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I. Introduction 
A. Nature of the research problem 
The past two decades have witnessed a dramatic increase in public health insurance for children, 
including Medicaid expansions in the late 1980s and implementation of the State Children’s 
Health Insurance Program (SCHIP) in the late 1990s. Despite this achievement, concerns about 
recent turbulence in the economy, ongoing declines in private coverage, and the number of 
children remaining uninsured have sparked a national debate over future strategies for covering 
children, as evidenced by the struggle over SCHIP reauthorization, including two presidential 
vetoes in 2007. Although many studies of SCHIP have contributed to the debate, few have 
focused on recent trends in SCHIP eligibility, coverage and access to care for children with 
special health care needs (CSHCN), a group of children especially vulnerable in the current 
health insurance systems. The goal of this project is to help inform the debate by providing new 
information about these issues. Findings from this empirical analysis can help inform policy-
making on health care financing for CSHCN in the ongoing debate of health care reform. 

B. Purpose, scope, and methods of the investigation 
Specifically, this study aims to examine the changing role of SCHIP in serving CSHCN between 
2001 and 2005. It has the three specific aims: (1). To assess trends in SCHIP-eligibility for 
CSHCN; (2) To examine trends in the proportion of CSHCN who are SCHIP-eligible but 
uninsured; and (3) To investigate trends in access to health care for the SCHIP-enrolled CSHCN. 

This study is a secondary data analysis of the National Survey of CSHCN in 2001 and 2005. 
Both descriptive and multivariate analyses are performed. 

C. Nature of the findings 
Our analyses showed that there is a slight increase in SCHIP eligibility for CSHCN between 
2001 and 2005 (8.44% vs. 9.83%, χ2 test, P<0.05). Among the SCHIP-eligible CSHCN, we 
found a substantial decrease in the uninsurance rate from 21.15% in 2001 to 10.87% in 2005 (χ2 
test, P<0.05). After controlling for covariates, our analyses indicated that CSHCN in 2005 were 
57% less likely to be uninsured than those in 2001. Our multilevel analysis also identified state 
policies that significantly affect uninsurance among the SCHIP-eligible CSHCN, including asset 
tests (positive effects), and presumptive eligibility (negative effects). In addition, our analyses 
showed that access to care for CSHCN improved substantially over the study period and that 
SCHIP played an important role. 

II. Review of the Literature 
Background Information about CSHCN: CSHCN include “those who have or are at increased 
risk for a chronic physical, developmental, behavioral or emotional condition and who also 
require health and related services of a type or amount beyond that required by children 
generally,” as defined by the Maternal and Child Health Bureau (MCHB) 1. A recent national 
survey noted a prevalence of 12.8% 2, or 9.4 million in 2000.  

In recent years, CSHCN have been the focus of numerous studies, which have concluded that 
CSHCN have poorer health status, greater needs for health care, and higher expenditures than 
children generally 3-10. In particular, some researchers have expressed concerns that CSHCN are 
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especially vulnerable in the current marketplace, which is dominated by managed care plans, and 
could suffer from the serious problem of limited access to health care 4, 10, 11. 

To identify CSHCN based on the above definition, “the policy research community has 
converged in its support for” 12 the instrument, called the CSHCN Screener, which includes five 
stem questions on general health care needs 13. Each of the stem questions has two follow-up 
questions to screen for chronic health conditions. Those who affirmatively answer one of the 
stem questions and its two follow-up questions are considered to have a special health care need. 
This study will identify CSHCN on the basis of parental responses to the CSHCN Screener 
questions as part of the National Survey of CSHCN.  

SCHIP eligibility and coverage for CSHCN: SCHIP was enacted by the Congress in 1997 to help 
provide health insurance for children of low-income families, who are not qualified for Medicaid 
and cannot afford private insurance. After its initial implementation, some researchers have 
examined SCHIP eligibility for CSHCN, and have reported mixed results. For example, the 
proportion of CSHCN eligible for SCHIP in 2000 ranged from 7.5% 14 to 16.8% 15. The 
literature also reported on SCHIP coverage for CSHCN. For example, Yu and colleagues found 
that most of the SCHIP-eligible CSHCN were actually enrolled in SCHIP, and less than 20% of 
the SCHIP-eligible CSHCN were uninsured in 2000 14. That was a relatively small proportion, 
compared with the literature report that 36% of all the SCHIP-eligible children were uninsured 
16. The published research has examined risk factors for uninsurance among the SCHI-eligible 
CSHCN. After controlling for personal factors, the uninsurance rate was significantly affected by 
State-level factors (e.g. free-standing SCHIP programs have higher uninsurance rate) 16, 17. 

After one decade of SCHIP implementation, a question naturally arises of how SCHIP eligibility 
and coverage changed over the years. A number of studies aimed to answer this question 18-21 , 
and commonly concluded that (1) SCHIP eligibility has been expanded after 2000, and (2) there 
are still large number of children who were SCHIP-eligible but uninsured. While these studies 
provided updated information about SCHIP, none of them has focused on CSHCN.  

SCHIP and access to care for CSHCN: Numerous studies have confirmed the positive effect of 
SCHIP both on extending coverage to children living near poverty, and on improving access to 
care for those enrolled 22-26 27-29. Few studies, however, have examined the role of SCHIP with 
respect to CSHCN, although some researchers have recognized SCHIP’s potential for improving 
access to care for CSHCN 4, 30, 31 32. Two national studies 14, 15 found that access to care for the 
SCHIP-enrolled CSHCN was better than those CSHCN who were SCHIP-eligible but uninsured. 
Some researchers also noted that within three states of New York, Florida, and Kansas, CSHCN 
have increased access to and satisfaction with health care after SCHIP enrollment 3, 33, 34. Despite 
these positive effects of SCHIP, the literature also reported on access problems for the SCHIP-
enrolled CSHCN, including unmet needs and problems in some States with respect to provider 
availability and service authorization35, 36. Little is known, however, about the changing role of 
SCHIP with respect to CSHCN after nearly 10 years of SCHIP implementation. For example, 
one recent study found significant effect of Medicaid eligibility, on unmet needs for CSHCN, 
compared with insignificant effect of SCHIP 37. In particular, it is not clear in the literature if 
access to care for the SCHIP-enrolled CSHCN is better now. 

Summary: Despite prior work on SCHIP and CSHCN, there are many gaps in the literature, 
which we will address in this study, including (1)the trends in SCHIP eligibility for CSHCN 
between 2001 and 2005; (2) the trends in the proportion of CSHCN who were eligible for SCHIP 
but uninsured; and (3)the trends in access to care for the SCHIP-enrolled CSHCN. 

III. Study Design and Methods 
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A. Study design 
This study has three parts. It will first identify the CSHCN who are eligible for SCHIP. Then, 
among the SCHIP-eligible CSHCN, it will assess the proportion of CSHCN who remain 
uninsured, and the risk factors of being uninsured. Finally, the study will focus on the SCHIP-
enrolled CSHCN and examine changes in their access to care. To examine these issues, this 
study uses the Andersen Behavioral Model of health care seeking behavior 38, 39. The model 
covers four categories of variables, including (1) predisposing factors, such as age, sex, race, 
mother’s education, and the language used for the interview; (2) need factors, including type of 
special need, and number of CSHCN within household; (3) enabling factors, including income 
as percentage of federal poverty line, place of residence as indicated by the Metropolitan 
Statistical Areas (MSA); and (4) system factors, including State policies on type of SCHIP 
program, enrollment and renewal procedures, and cost-sharing practices. In addition, dummy 
variables were included in all the multivariate analyses to control for State variations. 

B.  Population studied 
The study population includes CSHCN across the nation.  

C. Sample selection 
The study sample includes those children who were interviewed by the National Survey of 
Children with Special Health Care Needs (NS-CSHCN). Two waves of the survey have been 
conducted, first in 2000-2001 and then again in 2005-2006. The survey was designed to collect 
information about the prevalence of CSHCN, the health insurance coverage they have and the 
health services they use 40, 41. It first selected a random sample of households with children. 
Then, all children in each selected household were screened for special health care needs, using 
the CSHCN Screener, which was described above. Finally, in each screened household, a 
detailed interview was conducted for one randomly selected CSHCN. There were approximately 
40,000 interviews completed for each waves of the survey.  

D. Instruments used 
We link the NS-CSHCN with the following state-level data. 
Data on States SCHIP Policies: Data on SCHIP policies were obtained from the Kaiser 
Commission on Medicaid and the Uninsured, which has conducted an annual national survey 
since 2000 to collect information about type of SCHIP programs, eligibility rules, and enrollment 
and renewal procedures for children and families in the 50 States and the District of Columbia. 
The survey results are published online for public use and have been analyzed by many studies 
of health insurance coverage for children 42-44. Information from the 2000 and 2006 survey45, 46 

are used by the study. 

Data on SCHIP Eligibility Criteria: We gathered state-specific eligibility criteria by children’s 
age and family income from the National Governors Association 47 in 2000 (the time that the 
first wave of NS-CSHCN was started). We also obtained from the National Academy for State 
Health Policy information about SCHIP eligibility criteria by age, income, and State in 2005, the 
time that the second wave of NS-CSHCN was started. 

E. Statistical techniques employed 
We perform both descriptive and multivariate analyses using SAS version 9.1. Two multivariate 
logistic models were estimated. One model investigates factors significantly affecting un-
insurance rate among the SCHIP-eligible CSHCN, and the other compares access to health care 
among three groups of CSHCN, including those who were enrolled in SCHIP either in 2001 or in 
2005, those who were income-eligible for SCHIP but privately insured in one of the two years, 
and those who were income-eligible for SCHIP but uninsured in one of the two years. 
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IV. Detailed Findings 
SCHIP Eligibility for CSHCN 
Our analysis shows that there is a slight increase in SCHIP eligibility for CSHCN between 2001 
and 2005 (8.44% vs. 9.83%, χ2 test, P<0.05). 

SCHIP Coverage for CSHCN 
As Figure 1 shows, among the SCHIP-eligible CSHCN, we found a significant decrease in the 
uninsurance rate from 21.15% in 2001 to 10.87% in 2005 (χ2 test, P<0.05). 

Figure 1. Uninsured Rate among the SCHIP-Eligible CSHCN, 2001 and 2005 
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Note: * P<0.05, χ2 test 

After controlling for predisposing, need, enabling, and system factors, our analysis indicates that 
the CSHCN in 2005 were 57% less likely to be uninsured than those in 2001, as shown in Table 
1. 

Table 1. Adjusted Odds Ratio for Factors Affecting Uninsurance among the SCHIP-
Eligible CSHCN 

Variables 
Odds Ratio 95% 

Confidence 
Interval 

Predisposing Factors 
Age 0—5 1 N/A N/A 

6—12 0.59* 0.39 0.91 
13—17 2.24* 1.66 3.01 

Female 1.11 0.89 1.39 
Race 
  Non-Hispanic White 1 N/A N/A 

Non-Hispanic Black 0.69 0.41 1.18 
Non-Hispanic Other 0.97 0.67 1.41 
Hispanic 1.03 0.76 1.38 

Highest Education Level of Anyone in 
Household 

Less than high school 0.75* 0.60 0.94 
High school 1 N/A N/A 
More than high school 1.04 0.93 1.17 
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Interview in languages other than English 1.91* 1.42 2.59 
Enabling Factors 
 Family income as 150% or lower of 
Federal Poverty Level 0.38* 0.24 0.60 

101%-199% 0.61* 0.40 0.93 
At 200% or higher 1 N/A N/A 

Residence in MSA 1.10 0.82 1.48 
Need Factors  
Type of special need 
   Prescription Medicine 1 N/A N/A 

More Medical Care 0.93 0.74 1.17 
Disability/Limitation 1.62* 1.28 2.04 
Specialty Therapy 0.71 0.47 1.09 

   Emotional/Behavioral Counseling 1.00 0.70 1.44 
2 or more CSHCN in the household 0.87 0.70 1.09 
System Factors 
Type of SCHIP Program 

Medicaid Expansion 1 N/A N/A 
Separate SCHIP 1.12 0.83 1.50 
Combination 1.45 0.95 2.21 

Income verification at enrollment 0.82 0.54 1.25 
12-Month continuous eligibility 1.07 0.77 1.48 
Joint application of Medicaid and SCHIP 1.40 0.77 2.54 
Face-to-Face interview required at 
enrollment 0.85 0.38 1.92 
Asset test required at enrollment 1.78* 1.23 2.57 
Presumptive eligibility 0.61* 0.39 0.96 

Year 2005 compared with 2001 0.43* 0.33 0.56 
Note: Results from a multivariate analysis of 5,858 children in 50 states and the District of 
Columbia. 
* P<0.05. MSA--Metropolitan Statistical Areas 

Risk Factors for Uninsurance among the SCHIP-Eligible CSHCN 
Table 1 also summarizes the factors significantly affecting uninsurance among the SCHIP-
eligible CSHCN. Among predisposing factors, children between six and 12 years of age were 
less likely to be uninsured than children younger than five years, whereas teenagers had a higher 
probability of being uninsured. Children from households where everyone’s education level was 
below high school were less likely to be uninsured than those children from households with 
someone receiving high school education. Compared with children from households in which 
English was the language used during the interview, children whose families used other 
languages were 91% more likely to be uninsured. For enabling factors, income was significantly 
associated with uninsurance, with individuals from households with lower income less likely to 
be uninsured than those with incomes above 200% of the FPL. Among need factors, CSHCN 
with disability or limitation were 62% more likely to be uninsured than those CSHCN who need 
prescription medicine.  

In terms of system factors, Table 1 shows that the uninsurance rate is significantly affected by 
two state policies: asset test and presumptive eligibility. Those CSHCN who are from the states 
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that require an asset test at SCHIP enrollment are more likely to be uninsured. Those CSHCN 
who are from the states that have presumptive eligibility are less likely to be uninsured. 

Trends in Access to Care 

Table 2. Access to Care between 2001 and 2005 by CSHCN Insurance Status 
Model 1 

Year Only 
Unmet Need (Care Delayed or Forgone) 

Odd Ratio t P 
Year 0.71 -3.49 0 
uninsured 
SCHIP 

Model 2 
Year, Predisposing, Need, and Enabling 

Odds Ratio t P 
0.67 -2.21 0.027 
7.52 13.01 0 
0.95 -0.41 0.685 

Needed Care 
Preventive Odd Ratio t P 
Year 1.23 3.01 0.003 
uninsured 
SCHIP 
Specialty 
Year 1.08 1.29 0.196 
uninsured 
SCHIP 

Odds Ratio t P 
1.43 2.66 0.008 
0.93 -0.43 0.669 
1.06 0.63 0.531 

1.66 3.99 0 
0.86 -0.99 0.323 
1.10 0.99 0.324 

Received Needed Care 
Preventive Odd Ratio t P 
Year 1.91 3 0.096 
uninsured . 
SCHIP . 
Specialty 
Year 1.30 1.55 0.224 
uninsured . 
SCHIP . 

Odds Ratio t P 
1.48 1.3 0.193 
0.08 -9.44 0 
0.92 -0.37 0.713 

1.42 1.05 0.295 
0.12 -8.78 0 
0.61 -2.39 0.017 

Note: Results from multivariate analyses. The first model includes year variable only while the 
second model includes year, predisposing, need, and enabling factors as described above. 
Reference group-- those CSHCN who were income-eligible for SCCHIP but enrolled in private 
insurance. 

As Table 2 shows, our analyses found that access to care for CSHCN improved substantially 
over the study period and that SCHIP played an important role.  We found a substantively 
important and statistically significant reduction in unmet need between 2001 and 2005 (OR= 
0.71, p<0.001). Controlling for predisposing, need, and enabling characteristics increased the 
reduction (OR=0.67, p=0.027).  We found that, relative to those CSHCN who were income-
eligible for SCCHIP but enrolled in private insurance, CSHCN enrolled in SCHIP had similar 
levels of unmet needs (OR=0.95, p=0.685), and those CSHCN were eligible for SCHIP but were 
uninsured were at considerably higher risk of unmet needs (OR = 7.52, p<0.001).   

We found that the overall decrease in unmet needs was not the result of decreased need.  In fact, 
we found that perceived need for care increased over the study period, particularly for preventive 
care (OR=1.23, p=0.003). After controlling for predisposing, need, and enabling characteristics, 
we found that perceived need increased both for preventive care (OR=1.42, p=0.008) and for 
specialty care (OR=1.66, p< 0.001) over the study period, and we found that perceived need did 
not differ by insurance type. 
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Finally, we found weak evidence of increased rates at which CSHCN received care for perceived 
needs (preventive OR=1.91, p=0.096; specialty OR=1.30, p=0.224) over the study period.  We 
found, however, CSHCN enrolled in SCHIP received needed preventive care at very similar 
rates to those CSHCN who were income-eligible for SCCHIP but enrolled in private insurance, 
while those CSHCN were eligible for SCHIP but were uninsured received the needed care at 
much lower rates (OR=0.08, p<0.001). Compared to those CSHCN who were income-eligible 
for SCCHIP but enrolled in private insurance, children enrolled in SCHIP reported lower rates of 
receiving needed specialty care (OR=0.61, p=0.17). This was still, however, considerably higher 
than those CSHCN were eligible for SCHIP but were uninsured (OR=0.12, p<0.001).  

V. Discussion and Interpretation of Findings 
A. Conclusions to be drawn from findings (with reference to data supporting each). 

While there is a slight increase in the proportion of CSHCN who were eligible for SCHIP 
between 2001 and 2005 ((8.44% vs. 9.83%), we found that the uninsurance rate among the 
SCHIP-eligible CSHCN dropped by nearly a half during the study period (from 21.15% in 2001 
to 10.87% in 2005). In 2001, SCHIP was still a very young program in most states while it 
became relatively mature by 2005. So the reduction in the uninsured rates among CSHCN 
between 2001 and 2005 closely corresponds to the maturing of SCHIP. The reduction in the 
SCHIP-eligible uninsured CSHCN is confirmed by our multivariate analysis in which we 
controlled for a wide range of socio-economic characteristics of CSHCN and their families. 

Our multivariate analysis also indicated that the uninsurance status is strongly related to state 
policies. We found that asset tests at SCHIP enrollment is positively related to uninsurance, 
while presumptive eligibility are negatively related to uninsurance. These findings have 
important policy implications, as discussed below.  

In terms of access to health care, our analyses indicate that CSHCN enrolled in SCHIP have 
similar access to care as those CSHCN who were income-eligible for SCCHIP but enrolled in 
private insurance (OR=0.95, P>0.05) while those CSHCN were eligible for SCHIP but were 
uninsured lagged behind in access to care (OR=7.52, P<0.01). The findings suggest that CSHCN 
enjoyed much better access to care as SCHIP matured and enrollment expanded.  Indeed, our 
work provides compelling evidence that much of the improvement in access to care for this 
vulnerable population was due to SCHIP enrollment expansions.    

B. Explanation of study limitations 
This study relies on national survey data, and has a number of notable limitations. As pointed out 
by Selden and colleagues 20, “no survey or eligibility simulation is free from potential errors, and 
estimates from any one survey or eligibility simulation should be interpreted with caution.” First, 
when the second wave of NS-CSHCN was conducted in 2005-2006, Tennessee dramatically 
changed its SCHIP program and did not cover any child. Consequently, our results did not reflect 
the SCHIP eligibility and coverage after Tennessee restored its SCHIP program in 2007. Second, 
as described above, the public use files from the NS-CSHCN do not indicate which year the 
child was surveyed, and as a result, the above SCHIP eligibility criteria applied to the NS-
CSHCN in this study approximately reflected SCHIP eligibility for CSHCN in the periods of 
2000-2001, and of 2005-2006. Finally, we applied the state-level eligibility criteria by age, 
income, and year, which matched with most data of the NS-CSHCN. However, that was not a 
perfect match since the income level of about 3% of CSHCN interviewed by each wave of NS-
CSHCN did not match precisely with the eligibility criteria. Finally, while we examine some 
important state SCHIP policies, other policies are not included in our analysis due to unavailable 
data for the study period, such as income disregards, which refers to the states’ policies regarding 
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whether certain types or amounts of income will be counted or exempted in determining income-
eligibility.  

C. Comparison with findings of other studies 
Our study provides the first national estimate of trends in SCHIP eligibility and coverage for 
CSHCN. It is useful to compare our results with the trends reported by other researchers even 
though those published studies did not focus on CSHCN. Our finding of reduced uninsurance 
rate is consistent with the study by Hudson and Selden, who analyzed the Medical Expenditure 
Panel Survey and reported that the number of children who are eligible for Medicaid or SCHIP 
but uninsured fell from 2001 to 2005 19. Other prior studies have also reported a reduction in the 
number of SCHIP-eligible but uninsured children 48. 

The uninsured SCHIP-eligible CSHCN were more likely to have unmet needs. These results are 
consistent with literature reports 4, 9, 38, confirming insurance coverage as an enabling factor for 
access to health care. 

Interestingly, those enrolled in SCHIP had similar overall unmet needs, and similar levels of 
specific unmet needs compared with the income-eligible CSHCN enrolled in private insurance 
with one notable exception. SCHIP-enrolled CSHCN reported more unmet needs regarding 
specialty care. It is unclear whether this is due to insufficient specialty providers participating in 
SCHIP, or to other causes. This was surprising because in general, the benefit structure for 
SCHIP plans tends to be more comprehensive than the benefit structure of many private 
insurance plans 35, 49, which should benefit the needs of CSHCN.  

D. 	Possible application of findings to actual MCH health care delivery situations  
   (including recommendations when appropriate) 
N/A 

E. Policy implications 
Our results document the relatively stable SCHIP eligibility for CSHCN and the reduction in 
uninsurance among the SCHIP-eligible CSHCN and have important policy implications in “a 
time of great possibility in the realm of children’s health insurance 50.” In the wake of President 
Obama's inauguration and the Democrats' increased majorities in both houses of Congress, 
legislative leaders moved quickly to break the political stalemate over SCHIP expansion, and on 
February 4, 2009, President Obama signed the Children's Health Insurance Reauthorization Act 
of 2009 to reauthorize and expand SCHIP. The empirical evidence found by this study supports 
renewal of SCHIP so that CSHCN can have continued eligibility and the reduction in their 
uninsurance can be sustained. 

Despite our finding that about 10% of the SCHIP-eligible CSHCN were uninsured in 2005, this 
group clearly includes some of the most disadvantaged children in the United States as numerous 
studies have reported that CSHCN require continuing care both at home and from the formal 
health care system and incur higher medical expenditures than other children4, 10, 51, 52. In 
particular, we found that those CSHCN whose families speak languages other than English were 
more likely to remain uninsured. They should be targeted by specific outreach efforts to help 
them get enrolled. 

Our finding that the uninsurance status is strongly related to state policies has important policy 
implications. States may want to review and revise their SCHIP policies to help enroll the 
uninsured CSHCN. In particular, in 2005, there were only three states (Oregon, South Carolina, 
and Utah) that still required asset tests at the time of SCHIP enrollment, and only seven states 
Final Report of  R40MC11281, PI: Hao Yu 8 



  

 

 
 
 

 

 

 

  
 

 
 

 
 

 
 

 
 

 

 
      

 
 

that offered presumptive eligibility (California, Illinois, Massachusetts, Michigan, Missouri, New 
Jersey, and New York). Our results suggest that asset tests should be changed because they may 
significantly impede enrollment in SCHIP for CSHCN. Conversely, based on our results, 
presumptive eligibility may facilitate enrollment in SCHIP for CSHCN, and its adoption could 
help expand SCHIP participation substantially.  

Finally, SCHIP directors and child health leaders need to note unmet health care needs even 
among CSHCN who were enrolled in SCHIP or private insurance. In particular, as the 
multivariate analyses showed, those who needed specialty care were more likely to have unmet 
needs. This could be targeted for improvements to benefit CSHCN.  

F. Suggestions for further research 
Some important state SCHIP policies, such as income disregards, are not included in our analysis 
due to unavailable data for the study period. It remains an interesting topic for future studies to 
examine how state policies of income disregards affect CSHCN’s enrollment in SCHIP.   

While our study focuses on SCHIP and CSHCN, it would be interesting for future studies to 
compare CSHCN with those children without special needs in terms of SCHIP coverage and 
access to care under SCHIP. 

We found that SCHIP-enrolled CSHCN reported more unmet needs regarding specialty care. It is 
unclear whether this is due to insufficient specialty providers participating in SCHIP, or to other 
causes. Further research is needed to assess the reasons for these deficiencies.  

VI. List of products (peer reviewed articles, books, chapters in books, master and doctoral 
dissertations, conference presentations, etc.). 

Articles published on peer-reviewed journals: 
Hao Yu and Andrew W. Dick: Recent Trends in State Children's Health Insurance Program 
Eligibility and Coverage for CSHCN, Pediatrics 2009;124;S337-S342 

Manuscripts being prepared: 
Andrew W. Dick and Hao Yu: SCHIP and Access to Health Care for Children with Special 
Health Care Needs: Trends Analysis in 2001-2005. 

Conference Presentations: 
Hao Yu: Trends in SCHIP Eligibility and Coverage for Children with Special Health Care 
Needs, 2000-2005, Oral presentation at the 137th Annual Meeting of American Public Health 
Association, Philadelphia, PA, November 9, 2009 

An electronic copy of the final report should be sent to the Grants Management Specialist 
named on your most current Notice of Grant Award (NGA).  An electronic copy of the 
final report should also be sent to your Project Officer. 
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