A Profile of Health Problems and Quality of Care for Publicly vs. Privately Insured Children in the US
Christina Bethell, PhD, MBA, MPH?, Michael Kogan, PhD?, Bonnie Strickland, PhD?, Edward Schor, MD*, Eva Hawes, MPH, CHES! OREGON

and Paul Newacheck, DrPH> HEALTH

JLERCQlIeRPaClEeEEEUE  1Child and Adolescent Health Measurement Initiative, Oregon Health and Science University, Portland, OR; 20ffice of Epidemiology and Research HRSA, Maternal and Child Health Bureau, &SCIENCE
Measurement Initiative , , ] , , , , , , ) UNIVERSITY
Rockville, MD; 3Integrated Services for Children with Special Health Needs, Maternal and Child Health Bureau, Rockville, MD; 4 Programs & Partnerships, Lucile Packard Foundation
for Children’s Health, Palo Alto, CA; and ~Phillip R. Lee Institute for Health Policy Studies, University of California San Francisco Medical Center, San Francisco, CA.

Background Results: National Prevalence and State Variation Minimal Quality of Care Index Composite Measure

M I M M .o o -
Both the Children's Health Insurance Program Reauthorization Act (CHIPRA) of 2009 and the Prevalence of Special Health Care Needs. Chronic Health Problems and Ke Figure 6. Quality of Care Fewer than half of all US children
. . [ [ . p /4 y 60 . .
Affordable Care Act (ACA) seek to expand insurance coverage and ensure quality of care Figure 1. National Prevalence of Health Problems and Health Service Needs Health Risk 5o | (39.0%) met criteria across each of 3
provided for children, youth and families. The 2011/12 National Survey of Children's Health ealth Risks ‘0 : q | ™ Private minimal quality indicators (insurance
-(NSCITI). is t.he mos.t recent na_tlonal and state-specific sample_of chl.ldren that allows 80.0 B Private insurance 737 An estimated 23.6% of US children (17 million) currently have at least 1 of 20 chronic health conditions assessed, Percentage ?:;::nce usually or always adequate, at least 1
identification of differences in health status and system quality by insurance source and across 0.0 o 57.7 increasing to 38.5% when being overweight or obese, or being at high or moderate risk for developmental, behavioral % 20 - insurance preventive care visit, met medical
states; making it an important resource for assessing needs and tracking the impact of both the ' Public insurance or socia! problems.are includgd. CSHCN preva_lence ranges from 14.4% to 26.4% across the 50 statgs_and the District of home criteria), with wide variations
CHIPRA and ACA Iegislation on the health and health care of children and youth in the US. Percentage 40.0 29.0 ] Columbia for all children and is significantly higher for children with public health insurance (6.3 million [23.4%]) 0 - across states, ranging from 29.4% to
9 234 _ compared with those with private health insurance (7.7 million [18.5%]; p <.05). Compared with privately insured Met mini lity of ind !
Utilizing dat ided in the 2011/12 NSCH 5 health status and 10 % ' i i : i et minimum quatity of care fndex 53.5%. Older children (34.9% for
I1ZIng data providea in the , WE compare > summary nealtn status an 20.0 — children, the prevalence, complexity, and severity of health problems were systematically greater for the 37.1% of all -2 /0. -J70
insurance coverage and system quality indicators aligned with CHIPRA and ACA priorities. 00 J - children who are publicly insured, after adjusting for variations in demographic and socioeconomic factors (table s and Adjusted Odds 116 children aged 12—-17 years), CSHCN
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Variations in children’s health, consistency of insurance, access to and quality of care were CSHCN One or more chronic conditions  CSHCN who have more complex figures 1 and 2) Prevalence of special needs and specific health conditions is generally lower for Hispanic children living Ratio (95% Cl) (1.06-1.27) (34.1%), and publicly insured children
luated b heth hild h bli ivat tor health i Nati l and ] health care needs in households with Spanish as their primary household language--a pattern consistent with prior research. White, black, (34.2%) scored positively on this
€vaila e_ .y whether a chi aspu i ICorpriva e S?C orhea msura'n_ce' a lona an_ across Adjusteq and Hispanic children living in English-speaking households were more similar, although some variations were observed Table 6. Quality of Care o ° ] P Y )
state variations are explored as are differences within and across specific socioeconomic and Odds Ratio 1.82 1.79 1.76 depending upon the health condition evaluated. Although prevalence rates varied by race/ethnicity, once identified as minimal quality of care composite
health related subgroups of children. (95% 1) (1.65-2.02) (1.62-1.98) (1.46-2.12) having a special health care needs or specific health condition, groups were similar on service need complexity, number Children with Children with measure less frequently than younger,
> r | —— of conditions and health risks (not shown). Public Insurance Private healthy, and privately insured children
Overview of CHIPRA and ACA Legislation Related to : Insurance figure and table 6).
child s | d Health i Quali Table 1. National and State Prevalence of Health Problems and Health Service Needs Health Care Quality Measures Sy 22.6% (AZ) — 53.6% 37.1% (M) (fig )
laren's insurance an ealt are Qualit : . P ST e .
y After adjustment for demographic and health status differences, the probability of meeting insurance consistency quality of care index (VT) 56.0% (NH)
) , o Children with Children with and health care quality measure criteria was less for publicly insured children on all but two measures, where rates
Children’s Health Insurance Program Reauthorization Act (CHIPRA) of 2009 Public Insurance Private Insurance were higher for publicly insurance children: (1) adequacy of insurance measure and (2) developmental and Figure 7. National Prevalence of Specific Health Conditions
*Seeks to improve access to and quality of care for children enrolled in the Children’s Health Children with Special Health Care Needs (CSHCN) 15.9% (CA) — 35.9% (KY) 12.5% (CA) — 21.9% (KY) behavioral screening measure (tables and figure 3 and 4). |
P Overweight/Obese (Age 10-17 years) 24.9% | 42.7%
Insurance Program (CHIP) and Medicaid. _— *Notable disparities were observed among publicly insured children according to race/ethnicity and across all Moderate/High Risk of Developmental Delay (4-71.. 20.6% 31.8%
*Mandates implementation and evaluation of quality of care measurement efforts. _— children by special needs status and household income: Learning Disabiility (Age 3-17)
. . . . . . * Among publicly insured children, gaps in insurance coverage were highest for Hispanic children (12.5%) Asthma
A set of core measures has been speC|f|ed, many of which are topics also included in the * Among publicly insured children, white children had the lowest rate of reported inadequate insurance (14.2%), ADD/ADHD (Age 2-17)
NSCH. : : : : which was statistically different from that of Hispanic children (20.3%), and black children (17.8%) p <.05) . Speech Problems (Age 2-17) 9
. . Figure 2. Nationwide Prevalence of Health Risks ) o h | that o >k _ 87%) p<.05). | Behavior/Conduct Problems (Age 2-17) &% %% . Autism, Asperger’s, PDD or ASD: p=0.04
Patient Protection and Affordable Care Act of 2010 (ACA) Among pu'b icly insured c |'dren,.H|spa'n|c and black children more often experlfanced not receiving needed menta Developmental Delay (Age 2-17) 5 o 5-5% - Tourette syndrome: p=0.109
. . health services compared with white children (47.7%, 55.0%, and 30.4%, respectively, p <0.05). Anxiety Problems (Age 2-17 4o)% - -
. . . . . 50 B Privat 4 (Ag ) 3.0% - Diabetes: p=0.607
*Further emphasizes CHIPRA insurance coverage and quality priorities. 427 rivate Insurance Depression (Age 2-17) 5% P~V
. . . . . . | ) Public i Bone, joints or muscle problems | 827 -
Additional provisions related to coverage for children with special health care needs. 40 e 34| ublic insurance Autism, Asperger's, PDD or ASD (Age g_”) 220 *#p<0.001 for all other conditions
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Requires meas_urement ?f guality across sevci_-ral domalns:) and stratl.flcatlor) of measures by 30 - rao— Figure 4. Preventive Health Care Nationwide ntellectua 'Sav'i;izn( pﬁzblemz
CSHCN and socioeconomic status, both of which are possible to achieve using NSCH data. Percentage 100 Hearing problems ‘
% - 1
. 20 146 — Epilepsy or seizure disorder Lde
*Provision of a full range of preventive services and support for Primary Care Medical Home : 84.1 82.5 B , .
i i iatri 80 - 735 ————— . . rain injury or concussion 2% Publicly Insured
demonstrations in pediatrics 10 - S W Private insurance Cerebral Palsy | @i
0 - . . Percentage 60 1 — Tourette Syndrome (Age 2-17) |0 | |
Overweight or obese High or moderate risk for Two or more adverse Y & 0% 10% 20% 30% 40% 50%
Data: developmental delays (PEDS)  childhood experiences ? 40 4 30.7 315
Data for this study were drawn from the 2011/12 NSCH public use data files prepared by the Adjusted 20 Conclusions and Imolication
Child and Adolescent Health Measurement Initiative through its Data Resource Center for Child Odds Ratio 1.54 1.42 2.40 onclusions a plications
and Adolescent Health (DRC). The 2011/12 National Survey of Children’s Health (NSCH) was (95% C1) (1.33-1.78) (1.19-1.69) (2.15-2.69) 0 -
conducted between February 2011 and June 2012 with at least 1800 parents of children 0-17 Preventive frjfdical care P"eventiv?#tental care bDEve!OPnlﬁental and Significant health status and health care quality disparities exist between US children with public
VISl ViSI enavioral screenin . . .
years old from each state. The NSCH is led and sponsored by the Maternal and Child Health Table 2. Nationwide and State Prevalence of Health Risks Adjusted & versus private sector health insurance coverage, even when controlling for a range of
Bureau and administered by the National Center for Health Statistics using the State and Local _ Children with Public Insurance Children with Private Insurance "(‘;'i'j/"glt)m 1.09 1.04 1.07 demographic and health status factors. There is also wide variation both within and across
(1] . . . . . .
i ] ] ] states in the prevalence of numerous indicators of child health and health care quality that point
Area Integrated Telephone Survey mechanism. Children who meet criteria for 21.0% (UT) — 57.9% (TX) 16.1% (UT) — 32.0% (SC) (0.96-1.24) (0.92-1.18) (0.89-1.29) to the pot tF') ¥  of polici 4 . tine child health quatity P
Child Health and Service Need Measures Evaluated overweight/obese based on BMI 0 the potential Impact ot policies and programs impacting child heaitn.

Table 4. Preventive Health Care Nationwide and State

Findings support CHIPRA and ACA emphasis on improving health care system performance in

m Children with Public Insurance Children with Private Insurance areas of (1) insurance duration and adequacy, (2) health care access, (3) chronic condition
management and (4) health promotion and disease prevention. Results demonstrate the
_—_ importance of continuously evaluating disparities in health and quality of health care delivery

*CSHCN prevalence and service need complexity based on the CSHCN Screener

*Prevalence, comorbidity, and parent-assessed severity of 20 chronic medical, mental, __

behavioral, or developmental health conditions or problems

) ) ] ) Children experiencing two or more adverse 22.5% (CA) — 47.6% (KY) 8.7% (CT) — 23.4% (NV)
*Prevalence of 2 key risk factors: a) overweight or obesity for children aged 10 to 17 years, childhood experiences (of the 9 asked oreventive dental . e e e e between publicly and privately insured children; which is critical to realize the goals of health
H 0, H H H reventive dental care visi .. . .. . .
defined as 285% of body-mass-index (BMI) and b) moderate or high risk for developmental or about) (age 1-17) ° ° ° ° care reform to eliminate disparities and promote the early and lifelong health of children, youth
behavioral problems based on responses to Parents Evaluation of Developmental Status© items of families in the US.
Insurance Consistency and Quality of Care Measures: 100.0 772 . . . . relevant to CHIPRA and ACA provisions requiring that states report on children’s health
*Gaps in health insurance for children with either public (Medicaid or CHIP) or private health : 82.1 W Private insurance Figure 5. Medical Home Nationwide insurance coverage and quality of care and stratifying these measures according to children’s
insurance 75.0 - | 729 - Public insurance special health care needs and socioeconomic status. Further evaluation of these data can help
- | 660 80.0 ™ Private insurance luate th t of stat d pol health f fold
*Three preventive care measures included the following: a) preventive medical care visit, b) 59.2 69.9 2 Public insurance evaluale the Impact ot state programs and policies as health care reform untolds.
preventive dental care visit, and c) provision of developmental screening using a standardized Perc‘i/”tage 500 60.0 56.9 ' P
(0} ’ .
parent-completed tool References
*Two specialized services measures: a) problems accessing specialist care and b) receiving 250 - Percentage 40.0 - 1. Bethell CD, Read D, Stein R, et al. Identifying children with special health care needs: development and evaluation of a short
mental health services for children reported to have a mental, emotional, or behavioral health % screening instrument. Ambul Pediatr. 2002;2:38-48.
roblem 7.7 5.4 20.0 - 2. Bethell CD, Kogan MD, Strickland BB, Schor EL, Robertson J, Newacheck PW. A national and state profile of leading health
P 0.0 . . _ : . problems and healthcare quality for US children: key insurance disparities and across-state variations. Academic Pediatrics.
*A three part medical home composite measure: a) personal doctor or nurse and a usual source No gaps in coverage  Adequate coverage  Problem accessing  Access to mental health 00 2011;11(3):522-33.
i i ivi iali if needed if needed e 3. Bethell C, Simpson L, Stumbo S, Carle AC, Gombojav N. National, state, and local disparities in childhood obesity. Health Affairs.
of care b) family ce.nterjed care, and c).problems accessing needed referrals and receiving Adjusted e s specia |stl CIa;el neede carl'eolonee e Family centered care Care coordintion  Medical home (composite) 2010;3:347_356? j P y
needed care coordination across prowders and with schools Odds Ratio (2.90-4.50) (2.11-2.64) (0.99-1.42) (0.76-1.32) OAdd;usl:ec! 4. Bethell C, Reuland C, Schor E, Abrahms M, Halfon N. Rates of parent-centered developmental screening: disparities and links to
*A “minimal quality of care index” consists of a composite measure of 3 positive systems—level (95% C1) (95; glt)'° 1.21 1.07 119 services access. Pediatrics. 2011;1:146-155.
. : . . I o 1.09-1. i ot ; i ;

quallty Of care attrlbutes: adequate |nsurance’ at Ieast 1 preventlve care V|S|t N the past year' ( 09 33) (093_124) (109_131) 5. Bramlett MD, Read D, Bethell C, Blumberg SJ. leferentlatlng subgroups of children with speC|aI health care needs by health
and receiot of care in a medical home . . status and complexity of health care needs. Matern Child Health J. 2009;13: 151-163.

P ) Table 3. Nationwide and State Insurance and Access to Care Table 5. Medical Home Nationwide and State 6. Centers for Disease Control and Prevention, National Center for Health Statistics, State and Local Area Integrated Telephone

Statistical Analvsis Survey. 2011-2012 National Survey of Children’s Health Frequently Asked Questions. April 2013. Available from URL:
] ) ) ) Children with Public Insurance Children with Private Insurance . . . . . . http://www.cdc.gov/nchs/slaits/nsch.htm
National and state-by-state population prevalence for all health, insurance and quality of care m— m Children with Public Insurance Children with Private Insurance

7. Glascoe FP, Robertshaw NS. Parents Evaluation of Developmental Status: Developmental Milestones (PEDS: DM). Available at:

variables were weighted to represent the population of non-institutionalized children age 0 to No gaps in coverage in past 12 months 83.5% (TX) = 97.0% (IL) 93.9% (NV) - 99.0% (W1) Family centered care 42.7% (AZ) - 77.4% (VT) 66.9% (NV) — 83.2%9% (VT) http://www.pedstest.com
17 years in the United States. For bivariate analyses, standard t-tests or chi-square tests of 8. National Survey of Children’s Health. Data Resource Center. Available at: http://www.childhealthdata.org
statistical differences were used. Multivariate ana|yses are used to estimate the adjusted odds _—_ _—_ 9. Simon AE, Chan KS, Forrest CB. Assessment of children’s health related quality of life in the United States with a
of experiencing each health status, insurance and quality of care indicator according to whether Problem accessing specialist care if 15.1% (NJ) - 2.5% (MT) 8.1% (NV) - 3.3% (AK) multidimensional index. Pediatrics. 2008;121:e118-e126.
) ) ) ] ’ ) .. s needed Met all Medical Home 31.0% (AZ) - 62.4% (VT) 56.5% (NV) = 73.7% (VT) 10. U.S. Department of health & Human Services, Agency for Healthcare Research and Quality. Children’s Health Insurance
a child has pUbIIC Vs. private insurance coverage. Child’s age, Sex, race, etthItyl primary criteria Program Reauthorization Act (CHIPRA). April 2014. Available from URL: http://www.ahrg.gov/policymakers/chipra/

household language, and household income are controlled for in these analyses. Additionally, _—_ 11. U.S. Department of Health & Human Services, Healthcare.gov. About the Law, Affordable Care Act (ACA). April 2014. Available
CSHCN status was included in regression models for quality of care variables. from URL: http://www.hhs.gov/healthcare/rights/




