in the recent enrollee sample are under 6, compared with 19 

percent of the children in the established enrollee sample.  Proportionately more children in the 

established enrollee sample are in the 6- to 12 and the over-13 age groups:  48 and 32 percent of 

the established enrollee sample, respectively, compared with 45 and 24 percent of the recent 

enrollee sample.  The distribution of children in the recent and established enrollee samples also 



  208  

varies across states,3 with proportionately more children in the recent enrollee sample from 

Texas (33 percent), compared with 26 percent in the established enrollee sample, and fewer in 

the recent enrollee sample from New York (4 percent), compared with 13 percent in the 

established enrollee sample.  The different state-specific distributions of the recent and the 

established enrollee samples may be due in part to the different levels of maturity of the 10 

SCHIP programs.  For example, New York’s program predates Title XXI and therefore accounts 

for a much larger share of established enrollee sample than the recent enrollee sample, whereas 

Texas’s program did not implement its main separate program until 2000 (three years after Title 

XXI) and therefore accounts for a much smaller share of the established enrollee sample than the 

recent enrollee sample.  Finally, the children in the recent enrollee sample have more-educated 

parents than the children in the established enrollee sample. 

Differences in Outcomes Between Recent and Established Enrollees.  Table VII.3 shows 

the mean values of the different access and use outcomes for both established enrollees and 

recent enrollees, according to their prior insurance coverage.4  As discussed in Chapter I, 

established enrollees have greater access to care, and their parents have fewer concerns about 

addressing their children’s health care needs relative to the experiences parents and their children 

had before enrolling, particularly compared to recent enrollees who had been uninsured in the 

6 months before enrolling.  The differences are most pronounced in unmet needs, parents’ 

perceptions about their ability to meet the child’s health care needs, and the presence of a usual 

source for dental care.  However, differences between the established and recent enrollee 

                                                 
3 Recall that the samples have been weighted to reflect the population of recent and established enrollees in the 

10 states during early 2002.  As a result, large states like California and Texas account for a large fraction of both 
samples. 

4 For established enrollees, the reference period is the 6 months before the survey. For recent enrollees, it is the 
6 months before the child’s enrollment in SCHIP.   



  209  

TABLE VII.3 

BIVARIATE ESTIMATES OF ACCESS AND USE MEASURES FOR RECENT  
AND ESTABLISHED SCHIP ENROLLEES 

 
Recent Enrollees 

 Establisheda All 

 Uninsured 
All 6 

Months 
 

Insuredb 

Service Use     
Any Doctor/Other Health Professional Visit 66.7 67.6  58.4 ** 76.7 ** 
Any Preventive Care or Checkup Visit 45.4 45.5  32.6 ** 58.2 ** 
Dental Visit for Checkup/Cleaningc 57.3 44.0 ** 31.3 ** 58.4  
Any Specialist Visit 16.7 14.7  12.4 * 17.0  
Any Mental Health Visit 5.4 4.2  3.7 * 4.8  
Any Specialist or Mental Health Visit 20.3 18.1  15.3 ** 21.0  
Any Emergency Room Visit 18.0 27.6 ** 24.0 * 31.2 ** 
Any Hospital Stay 3.7 4.8  3.4  6.3 * 

Unmet Need     

Doctor/Health Professional Care 2.1 6.6 ** 9.1 ** 4.3 ** 
Prescription Drugs 4.1 8.1 ** 10.6 ** 5.8  
Dental Carec 11.9 19.1 ** 22.8 ** 15.2 * 
Specialist 3.4 7.0 ** 9.3 ** 4.9  
Hospital Care 1.4 5.5 ** 7.6 ** 3.6 ** 
Hospital, Specialist, Doctor, Drug 9.2 17.8 ** 21.4 ** 14.5 ** 
Hospital, Specialist, Doctor, Drug, Dentistc 18.3 27.6 ** 33.0 ** 22.6 * 
More than One Unmet Need 3.3 9.8 ** 13.7 ** 6.2 ** 

Parental Perceptions of Meeting Child’s Health Care 
Needs 

    

Very Confident  81.2 48.6 ** 37.6 ** 58.7 ** 
Never or Not Very Often Stressed 78.4 50.1 ** 36.5 ** 63.1 ** 
Never or Rarely Worried  55.2 29.0 ** 17.9 ** 39.7 ** 
Never or Rarely Cause Financial Difficulties 83.4 52.1 ** 42.4 ** 61.1 ** 

Usual Source of Care (USC)     

Had USC in Past 6 Months 91.4 80.4 ** 70.4 ** 90.6  
USC Type:  Private Doctor’s Office/Group Practice 64.4 59.3 ** 45.2 ** 65.9  
Usually Saw Same Provider at USC 72.3 61.4 ** 47.8 ** 74.8  
Had USC for Dental Care in Past 6 Monthsc 81.3 59.1 ** 49.1 ** 70.2 ** 

Provider Communication and Accessibility     

Would Recommend USC  91.7 91.2  89.2  92.6  
Could Reach Doctor After Hours 75.6 68.3 ** 57.5 ** 76.3  
Providers Explain in Understandable Ways 89.4 86.9  81.7 ** 90.4  
Provider Treats with Courtesy/Respect 93.8 93.3  91.3  94.6  
Provider Talks About How Child Feeling 85.5 83.4  79.5 ** 86.1  
Rated Ease of Getting Care Excellent or Very Good 43.3 34.5 ** 24.8 ** 41.1  
Wait Time for Care Less than 30 Minutes 51.8 48.1 * 40.0 ** 54.6  
Travel Time to USC Less than 30 Minutes 84.1 79.5 ** 75.9 ** 82.3  

Sample Size 5,394 3,106  1,492  1,583  

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states.  
Notes: Estimates based on samples of recent and established SCHIP enrollees. 
a “Established” is the reference category for tests of significance.  
b Includes those insured some or all of the past 6 months before enrolling. 
cApplies to children age 3 and older. 
*p-value<0.05. 

**p-value<0.01. 
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samples with respect to access and use could reflect differences in the underlying characteristics 

of the two samples.  As Table VII.2 previously showed, the two samples differ, particularly in 

their composition with respect to age and state.  To address this issue, the following section 

presents differences between the established and recent enrollee samples based on multivariate 

models that control for a number of different characteristics of the children and their families. 

1. Impact of SCHIP Enrollment on Access and Use 

Changes in Access and Use for the Average Recent SCHIP Enrollee.  On average, 

established SCHIP enrollees had better access and use experiences in SCHIP than recent  

enrollees did before enrolling in the program.  Table VII.4 shows the impact estimates derived 

from the multivariate model described above in equation (1).  The estimates presented in column 

1 reflect the average change in access and use for all recent enrollees, other things equal.5  

Overall, established enrollees fared better than recent enrollees on about two-thirds of the 

outcomes examined.  For service use, preventive dental and emergency room visits were the only 

two areas where differences were found.  Differences were found in unmet need, parents’ 

attitudes about being able to meet the child’s health care needs, presence of a usual source of 

care, and provider accessibility. 

Other things equal, compared to experiences children had before enrolling in SCHIP, 

established enrollees are: 

• More likely to receive preventive dental care and less likely to have emergency room 
visits 

• Less likely to have unmet needs for physician services, prescription drugs, dental 
care, specialty care, and hospital care and less likely to have one or more unmet need

                                                 
5 All the estimates presented are based on linear probability models.  Logistic models were also estimated to 

take into account the discrete nature of the outcomes.  These models produced results that are almost identical to the 
linear probability models in the direction and significance of the impact estimates. 
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TABLE VII.4 

ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT, BY PREVIOUS  
INSURANCE STATUS OF RECENT ENROLLEES 

 

Differences Between Established Enrollees Compared to: 
 All Recent 

Enrollees 
 

(1) 

Recent Enrollees 
Uninsured All 

6 Months 
(2) 

Insured  

Recent 
Enrolleesa 

(3) 

Privately Insured 
Recent  

Enrolleesa 

(4) 
Service Use   

Any Doctor/Other Health Professional Visit 0.00 0.07 ** -0.08 ** -0.09 ** 
Any Preventive Care or Checkup Visit 0.00 0.11 ** -0.10 ** -0.11 ** 
Dental Visit for Checkup/Cleaningb 0.12 ** 0.25 ** -0.02  -0.01
Any Specialist Visit 0.02 0.04 * -0.01  -0.01
Any Mental Health Visit 0.00 0.01 0.00  0.01
Any Specialist or Mental Health Visit 0.01 0.04 * -0.01  0.00
Any Emergency Room Visit -0.09 ** -0.07 ** -0.12 ** -0.07 * 
Any Hospital Stay 0.00 0.01 -0.01  0.01

Unmet Needs 
  

Doctor/Health Professional Care -0.04 ** -0.06 ** -0.01  0.00
Prescription Drugs -0.04 ** -0.06 ** -0.01  0.00
Dental Careb -0.07 ** -0.11 ** -0.04 * -0.02
Specialist -0.04 ** -0.06 ** -0.01  -0.02
Hospital Care -0.04 ** -0.06 ** -0.02 * -0.02
Hospital, Specialist, Doctor, Drug -0.08 ** -0.12 ** -0.04 * -0.03
Hospital, Specialist, Doctor, Drug, Dentistb -0.09 ** -0.13 ** -0.04 * -0.01
More than One Unmet Need -0.06 ** -0.10 ** -0.02 * -0.03

Parental Perceptions of Meeting Child’s Health Care Needs 
  

Very Confident  0.33 ** 0.43 ** 0.24 ** 0.20 ** 
Never or Not Very Often Stressed 0.28 ** 0.40 ** 0.16 ** 0.13 ** 
Never or Rarely Worried  0.25 ** 0.33 ** 0.16 ** 0.15 ** 
Never or Rarely Cause Financial Difficulties 0.31 ** 0.39 ** 0.23 ** 0.26 ** 

Usual Source of Care (USC) 
  

Had USC in Past 6 Months 0.11 ** 0.21 ** 0.01  0.02
USC Type:  Private Doctor’s Office/Group Practice 0.05 ** 0.12 ** 0.00  -0.04
Usually Saw Same Provider at USC 0.11 ** 0.23 ** -0.02  0.00
Had USC for Dental Care in Past 6 Monthsb 0.20 ** 0.31 ** 0.08 ** 0.14 ** 

Provider Communication and Accessibility 
  

Would Recommend USC  0.01 0.03 -0.01  -0.01
Could Reach Doctor After Hours 0.07 ** 0.16 ** 0.00  0.01
Providers Explain in Understandable Ways 0.02 0.06 * -0.01  -0.02
Provider Treats with Courtesy/Respect 0.00 0.02 -0.01  0.00
Provider Talks About How Child Feeling 0.01 0.03 -0.01  0.00
Rated Ease of Getting Care Excellent or Very Good 0.08 ** 0.17 ** 0.01  0.00
Wait Time for Care Less than 30 Minutes 0.04 * 0.09 ** 0.00  -0.01
Travel Time to USC Less than 30 Minutes 0.04 ** 0.07 ** 0.02  0.00

Sample Size 8,500 6,886 6,977  6,020

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: Estimates based on samples of recent and established SCHIP enrollees.  Unless otherwise noted, the estimates are 
based on a linear probability model with fixed county effects that controls for characteristics of SCHIP enrollees 
and their parents. 

aIncludes those insured some or all of the past 6 months before enrolling. 
bApplies to children age 3 and older. 

    *p-value<0.05. 
  **p-value<0.01. 
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• More likely to have parents who have confidence in their ability to meet their child’s 
health care needs 

• Less likely to have parents who say that meeting their child’s needs causes stress, 
financial burden, or worry 

• More likely to have a usual source of medical care, to see the same provider when 
they go for care, and to have a usual source of dental care 

• More likely to rely on a private physician or group practice than on a clinic or health 
center 

• More likely to rate the care they receive as excellent, have providers they can reach 
after hours, have short waits (of 30 minutes or less) when they go for appointments, 
and have short travel times (of 30 minutes or less) 

Overall, the pattern of findings is consistent across states (Appendix Table VII.1).  When we 

estimate separate models for each of the 10 states, we find statistically significant impact 

estimates in a large number of the state models for unmet needs, confidence, stress, and having a 

usual source of care.  For each individual type of unmet need, 5 or more states had a statistically 

significant impact estimate, and all 10 states had statistically significant impact estimates on the 

proportion with more than one unmet need; all 10 states had them on all four of the outcomes 

that reflect confidence, stress, worry, and financial burden; and 7 of the 10 states had them in the 

models for usual source for health and dental care. 

Changes in Access and Use Relative to Being Uninsured Before Enrolling.  As expected, 

we find much stronger differences when we contrast the experiences of established SCHIP 

enrollees with the pre-SCHIP experiences of children who had been uninsured for at least 

6 months before enrolling in SCHIP (Table VII.4, column 2).  Not only do we find more 

statistically significant differences than in the general model, but the magnitude of the 

differences is also substantially larger.   For example, other things equal, relative to the pre-

SCHIP experiences of recent enrollees who had been uninsured before enrolling in SCHIP, 

established enrollees are 12 percentage points more likely to have received a dental checkup than 
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all recent enrollees before enrolling. In contrast, established enrollees were 25 percentage points 

more likely to have received a dental checkup than recent enrollees who had been uninsured 

before enrolling.  Overall, about 90 percent of the outcomes have estimated impacts in the 

expected direction that are significantly different from zero. 

Established enrollees are more likely than those who had been uninsured during the 

6 months before enrolling to receive any office visits, any preventive/well-child visits, any 

preventive dental care, and care from a specialist.  They are also less likely to have emergency 

room visits.  Established enrollees are 13 percentage points less likely than the uninsured to have 

any type of unmet health need and 10 percentage points less likely to have multiple unmet needs.  

They are also less likely to have unmet needs for physician services, prescription drugs, dental 

care, specialty care, and hospital care. 

Established enrollees are 43 percentage points more likely than the uninsured to have 

parents who feel very confident about their ability to address their child’s health care needs and 

are less likely to have parents who feel stress, worry, or financial burden associated with meeting 

their child’s needs.  Established enrollees are 21 and 31 percentage points more likely than the 

uninsured to have a usual source of care for medical and dental care, respectively.  They are also 

more likely to see the same provider at their usual source of care, to rely on private physician’s 

office as a usual source of care, to rate the ease of getting care as excellent, to say that providers 

explained things in a way that could be understood, to be able to reach the provider after hours, 

and to have shorter waits when they go for appointments. 

When we estimated separate models for each state, we found patterns similar to those 

reported in the pooled model (Appendix Table VII.2).  In all 10 states, the children who were 

uninsured all 6 months before enrolling were doing worse than the established enrollees in terms 

of any unmet need (defined for physician care, prescription drug, dental care, and hospital care) 
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and in terms of having more than one unmet need. Their parents more frequently expressed 

negative views in terms of confidence, stress, worry, and financial burden, and they were less 

likely to have a usual source of dental care.  In addition, 8 or more of the 10 states had 

statistically significant impacts for preventive dental checkups, unmet needs for prescription 

drugs, usual source of health care, and usually seeing the same provider at the usual source of 

care. 

Changes Relative to Being Insured in the Prior 6-Month Period.  Established enrollees 

appear to be doing better relative to the experiences of recent enrollees who had coverage for 

some or all of the 6 months before enrolling in SCHIP with respect to the measures related to 

unmet need, their parents’ attitudes about being able to meet the child’s health care needs, and 

having a usual source of dental care (Table VII.4, column 3).  The results regarding service use 

are more mixed: established enrollees are less likely than those who had coverage in the period 

before enrolling to have received a checkup and any type of office visit, but they are also less 

likely to have had an emergency room visit. 

The magnitude of the impacts is smaller than for those estimated relative to the children who 

were uninsured for the full 6-month period before enrolling.  For example, children who were 

uninsured for the 6 months leading up to their SCHIP enrollment are 31 percentage points less 

likely than the established enrollees to have a usual source of dental care, while those who had 

had coverage for some or all of the 6 months prior are just 8 percentage points less likely to have 

a usual source of dental care.  Likewise, established enrollees are 25 percentage points more 

likely to have received a preventive dental visit than children who had been uninsured all 

6 months, whereas there is no statistically significant difference in receipt of preventive dental 

visits between established enrollees and recent enrollees who were insured for some or all of the 

6 months before enrolling. 
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Not surprisingly, when we subset the recent enrollees to those who had private coverage for 

all 6 months before enrolling, we see fewer differences (Table VII.4, column 4).  We find that 

established enrollees are more likely than recent enrollees who had private coverage to have a 

usual source of dental care.  We also find that they are more likely to have parents who feel 

confident that their children’s health care needs will be met and less likely to have parents who 

feel stress, worry, and financial burden associated with meeting their child’s health care needs.  

For example, the parents of established SCHIP enrollees are 20 percentage points more likely to 

say that they have confidence in their ability to meet their child’s health care needs than the 

parents of recent enrollees who had private coverage during the 6 months before enrolling.  As 

indicated earlier, however, it is possible that estimated impacts on confidence, worry, and stress 

are overstated for this particular population, since they may have experienced disruptions such as 

job loss that led them to enroll their child in SCHIP. 

The findings for service use are mixed: established enrollees are less likely than the children 

who had private coverage before enrolling to have had a checkup and a physician visit but are 

also less likely to have an emergency room visit.  It is not clear how to interpret these findings.  

On the one hand, they suggest that SCHIP enrollees may have less access than the privately 

insured recent enrollees to some types of outpatient care, as their having fewer preventive and 

other visits to physicians shows.  On the other hand, however, the greater reliance on the 

emergency room among children with private coverage than among established SCHIP enrollees 

suggests that SCHIP enrollees may have greater access to primary and specialty care. 

2. Sensitivity Analyses on Impact Estimates 

As indicated above, we examined a number of alternative specifications to assess the 

robustness of our impact estimates.  Tables VII.5, VII.6, and VII.7 show the estimated impacts 

under eight formulations that subset the established and recent enrollee samples.  While these 
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tables show results for just some of the alternative models that were estimated, they are 

illustrative of the findings that emerge under all the alternative models that were estimated.  

Table VII.5 shows the average impacts, Table VII.6 the impacts relative to being uninsured all 

6 months before enrolling, and Table VII.7 the impacts relative to having insurance coverage for 

some or all of the 6 months prior. 

The impact estimates are strikingly similar across the alternative specifications.  While the 

specific point estimates differ from equation to equation, the overall pattern of the findings is 

remarkably robust across the different models.  In all specifications, we find statistically 

significant average impacts on unmet needs, confidence, stress, and having a usual source of 

dental care.  For example, even when we use the disenrollee sample in place of the established 

enrollee sample to estimate SCHIP impacts relative to being uninsured (Table VII.6, column 8), 

we find that children covered by SCHIP receive more preventive dental and well-child care, have 

fewer unmet needs, are more likely to have a usual source of both health and dental care, and 

have greater accessibility to providers.  In addition, their families have fewer worries and 

financial difficulties associated with meeting their child’s health care needs. 

3. Impacts Relative to Being Uninsured Before Enrolling, by Subgroup 

Separate impact estimates were derived for children in different subgroups defined by their 

race/ethnicity, age, health status, and parents’ educational attainment (Table VII.8).  We also re-

estimated our core models, including additional interaction terms to test whether SCHIP impacts 

appeared to vary with the characteristics of the child and his or her family (Table VII.9). 

The key results presented in this chapter persisted across all the subgroups considered here, 

although, due to the variation in the sample size of each subgroup, the precision of individual 

impact estimates varies across subgroups, as does the extent to which the estimates achieve 

significance at conventional levels.  Improvements in access due to SCHIP enrollment are found 
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TABLE VII.5 

SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT  
FOR ALL RECENT ENROLLEES 

 
Regressions 

with State and 
Metropolitan 

Status Dummy 
Variables 

Excluding 
Recent 

Enrollees 
Enrolled Less 
than 6 Months 

Excluding 
Children 

Established 
More than  
18 Months 

Excluding 
Children 

Established 
More than  

4 Years 
(1) (2) (3) (4) 

Service Use   
Any Doctor/Other Health Professional Visit 0.00  -0.01 0.02  0.00
Any Preventive Care or Checkup Visit 0.01  -0.01 0.01  0.00
Dental Visit for Checkup/Cleaninga 0.13 ** 0.12 ** 0.12 ** 0.12 ** 
Any Specialist Visit 0.01  0.01 0.02  0.02
Any Mental Health Visit 0.00  0.01 * 0.01  0.00
Any Specialist or Mental Health Visit 0.01  0.01 0.03  0.01
Any Emergency Room Visit -0.10 ** -0.09 ** -0.09 ** -0.09 ** 
Any Hospital Stay -0.01  -0.01 -0.01  -0.01

 
Unmet Need 

  

Doctor/Health Professional Care -0.05 ** -0.03 ** -0.04 ** -0.04 ** 
Prescription Drugs -0.05 ** -0.03 ** -0.03 ** -0.03 ** 
Dental Carea -0.08 ** -0.08 ** -0.07 ** -0.07 ** 
Specialist -0.05 ** -0.04 ** -0.03 * -0.04 ** 
Hospital Care -0.05 ** -0.04 ** -0.04 ** -0.04 ** 
Hospital, Specialist, Doctor, Drug -0.09 ** -0.08 ** -0.07 ** -0.08 ** 
Hospital, Specialist, Doctor, Drug, Dentista -0.11 ** -0.10 ** -0.08 ** -0.09 ** 
More than One Unmet Need -0.07 ** -0.06 ** -0.06 ** -0.06 ** 

 
Parental Perceptions of Meeting Child’s Health Care Needs

  

Very Confident  0.32 ** 0.36 ** 0.33 ** 0.33 ** 
Never or Not Very Often Stressed 0.27 ** 0.27 ** 0.24 ** 0.28 ** 
Never or Rarely Worried  0.25 ** 0.24 ** 0.20 ** 0.24 ** 
Never or Rarely Cause Financial Difficulties 0.31 ** 0.32 ** 0.30 ** 0.31 ** 

   
Usual Source of Care (USC)   

Had USC in Past 6 Months 0.10 ** 0.13 ** 0.11 ** 0.11 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.04 ** 0.06 ** 0.06 * 0.05 ** 
Usually Saw Same Provider at USC 0.10 ** 0.13 ** 0.11 ** 0.10 ** 
Had USC for Dental Care in Past 6 Monthsa 0.21 ** 0.21 ** 0.20 ** 0.20 ** 

 
Provider Communication and Accessibility 

  

Would Recommend USC  0.00  0.00 0.01  0.01
Could Reach Doctor After Hours 0.07 ** 0.08 ** 0.08 ** 0.07 ** 
Providers Explain in Understandable Ways 0.01  0.02 0.05 ** 0.02
Provider Treats with Courtesy/Respect 0.00  0.00 0.01  0.00
Provider Talks About How Child Feeling 0.01  0.00 0.00  0.01
Rated Ease of Getting Care Excellent or Very Good 0.08 ** 0.09 ** 0.06 * 0.07 ** 
Wait Time for Care Less than 30 Minutes 0.03 * 0.06 ** 0.07 ** 0.04 * 
Travel Time to USC Less than 30 Minutes 0.04 ** 0.04 * 0.06 ** 0.04 ** 

Sample Size 8,500 7,267 5,078  7,770
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 Excluding 
Those 

Younger  
than 1 or 18  

or Older 

Excluding Those 
with Emergency 

Room or 
Hospital Use 

Excluding Those 
with Any Unmet 
Need (Including 

Dental) 

Regressions 
Comparing 

Recent Enrollees 
with  

Disenrollees 
(5) (6) (7) (8) 

Service Use         
Any Doctor/Other Health Professional -0.01 0.00 -0.02  0.01
Any Preventive Care or Checkup Visit 0.00 0.02 -0.01  0.07 ** 
Any Dental for Checkup/Cleaninga 0.12 ** 0.14 ** 0.10 ** 0.07 ** 
Any Specialist 0.01 0.02 0.02  0.00
Any Mental Health  0.01 0.01 0.00  0.01
Any Specialist or Mental Health  0.01 0.03 * 0.02  0.01
Any Emergency Room  -0.09 ** n.a. -0.09 ** -0.07 ** 
Any Hospital Stay 0.00 n.a. 0.00  0.00

 
Unmet Need  

Doctor/Health Professional Care -0.04 ** -0.04 ** na  -0.04 ** 
Prescription Drugs -0.04 ** -0.02 na  -0.03 ** 
Dental Carea -0.08 ** -0.07 ** na  -0.04 ** 
Specialist -0.04 ** -0.03 ** na  -0.03 ** 
Hospital Care -0.04 ** -0.03 ** na  -0.04 ** 
Hospital, Specialist, Doctor, Drug -0.08 ** -0.07 ** na  -0.07 ** 
Hospital, Specialist, Doctor, Drug, Dentista -0.10 ** -0.08 ** na  -0.06 ** 
More than One Unmet Need -0.06 ** -0.06 ** na  -0.06 ** 

 
Parental Perceptions of Meeting Child’s Health Care 
Needs 

 

Very Confident  0.33 ** 0.32 ** 0.29 ** 0.24 ** 
Never or Not Very Often Stressed 0.28 ** 0.27 ** 0.23 ** 0.22 ** 
Never or Rarely Worried  0.25 ** 0.25 ** 0.22 ** 0.19 ** 
Never or Rarely Cause Financial Difficulties 0.31 ** 0.27 ** 0.28 ** 0.26 ** 

  
Usual Source of Care (USC)  

Had USC in Past 6 Months 0.11 ** 0.12 ** 0.11 ** 0.07 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.05 ** 0.05 * 0.04 * 0.01
Usually Saw Same Provider at USC 0.10 ** 0.11 ** 0.11 ** 0.07 ** 
Had USC for Dental Care in Past 6 Monthsa 0.20 ** 0.22 ** 0.19 ** 0.12 ** 

  
Provider Communication and Accessibility  

Would Recommend USC  0.01 0.00 0.01  0.01
Could Reach Doctor After Hours 0.08 ** 0.07 ** 0.07 ** 0.04 * 
Providers Explain in Understandable Ways 0.02 0.02 0.02  0.03
Provider Treats with Courtesy/Respect 0.01 0.00 0.01  0.01
Provider Talks About How Child Feeling 0.01 0.01 0.02  0.03
Rated Ease of Getting Care Excellent or Very Good 0.08 ** 0.06 * 0.06 * 0.07 ** 
Wait Time for Care Less than 30 Minutes 0.04 * 0.05 * 0.04  0.04 * 
Travel Time to USC Less than 30 Minutes 0.04 * 0.03 * 0.05 ** 0.03 * 

Sample Size 8,345 6,369 6,661  10,362

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: Estimates based on samples of recent and established SCHIP enrollees.  Unless otherwise noted, the estimates are 
based on a linear probability model with fixed county effects that controls for characteristics of SCHIP enrollees 
and their parents. 

aApplies to children age 3 and older. 
 
n.a. = not applicable. 

    *p-value<0.05. 
  **p-value<0.01. 
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TABLE VII.6 

SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT  
FOR RECENT ENROLLEES UNINSURED FOR THE  

6 MONTHS BEFORE ENROLLING 
 

Regressions with 
State and 

Metropolitan 
Status Dummy 

Variables 

Excluding 
Recent Enrollees 

Enrolled Less 
than 6 Months 

Excluding 
Children 

Established 
More than  
18 Months 

Excluding 
Children 

Established 
More than  

4 Years 
(1) (2) (3) (4) 

Service Use      
Any Doctor/Other Health Professional Visit 0.08 ** 0.05  0.10 ** 0.07 ** 
Any Preventive Care or Checkup Visit 0.12 ** 0.11 ** 0.12 ** 0.11 ** 
Dental Visit for Checkup/Cleaninga 0.26 ** 0.26 ** 0.25 ** 0.25 ** 
Any Specialist Visit 0.04 * 0.04 * 0.04 * 0.04 * 
Any Mental Health Visit 0.01  0.02 * 0.01  0.01  
Any Specialist or Mental Health Visit 0.04 * 0.05 * 0.05 * 0.04 * 
Any Emergency Room Visit -0.06 ** -0.05 * -0.06 * -0.07 ** 
Any Hospital Stay 0.01  0.00  0.00  0.00  

 
Unmet Need 

     

Doctor/Health Professional Care -0.07 ** -0.05 ** -0.06 ** -0.06 ** 
Prescription Drugs -0.06 ** -0.05 ** -0.06 ** -0.06 ** 
Dental Carea -0.11 ** -0.11 ** -0.10 ** -0.10 ** 
Specialist -0.06 ** -0.07 ** -0.05 ** -0.06 ** 
Hospital Care -0.06 ** -0.05 ** -0.06 ** -0.06 ** 
Hospital, Specialist, Doctor, Drug -0.12 ** -0.11 ** -0.11 ** -0.12 ** 
Hospital, Specialist, Doctor, Drug, Dentista -0.15 ** -0.13 ** -0.13 ** -0.13 ** 
More than One Unmet Need -0.10 ** -0.10 ** -0.10 ** -0.10 ** 

 
Parental Perceptions of Meeting Child’s Health Care Needs 

     

Very Confident  0.43 ** 0.47 ** 0.43 ** 0.43 ** 
Never or Not Very Often Stressed 0.40 ** 0.40 ** 0.37 ** 0.40 ** 
Never or Rarely Worried  0.34 ** 0.32 ** 0.28 ** 0.33 ** 
Never or Rarely Cause Financial Difficulties 0.40 ** 0.40 ** 0.39 ** 0.40 ** 

 
Usual Source of Care (USC) 

     

Had USC in Past 6 Months 0.21 ** 0.23 ** 0.21 ** 0.21 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.11 ** 0.11 ** 0.13 ** 0.12 ** 
Usually Saw Same Provider at USC 0.24 ** 0.26 ** 0.22 ** 0.23 ** 
Had USC for Dental Care in Past 6 Monthsa 0.32 ** 0.31 ** 0.31 ** 0.31 ** 

 
Provider Communication and Accessibility 

     

Would Recommend USC  0.03  0.01  0.03  0.03  
Could Reach Doctor After Hours 0.16 ** 0.15 ** 0.16 ** 0.16 ** 
Providers Explain in Understandable Ways 0.06 * 0.06 * 0.10 ** 0.06 * 
Provider Treats with Courtesy/Respect 0.02  0.02  0.03  0.02  
Provider Talks About How Child Feeling 0.05 * 0.03  0.03  0.03  
Rated Ease of Getting Care Excellent or Very Good 0.17 ** 0.17 ** 0.15 ** 0.17 ** 
Wait Time for Care Less than 30 Minutes 0.10 ** 0.10 ** 0.12 ** 0.09 ** 
Travel Time to USC Less than 30 Minutes 0.08 ** 0.09 ** 0.09 ** 0.07 ** 

Sample Size 8,500  7,267 3,467  7,770
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Excluding 
Those 

Younger 
than 1 or 18 

or Older 

Excluding 
Those with 
Emergency 

Room or 
Hospital Use 

Excluding 
Those with 
Any Unmet 

Need 
(Including 

Dental) 

Regressions 
Comparing 

Recent 
Enrollees 

with 
Disenrollees 

Excluding All 
Recent and 
Established 
Enrollees 

Insured Before 
Enrolling 

(5) (6) (7) (8) (9) 
Service Use       

Any Doctor/Other Health Professional Visit 0.07 ** 0.08 ** 0.07 * 0.08 ** 0.06 ** 
Any Preventive Care or Checkup Visit 0.11 ** 0.12 ** 0.11 ** 0.17 ** 0.10 ** 
Dental Visit for Checkup/Cleaninga 0.24 ** 0.24 ** 0.24 ** 0.19 ** 0.24 ** 
Any Specialist Visit 0.03 * 0.04 * 0.05 * 0.02  0.04 * 
Any Mental Health Visit 0.01  0.02  0.00  0.01  0.01  
Any Specialist or Mental Health Visit 0.03  0.04 * 0.05 * 0.03  0.04 * 
Any Emergency Room Visit -0.07 ** n.a.  -0.08 ** -0.04 * -0.06 ** 
Any Hospital Stay 0.01  n.a.  0.01  0.00  0.01  

Unmet Need 
      

Doctor/Health Professional Care -0.07 ** -0.06 ** n.a.  -0.06 ** -0.06 ** 
Prescription Drugs -0.06 ** -0.04 ** n.a.  -0.06 ** -0.06 ** 
Dental Carea -0.11 ** -0.10 ** n.a.  -0.08 ** -0.11 ** 
Specialist -0.06 ** -0.05 ** n.a.  -0.06 ** -0.06 ** 
Hospital Care -0.06 ** -0.04 ** n.a.  -0.06 ** -0.06 ** 

    Hospital, Specialist, Doctor, Drug -0.12 ** -0.11 ** n.a.  -0.11 ** -0.12 ** 
    Hospital, Specialist, Doctor, Drug, Dentista -0.14 ** -0.13 ** n.a.  -0.11 ** -0.14 ** 
    More than One Unmet Need -0.11 ** -0.09 ** n.a.  -0.10 ** -0.11 ** 

Parental Perceptions of Meeting Child’s Health Care 
Needs 

      

Very Confident  0.43 ** 0.41 ** 0.41 ** 0.34 ** 0.43 ** 
Never or Not Very Often Stressed 0.40 ** 0.39 ** 0.37 ** 0.35 ** 0.40 ** 
Never or Rarely Worried  0.33 ** 0.34 ** 0.31 ** 0.28 ** 0.32 ** 
Never or Rarely Cause Financial Difficulties 0.39 ** 0.35 ** 0.36 ** 0.35 ** 0.39 ** 

Usual Source of Care (USC) 
      

Had USC in Past 6 Months 0.21 ** 0.20 ** 0.21 ** 0.17 ** 0.20 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.13 ** 0.14 ** 0.12 ** 0.08 ** 0.12 ** 
Usually Saw Same Provider at USC 0.23 ** 0.22 ** 0.24 ** 0.19 ** 0.22 ** 
Had USC for Dental Care in Past 6 Monthsa 0.31 ** 0.32 ** 0.31 ** 0.23 ** 0.32 ** 

Provider Communication and Accessibility 
      

Would Recommend USC  0.03  0.02  0.04  0.02  0.03  
Could Reach Doctor After Hours 0.16 ** 0.17 ** 0.15 ** 0.12 ** 0.16 ** 
Providers Explain in Understandable Ways 0.06 * 0.05 * 0.04  0.06 ** 0.06 * 
Provider Treats with Courtesy/Respect 0.03  -0.01  0.02  0.04 * 0.02  
Provider Talks About How Child Feeling 0.03  0.02  0.01  0.06 * 0.04  
Rated Ease of Getting Care Excellent or Very Good 0.18 ** 0.16 ** 0.14 ** 0.14 ** 0.18 ** 
Wait Time for Care Less than 30 Minutes 0.09 ** 0.09 ** 0.09 ** 0.09 ** 0.10 ** 
Travel Time to USC Less than 30 Minutes 0.07 ** 0.05 * 0.09 ** 0.06 ** 0.08 ** 

Sample Size 8,345 6,369 6,661 10,362  3,100

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: Estimates based on samples of recent and established SCHIP enrollees.  Unless otherwise noted, the estimates are 
based on a linear probability model with fixed county effects that controls for characteristics of SCHIP enrollees 
and their parents. 

aApplies to children age 3 and older. 

n.a. = not applicable. 

    *p-value<0.05. 
  **p-value<0.01. 
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TABLE VII.7 
 

SENSITIVITY ANALYSES ON ACCESS AND USE IMPACTS OF SCHIP ENROLLMENT  
FOR RECENT ENROLLEES INSURED FOR SOME OR PART  

OF THE PREVIOUS 6 MONTHS BEFORE ENROLLING 
 

 

Regressions 
with State and 
Metropolitan 

Status Dummy 
Variables 

(1) 

Excluding  
Recent  

Enrollees  
Enrolled Less 
than 6 Months

(2) 

Excluding  
Children  

Established  
More than  
18 Months 

(3) 

Excluding  
Children  

Established 
More than  

4 Years 
(4) 

Service Use      
Any Doctor/Other Health Professional Visit -0.06 ** -0.08 ** -0.06 ** -0.08 ** 
Any Preventive Care or Checkup Visit -0.10 ** -0.11 ** -0.10 ** -0.10 ** 
Dental Visit for Checkup/Cleaninga -0.01  -0.03  -0.04  -0.02  
Any Specialist Visit 0.00  -0.02  -0.01  -0.01  
Any Mental Health Visit 0.00  0.01  0.00  0.00  
Any Specialist or Mental Health Visit 0.00  -0.02  0.00  -0.01  
Any Emergency Room Visit -0.12 ** -0.13 ** -0.12 ** -0.12 ** 
Any Hospital Stay -0.02  -0.02  -0.02  -0.02  

Unmet Need      
Doctor/Health Professional Care -0.02  0.00  -0.01  -0.01  
Prescription Drugs -0.01  -0.01  -0.01  -0.01  
Dental Carea -0.04 * -0.05 * -0.03  -0.04 * 
Specialist -0.02  -0.02  0.00  -0.02  
Hospital Care -0.02 ** -0.02  -0.02 * -0.02 * 
Hospital, Specialist, Doctor, Drug -0.05 ** -0.05 * -0.04  -0.05 * 
Hospital, Specialist, Doctor, Drug, Dentista -0.06 ** -0.06 * -0.04  -0.04 * 
More than One Unmet Need -0.03 ** -0.02  -0.02  -0.03 * 

Parental Perceptions of Meeting Child’s Health Care 
Needs      

Very Confident  0.24 ** 0.26 ** 0.24 ** 0.23 ** 
Never or Not Very Often Stressed 0.16 ** 0.15 ** 0.12 ** 0.16 ** 
Never or Rarely Worried  0.17 ** 0.15 ** 0.12 ** 0.16 ** 
Never or Rarely Cause Financial Difficulties 0.24 ** 0.24 ** 0.22 ** 0.23 ** 

Usual Source of Care (USC)      
Had USC in Past 6 Months 0.01  0.02  0.01  0.01  
USC Type:  Private Doctor’s Office/Group Practice 0.00  0.02  0.00  0.00  
Usually Saw Same Provider at USC -0.02  0.00  -0.02  -0.02  
Had USC for Dental Care in Past 6 Monthsa 0.10 ** 0.11 ** 0.07 * 0.08 ** 

Provider Communication and Accessibility      
Would Recommend USC  0.00  0.00  0.00  -0.01  
Could Reach Doctor After Hours 0.01  -0.01  0.02  -0.01  
Providers Explain in Understandable Ways 0.00  0.03  0.02  0.01  
Provider Treats with Courtesy/Respect 0.00  -0.01  -0.01  -0.01  
Provider Talks About How Child Feeling 0.00  -0.02  -0.02  -0.01  
Rated Ease of Getting Care Excellent or Very Good 0.03  0.04  0.00  0.01  
Wait Time for Care Less than 30 Minutes 0.00  0.02  0.02  0.00  
Travel Time to USC Less than 30 Minutes 0.02  0.00   0.04 * 0.02   

Sample Size 8,500  7,267   3,556   7,770  
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Excluding 
Those 

Younger  
than 1 or 

Older  
than 18 

Excluding  
Those with  
Emergency 

Room or  
Hospital Use 

Excluding 
Those with  
Any Unmet  

Need  
(Including 

Dental) 

Regressions  
Comparing  

Recent  
Enrollees with 
Disenrollees 

Excluding All 
Recent and  
Established  
Enrollees  
Uninsured  

Before  
Enrolling 

 (5) (6) (7) (8) (9) 
Service Use       

Any Doctor/Other Health Professional Visit -0.08 ** -0.08  -0.09  -0.07 ** -0.10  
Any Preventive Care or Checkup Visit -0.11 ** -0.09  -0.11  -0.04  -0.10  
Dental Visit for Checkup/Cleaninga -0.02  0.01  -0.05  -0.08 ** -0.03  
Any Specialist Visit -0.01  0.01  0.00  -0.03  -0.03  
Any Mental Health Visit 0.00  0.01  -0.01  0.00  -0.01  
Any Specialist or Mental Health Visit -0.02  0.02 -0.01  -0.02  -0.04  
Any Emergency Room Visit -0.12 ** n.a. -0.10  -0.09 ** -0.11  
Any Hospital Stay -0.01  n.a. -0.01  -0.01  -0.01  

Unmet Need      
Doctor/Health Professional Care -0.01  -0.02 n.a.  -0.02 ** 0.01  
Prescription Drugs -0.01  0.00 n.a.  -0.01  0.02  
Dental Carea -0.04 * -0.03 n.a.  0.00  0.01  
Specialist -0.01  -0.01 n.a.  -0.01  -0.01  
Hospital Care -0.02 * -0.02 n.a.  -0.02 * -0.03  
Hospital, Specialist, Doctor, Drug -0.05 * -0.03 n.a.  -0.05 ** -0.01  
Hospital, Specialist, Doctor, Drug, Dentista -0.05 * -0.03 n.a.  -0.02  0.00  
More than One Unmet Need -0.02 * -0.02 n.a.  -0.03 ** -0.01  

Parental Perceptions of Meeting Child’s Health Care 
Needs       

Very Confident  0.23 ** 0.24  0.19  0.14 ** 0.20  
Never or Not Very Often Stressed 0.16 ** 0.15  0.12  0.08 ** 0.13  
Never or Rarely Worried  0.17 ** 0.14  0.13  0.09 ** 0.15  
Never or Rarely Cause Financial Difficulties 0.23 ** 0.18  0.21  0.18 ** 0.23  

Usual Source of Care (USC)       
Had USC in Past 6 Months 0.00  0.03  0.02  -0.03 * 0.02  
USC Type:  Private Doctor’s Office/Group Practice 0.00  -0.03  -0.01  -0.05 * 0.02  
Usually Saw Same Provider at USC -0.03  0.00  -0.01  -0.07 ** 0.02  
Had USC for Dental Care in Past 6 Monthsa 0.08 ** 0.10  0.07  0.01  0.12  

Provider Communication and Accessibility       
Would Recommend USC  -0.01  -0.02  -0.01  -0.01  0.00  
Could Reach Doctor After Hours 0.00  -0.01  0.02  -0.02  0.01  
Providers Explain in Understandable Ways 0.01  -0.02  0.00  0.00  -0.02  
Provider Treats with Courtesy/Respect 0.00  0.00  0.00  0.00  0.00  
Provider Talks About How Child Feeling 0.00  -0.01  0.02  0.01  -0.02  
Rated Ease of Getting Care Excellent or Very Good 0.01  0.00  0.02  0.03  0.04  
Wait Time for Care Less than 30 Minutes 0.00  0.00  0.00  0.00  0.00  
Travel Time to USC Less than 30 Minutes 0.02   0.02   0.03   0.01   0.02   

Sample Size 8,345  6,369  6,661   10,362   3,100   
 

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 

Note: Estimates based on samples of recent and established SCHIP enrollees.  Unless otherwise noted, the estimates are based on a linear 
probability model with fixed county effects that controls for characteristics of SCHIP enrollees and their parents. 

 
aApplies to children age 3 and older. 
 
n.a. = not applicable. 
 

*p-value<0.05. 
**p-value<0.01. 
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TABLE VII.8 
 

ACCESS AND USE IMPACTS ON SCHIP ENROLLMENT FOR ESTABLISHED AND RECENT ENROLLEES  
 UNINSURED FOR THE 6 MONTHS BEFORE ENROLLING, BY SUBGROUP 

 

  

Hispanic, 
English-
Speaking 

Hispanic, 
Spanish-
Speaking White Black  

Non-English-
Speaking 

Service Use           
Any Doctor/Other Health Professional Visit 0.10  0.05  0.13 * 0.18  0.40  
Any Preventive Care or Checkup Visit 0.07  0.20 ** 0.18 ** 0.17  0.22  
Dental Visit for Checkup/Cleaninga 0.29 ** 0.30 ** 0.32 ** 0.21 * 0.38  
Any Specialist Visit -0.07  0.06  0.02  -0.04  -0.03  
Any Mental Health Visit -0.02  0.07 * 0.04  -0.01  -0.08  
Any Specialist or Mental Health Visit -0.07  0.13 * 0.02  -0.07  -0.10  
Any Emergency Room Visit 0.03  0.00  -0.05  -0.09  0.12  
Any Hospital Stay 0.08  0.00  0.02  0.01  -0.13  

Unmet Needs           
Doctor/Health Professional Care -0.07 * -0.05  -0.03  -0.09  0.05  
Prescription Drugs -0.14 ** -0.06 ** -0.06 * -0.20 ** 0.01  
Dental Carea -0.07  -0.14 * -0.09 * -0.13  0.06  
Specialist -0.08 ** -0.07 * -0.04  -0.12 ** -0.01  
Hospital Care -0.05 * -0.05 * -0.07 ** -0.16 ** -0.07  
Hospital, Specialist, Doctor, Drug -0.20 ** -0.14 ** -0.09 * -0.23 ** 0.05  
Hospital, Specialist, Doctor, Drug, Dentista -0.18 ** -0.14 * -0.11 * -0.21 * 0.17  
More than One Unmet Need -0.12 ** -0.13 ** -0.09 ** -0.23 ** -0.03  

Parental Perceptions of Meeting Child’s Health Care 
Needs           

Very Confident  0.25 ** 0.41 ** 0.48 ** 0.39 ** 0.09  
Never or Not Very Often Stressed 0.37 ** 0.31 ** 0.41 ** 0.49 ** 0.37  
Never or Rarely Worried  0.15  0.23 ** 0.51 ** 0.57 ** 0.23  
Never or Rarely Cause Financial Difficulties 0.32 ** 0.44 ** 0.34 ** 0.38 ** 0.24  

Usual Source of Care (USC)           
Had USC in Past 6 Months 0.23 ** 0.19 ** 0.21 ** 0.17  0.51 * 
USC Type:  Private Doctor’s Office/Group Practice 0.15  0.02  0.09  0.17  0.42  
Usually Saw Same Provider at USC 0.38 ** 0.23 ** 0.27 ** 0.11  0.63 * 
Had USC for Dental Care in Past 6 Monthsa 0.37 ** 0.36 ** 0.27 ** 0.21 * 0.01  

Provider Communication and Accessibility           
Would Recommend USC  0.14 * 0.04  -0.01  0.14  -0.03  
Could Reach Doctor After Hours 0.11  0.21 ** 0.10 * 0.22 * 0.27  
Providers Explain in Understandable Ways 0.20 ** 0.09  0.02  0.06  -0.01  
Provider Treats with Courtesy/Respect 0.05  0.05  0.00  0.03  0.00  
Provider Talks About How Child Feeling 0.21 ** 0.02  0.04  -0.01  0.17  
Rated Ease of Getting Care Excellent or Very Good 0.29 ** 0.23 * 0.16 * 0.11  -0.31  
Wait Time for Care Less than 30 Minutes 0.19  0.07  0.01  0.09  0.39  
Travel Time to USC Less than 30 Minutes 0.07  -0.01  0.10  0.18  -0.02  

Sample Size 1,057  807  2,093   681   115   
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  Age 

  0 to 5 6 to 12 13 to 18 

Service Use       
Any Doctor/Other Health Professional Visit 0.03  0.13 * 0.18 ** 
Any Preventive Care or Checkup Visit 0.11  0.19 ** 0.19 ** 
Dental Visit for Checkup/Cleaninga 0.56 ** 0.25 ** 0.18 * 
Any Specialist Visit -0.05  -0.02  0.11 * 
Any Mental Health Visit 0.01  0.03  0.02  
Any Specialist or Mental Health Visit -0.04  0.01  0.10  
Any Emergency Room Visit -0.09  -0.01  0.10  
Any Hospital Stay -0.04  0.02  0.03  

Unmet Needs       
Doctor/Health Professional Care 0.02  -0.05 * -0.08 * 
Prescription Drugs -0.10 ** -0.08 ** -0.05  
Dental Carea -0.10  -0.15 ** -0.12 * 
Specialist -0.05  -0.09 ** -0.08 * 
Hospital Care -0.09 ** -0.05 ** -0.07 ** 
Hospital, Specialist, Doctor, Drug -0.14 * -0.13 ** -0.13 * 
Hospital, Specialist, Doctor, Drug, Dentista -0.16 * -0.19 ** -0.09  
More than One Unmet Need -0.07 * -0.13 ** -0.17 ** 

Parental Perceptions of Meeting Child’s Health Care Needs       
Very Confident  0.38 ** 0.34 ** 0.45 ** 
Never or Not Very Often Stressed 0.45 ** 0.32 ** 0.49 ** 
Never or Rarely Worried  0.33 ** 0.31 ** 0.43 ** 
Never or Rarely Cause Financial Difficulties 0.40 ** 0.30 ** 0.45 ** 

Usual Source of Care (USC)       
Had USC in Past 6 Months 0.16 ** 0.17 ** 0.32 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.07  0.15 ** -0.01  
Usually Saw Same Provider at USC 0.26 ** 0.20 ** 0.31 ** 
Had USC for Dental Care in Past 6 Monthsa 0.49 ** 0.25 ** 0.29 ** 

Provider Communication and Accessibility       
Would Recommend USC  0.09 * 0.01  0.04  
Could Reach Doctor After Hours 0.16  0.13 * 0.16 * 
Providers Explain in Understandable Ways 0.18 ** 0.02  0.09  
Provider Treats with Courtesy/Respect 0.08  0.00  -0.05  
Provider Talks About How Child Feeling 0.13  0.02  0.13  
Rated Ease of Getting Care Excellent or Very Good 0.34 ** 0.15 * 0.16  
Wait Time for Care Less than 30 Minutes 0.08  0.11  0.17 * 
Travel Time to USC Less than 30 Minutes 0.04  0.09 * 0.10  

Sample Size 957  2,412   1,769  
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 Parent’s Education   

  
Less than High 

School High School Some College 

No Elevated 
Health Care 

Needs 
Elevated Health 

Care Needs 

Service Use           
Any Doctor/Other Health Professional Visit 0.09  0.11  0.17 ** 0.12 ** 0.10  
Any Preventive Care or Checkup Visit 0.11  0.24 ** 0.20 ** 0.15 ** 0.19 * 
Dental Visit for Checkup/Cleaninga 0.36 ** 0.22 ** 0.25 ** 0.29 ** 0.32 ** 
Any Specialist Visit 0.02  -0.03  0.03  0.01  0.02  
Any Mental Health Visit 0.05  -0.03  0.05  0.02  0.04  
Any Specialist or Mental Health Visit 0.06  -0.05  0.05  0.03  0.03  
Any Emergency Room Visit 0.05  -0.13 * 0.02  -0.03  0.05  
Any Hospital Stay 0.01  0.00  -0.01  0.01  0.02  

Unmet Needs           
Doctor/Health Professional Care -0.06  -0.01  -0.09 ** -0.03  -0.10 * 
Prescription Drugs -0.06 * -0.09 ** -0.10 ** -0.06 ** -0.16 ** 
Dental Carea -0.12  -0.17 ** -0.15 ** -0.12 ** -0.17 ** 
Specialist -0.10 ** -0.09 ** -0.08 ** -0.05 ** -0.14 ** 
Hospital Care -0.08 ** -0.07 ** -0.07 ** -0.05 ** -0.10 ** 
Hospital, Specialist, Doctor, Drug -0.19 ** -0.12 ** -0.17 ** -0.10 ** -0.23 ** 
Hospital, Specialist, Doctor, Drug, Dentista -0.17 * -0.19 ** -0.19 ** -0.14 ** -0.22 ** 
More than One Unmet Need -0.14 ** -0.11 ** -0.15 ** -0.09 ** -0.21 ** 

Parental Perceptions of Meeting Child’s Health Care 
Needs           

Very Confident  0.26 ** 0.43 ** 0.39 ** 0.35 ** 0.45 ** 
Never or Not Very Often Stressed 0.37 ** 0.35 ** 0.47 ** 0.39 ** 0.39 ** 
Never or Rarely Worried  0.16  0.35 ** 0.40 ** 0.32 ** 0.32 ** 
Never or Rarely Cause Financial Difficulties 0.31 ** 0.41 ** 0.46 ** 0.37 ** 0.42 ** 

Usual Source of Care (USC)           
Had USC in Past 6 Months 0.27 ** 0.26 ** 0.14 ** 0.20 ** 0.23 ** 
USC Type:  Private Doctor’s Office/Group Practice 0.10  0.11  0.12 * 0.11 * 0.17 * 
Usually Saw Same Provider at USC 0.29 ** 0.34 ** 0.21 ** 0.22 ** 0.31 ** 
Had USC for Dental Care in Past 6 Monthsa 0.34 ** 0.29 ** 0.27 ** 0.28 ** 0.39 ** 

Provider Communication and Accessibility           
Would Recommend USC  0.08  0.06  0.02  0.03  0.09 * 
Could Reach Doctor After Hours 0.21 * 0.07  0.17 ** 0.16 ** 0.16 * 
Providers Explain in Understandable Ways 0.23 ** 0.02  0.06  0.10 ** 0.14 * 
Provider Treats with Courtesy/Respect -0.02  0.10 * 0.04  0.05  0.00  
Provider Talks About How Child Feeling 0.07  0.11  0.06  0.08 * 0.09  
Rated Ease of Getting Care Excellent or Very Good 0.29 * 0.16 * 0.17 * 0.26 ** 0.07  
Wait Time for Care Less than 30 Minutes 0.18  0.16 * 0.05  0.15 ** 0.14  
Travel Time to USC Less than 30 Minutes 0.03  0.10  0.10 * 0.07 * 0.09  

Sample Size 1,008  1,795  2,241   3,847   1,291   
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 
 
Note: Estimates based on samples of recent and established SCHIP enrollees.  Separate models were estimated for each subgroup 

shown here.  Unless otherwise noted, the estimates are based on a linear probability model with fixed county effects that 
controls for characteristics of SCHIP enrollees and their parents. 

 
aApplies to children age 3 and older. 
 
**p-value<0.01. 
  *p-value<0.05. 
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TABLE VII.9 
 

DIFFERENTIAL IMPACTS OF SCHIP ENROLLMENT RELATIVE TO BEING UNINSURED  
ALL 6 MONTHS BEFORE ENROLLING, BY SUBGROUP 

 

      Interaction Terms 

 
Uninsured  

All Six Months 
Elevated Health 

Care Needs 

No High School  
Diploma or  

GED (Parent)  
Age 13  
to 18 

Service Use            
Any Doctor/Other Health Professional Visit -0.02 0.04 -0.09  0.09 
Any Preventive Care or Checkup Visit 0.08 0.02 -0.07  0.06 
Dental Visit for Checkup/Cleaninga 0.15** -0.02 0.00  0.14 
Any Specialist Visit 0.02 -0.02 -0.10*  0.02 
Any Mental Health Visit 0.01 0.00 -0.02  0.01 
Any Specialist or Mental Health Visit 0.02 -0.03 -0.11*  0.02 
Any Emergency Room Visit -0.10** 0.02 0.03  0.10* 
Any Hospital Stay -0.01 -0.01 0.00  0.02 

Unmet Needs      
Doctor/Health Professional Care -0.05** -0.07** -0.03  0.05 
Prescription Drugs -0.05** -0.06* -0.04  0.04 
Dental Carea -0.12** -0.02 0.02  0.00 
Specialist -0.04* -0.07* 0.00  0.01 
Hospital Care -0.06** -0.05 -0.02  0.02 
Hospital, Specialist, Doctor, Drug -0.11** -0.07 -0.06  0.08 
Hospital, Specialist, Doctor, Drug, Dentista -0.17** -0.02 -0.03  0.05 
More than One Unmet Need -0.09** -0.07* -0.04  0.05 

Parental Perceptions of Meeting Child’s Health Care Needs      
Very Confident  0.28** 0.04 -0.07  0.23** 
Never or Not Very Often Stressed 0.32** 0.05 -0.12*  0.15* 
Never or Rarely Worried  0.25** -0.01 -0.09  0.23** 
Never or Rarely Cause Financial Difficulties 0.28** 0.03 -0.14**  0.12* 

Usual Source of Care (USC)      
Had USC in Past 6 Months 0.14** 0.06 0.00  0.12* 
USC Type:  Private Doctor’s Office/Group Practice 0.06 0.01 0.04  0.15* 
Usually Saw Same Provider at USC 0.13** 0.08 -0.11*  0.22** 
Had USC for Dental Care in Past 6 Monthsa 0.18** 0.04 0.00  0.08 

Provider Communication and Accessibility      
Would Recommend USC  0.03 0.01 0.04  -0.03 
Could Reach Doctor After Hours 0.11* 0.07 0.02  0.06 
Providers Explain in Understandable Ways 0.08* -0.02 0.03  -0.08 
Provider Treats with Courtesy/Respect 0.01 -0.05 -0.09*  0.02 
Provider Talks About How Child Feeling 0.01 -0.02 -0.05  0.05 
Rated Ease of Getting Care Excellent or Very Good 0.17** -0.11* -0.03  0.08 
Wait Time for Care Less than 30 Minutes 0.06 0.00 0.02  0.08 
Travel Time to USC Less than 30 Minutes 0.07* 0.02  -0.03   0.05  

Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Note: Estimates based on samples of recent and established SCHIP enrollees.  Models include all the demographic and 
socioeconomic control variables from the core model, a dummy variable for whether the child was a recent or an established 
enrollee, and a set of variables interacting the child's subgroup with the child's enrollment status.  The interaction terms 
reflect differences in the estimated impacts by subgroup, e.g., between children with elevated health care needs and children 
without elevated health care needs.  These results indicate that SCHIP enrollment led to an overall reduction in unmet need 
for doctor/other professional care of five percentage points and that the reduction in unmet need was seven percentage points 
greater for children with elevated health care needs compared to children without elevated health care needs.     

aApplies to children age 3 and older. 

**p-value<0.01. 

*p-value<0.05. 
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for Hispanic children (both for those with English-speaking parents and non-English-speaking 

parents), white children, and black children; for preschoolers, school-age children, and 

adolescents; for children with elevated health care needs and for those who do not have elevated 

health care needs; for children who have at least one parent who has completed high school and 

for those who do not have a parent who has completed high school (Table VII.8). 

In particular, SCHIP enrollees in each of these subgroups had fewer unmet health needs, 

their parents had higher confidence and lower worry about their ability to meet their child’s 

health care needs, and the children are reported to have greater accessibility to, and better 

communication with, providers relative to the pre-SCHIP experiences of children who had been 

uninsured before enrolling.  These results also indicate that all these groups of established 

SCHIP enrollees were more likely than recent enrollees who had been uninsured to receive 

dental checkups and, for most subgroups examined, to receive well-child care.  These findings 

indicate that SCHIP improves access and use for children from many types of backgrounds and 

with varying health care needs. 

While positive impacts were found for each subgroup examined, the magnitude of the 

estimated impact does appear to vary for some subgroups (Table VII.9).6  While few differences 

were found with respect to race/ethnicity/language, differential impacts emerged with respect to 

the child’s health status, the child’s age, and the parents’ educational attainment.  We find that 

the estimated impact of SCHIP on unmet needs is more pronounced for children with elevated 

health care needs than for other children.  It appears that children with elevated health care needs 
                                                 

6 To test whether the impact estimates differed across subgroups, models were estimated on recent and 
established enrollees who had been uninsured just before enrolling in SCHIP that included all the demographic and 
socioeconomic control variables from the core model, a dummy variable for whether the child was a recent or 
established enrollee, and a set of terms that interacted that dummy variable with the child’s health status, age, and 
race/ethnicity/primary language, the parents’ educational attainment, and the child’s state of residence.  The 
coefficients estimated on the interaction terms were tested to assess whether the impacts varied across the different 
subgroups examined. 
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have larger reductions in unmet need following SCHIP enrollment than do children in better 

health.  While both groups of children are less likely to have unmet needs after they enroll in 

SCHIP, the reductions in unmet need (for physician care, prescription drugs, specialty care, 

hospital care, and the presence of more than one unmet need) are even greater for children with 

elevated health care needs.  However, parents whose children have elevated health care needs do 

not report as large an increase in the ease of getting care as the parents whose children do not 

have elevated health care needs. 

These data also suggest somewhat more positive impacts for adolescents than for younger 

children in parental perceptions of their ability to meet their children’s health care needs and the 

presence of a usual source of health care.  SCHIP appears to raise parental confidence in being 

able to meet a child’s health care needs for children in all three age groups, but the increases 

appear even greater for adolescents than for younger children—their parents are even more likely 

to have increased confidence, lower stress and worry, and fewer financial difficulties associated 

with meeting their child’s health care needs.  In addition, adolescents appear to experience 

greater increases in the extent to which they have a usual source of health care, the share who use 

a private doctor’s office or group practice as their usual source of care, and the extent to which 

they usually saw the same provider at their usual source of care. 

It appears that children whose parents have less than a high school education have somewhat 

smaller improvements following enrollment in SCHIP than children whose parents are more 

highly educated.  In particular, children whose parents have not completed high school have 

smaller increases in the receipt of specialty care, their parents have smaller improvements in 

parental stress and financial difficulty associated with meeting their child’s health care needs, 

they have smaller increases in the extent to which they see the same provider at their usual 
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source of care, and their parents are less likely to report increases in the extent to which their 

providers reportedly treat them with courtesy and respect. 

D. SUMMARY 

These findings indicate that SCHIP programs are having positive impacts on the lives of the 

children who enroll and on their parents.  SCHIP appears to be affording children greater access 

to the primary health care services they need.  This, in turn, is causing parents to have greater 

peace of mind about meeting their children’s health care needs.  Moreover, positive impacts are 

found under a range of alternative model specifications that address potential concerns about the 

validity of the impact estimates. 

The fact that improvements are found, not only in the model that combines children in the 

10 states, but also in the individual state-specific models, suggests that the positive impacts are 

not limited to one state or to one type of SCHIP program.  As described in Chapter III, these 

10 states differ along a number of different types of program characteristics (for example, 

reliance on managed care and cost sharing) that could affect access to, and use of, services.  

Despite these differences, positive impacts are found on many of the different outcomes 

measures in each of the individual state-specific models. 

In addition, not only do we find positive SCHIP impacts relative to being uninsured overall, 

but we also find uniformly positive impacts in separate subgroup models, which suggests that a 

broad range of enrollees enjoy benefits from enrolling in SCHIP.  We found positive impacts for 

children of different races and ethnicities, for children in different age groups, for children with 

different health care needs, and for children whose parents have different levels of educational 

attainment.  Somewhat larger positive impacts were found for children with elevated health care 

needs, for adolescents, and for those whose parents are better educated. 
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However, the findings presented in Chapter III suggest that SCHIP programs have the 

potential to achieve even greater positive impacts on the children who enroll.  More access 

problems were found for children with elevated health care needs and for those with either low-

educated parents or whose primary language is not English.  These particular groups of children 

are realizing positive benefits from SCHIP coverage, and, in some cases, such as children with 

elevated health care needs, they are experiencing even greater reductions in unmet need 

following SCHIP enrollment relative to other children.  However, they do have more access 

problems than other SCHIP enrollees. 

As hypothesized, we found the largest impacts when we contrasted the experiences of 

established enrollees with those who were uninsured for the 6-month period before enrolling.  

More positive impacts were observed, and the magnitude of the impacts was larger, when the 

comparison group was defined as children who had been uninsured for the entire 6-month period 

before enrolling.  Thus, SCHIP will have larger positive effects on children’s access to care, 

other things equal, the greater the share of SCHIP enrollees who would have been uninsured 

otherwise. 

While there were fewer statistically significant differences, and the differences were weaker, 

SCHIP enrollees seemed to have better experiences in some areas than the children who had had 

private coverage during the 6-month period before enrolling.  In particular, they were more likely 

to have a usual source of dental care, and their parents expressed more confidence and fewer 

financial difficulties associated with meeting their children’s health care needs.  These positive 

effects may reflect higher out-of-pocket spending under private plans relative to SCHIP or 

disruptions in coverage experienced by these families before enrolling.  The fact that children 

who were enrolled in private coverage were more likely than established enrollees to receive 
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well-child and physician visits but also more likely to have emergency room visits bears further 

study. 

This analysis demonstrates that SCHIP coverage is producing the positive results for 

children and their families that policymakers and program administrators are seeking.  

Additional analysis is needed to assess the quality of the care that children are receiving and the 

impacts that such care may be having on the health and functioning of children.  However, from 

this analysis, we conclude that a diverse set of SCHIP programs, serving different types of 

enrollees, in different health care environments, is improving access to care for the children who 

enroll and that children with varying socioeconomic backgrounds and health care needs are 

experiencing improvements. 
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VIII.  EXPERIENCES OF MEDICAID AND SCHIP  
ENROLLEES IN TWO STATES 

Genevieve Kenney 
Jamie Rubenstein 
Anna Sommers 

Stephen Zuckerman 
Myoung Kim 
Fredric Blavin 

As mentioned in Chapter I, we conducted surveys of Medicaid enrollees in two states: 

California and North Carolina.1  This chapter examines the experiences of Medicaid enrollees in 

these two states and contrasts their experiences with those of SCHIP enrollees in the same state.  

We begin the chapter by describing the characteristics of Medicaid and SCHIP enrollees in 

California and North Carolina; in subsequent sections, we present information on the enrollment 

experiences of families, the relationship between private coverage and Medicaid coverage, and 

the access and use experiences of children under the programs.2  As indicated in the survey 

methodology appendix, the response rates on the Medicaid component of the survey were lower 

than those achieved on the SCHIP component.  While lower Medicaid response rates also have 

been found in previous studies (Ciemnecki et al. 2002; and Edwards et al. 2002), the relatively 

                                                 
1We chose these two states, first because they have major separate SCHIP components, creating a contrast 

between the Medicaid and SCHIP programs that is interesting to explore.  We also chose California because its 
Medicaid program is the largest; we chose North Carolina because of the relative quality of its data systems.  To 
create samples that were comparable between the SCHIP and Medicaid programs, several exclusions were made to 
the Medicaid sample, based on children’s reason for eligibility.  Major exclusions included the blind/disabled (SSI), 
medically needy, and adult-specific categories.  The resulting Medicaid samples that were analyzed primarily 
include children enrolled through the poverty-related expansions and the TANF/AFDC provisions.  See Appendix B 
for the specific sample exclusions made in the two states. 

2This chapter analyzes a set of outcomes for Medicaid enrollees similar to those analyzed for SCHIP enrollees 
in Chapter I.  However, it does not include an analysis of outcomes for Medicaid disenrollees.  Survey data on these 
outcomes, particularly for Medicaid disenrollees in California, were often missing and could not be reliably imputed 
because of limitations in the program enrollment data.  In addition, because of small sample sizes, this chapter does 
not report the distribution of prior coverage and access and use among recent enrollees. 
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low rates on this survey still raise the possibility that estimates made for the Medicaid 

populations and comparisons with the SCHIP population are biased.   

Table VIII.1 shows how the SCHIP program differs from Medicaid along several 

dimensions in these two states.  In 2002, both states had separate non-Medicaid SCHIP programs 

under Title XXI: Healthy Families in California and Healthy Choice in North Carolina.3 

Children’s enrollment in Medicaid far exceeds enrollment in SCHIP: in California, children’s 

enrollment in Medicaid is about seven times higher than under SCHIP, and in North Carolina, 

the Medicaid program is more than 11 times as large.  In both states, Medicaid has more-

generous income eligibility thresholds for infants and children under age 6 than for school-age 

children.  For example, Medicaid income eligibility thresholds for infants are 200 percent of the 

federal poverty level in California and 185 percent in North Carolina, 133 percent for ages 1 to 5, 

and 100 percent for ages 6 to 18 (under Medicaid, states must cover ages 1 to 18 at these levels).  

In contrast, SCHIP income eligibility thresholds are 250 and 200 percent for children of all ages 

in California and North Carolina, respectively.  In each of the two states, Medicaid and SCHIP 

service delivery systems are different from one another (Hawkes and Howell 2002; and Hill and 

Hawkes 2002).  Moreover, reliance on capitated managed care arrangements is widespread in 

California, whereas capitated managed care is nonexistent in the Medicaid and SCHIP programs 

in North Carolina.   

The key findings from this analysis are: 

• In both California and North Carolina, Medicaid enrollees are much younger than 
SCHIP enrollees, and they come from families that are more economically 
disadvantaged. 

                                                 
3 While California has a small Medicaid component as part of its Title XXI program, this analysis includes 

only the Title XXI children who were enrolled in the separate program.   
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TABLE VIII.1 

CHARACTERISTICS OF MEDICAID AND SCHIP PROGRAMS  
IN CALIFORNIA AND NORTH CAROLINA, 2002  

 

 California  North Carolina 

Program Characteristics Medicaid SCHIP  Medicaid SCHIP 
     
Program name MediCal Healthy 

Families 
 Medicaid Healthy 

Choice 
Income eligibility (by age)a      

Up to age 1 Up to 200% 200 to 250%  Up to 185% 185 to 200% 
Ages 1 to 5 Up to 133% 133 to 250%  Up to 133% 133 to 200% 
Ages 6 to 18 
 

Up to 100% 100 to 250%  Up to 100% 100 to 200% 

Total enrollment 
 

3,243,667b 475,795c  701,500d 60,211c 

Proportion in risk-based 
managed care 

100% 100%  None None 

      
Key Outreach Strategiesd Extensive mass media advertisements, 

combined with community- and 
school-based outreach 

 Predominantly community-based 
outreach through county-level local 
coalitions 

 
Application and Renewal 
Featurese 

     

Enrollment form Joint form in 11 languages  Joint form in 2 languages 

Enrollment procedures Mail-in or online application, hotline, 
and community-based enrollment; 
outstationing for Medicaid only  

Mail-in or online application, hotline, 
outstationing, and community-based 
enrollment 

Verification requirements Age, income, state residency, and 
immigration status  

Income, deductions, assets, and social 
security number 

Renewal frequency 12 months 12 months  12 months 12 months 
 
aHill et al (2003).  
 
bKaiser Family Foundation. State Health Facts Online:  “Children’s Programs Under Title XIX.  Children Ever 
Enrolled During Fiscal 2000.” 
 
cState administrative data; point-in-time data for most recent month available, which is September 2001. 
 
dCenters for Medicare & Medicaid Services (CMS), MSIS Statistical Reports for Federal Fiscal Years 1999, 2000, 
and 2001.  CMS website [http://cms.hhs.gov/medicaid/msis/01nc.pdf]. 
 
eHill and Hawkes (2002); Hawkes and Howell (2002).  
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• More than 80 percent of recent Medicaid enrollees in California and North Carolina 
reported that the application process was very or somewhat easy.  This share, though 
high, was somewhat lower than among recent SCHIP enrollees. 

• More than 80 percent of recent Medicaid enrollees in the two states waited less than a 
month to enroll, a figure comparable to SCHIP enrollees in these two states. 

• More than 40 percent of the recent Medicaid enrollees in California and North 
Carolina reported that they had received application assistance.  This share is lower 
than among SCHIP enrollees in California, but it is higher than among SCHIP 
enrollees in North Carolina. 

• One in 10 Medicaid enrollees in California, and almost 1 in 5 Medicaid enrollees in 
North Carolina, live in families with parents who were covered by an employer plan. 
An even lower percentage (between 8 and 10 percent in California and between 11 
and 15 percent in North Carolina) appear to be forgoing enrollment in an employer 
plan that covers one of their parents.   

• Established Medicaid enrollees in these two states have much lower access than do 
SCHIP enrollees to employer-sponsored coverage.  The potential substitution among 
Medicaid enrollees was 8 to 10 percent in California and 11 to 15 percent in North 
Carolina, compared with ranges for current SCHIP enrollees of 34 to 40 percent in 
California and 35 to 46 percent in North Carolina.   

• Compared to the pre-Medicaid experiences of recent enrollees, established Medicaid 
enrollees have fewer unmet needs; their parents have less stress and worry about 
meeting their children’s health care needs; and they are more likely to have a usual 
source of both medical and dental care, other things equal.   

• Established Medicaid enrollees in these two states appear to be much better off than 
recent enrollees who were uninsured for all 6 months before enrolling in terms of 
service use, unmet needs, confidence and stress, and presence of a usual source of 
dental and health care. 

• Overall, in these states, access to care is similar between Medicaid and SCHIP.  The 
notable exceptions are in dental care and in beliefs that doctors and nurses look down 
on enrollees and that enrollees get better health care than the uninsured, where SCHIP 
programs were given higher marks.  

A. COMPARISON OF MEDICAID AND SCHIP ENROLLEES 

Medicaid enrollees are younger than SCHIP enrollees.  Not surprisingly, given the age 

structure of the income eligibility thresholds under Medicaid and SCHIP in these two states, 

children covered under Medicaid are relatively younger than children covered under SCHIP 

(Table VIII.2).  More than one-third (37 percent) of Medicaid enrollees in California and 43 
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TABLE VIII.2 

CHARACTERISTICS OF ESTABLISHED MEDICAID AND  
SCHIP ENROLLEES AND THEIR PARENTS 

 

 California  North Carolina 

 Medicaid SCHIP  Medicaid SCHIP 
 
Age of Child   

  
  

 

Age 0 to 5 36.9 24.1 **  42.5 17.3 ** 
Age 6 to 12 39.5 50.1 **  33.7 47.2 ** 
Age 13 to 20 23.6 25.8   23.8 35.5 ** 

Child Has Elevated Health Care Need  13.5 11.1 
  

23.0 23.6
 

Child’s Overall Health Is Fair or Poor 10.4 8.9 
  

10.0 6.9
 

Child Has Asthma  15.6 12.7 
  

17.9 16.4
 

Child Has Mental Health Condition 7.7 5.4 
  

13.1 10.1
 

Household Income, by FPL Rangea   
  

 
 

<150% FPL 92.5 65.8 **  89.2 71.2 ** 
150 to 199% FPL 3.8 25.9 **  5.6 23.3 ** 
>200% FPL 3.7 8.3 **  5.2 5.5  

Household Structure   
  

 
 

Two parents 45.0 73.3 **  23.3 43.4 ** 
One parent  43.5 23.9 **  58.8 47.1 ** 
One parent and step/other guardian 8.0 2.8 **  7.8 8.4  
Other  3.5 0.0 **  10.1 1.0 ** 

At Least One Parent Employed in Past Year 76.3 96.1 
**  

72.0 90.1
** 

Highest Education Level of  Parents    
  

 
 

No GED or HS Diploma 36.8 39.0   26.4 11.9 ** 
GED or HS Diploma 34.3 27.2 *  44.6 44.7  
Some college or college degreeb 28.9 33.7   29.1 43.4 ** 

Child's Race   
  

 
 

Hispanic/Latino 64.0 70.2   12.1 8.3  
White 13.3 15.4   37.6 52.5 ** 
Black 10.2 3.1 **  41.9 31.6 ** 
All Other Races 12.5 11.3   8.5 7.6  

Birthplace of Parents   
  

 
 

At least one parent foreign-born 63.3 73.3 *  11.8 10.1  

Main Language Spoken in Household   
  

 
 

Spanish 44.4 50.8   7.5 5.0  
Other  6.4 7.3   1.8 1.9  

Metropolitan Statistical Area 96.0 95.9 
  

64.6 62.8
 

Sample Size 394 574   528 614  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 
 
Note: Size of enrollee sample varies across estimates due to item nonresponse. 
 
aHousehold income has a missing rate of 11 percent, which is considerably higher than other variables cited.  
 

bIncludes 2-year associate’s degree and trade school.  
 
* p<.05 ** p<.01 (based on two-tailed t-tests of Medicaid versus SCHIP within each state). 
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percent of Medicaid enrollees in North Carolina are under age 6, compared to 24 and 17 percent 

in the California and North Carolina SCHIP programs, respectively.  In contrast, SCHIP 

enrollees in both states are predominantly in the school-age group.  About half the children in 

California and North Carolina (50 and 47 percent, respectively) are in the 6-to-12 age group, and 

about a quarter of the children in California and 36 percent of the children in North Carolina are 

age 13 or older.  Moreover, 16 percent of Medicaid enrollees in California and 26 percent of 

Medicaid enrollees in North Carolina are age 2 or younger, whereas only 6 percent of SCHIP 

enrollees in California and 5 percent of SCHIP enrollees in North Carolina are in this age group 

(data not shown).  Measures of health status are not statistically different between Medicaid and 

SCHIP enrollees, although the health status of Medicaid enrollees is slightly lower on each of the 

four measures.4   

Medicaid enrollees are more economically disadvantaged than SCHIP enrollees.  

Medicaid enrollees are more likely than SCHIP enrollees to come from families with incomes 

below 150 percent of the federal poverty level, they are more likely to live in single-parent 

households, and they are less likely to have working parents, which is to be expected, since 

families must have lower incomes to qualify for Medicaid than for SCHIP.  For example, nearly 

all Medicaid enrollees (93 percent in California and 89 percent in North Carolina) live in 

families with incomes below 150 percent of the federal poverty level.  In contrast, 66 percent of 

SCHIP enrollees in California and 71 percent of SCHIP enrollees in North Carolina live in 

families with reported income levels that are below 150 percent of the federal poverty level.  

Moreover, while most enrollees in both programs come from working families, relatively more 

SCHIP enrollees do so.  Nearly all SCHIP enrollees in California (96 percent) and North 

                                                 
4 One reason that the health status indicators are similar between the Medicaid and SCHIP samples is that we 

have excluded all children who qualify for Medicaid under SSI and most children who qualify as medically needy.   
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Carolina (90 percent) come from working families, whereas three-quarters of Medicaid enrollees 

in California (76 percent) and North Carolina (72 percent) come from working families.   

Medicaid and SCHIP enrollees have different educational and race/ethnic backgrounds, 

but not consistently across these two states.  In North Carolina, there are substantial differences 

in the educational attainment of parents and race distributions between Medicaid and SCHIP 

enrollees. In California, the differences between the Medicaid and SCHIP samples along these 

dimensions are much smaller.  In North Carolina, 43 percent of SCHIP enrollees have parents 

with some college or a college degree, compared to 29 percent of the Medicaid children.  In 

addition, in North Carolina, the majority (53 percent) of SCHIP enrollees are white, compared to 

38 percent of Medicaid enrollees, and there is a larger share of black children in Medicaid than in 

SCHIP (42 versus 32 percent, respectively).  In California, too, there is a larger share of black 

children in Medicaid than in SCHIP (10 versus 3 percent). A lower proportion appear to be 

Hispanic (64 versus 70 percent), although the latter difference is not statistically significant at 

conventional levels.  Interestingly, in California, a higher proportion of SCHIP enrollees than 

Medicaid enrollees had at least one parent who was foreign-born (73 versus 63 percent). 

B. EXPERIENCE WITH SCHIP AND MEDICAID ENROLLMENT PROCESSES     

While some differences exist in their outreach and enrollment strategies, both California and 

North Carolina emphasize coordination of these strategies between SCHIP and Medicaid.  For 

example, both states adopted a joint application form and simplified the enrollment process and 

requirements for both programs (see Table VIII.1).  As a result, application requirements and 

procedures of the SCHIP and Medicaid programs were similar in the two states.   

Even with these strong similarities, the enrollment experience of families in either state may 

differ between SCHIP and Medicaid because of differences in the enrollee populations, the 

public perception of the programs, and any residual differences in the enrollment procedures.  
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For example, unlike SCHIP, Medicaid has a large share of enrollees who entered the program at 

birth or as TANF recipients, which may lead to potential differences in how Medicaid and 

SCHIP families learn about the program or how they perceive their enrollment experience.   

In this section, we examine the enrollment experiences reported by the recent Medicaid and 

SCHIP enrollees in our California and North Carolina samples.  We use the same application 

experience measures defined in Chapter II, along with the information sources presented in 

Chapter I, to examine the enrollment experiences of recent Medicaid enrollees in the two states 

and compare them with the experiences of recent SCHIP enrollees. 

About three-quarters of recent Medicaid enrollees cited health care providers or public 

agencies as the most important source of program information in deciding to enroll.  Medicaid 

enrollees most often identified health care providers as the key source of information in deciding 

to enroll—48 percent in California and 39 percent in North Carolina (Table VIII.3).  These rates 

were significantly higher than among SCHIP enrollees, a difference driven only marginally by 

the large proportion of Medicaid enrollees entering the program as newborns.5  Public agencies 

were the second-most frequent source of information mentioned by Medicaid enrollees.  In 

California, this rate was higher than for SCHIP enrollees (29 versus 10 percent), while in North 

Carolina, it was lower than for SCHIP enrollees (33 versus 55 percent).  The reasons for this 

variation are unclear.  In particular, while North Carolina’s enrollment system is especially well 

integrated, and transfer between the two programs is common, there is no obvious explanation  

for why the share of SCHIP families who heard about the program through a public agency is so 

much larger than that of Medicaid families.   

                                                 
5The share of recent Medicaid enrollees who enrolled in the program at birth is roughly 35 percent in the two 

states, while the share among SCHIP enrollees is less than 4 percent.  When we exclude these enrollees, the share of 
Medicaid enrollees citing health care providers as the most important source fell marginally, to 46 percent in 
California and 32 percent in North Carolina.  There was no change in the share of SCHIP families citing this source.   
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TABLE VIII.3 
 

MOST IMPORTANT SOURCE OF MEDICAID AND SCHIP INFORMATION IN  
CALIFORNIA AND NORTH CAROLINA, 2002 

 

 California  North Carolina 

Percent Reporting as Most Important Source: Medicaid SCHIP  Medicaid SCHIP 

Health Care Providers 48.2 25.2 **   39.4 19.1 **

Public Agencies 29.2 9.7 **   32.7 54.6 **

Informal Network 11.4 23.4 **   15.2 7.4 **

Mass Media 4.9 16.2 **   2.6 5.0 **

School 4.2 14.2 **   5.5 6.8 **

Other 2.1 11.5 **   4.6 7.0  

Sample Size 408 606   503 554
 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 
 
* p<.05 ** p<.01 (based on two-tailed t-tests of Medicaid versus SCHIP within each state). 

 

Only a small share of Medicaid families in either state reported any other sources of 

information as most important in their decision to enroll.6  This is similar to the experience of 

SCHIP enrollees in North Carolina.  It contrasts sharply, however, with the experience of SCHIP 

enrollees in California, who are far more likely than Medicaid enrollees to report sources other 

than health care providers and public agencies as important.  Among these are informal networks 

(23 versus 11 percent), mass media (16 versus 5 percent), and schools (14 versus 4 percent).  

These findings could suggest that California’s outreach, which included substantial use of 

television media, has been relatively successful at enrolling SCHIP families, many of whom may 

be unfamiliar with, or reluctant to enroll in, public insurance programs.  Alternatively, SCHIP 

                                                 
6In results not shown, 49 percent of Medicaid enrollees in California and 25 percent in North Carolina reported 

that they heard about the program from media sources, such as television or radio ads.  However, the share that 
reported this as the most important source was trivial in both states (only five percent in California and three percent 
in North Carolina).   
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families in California might have been enrolled less frequently through “in-reach” efforts—that 

is, applications made through clinics or other health care providers or through certain public 

agencies—leaving a relatively large share of families to be reached through other sources.   

Taken as a whole, these results indicate that no single source was key to enrolling a majority 

of children in either state.  For example, while health care providers were an important source in 

both states, even this source did not account for even half of the children enrolling in either state 

or program.  This finding underscores the potential value of adopting a variety of methods for 

reaching and enrolling eligible families, instead of focusing resources on a single approach or 

small number of approaches.   

Most recent Medicaid enrollees found the application process easy, although not at as 

high a rate as SCHIP enrollees, and few Medicaid enrollees had to wait longer than 4 weeks 

before enrolling.7   Among recent enrollees, 83 percent in California and 89 percent in North 

Carolina reported that the enrollment process was very or somewhat easy (Table VIII.4).    These 

figures, although very high, are somewhat lower than those of SCHIP enrollees in the two states 

(93 percent).  The differences between Medicaid and SCHIP enrollees were larger when we 

compared enrollees who reported that the enrollment process was very easy.  In California, the 

share of SCHIP enrollees reporting that the process was very easy was about 20 percentage 

points higher than among Medicaid enrollees (59 versus 38 percent); in North Carolina, the share 

was 12 percentage points higher (64 versus 52 percent).  These differences do not appear to be 

due to observed differences in the socioeconomic and demographic characteristics of the two 

                                                 
7Data presented in Table VIII.4 were based on the subsample of recent enrollees who identified the time of 

their most recent enrollment within at least 6 months of the actual date (reflecting a reasonable degree of accuracy).  
This subsample includes about 70 percent of all recent enrollees surveyed. 
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TABLE VIII.4 
 

MOST RECENT ENROLLMENT EXPERIENCE WITH MEDICAID AND SCHIP  
IN CALIFORNIA AND NORTH CAROLINA, 2002 

 
 California  North Carolina 

Percentage Reporting the Following  
Enrollment Experiences: Medicaid SCHIP  Medicaid SCHIP 
 
Enrollment in the program is “easy” 83.1 93.4 **   89.4 92.9 * 

Very easy 38.3 58.5 **   52.0 63.9 * 
Somewhat easy 44.9 34.9 **   37.4 29.0 * 

      
Received help applying 43.5 62.2 **   45.5 24.9 ** 
      
Waited 4 weeks or less to enroll after applying 83.9 84.0   93.4 91.5  
      
The time until program renewal is reported:       

Correctly 55.9 56.0   58.1 86.1 ** 
Incorrectly 23.5 25.8   29.6 7.2  
Doesn’t know 20.6 18.2   12.3 6.7  

Sample Size 295 531   419 504  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 
 
* p<.05 ** p<.01 (based on two tailed t-tests of Medicaid versus SCHIP within each state). 

populations.  For example, somewhat surprisingly, the reported experience among TANF 

recipients was similar to that of other Medicaid enrollees (data not shown).   

Few Medicaid families reported that they had to wait longer than 4 weeks to enroll after 

submitting their application.  Eighty-four percent of recent Medicaid enrollees in California and 

93 percent in North Carolina were enrolled in Medicaid within 4 weeks of application (Table 

VIII.4).  In both states, these shares were similar to those of SCHIP enrollees.   

More than 40 percent of the recent Medicaid enrollees reported that they had received 

help applying.  Forty-four percent of families in California and 46 percent of families in North 

Carolina reported that they received help applying for Medicaid (Table VIII.4).  Compared to  

SCHIP, this share was much lower in California (by 19 percentage points) but much higher in 

North Carolina (by 20 percentage points).  In California, this difference is explained in part by 
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the large proportion of TANF recipients in the Medicaid sample, who represent a large share of 

the recent enrollee population and who are less likely to report receiving help than those in 

poverty-related eligibility groups (39 versus 52 percent; not shown).8  This could imply that 

TANF recipients were not helped as frequently as other eligibility groups, a result that seems 

counterintuitive, since many of these enrollees apply for Medicaid at the same time they apply 

for TANF.  Alternatively, TANF recipients might not associate the help they received with their 

TANF application with help applying for Medicaid.  If so, the estimates of assistance received by 

Medicaid enrollees are understated. 

More than half of the recent Medicaid enrollees knew when they had to renew their 

enrollment, which is comparable to SCHIP enrollees in California but much lower than 

SCHIP enrollees in North Carolina.  Correct knowledge of the renewal frequency may facilitate 

families’ renewal process and reduce spells of interrupted coverage in either Medicaid or SCHIP.  

When asked how often they need to reapply for Medicaid, more than half of recent enrollee 

families in the two states (56 percent in California and 58 percent in North Carolina) provided a 

frequency that corresponded to their state’s Medicaid eligibility redetermination policy at the 

time.  In North Carolina, where the percentage was much lower than among SCHIP enrollees (58 

versus 86 percent), the difference can be traced to an exceptionally high rate of knowledge 

among the SCHIP population.  This rate is, in fact, far higher than that of any of the other nine 

states in our SCHIP sample, which might be linked to heightened sensitivity caused by an 

enrollment freeze in North Carolina’s SCHIP program that had been lifted less than a year before 

the survey.  The share of Medicaid enrollees who correctly identified the timing of renewal in 

                                                 
8 TANF recipients account for about two-thirds of recent Medicaid enrollees in our California sample; they 

account for less than one-third in our North Carolina sample.   
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North Carolina is comparable to Medicaid enrollees in California, as well as to SCHIP enrollees 

in any of the other nine states in our study (see Chapter II).   

C. THE RELATIONSHIP BETWEEN MEDICAID/SCHIP AND PRIVATE 
COVERAGE  

Substitution is of far less concern to the Medicaid program than to SCHIP, because families 

eligible for Medicaid are in the lowest income groups and are less likely to have private 

insurance.  Although legislation mandated that states implement policies under SCHIP to 

discourage substitution at enrollment, no such mandate exists for Medicaid.  For example, 

children eligible for Medicaid and covered by employer insurance are not required to fulfill 

waiting periods before enrollment.  In fact, children with employer coverage may enroll in 

Medicaid without giving up their employer coverage.  In these cases, Medicaid pays the families’ 

co-payments and deductibles, as well as services not covered by the private plan.  However, 

parents still have an incentive to drop employer coverage to cover their children under Medicaid 

because they could still be required to pay premiums for dependent coverage. 

Previous research has found some evidence of substitution for private coverage by Medicaid 

(so-called “crowd-out”).    An analysis of low-income children under 185 percent of the federal 

poverty level in 1990, who were affected by Medicaid expansions, estimated that 23 percent of 

the movement from private insurance to Medicaid programs was attributable to the expansions 

(Blumberg et al. 2000).  Dubay and Kenney (1996) found substitution effects from Medicaid 

expansions of 15 percent for children below poverty.9 Cutler and Gruber (1996) estimated that 

31 to 41 percent of the increase in Medicaid coverage of children was due to substitution 

resulting from Medicaid expansions.   

                                                 
9 For children under age 11. 
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In this section, we estimate a range of substitution levels using data on established Medicaid 

enrollees who have been enrolled for at least 5 months.  These estimates are derived with the 

same methods as those used in Chapter VI to derive substitution estimates for established SCHIP 

enrollees.  Chapter VI includes a description of these methods.  Results of the Medicaid 

substitution analysis are presented for California and North Carolina samples separately, and 

tables include results from these states’ SCHIP samples for comparison. 

Medicaid enrollees reported lower rates of parental coverage through an employer.  

Parental coverage among Medicaid enrollees differs markedly from that of SCHIP enrollees 

(Table VIII.5).  Many parents of Medicaid-covered children also are enrolled in Medicaid.  Fifty- 

one percent of Medicaid enrollees in California and 43 percent in North Carolina live with a 

parent who is enrolled in Medicaid.  Many fewer Medicaid enrollees had parents with employer-

sponsored coverage.  Only 10 percent of Medicaid children in California and 18 percent in North  

TABLE VIII.5 

PARENTAL COVERAGE AMONG ESTABLISHED ENROLLEES:  COMPARISON  
ACROSS MEDICAID AND SCHIP SAMPLES 

California North Carolina 

Medicaid 
(Percent) 

SCHIP 
(Percent) 

Medicaid 
(Percent) 

SCHIP 
(Percent) 

      
Any Parent Has Public Coverage 51.8 6.6 ** 45.6 9.3 ** 

Any parent has Medicaid 50.7 5.4 ** 43.1 4.8 ** 
Any parent has SCHIP 0.0 0.0  0.0 0.0  
Any parent has other public coverage 1.7 1.5  2.9 5.0  

    
Any Parent Has Private Coverage 10.7 48.9 ** 19.0 57.8 ** 

Any parent has ESI 10.4 42.5 ** 17.8 51.1 ** 
Any parent has individual coverage 2.5 7.0 ** 1.7 7.2 ** 

    
No Parent Insured 36.9 46.3 * 35.7 34.4  

Sample Size 317 489  443 474  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 
 
* p<.05 ** p<.01 (based on two tailed t-tests of Medicaid versus SCHIP within each state). 
 
ESI = Employer Sponsored Insurance. 



  253  

Carolina had parents with employer-sponsored coverage.  In contrast, 43 percent of SCHIP 

children in California and 51 percent in North Carolina had parents with employer-sponsored 

coverage.  In both states, few Medicaid enrollees live with a parent who has private nongroup 

coverage, and a little more than one-third live in families where no parent is insured.  In 

California, parents of SCHIP enrollees are more likely than parents of Medicaid enrollees to be 

uninsured. 

Potential substitution is lower for Medicaid enrollees.  As in Chapter VI, we use 

information on employer premium contributions and children’s health care needs to estimate the 

proportion of established Medicaid enrollees who are potentially substituting Medicaid for 

employer coverage. Table VIII.6 presents the distribution among families with parents whose 

employers  pay “none” (Row B), and “some” or “all” of the premium (Row D).   It seems 

unlikely that low-income parents whose employer makes no contribution toward the premium

TABLE VIII.6 

POTENTIAL SUBSTITUTION AMONG ESTABLISHED ENROLLEES:  COMPARISON  
ACROSS MEDICAID AND SCHIP SAMPLES 

 

California  North Carolina 

Aspects of Parent's Employer Coverage and Children's Needs 
Medicaid
(Percent)

SCHIP 
(Percent) 

 Medicaid
(Percent)

SCHIP
(Percent)

     
A. Any parent has employer coverage. 10.4 42.5  17.8 51.1 
      
B. Employer pays none of premium. 0.0 2.9  2.8 5.3 
      
C. Substitution Estimate 1 (A - B) 10.4 39.6  15.0 45.8 

Employer Pays Some or All of Premium.      
     

D. Employer pays some or all of premium and child has  
 elevated health care needs. 

2.5 5.7  4.2 11.3 

      
E. Substitution Estimate 2 (C - D) 7.9 33.9  10.8 34.5 

Employer Pays Some or All of Premium and Child  
Does Not Have Elevated Health Care Needs. 

     

 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states.
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would choose to cover their child in the absence of Medicaid, so enrollees of these parents are 

not treated as substituting Medicaid for employer coverage. Thus, the upper-bound estimate of 

potential substitution among Medicaid enrollees is 10 percent in California and 15 percent in 

North Carolina (Row C). 

Among low-income parents, those whose children have the greatest health care needs would 

experience out-of-pocket costs if they enrolled the child in their employer plan. Policymakers in 

some states, including North Carolina, make exceptions for children with significant health care 

needs.  An alternative estimate of substitution that excludes children with elevated health care 

needs leads to lower-bound estimates of 8 and 11 percent in California and North Carolina, 

respectively (Row E).10  

Lower substitution in Medicaid is driven by lower employer coverage among parents.  

This analysis suggests that few Medicaid enrollees in California and North Carolina (between 8 

and 10 percent in California and 11 and 15 percent in North Carolina) may have had the option 

of enrolling in an employer plan covering their parent but remained in Medicaid instead.  These 

proportions are much lower than the estimates for each state’s SCHIP enrollees, where between 

34 and 40 percent in California and 35 and 46 percent in North Carolina may have substituted 

SCHIP for private coverage.  A higher rate of employer coverage among parents of SCHIP 

enrollees, compared to Medicaid enrollees, is the primary reason that patterns of substitution are 

so different between these two groups.  As a result, substitution of Medicaid for employer-based 

coverage is much lower.   

                                                 
10 Because so few children in the “some” and “all” premium categories have severe health care needs, 

presenting estimates that exclude only children with severe health care needs (as we did in Chapter VI) yields no 
change in the substitution estimate.  Thus, we only present a single estimate that excludes both children with severe 
and elevated health care needs. 
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These findings are not surprising, since families eligible for Medicaid are expected to have 

lower rates of insurance offers and coverage through employer plans than families eligible for 

SCHIP.  For example, nationwide, the proportion of adults age 18 to 64 with an offer of 

employer coverage grows substantially as income rises; this proportion is estimated to be about 

22 percent for families with incomes less than 100 percent of the federal poverty level, but 71 

percent at 150 to 250 percent of the federal poverty level.11 Furthermore, families in Medicaid 

are expected to take up employer offers at a lower rate than families eligible for SCHIP, because 

any cost-sharing that employers require to access coverage will be more burdensome for 

Medicaid-eligible families, given their lower incomes.  While this analysis is limited by the two-

state sample for the Medicaid analysis, it is likely that the pattern of findings documented here 

would generalize to other states, given the low levels of access to employer coverage among the 

lowest-income families enrolled in Medicaid nationally. 

D. ACCESS AND USE EXPERIENCES UNDER MEDICAID AND SCHIP 

Historically, there have been concerns about access to care under Medicaid (Sloan et al. 

1978; Fossett et al. 1992; and Dubay and Kenney 2001) related to low payment to providers and 

other factors.  In this section, we present three analyses of access to care for Medicaid enrollees 

in our California and North Carolina samples.  In the first analysis, we examine the access and 

use experiences of children who had been covered by Medicaid for 5 months or longer in these 

two states.  In the second, we contrast the experiences children had while enrolled in Medicaid 

with the experiences children had in the 6 months before enrolling.  In the third analysis, we 

                                                 
11 Tabulations for all adults ages 18 to 64 are from the 2002 National Survey of American Families.  

Individuals are defined as having an employer offer of insurance if (1) the individual or spouse self-reported their 
employer offers health insurance to people in the same position who have worked for that employer more than one 
year, (2) the individual or spouse is a policyholder for the plan and has worked more than two years, or (3) the 
individual is a policyholder and the policy is from the current employer. 
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compare the access and use experiences of established Medicaid enrollees with those of 

established SCHIP enrollees. 

1. Access and Use Experiences Under Medicaid  

High receipt of preventive care was reported for Medicaid enrollees.  Many of the children 

enrolled in Medicaid were reported to have received preventive health care services in the 

6 months before the survey (Table VIII.7).  For example, 42 and 52 percent of the established 

Medicaid enrollees, respectively, in California and North Carolina had received a checkup or 

well-child visit in the previous 6 months.  Likewise,  in both states, just over half of Medicaid 

enrollees had received a dental checkup during that period.   

One in five Medicaid enrollees had an unmet need.  Overall, about one in five Medicaid 

enrollees in the two states were reported to have some type of unmet need (for hospital, 

specialist, doctor, drug, or dental care), which suggests the existence of access issues for some 

Medicaid enrollees.  In each state, four percent of Medicaid enrollees were reported to have more 

than one unmet need.   

The majority of Medicaid enrollees have a usual source of health and dental care.  In both 

states, more than 9 of 10 children in our Medicaid sample have a usual source of medical care, 

and more than three-quarters have a usual source of dental care. (As shown below, however, in 

both states, children enrolled in SCHIP were more likely than children enrolled in Medicaid to 

have a usual source of dental care.)  Moreover, in California and North Carolina alike, more than 

80 percent of parents reported that their child’s doctor explained things in understandable ways, 

that the doctor treated them with courtesy and respect, and that their doctor asked about how 

their child was feeling.  Under Medicaid, as with SCHIP, there appears to be considerable 

variability in the type of provider enrollees rely on for their usual source of care.  In California, 

49 percent of established enrollees relied on a private doctor’s office or group practice, compared 
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TABLE VIII.7 
 

ACCESS AND USE AMONG ESTABLISHED MEDICAID ENROLLEES  
IN CALIFORNIA AND NORTH CAROLINA 

 California 
(Percent) 

North Carolina 
(Percent) 

Service Use   

Any Doctor/Other Health Professional Visit 57.9 67.1 
Any Preventive Care or Checkup Visit 42.4 52.4 
Dental Visit for Checkup/Cleaninga 56.4 52.7 
Any Specialist Visit 11.2 18.2 
Any Mental Health Visit 4.6 8.5 
Any Specialist or Mental Health Visit 15.0 24.5 
Any Emergency Room Visit 20.5 30.6 
Any Hospital Stay 3.3 5.7 

Unmet Needs   
Doctor/Health Professional  Care 2.0 2.9 
Prescription Drugs 6.1 5.0 
Dental Carea 7.4 12.0 
Specialist 5.3 2.8 
Hospital Care 1.8 2.2 
Hospital, Specialist, Doctor, Drug 12.0 9.4 
Hospital, Specialist, Doctor, Drug, Dentista 19.8 21.7 
More than One Unmet Need 3.5 3.5 

Parental Perceptions of Meeting Child’s Health Care Needs   
Very Confident  75.2 82.7 
Never or Not Very Often Stressed 74.4 81.5 
Never or Rarely Worried  49.3 59.8 
Never or Rarely Cause Financial Difficulties 77.9 87.8 
Children on Medicaid/SCHIP Get Better Health Care  71.8 69.4 
Doctors and Nurses Look Down on Medicaid/SCHIP 33.5 34.6 

Usual Source of Care (USC)   
Had USC in Past 6 Months 92.5 94.5 
USC Type: Private Doctor’s Office/Group Practice 48.7 65.7 
Usually Saw Same Provider at USC 71.9 66.0 
Had USC for Dental Care in Past 6 Monthsa 80.6 76.9 

Provider Communication and Accessibility   
Would Recommend USC  89.0 95.0 
Could Reach Doctor After Hours 62.8 80.2 
Providers Explain in Understandable Ways 85.5 93.1 
Provider Treats with Courtesy/Respect 90.2 95.2 
Provider Talks About How Child Feeling 80.2 92.1 
Rated Ease of Getting Care Excellent or Very Good 35.8 54.3 
Wait Time for Care Less than 30 Minutes 39.9 66.3 
Travel Time to USC Less than 30 Minutes 83.2 82.4 

Sample Size 343 487 

Source: 2002 congressionally mandated survey of Medicaid enrollees in 2 states. 

Notes: Estimates are based on samples of recent and established Medicaid enrollees. 
aApplies to children age 3 and older. 
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to 66 percent in North Carolina.  There were also apparent differences between the two states in 

waiting times, being able to reach the provider after hours, and the degree to which the ease of 

getting care was rated as excellent or very good.  Medicaid enrollees in California were less 

likely to report that they can reach their provider after hours, that they experience wait times of 

under 30 minutes, and that the ease of getting care is excellent or very good compared to 

Medicaid enrollees in North California. 

Among parents of Medicaid enrollees, confidence is high and stress is low.  In California 

and North Carolina, respectively, 75 and 83 percent of parents reported that they were very 

confident that they could meet their child’s health care needs.  In addition, 78 percent of parents 

in California and 88 percent in North Carolina indicated that meeting their children’s health care 

needs never or rarely caused financial difficulties.   

Overall, parents of enrollees have positive perceptions of the Medicaid program.  The 

majority of parents with Medicaid-covered children in the two states (72 percent in California 

and 69 percent in North Carolina) report that children on Medicaid get better health care than 

children who have no insurance.  However, about one-third (34 percent in California and 35 

percent in North Carolina) report that providers look down on children enrolled in Medicaid.   

2. Impacts of Medicaid on Access to, and Use of, Care 

In this section, we explore the extent to which Medicaid improves children’s access to, and 

receipt of, care beyond what they would otherwise have experienced.  We expect that Medicaid 

will lead to higher levels of service use and access to care, especially relative to being uninsured.  

We use the approach set forth in Chapter VII to assess the impacts of Medicaid coverage for 

children who enroll in the program.  We contrast the experiences of established Medicaid 

enrollees who have been on the program for at least 5 months with the pre-Medicaid experiences 

of a separate sample of recent enrollees.  As was the case when we derived SCHIP impacts, we 
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reduce the likelihood that potentially confounding factors affect the impact estimates by 

controlling for a number of characteristics of the children and their families.12  In addition, we 

estimate several alternative model specifications to assess the robustness of the estimated 

impacts.13   

We have 1,162 cases that can be used to estimate impacts—830 established Medicaid 

enrollees and 332 recent Medicaid enrollees.  Because of the small samples of recent enrollees 

who provided information on their access and use experiences before enrolling in SCHIP, we 

estimate impacts based on a model that combines information for California and North Carolina.   

Medicaid enrollment improves several measures of access to care.  On average, established 

Medicaid enrollees had better access experiences while they were covered by Medicaid than 

recent enrollees did before enrolling in Medicaid (Column 1 of Table VIII.8).  Moreover, the 

impact estimates are very robust: they vary little under the alternative specifications that were 

estimated (Appendix Tables VIII.1, 2, and 3).   

Established Medicaid enrollees were less likely than recent Medicaid enrollees to have 

unmet needs for doctor care and dental care and less likely to have more than one unmet need.  

For example, established Medicaid enrollees were 10 percentage points less likely than recent 

Medicaid enrollees to have an unmet dental need and 4 percentage points less likely to have 

more than one unmet need for care.  They also were more likely to receive dental checkups and 

to have a usual source of dental care; and they were more likely to have a usual source of health

                                                 
12 The regression models include controls for county of residence, age, race, ethnicity, and language, gender, 

income, child’s health status, parents’ employment status, the number of children in the household, educational 
attainment of parents, and health beliefs of the parents. 

13 The alternative models:  (1) excluded children under age 1 or 18 and older, (2) included state dummy 
variables in place of county of residence, (3) included state dummy variables and excluded children under age 1 or 
age 18 and over, (4) excluded established enrollees who had been enrolled 2 years or longer, (5) excluded 
established enrollees who had been enrolled 4 years or longer, and (6) did not use survey weights. 
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TABLE VIII.8 
 

ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT, BY PREVIOUS  
INSURANCE STATUS OF RECENT ENROLLEES 

 

 Established Enrollees Compared to: 

 
All Recent 
Enrollees 

Recent Enrollees  
Uninsured All  

6  Months 
Insured Recent 

Enrolleesa 
       
Service Use       

Any Doctor/Other Health Professional Visit 0.00  0.08  -0.10 * 
Any Preventive Care or Checkup Visit -0.01  0.07  -0.12 * 
Dental Visit for Checkup/Cleaningb 0.13 ** 0.17 ** 0.06  
Any Specialist Visit 0.02  0.03  0.00  
Any Mental Health Visit 0.01  0.02  0.01  
Any Specialist or Mental Health Visit 0.02  0.04  0.01  
Any Emergency Room Visit 0.06 * 0.05  0.08  
Any Hospital Stay -0.02  -0.02  -0.02  

    
Unmet Needs     

Doctor/Health Professional Care -0.03 * -0.06 ** 0.01  
Prescription Drugs 0.00  -0.02  0.03  
Dental Careb -0.10 *** -0.12 ** -0.07  
Specialist 0.00  0.02  -0.02  
Hospital Care -0.02  -0.03  -0.01  
Hospital, Specialist, Doctor, Drug -0.02  -0.06  0.03  
Hospital, Specialist, Doctor, Drug, Dentistb -0.07  -0.13 ** 0.01  
More than One Unmet Need -0.04 * -0.06 * -0.02  

    
Parental Perceptions of Meeting Child’s Health Care Needs     

Very Confident  0.22 *** 0.32 *** 0.09  
Never or Not Very Often Stressed 0.19 *** 0.27 *** 0.09  
Never or Rarely Worried  0.16 *** 0.23 *** 0.07  
Never or Rarely Cause Financial Difficulties 0.25 *** 0.26 *** 0.23 *** 

     
Usual Source of Care (USC)     

Had USC in Past 6 Months 0.17 *** 0.28 *** 0.04  
USC Type: Private Doctor’s Office/Group Practice 0.10 ** 0.19 *** 0.02  
Usually Saw Same Provider at USC 0.17 *** 0.24 *** 0.08  
Had USC for Dental Care in Past 6 Monthsa 0.17 *** 0.30 *** 0.02  

     
Provider Communication and Accessibility     

Would Recommend USC  0.04  0.07  0.02  
Could Reach Doctor After Hours 0.01  0.08  -0.06  
Providers Explain in Understandable Ways 0.01  0.04  -0.01  
Provider Treats with Courtesy/Respect -0.05  -0.07  -0.02  
Provider Talks About How Child Feeling 0.07  0.09  0.05  
Rated Ease of Getting Care Excellent or Very Good 0.08  0.11 * 0.05  
Wait Time for Care Less than 30 Minutes 0.03  0.09  -0.03  
Travel Time to USC Less than 30 Minutes 0.06  0.09  0.02  

Sample Size 1,162  963  1,029  
 
Source: 2002 congressionally mandated survey of Medicaid enrollees in 2 states. 
 
Notes: Estimates based on samples of recent and established enrollees.  Estimates are based on a linear probability model 

with fixed county effects, which controls for characteristics of Medicaid enrollees and their parents. 
 
aIncludes those insured some or all of the past 6 months before enrolling. 
 
bApplies to children age 3 and older. 
 
***p-value < .01; **p-value < .05; *p-value < .10. 
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care, more likely to rely on a private doctor’s office or group practice as their usual source of 

care, and more likely to see the same provider at that usual source of care.  Established Medicaid 

enrollees also are more likely than recent enrollees to have had an emergency room visit.  This 

finding bears further study, since it may indicate that Medicaid enrollees are experiencing 

difficulties obtaining care outside the emergency room.   

The parents of established Medicaid enrollees reported higher levels of confidence, less stress 

and worry, and less financial difficulty associated with meeting their child’s health care needs 

than did parents of recent Medicaid enrollees before enrolling in Medicaid.  For example, parents 

of established Medicaid enrollees were more than 20 percentage points more likely than the 

parents of recent Medicaid enrollees to say they were very confident about being able to meet 

their child’s health care needs and that meeting their child’s health care needs never or rarely 

caused financial difficulties. 

When we look separately at the impact estimates relative to children who had been 

uninsured for all 6 months before enrolling, we find more statistically significant differences and 

larger differences than for the insured group.  This pattern is consistent with the SCHIP impacts 

reported in Chapter VII.   

Established Medicaid enrollees are more likely than recent enrollees who had been 

uninsured before enrolling to receive dental checkups, to have a usual source of both health and 

dental care, and to see the same provider at their usual source of care. They are less likely to 

have an unmet need for physician’s services or for dental care, and they also are less likely to 

have at least one unmet need or to have more than one unmet need.  For example, Medicaid-

covered children were 28 percentage points more likely than uninsured children to have a usual 

source of health care and 30 percentage points more likely to have a usual source of dental care.  

Compared to the parents whose children had been uninsured, parents of established Medicaid 
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enrollees have greater confidence and less worry, stress, and financial difficulties associated with 

meeting their child’s needs and are more likely to rate the ease of getting care as excellent.   

In addition, the direction of the Medicaid impact estimates is positive but not statistically 

significant for many other outcomes (including receipt of checkups and other physician visits, 

reductions in other unmet needs, and many indicators of provider accessibility and 

communication), owing in part to the small sample size available for this analysis.  (Only 168 

recent enrollees had been uninsured for the 6 months before enrolling in Medicaid.)  The pattern 

of these findings suggests that, relative to being uninsured, Medicaid may improve access along 

several additional dimensions. 

There were only three outcomes for which there was a statistically significant difference 

between the established Medicaid enrollees and the recent enrollees who had been insured for 

some or all of the 6 months before enrolling in Medicaid.  Established Medicaid enrollees were 

less likely than recent enrollees who had been insured before enrolling to have received any 

doctor or preventive visits, which suggests that Medicaid-covered children may face more access 

barriers for some services than children with other insurance.  In contrast, the parents of 

established Medicaid enrollees were 23 percentage points less likely to say that meeting their 

child’s health care needs caused financial difficulties, which indicates that the lower cost-sharing 

provisions in Medicaid, relative to private coverage, may be relieving financial burdens on 

families.    

E. COMPARISON OF ACCESS AND USE BETWEEN MEDICAID AND SCHIP 
ENROLLEES 

An important issue that has not received much attention is the extent to which systematic 

differences exist in the access and use experiences of Medicaid and SCHIP enrollees in the same 

state.  To examine this issue, we compare the reported levels of access and use for Medicaid 
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enrollees with those for SCHIP enrollees in California and North Carolina to assess whether 

there are any systematic differences between the children enrolled in Medicaid compared to 

SCHIP that are not accounted for by the observed differences in the characteristics of the 

children (related to the child’s age and health status and the parent’s socioeconomic background) 

served by the two programs.  Table VIII.9 presents the regression-adjusted means for Medicaid  

and SCHIP enrollees in these two states (the unadjusted means are presented in Appendix Table 

VIII.4). 

Access and use are fairly similar under Medicaid and SCHIP. The access and use 

experiences of SCHIP and Medicaid enrollees in each state are similar, whether or not we control 

for observed differences in their characteristics.  For example, in both states, there was no 

difference between the two programs in receipt of doctor visits, checkups, and specialist visits; 

stress and worry levels; and presence and type of a usual source of medical care.  However, the 

two areas where SCHIP and Medicaid established enrollees consistently fare differently across 

the two states are dental care and parental attitudes toward SCHIP/Medicaid.  In addition, in 

California, there were differences between Medicaid and SCHIP enrollees in emergency room 

visits and in several provider accessibility measures.14 

Medicaid enrollees are less likely than SCHIP enrollees to receive dental checkups and to 

have a usual source for dental care.  In both states, children enrolled in Medicaid are less likely 

than SCHIP enrollees to receive a dental checkup and less likely to have a usual source for dental 

care.  Controlling for observed differences in the characteristics of the children and their 

families, SCHIP enrollees in California were 7 percentage points more likely than Medicaid 

enrollees to have received a preventive dental visit and 12 percentage points more likely to have 

a usual source of dental care. In North Carolina, SCHIP enrollees were 13 percentage points 

                                                 
14 Some other differences were apparent between the two programs in one state and not the other. These are not 

noted in the text, however, since they are less likely to generalize more broadly. 
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TABLE VIII.9 
 

REGRESSION-ADJUSTED MEANS OF ACCESS TO CARE AND USE OF SERVICES,  
SCHIP AND MEDICAID ENROLLEES 

 

California  North Carolina 

 Medicaid
(Percent) 

SCHIP
(Percent)

  Medicaid 
(Percent) 

SCHIP
(Percent)

 

        
Service Use       

Any Doctor/Other Health Professional Visit 57.8 59.7   68.4 70.6 
Any Preventive Care or Checkup Visit 42.0 43.8   52.9 48.2 
Dental Visit for Checkup/Cleaninga 55.5 62.9 *  50.2 63.6 ***
Any Specialist Visit 12.0 12.8   18.4 19.3 
Any Mental Health Visit 4.7 5.0   8.4 3.7 ** 
Any Specialist or Mental Health Visit 15.8 16.3   24.5 22.7 
Any Emergency Room Visit 20.8 13.3 **  30.7 28.8 
Any Hospital Stay 3.3 3.0   5.8 7.0 

      
Unmet Needs       

Doctor/Health Professional Care 1.4 3.6 **  2.6 2.9 
Prescription Drugs 5.4 4.1   4.9 4.2 
Dental Carea 7.8 12.7 *  12.2 5.8 * 
Specialist 5.7 2.3 *  2.6 2.6 
Hospital Care 1.6 2.8   2.3 1.5 
Hospital, Specialist, Doctor, Drug 11.6 10.7   9.2 8.9 
Hospital, Specialist, Doctor, Drug, Dentista 17.1 19.5   17.2 13.1 
More than One Unmet Need 2.9 4.1   3.1 1.0 

      
Parental Perceptions of Meeting Child’s Health Care Needs       

Very Confident  74.0 80.4 *  82.0 85.3 
Never or Not Very Often Stressed 73.6 76.0   80.8 83.7 
Never or Rarely Worried  48.4 48.4   58.9 56.5 
Never or Rarely Cause Financial Difficulties 76.7 83.0 *  88.4 83.9 * 
Children on Medicaid/SCHIP Get Better Health Care  71.7 82.9 ***  69.2 77.5 * 
Doctors and Nurses Look Down Medicaid/SCHIP 32.4 19.2 ***  34.1 18.8 ***

       
Usual Source of Care (USC)       

Had USC in Past 6 Months 92.4 94.1   94.7 93.2 
USC Type: Private Doctor’s Office/Group Practice 47.4 46.6   66.7 65.7 
Usually Saw Same Provider at USC 70.8 73.2   66.5 59.8 * 
Had USC for Dental Care in Past 6 Monthsa 78.9 90.8 ***  75.9 82.1 * 
        

Provider Communication and Accessibility       
Would Recommend USC  88.7 89.2   94.8 94.1 
Could Reach Doctor After Hours 62.6 71.4 *  79.1 81.0 
Providers Explain in Understandable Ways 84.7 82.7   93.0 94.9 
Provider Treats with Courtesy/Respect 89.4 92.3   94.6 96.8 
Provider Talks About How Child Feeling 80.3 83.7   90.4 95.8 * 
Rated Ease of Getting Care Excellent or Very Good 36.2 38.9   54.7 56.1 
Wait Time for Care Less than 30 Minutes 39.0 49.6 **  67.8 63.2 
Travel Time to USC Less than 30 Minutes 82.1 88.8 *  81.9 82.1 

Sample Size 343 548   487 570 

Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 

Notes: Estimates based on samples of recent and established enrollees.  Established enrollees defined as those who have 
been enrolled in SCHIP or Medicaid for 5 months or longer.  The reference period for these measures is the 6 months 
prior to the interview.  Estimates based on regression adjusted means for established SCHIP and Medicaid enrollees. 

aApplies to children age 3 and older. 

***p-value < .01; **p-value < .05; *p-value < .10. 
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more likely to have received a preventive dental visit and 6 percentage points more likely to have 

a usual source of dental care (Table VIII.9).  The picture with respect to unmet dental needs is 

mixed. In California, unmet needs for dental care were five percentage points lower for Medicaid 

enrollees than for SCHIP enrollees. In North Carolina, however, we observe the reverse pattern: 

unmet needs for dental care were six percentage points higher among Medicaid enrollees than 

among SCHIP enrollees.   

Medicaid parents have less positive perceptions than do SCHIP parents of their children’s 

health insurance program.  In both states, the parents of children covered by Medicaid are less 

likely than parents of SCHIP enrollees to believe that children enrolled in the Medicaid or 

SCHIP program get better health care than the uninsured.  For example, other things equal, in 

both California and North Carolina, parents of SCHIP enrollees were 11 and 8 percentage points 

more likely than parents of Medicaid enrollees to believe that children on their program get 

better health care (Table VIII.9).  Likewise, in California and North Carolina, respectively, 

parents of SCHIP enrollees were 13 and 15 percentage points less likely than the parents of 

Medicaid children to believe that providers look down on the people who participate in their 

health insurance program. 

Medicaid enrollees in California rely more on the emergency room for care than do 

SCHIP enrollees.  Other things equal, Medicaid enrollees in California are seven percentage 

points more likely than SCHIP enrollees to have visited the emergency room in the 6 months 

before the survey (Table VIII.9).  It also appears that Medicaid enrollees in California are less 

likely than SCHIP enrollees to have a usual source of care where doctors can be reached after 

hours and where wait and travel times are short.  This suggests that the greater use of the 

emergency room among Medicaid enrollees may be driven by experiencing more access 

problems than SCHIP enrollees with their usual source of care.   
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F. SUMMARY 

Overall, the access and enrollment experiences of Medicaid and SCHIP enrollees were 

similar in both California and North Carolina, despite the differences in the characteristics of 

Medicaid and SCHIP enrollees in these two states.  For both Medicaid and SCHIP enrollees, 

views of the application process were positive, although somewhat more positive views were 

expressed on behalf of SCHIP enrollees.  In both states, Medicaid appears to be substituting for 

private coverage at lower rates, compared to SCHIP, which we discuss in more detail below.  

Medicaid enrollees appeared to have better access to care relative to being uninsured in several 

different areas.  In general, Medicaid enrollees and their families were reported to have positive 

access experiences under Medicaid, most of which were comparable to those reported under 

SCHIP, but there were a few areas where SCHIP enrollees seemed to fare better than Medicaid 

enrollees. 

These findings must be interpreted cautiously due to two limitations inherent in the analysis.  

First, this analysis covers only two states, both of which implemented SCHIP programs that were 

separate from Medicaid.  These states likely differ from other states in the characteristics of their 

Medicaid programs and of their Medicaid enrollees.  Moreover, the findings on how Medicaid 

and SCHIP experiences compare may not generalize to other states because of differences in 

how SCHIP was implemented across the country.  For example, states that established SCHIP 

programs as Medicaid expansions may find smaller differences between program experiences for 

Medicaid and SCHIP enrollees than those reported here.   

Second, survey response rates for the Medicaid sample were substantially lower than for the 

SCHIP sample, especially in California, and the direction and magnitude of any bias in the 

Medicaid estimates and comparisons with SCHIP are unknown.  Nonetheless, the findings 
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presented appear reasonable, given that they are consistent with the information available from 

other sources, as described below. 

The fact that most Medicaid enrollees had little difficulty with the application process 

suggests that states’ efforts to simplify the enrollment process for Medicaid, as well as for 

SCHIP, may have eased the burden that some families face applying for public coverage.  Note, 

however, that this perspective comes from families who have successfully enrolled in Medicaid.  

To the extent that families eligible for Medicaid in California or North Carolina have faced 

difficulty with the application process that ultimately led them not to enroll, our findings 

overstate the ease of the application process in these states.   In fact, analysis from a national 

survey indicates that there are more negative perceptions of Medicaid application processes 

among low-income families with uninsured children (Kenney et al. 2004) than found here among 

those who successfully enroll.  

Our analysis suggests that substitution is much less in Medicaid than in SCHIP.  This 

finding has strong external validity, given that Medicaid enrollees have much lower incomes.  As 

indicated earlier, other data sources indicate that access to employer-sponsored coverage 

increases sharply with income.  Moreover, research on the Medicaid expansions for pregnant 

women and children suggested that the degree of substitution increases with income (Dubay and 

Kenney 1996; and Dubay and Kenney 1997).   

Likewise, the findings that Medicaid improves access to care for the children who enroll and 

that it reduces stress and worry for their parents are also credible, given the known barriers that 

low-income families face seeking care for uninsured children.  More analysis is needed, 

however, to understand the source and potential consequences of some of the apparent access 

problems that were found in Medicaid related to unmet needs and reliance on emergency rooms.   
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Finally, in these two states, it appears that the separate SCHIP programs are providing better 

access to dental checkups and to usual sources of dental care, and that they seem to be rated 

higher in the value of the coverage and how providers view the families that participate.  This is 

consistent with reports in some states of greater provider resistance to participating in Medicaid 

than in SCHIP (Hill et al. 2003).  It is also consistent with past research comparing access to 

dental care between Medicaid and SCHIP (Almeida et al. 2001).  Moreover, in the only 

published study comparing Medicaid and SCHIP enrollees (Edwards et al. 2002)—which was 

done in Georgia, a state that used the same service delivery system for both Medicaid and 

SCHIP—access differences were found between Medicaid and SCHIP enrollees as well.  This 

suggests that it may also be important to gain a better understanding of the care-seeking 

behaviors of Medicaid and SCHIP enrollees and the barriers they may face seeking care, since 

gaps seem to exist even in settings where the service delivery systems are the same for the two 

programs.  In addition, states with separate programs that use different delivery systems under 

SCHIP than under Medicaid may want to examine provider payment policies (including 

reimbursement levels and reliance on managed care) under the two programs to assess whether 

policies used in SCHIP could be carried over successfully to Medicaid to close these gaps.   
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APPENDIX TABLE VIII.1 
 

ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT FOR ALL RECENT ENROLLEES 
 

 

Excluding 
Those with 

Age <1 or ≥18

Regressions with 
State Dummy 

Variables  

Regressions with 
State Dummy 
Variables and 

Excluding Those 
with Age <1 or 

≥18 
 (1) (2)  (3) 
 
Service Use      

Any Doctor/Other Health Professional Visit -0.02  0.02   0.00  
Any Preventive Care or Checkup Visit -0.05  0.00   -0.03  
Dental Visit for Checkup/Cleaninga 0.14 ** 0.12 **  0.13 ** 
Any Specialist Visit 0.04  0.02   0.02  
Any Mental Health Visit 0.02  0.02   0.03  
Any Specialist or Mental Health Visit 0.05  0.03   0.04  
Any Emergency Room Visit 0.05  0.05 *  0.02  
Any Hospital Stay 0.00  -0.03 *  -0.02  

     
Unmet Need      

Doctor/Health Professional Care -0.05 ** -0.03 **  -0.05 *** 
Prescription Drugs -0.01  -0.01   -0.02  
Dental Carea -0.10 *** -0.09 ***  -0.09 *** 
Specialist -0.01  -0.02   -0.02  
Hospital Care -0.02  -0.02 *  -0.02  
Hospital, Specialist, Doctor, Drug -0.04  -0.04   -0.06 * 
Hospital, Specialist, Doctor, Drug, Dentista -0.07  -0.08 **  -0.08 ** 
More Than One Unmet Need -0.06 * -0.05 **  -0.07 *** 

     
Parental Perceptions of Meeting Child�s Health Care 
Needs      

Very Confident  0.24 *** 0.23 ***  0.24 *** 
Never or Not Very Often Stressed 0.25 *** 0.18 ***  0.23 *** 
Never or Rarely Worried  0.18 *** 0.15 ***  0.19 *** 
Never or Rarely Cause Financial Difficulties 0.26 *** 0.25 ***  0.26 *** 

      
Usual Source of Care (USC)      

Had USC in Past 6 Months 0.12 *** 0.18 ***  0.14 *** 
USC Type: Private Doctor�s Office/Group Practice 0.06  0.11 ***  0.05  
Usually Saw Same Provider at USC 0.15 *** 0.16 ***  0.14 *** 
Had USC for Dental Care in Past 6 Monthsa 0.18 *** 0.16 ***  0.16 *** 

      
Provider Communication and Accessibility      

Would Recommend USC  0.05  0.04   0.04  
Could Reach Doctor After Hours -0.03  -0.02   -0.07  
Providers Explain in Understandable Ways 0.04  0.03   0.03  
Provider Treats with Courtesy/Respect -0.03  -0.04 *  -0.04  
Provider Talks About How Child Feeling 0.10  0.08 *  0.09 * 
Rated Ease of Getting Care Excellent or Very Good 0.10  0.08 *  0.09  
Wait Time for Care Less than 30 Minutes 0.01  0.03   0.02  
Travel Time to USC Less than 30 Minutes 0.09  0.06 *  0.08 * 

Sample Size 940  1,162   940  
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 Excluding 
Children 

Enrolled >2 
Years  

Excluding 
Children 

Enrolled >4 
Years 

Unweighted  
Regressions 

 (4)  (5) (6) 
 
Service Use     

Any Doctor/Other Health Professional Visit -0.02  -0.02  0.00  
Any Preventive Care or Checkup Visit 0.00  -0.02  -0.01  
Dental Visit for Checkup/Cleaningb 0.06  0.05  0.12 *** 
Any Specialist Visit -0.02  0.01  0.01  
Any Mental Health Visit -0.01  0.00  0.01  
Any Specialist or Mental Health Visit -0.04  0.01  0.01  
Any Emergency Room Visit 0.06  0.10 ** 0.05  
Any Hospital Stay -0.02  -0.01  -0.03  

    
Unmet Need     

Doctor/Health Professional Care -0.02  -0.02  -0.03 ** 
Prescription Drugs -0.01  0.00  -0.01  
Dental Carea -0.12 ** -0.13 *** -0.10 *** 
Specialist 0.00  0.02  0.00  
Hospital Care 0.00  -0.01  -0.02 * 
Hospital, Specialist, Doctor, Drug -0.01  0.01  -0.03  
Hospital, Specialist, Doctor, Drug, Dentista -0.04  -0.04  -0.08 ** 
More than One Unmet Need -0.05 * -0.04  -0.05 *** 

    
Parental Perceptions of Meeting Child�s Health Care Needs     

Very Confident  0.29 *** 0.26 *** 0.25 *** 
Never or Not Very Often Stressed 0.19 *** 0.17 *** 0.21 *** 
Never or Rarely Worried  0.15 ** 0.13 ** 0.21 *** 
Never or Rarely Cause Financial Difficulties 0.28 *** 0.23 *** 0.27 *** 

     
Usual Source of Care (USC)     

Had USC in Past 6 Months 0.19 *** 0.18 *** 0.18 *** 
USC Type: Private Doctor�s Office/Group Practice 0.06  0.06  0.08 ** 
Usually Saw Same Provider at USC 0.17 *** 0.12 ** 0.19 *** 
Had USC for Dental Care in Past 6 Monthsa 0.12 * 0.09  0.15 *** 

     
Provider Communication and Accessibility     

Would Recommend USC  0.07  0.04  0.03  
Could Reach Doctor After Hours -0.04  -0.04  -0.03  
Providers Explain in Understandable Ways -0.02  0.01  0.01  
Provider Treats with Courtesy/Respect -0.01  -0.02  -0.01  
Provider Talks About How Child Feeling 0.17 *** 0.10 * 0.06 * 
Rated Ease of Getting Care Excellent or Very Good 0.03  0.01  0.10 ** 
Wait Time for Care Less than 30 Minutes 0.03  0.04  0.07 * 
Travel Time to USC Less than 30 Minutes 0.05  0.03  0.06 ** 

Sample Size 711  562  1,162  
 
Source: 2002 congressionally mandated survey of Medicaid enrollees in 2 states. 
 
Notes: Estimates based on samples of established enrollees.  Unless otherwise noted, estimates are based on a 

linear probability model with fixed county effects that controls for characteristics of Medicaid enrollees 
and their parents. 

 
aApplies to children age 3 and older. 
 
***p-value < .01; **p-value < .05; *p-value < .10. 
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APPENDIX TABLE VIII.2 
 

ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT FOR ALL RECENT ENROLLEES  
INSURED FOR THE 6 MONTHS BEFORE ENROLLING 

 

Excluding 
Those with Age 

<1 or ≥18 

Regressions with 
State Dummy 

Variables  

Regressions with 
State Dummy 
Variables and 

Excluding Those 
with Age  
<1 or ≥18 

 (1) (2)  (3) 
 
Service Use        

Any Doctor/Other Health Professional Visit 0.10  0.08   0.10  
Any Preventive Care or Checkup Visit 0.07  0.08 *  0.08  
Dental Visit for Checkup/Cleaninga 0.19 ** 0.16 **  0.18 *** 
Any Specialist Visit 0.06  0.03   0.05  
Any Mental Health Visit 0.04  0.02   0.04  
Any Specialist or Mental Health Visit 0.09 * 0.05   0.08 * 
Any Emergency Room Visit 0.04  0.04   0.01  
Any Hospital Stay 0.01  -0.03   0.00  

    
Unmet Need     

Doctor/Health Professional Care -0.09 ** -0.06 **  -0.08 ** 
Prescription Drugs -0.02  -0.03   -0.05  
Dental Carea -0.12 ** -0.11 **  -0.11 ** 
Specialist -0.01  -0.03   -0.03  
Hospital Care -0.02  -0.04 *  -0.03  
Hospital, Specialist, Doctor, Drug -0.06  -0.07 *  -0.09 * 
Hospital, Specialist, Doctor, Drug, Dentista -0.11 * -0.13 **  -0.13 ** 
More than One Unmet Need -0.07  -0.07 **  -0.08 ** 

    
Parental Perceptions of Meeting Child�s Health Care 
Needs     

Very Confident  0.35 *** 0.32 ***  0.34  
Never or Not Very Often Stressed 0.31 *** 0.25 ***  0.30 *** 
Never or Rarely Worried  0.23 *** 0.23 ***  0.24 *** 
Never or Rarely Cause Financial Difficulties 0.26 *** 0.27 ***  0.26 *** 

     
Usual Source of Care (USC)     

Had USC in Past 6 Months 0.20 *** 0.29 ***  0.22 *** 
USC Type: Private Doctor�s Office/Group Practice 0.12  0.19 ***  0.09  
Usually Saw Same Provider at USC 0.27 *** 0.31 ***  0.25 *** 
Had USC for Dental Care in Past 6 Monthsa 0.25 *** 0.22 ***  0.23 *** 

     
Provider Communication and Accessibility     

Would Recommend USC  0.07  0.07   0.06  
Could Reach Doctor After Hours 0.10  0.05   0.02  
Providers Explain in Understandable Ways 0.03  0.07   0.03  
Provider Treats with Courtesy/Respect -0.06  -0.07   -0.08  
Provider Talks About How Child Feeling 0.12  0.11 *  0.12  
Rated Ease of Getting Care Excellent or Very Good 0.14 * 0.11 *  0.12 * 
Wait Time for Care Less than 30 Minutes 0.07  0.12 **  0.10  
Travel Time to USC Less than 30 Minutes 0.10  0.12 **  0.12 * 

Sample Size 940  1,162   940  
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 Excluding 
Children 

Enrolled >2 
Years 

Excluding 
Children Enrolled 

>4 Years  
Unweighted  
Regressions 

 (4) (5)  (6) 
 
Service Use      

Any Doctor/Other Health Professional Visit 0.06  0.07   0.08 * 
Any Preventive Care or Checkup Visit 0.06  0.06   0.08  
Dental Visit for Checkup/Cleaninga 0.10  0.10   0.18 *** 
Any Specialist Visit 0.00  0.03   0.03  
Any Mental Health Visit -0.01  0.01   0.01  
Any Specialist or Mental Health Visit -0.02  0.03   0.04  
Any Emergency Room Visit 0.04  0.09   0.04  
Any Hospital Stay -0.03  -0.01   -0.03  

     
Unmet Need      

Doctor/Health Professional Care -0.05  -0.05   -0.05 *** 
Prescription Drugs -0.02  -0.02   -0.03  
Dental Carea -0.16 ** -0.16 ***  -0.13 *** 
Specialist -0.01  0.01   -0.01  
Hospital Care 0.00  -0.02   -0.03 * 
Hospital, Specialist, Doctor, Drug -0.03  -0.03   -0.05 * 
Hospital, Specialist, Doctor, Drug, Dentista -0.10  -0.11   -0.15 *** 
More than One Unmet Need -0.05  -0.05   -0.05 *** 

     
Parental Perceptions of Meeting Child�s Health Care Needs      

Very Confident  0.38 *** 0.37 ***  0.34 *** 
Never or Not Very Often Stressed 0.27 *** 0.25 ***  0.28 *** 
Never or Rarely Worried  0.23 *** 0.20 ***  0.27 *** 
Never or Rarely Cause Financial Difficulties 0.28 *** 0.24 ***  0.28 *** 

      
Usual Source of Care (USC)      

Had USC in Past 6 Months 0.29 *** 0.29 ***  0.30 *** 
USC Type: Private Doctor�s Office/Group Practice 0.13  0.15 **  0.17 *** 
Usually Saw Same Provider at USC 0.30 *** 0.26 ***  0.32 *** 
Had USC for Dental Care in Past 6 Monthsa 0.17 * 0.16 *  0.22 *** 

      
Provider Communication and Accessibility      

Would Recommend USC  0.10  0.06   0.05  
Could Reach Doctor After Hours 0.05  0.04   0.05  
Providers Explain in Understandable Ways 0.01  0.05   0.05  
Provider Treats with Courtesy/Respect 0.01 -0.03   -0.03
Provider Talks About How Child Feeling 0.21 ** 0.14   0.08 * 
Rated Ease of Getting Care Excellent or Very Good 0.05  0.02   0.15 ** 
Wait Time for Care Less than 30 Minutes 0.15 * 0.13 *  0.13 ** 
Travel Time to USC Less than 30 Minutes 0.14 * 0.10   0.12 *** 

Sample Size 711  562   1,162  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees and disenrollees in 10 states. 

Notes: Estimates based on samples of established enrollees.  Unless otherwise noted, estimates are based on a 
linear probability model with fixed county effects that controls for characteristics of Medicaid enrollees 
and their parents. 

aApplies to children age 3 and older. 

***p-value < .01; **p-value < .05; *p-value < .10. 
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APPENDIX TABLE VIII.3 
 

ACCESS AND USE IMPACTS OF MEDICAID ENROLLMENT FOR RECENT ENROLLEES  
 INSURED SOME OR ALL OF THE 6 MONTHS BEFORE ENROLLING 

  

 

Excluding 
Those with Age 

<1 or ≥18 

Regressions 
with State 
Dummy 

Variables  

Regressions with 
State Dummy 
Variables and 

Excluding Those 
with Age <1 or 

≥18 
 (1) (2)  (3) 
 
Service Use       

Any Doctor/Other Health Professional Visit -0.17 *** -0.06   -0.13 ** 
Any Preventive Care or Checkup Visit -0.20 *** -0.09 *  -0.16 *** 
Dental Visit for Checkup/Cleaninga 0.07  0.05   0.06  
Any Specialist Visit 0.01  -0.01   -0.01  
Any Mental Health Visit 0.00  0.01   0.01  
Any Specialist or Mental Health Visit 0.01  0.00   0.00  
Any Emergency Room Visit 0.06  0.07   0.02  
Any Hospital Stay -0.02  -0.03   -0.04  

     
Unmet Need      

Doctor/Health Professional Care 0.00  0.01   0.00  
Prescription Drugs 0.02  0.03   0.02  
Dental Carea -0.08  -0.06   -0.07  
Specialist 0.00  0.00   -0.01  
Hospital Care -0.02  -0.01   -0.02  
Hospital, Specialist, Doctor, Drug -0.01  0.01   -0.02  
Hospital, Specialist, Doctor, Drug, Dentista -0.01  -0.01   -0.02  
More than One Unmet Need -0.04  -0.02   -0.04  

     
Parental Perceptions of Meeting Child�s Health Care Needs      

Very Confident  0.09  0.12 **  0.11 ** 
Never or Not Very Often Stressed 0.16 ** 0.09 **  0.16 *** 
Never or Rarely Worried  0.13 * 0.06   0.13 ** 
Never or Rarely Cause Financial Difficulties 0.25 *** 0.23 ***  0.25 *** 

      
Usual Source of Care (USC)      

Had USC in Past 6 Months 0.03  0.05   0.05  
USC Type: Private Doctor�s Office/Group Practice 0.00  0.05   0.00  
Usually Saw Same Provider at USC 0.02  -0.01   0.00  
Had USC for Dental Care in Past 6 Monthsa 0.09  0.08   0.08  

      
Provider Communication and Accessibility      

Would Recommend USC  0.03  0.02   0.03  
Could Reach Doctor After Hours -0.14 ** -0.08 *  -0.14 *** 
Providers Explain in Understandable Ways 0.05  0.00   0.03  
Provider Treats with Courtesy/Respect 0.00  -0.02   -0.01  
Provider Talks About How Child Feeling 0.07  0.05   0.06  
Rated Ease of Getting Care Excellent or Very Good 0.06  0.05   0.06  
Wait Time for Care Less than 30 Minutes -0.05  -0.06   -0.06  
Travel Time to USC Less than 30 Minutes 0.07  0.01   0.04  

Sample Size 940  1,162   940  
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 Excluding 
Children 

Enrolled >2 
Years 

Excluding 
Children Enrolled 

>4 Years  
Unweighted 
Regressions 

 (4) (5)  (6) 
 
Service Use        

Any Doctor/Other Health Professional Visit -0.13 * -0.14 **  -0.09 * 
Any Preventive Care or Checkup Visit -0.08  -0.12 *  -0.11 ** 
Dental Visit for Checkup/Cleaninga -0.01  -0.04   0.04  
Any Specialist Visit -0.04  -0.02   -0.02  
Any Mental Health Visit -0.01  0.00   0.02  
Any Specialist or Mental Health Visit -0.05  -0.02   -0.01  
Any Emergency Room Visit 0.07  0.11 **  0.05  
Any Hospital Stay -0.01  -0.01   -0.03  

     
Unmet Need      

Doctor/Health Professional Care 0.02  0.02   0.00  
Prescription Drugs 0.02  0.03   0.01  
Dental Carea -0.05  -0.08   -0.06  
Specialist 0.01  0.03   0.02  
Hospital Care -0.01  0.00   -0.01  
Hospital, Specialist, Doctor, Drug 0.02  0.06   0.01  
Hospital, Specialist, Doctor, Drug, Dentista 0.07  0.05   0.00  
More than One Unmet Need -0.04  -0.02   -0.03  

     
Parental Perceptions of Meeting Child�s Health Care Needs      

Very Confident  0.18 *** 0.12 **  0.14 *** 
Never or Not Very Often Stressed 0.09  0.06   0.13 *** 
Never or Rarely Worried  0.06  0.05   0.15 *** 
Never or Rarely Cause Financial Difficulties 0.27 *** 0.21 ***  0.26 *** 

      
Usual Source of Care (USC)      

Had USC in Past 6 Months 0.07 * 0.05   0.06 ** 
USC Type: Private Doctor�s Office/Group Practice 0.00  -0.02   0.02  
Usually Saw Same Provider at USC 0.01  -0.04   0.05  
Had USC for Dental Care in Past 6 Monthsa 0.04  -0.02   0.07  

      
Provider Communication and Accessibility      

Would Recommend USC  0.05  0.02   0.02  
Could Reach Doctor After Hours -0.10  -0.10   -0.08 * 
Providers Explain in Understandable Ways -0.06  -0.04   -0.02  
Provider Treats with Courtesy/Respect -0.01  -0.02   0.01  
Provider Talks About How Child Feeling 0.14 ** 0.08   0.04  
Rated Ease of Getting Care Excellent or Very Good 0.01  -0.01   0.04  
Wait Time for Care Less than 30 Minutes -0.09  -0.06   0.03  
Travel Time to USC Less than 30 Minutes -0.03  -0.03   0.02  

Sample Size 711  562   1,162  

Source: 2002 congressionally mandated survey of Medicaid enrollees in 2 states. 

Notes: Estimates based on samples of established enrollees.  Unless otherwise noted, estimates are based on a 
linear probability model with fixed county effects that controls for characteristics of Medicaid enrollees 
and their parents. 

aApplies to children age 3 and older. 
 
***p-value < .01; **p-value < .05; *p-value < .10. 
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APPENDIX TABLE VIII.4 
 

BIVARIATE ESTIMATES OF ACCESS AND USE AMONG ESTABLISHED MEDICAID AND SCHIP ENROLLEES IN 
CALIFORNIA AND NORTH CAROLINA 

 

California  North Carolina 

 Medicaid
(Percent) 

SCHIP
(Percent)

  Medicaid 
(Percent) 

SCHIP
(Percent)

 

        
Service Use     

Any Doctor/Other Health Professional Visit 57.9 60.6   67.1 73.0 ** 
Any Preventive Care or Checkup Visit 42.4 42.9   52.4 46.6 * 
Dental Visit for Checkup/Cleaninga 56.4 64.0 *  52.7 64.9 *** 
Any Specialist Visit 11.2 12.7   18.2 20.8  
Any Mental Health Visit 4.6 5.4   8.5 6.0  
Any Specialist or Mental Health Visit 15.0 16.3   24.5 26.0  
Any Emergency Room Visit 20.5 13.3 ***  30.6 22.4 ** 
Any Hospital Stay 3.3 2.3   5.7 5.0  

    
Unmet Needs     

Doctor/Health Professional Care 2.0 2.3   2.9 1.3 * 
Prescription Drugs 6.1 3.4   5.0 3.5  
Dental Carea 7.4 11.9 *  12.0 8.5  
Specialist 5.3 3.7   2.8 2.0  
Hospital Care 1.8 1.8   2.2 1.7  
Hospital, Specialist, Doctor, Drug 12.0 9.6   9.4 6.6  
Hospital, Specialist, Doctor, Drug, Dentista 19.8 19.7   21.7 14.1  
More than One Unmet Need 3.5 3.2   3.5 2.2  

    
Parental Perceptions of Meeting Child’s Health Care Needs     

Very Confident  75.2 78.7   82.7 84.2  
Never or Not Very Often Stressed 74.4 74.9   81.5 83.7  
Never or Rarely Worried  49.3 47.5   59.8 63.2  
Never or Rarely Cause Financial Difficulties 77.9 81.2   87.8 86.7  
Children on Medicaid/SCHIP Get Better Health Care  71.8 85.6 ***  69.4 77.6 *** 
Doctors and Nurses Look Down Medicaid/SCHIP 33.5 19.1 ***  34.6 17.2 *** 

     
Usual Source of Care (USC)    

Had USC in Past 6 Months 92.5 92.7   94.5 93.3  
USC Type: Private Doctor’s Office/Group Practice 48.7 47.7   65.7 71.8  
Had USC for Dental Care in Past 6 Monthsa 80.6 88.4 ***  76.9 86.5 *** 
Usually Saw Same Provider at USC 71.9 70.8   66.0 65.8

    
Provider Communication and Accessibility    

Would Recommend USC  89.0 88.0   95.0 95.3
Could Reach Doctor After Hours 62.8 70.1 *  80.2 81.7
Providers Explain in Understandable Ways 85.5 83.04   93.07 94.32
Provider Treats with Courtesy/Respect 90.2 90.5   95.2 96.6
Provider Talks About How Child Feeling 80.2 80.9   92.1 90.5
Rated Ease of Getting Care Excellent or Very Good 35.8 37.0   54.3 54.4
Wait Time for Care Less than 30 Minutes 39.9 49.1 **  66.3 65.5
Travel Time to USC Less than 30 Minutes 83.2 87.0   82.4 83.6

Sample Size 343 548   487 570  
 
Source: 2002 congressionally mandated survey of SCHIP enrollees in 10 states and Medicaid enrollees in 2 states. 
 
Note: Estimates based on samples of established enrollees. 
 
aApplies to children age 3 and older. 
 
***p-value < .01; **p-value < .05; *p-value < .10. 
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