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EXECUTIVE SUMMARY
The Healthy Kids program of Los Angeles County provides insurance coverage to low income
children who do not have access to other health insurance. This report is one of a series of
reports being produced under the Healthy Kids program evaluation, which is designed to provide
feedback to stakeholders on the progress of the initiative. First 5 L.A. contracts with The Urban
Ingtitute and its partners to conduct the evaluation.

The report provides an analysis of data from a survey—conducted by Mathematica Policy
Research for the evaluation—of the parents of Healthy Kids children ages 1 to 5. The key
findings from the analysis of the survey are as follows:

Most Healthy Kids enrollees are age 3 to 5 and are in two-parent, Latino working families.

Most of Healthy Kids parents have been in the U.S. for some time.

The mgjority of Healthy Kids families are very poor, with relatively low parental
educational attainment.

Most parents are Spanish speaking, suggesting a high need for culturally- and
linguistically-appropriate services. Despite this general pattern, there is diversity among
Healthy Kids, which should be taken into account when planning for the best way to
target services. For example, it is possible that different Healthy Kids outreach
approaches could succeed at enrolling increased numbers of certain types of children,
such as more younger children or higher income children.

While most Hedlthy Kids are in good health, a substantial proportion are not, according
to several different measures. Special attention should be paid to health access for these
vulnerable children, because of their fragile health status.

Consistent with findings from the evaluation case study and focus groups, parents
reported very positive experiences about the outreach, enrollment, and renewal processes
for Healthy Kids.

Healthy Kids is not substituting for employer-sponsored health insurance to any great
degree, since few Healthy Kids enrollees have access to private insurance coverage.



Emergency Medi-Cal plays an important role in providing financial accessto health
services for uninsured young children in Los Angeles County, and a large number of
Healthy Kids enrollees retain Emergency Medi-Cal coverage after enrolling.

Access to care for Healthy Kids enrollees is very good for many services, particularly
preventive and primary care services, and the use of preventive care is high compared to
national benchmarks. Almost all Healthy Kids enrollees have a usual source of care, and
the location of the usual source of care was usually close to the child’s home.

Unmet need was very low for care for urgent health problems.

Healthy Kids provides critical access to immunizations, and four and five year olds are
still being caught up on their immunizations under the program. This shows that Healthy
Kids has a public health effect broader than its own program’s beneficiaries.

In contrast to preventive care, the use of speciaty servicesis lower than national
benchmarks for SCHIP enrollees, and unmet need for speciaty servicesis relatively high.
Consistent with this finding, unmet need in general was higher for children with health
problems.

In spite of this generally positive picture of access to care, some parents had difficulty
getting after-hours advice for health problems, when Healthy Kids parerts needed to
reach a doctor after the clinic was closed. In addition, alarge share of parents who
reported unmet need said that the main reason that they did not obtain care was that the
clinic or doctors office was not open during times that were convenient.

In spite of the generous coverage and low cost sharing under Healthy Kids, amost 30
percent of Healthy Kids enrollees reported that obtaining needed health care for their
child was creating a financial burden for the families. Understanding the origin of these
financial problems requires further study.

Only about two-thirds of parents reported having a usual source of dental care for their
child, which is much lower than for medical care. One mgjor barrier is alack of parent
awareness about the importance of needing routine preventive dental care early in life,
suggesting the need for more parent education. Further expanding the Healthy Kids
network of dental providerswill also help to provide adequate access to dental care to all
enrollees.

Parents reported relatively high rates of developmental screening for their young children
under Healthy Kids, when compared to national benchmarks.

However, relatively few parents reported being asked about, or receiving specific
information about, their own concerns, particularly ones that require more time to discuss
thoroughly and more cultural sensitivity during communication (e.g., child behavior and
parent/child communication issues). This frequent lack of effective communication



between health providers and parents, while consistent with national patterns, is an area
where the Healthy Kids program could focus more effort.

Consistent with the data collected in evaluation focus groups with parents, most parents
are very satisfied with the quality of care in the Healthy Kids program. Still, some parents
expressed their need for more time with their child’s provider and for better
communication around the child and family’s needs.

One year from now a second survey report will provide results from the longitudinal
follow-up with the same parents who provided the data reported here. This analysis will provide
an assessment of the impact of the Healthy Kids program on arange of indicators such as access
to care, use of services, developmental status, and health status. Until that time, we hope that this
interim client survey analysis, while showing important accomplishments of the program to date,

will aso provide useful information for improving Healthy Kids as the program grows and

develops.
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CHAPTER 1: BACKGROUND

In July 2003, a new program called Healthy Kids began in Los Angeles County, California. Los
Angeles Healthy Kids has a goal of extending universal health insurance to children in families
with incomes below 300 percent of the federa poverty level. To achieve the goal, Los Angeles
used models from similar initiatives underway in several other California counties, but with
several unique features. The key components of the program include:

Intensive outreach and ssimplified enrollment assistance provided through a network
of community-based organizations;

A benefit package modeled after that of the Healthy Families program (California’'s
SCHIP), that covers a comprehensive set of preventive, primary, and specialty care
services, including dental and vision care;

New insurance, “Healthy Kids,” to cover uninsured children under 300 percent of the
federal poverty level and not entitled to other public programs;

Income-related premiums and co-payments (families with incomes below 133 percent
of poverty pay no premiums); and

A “quality enhancement” initiative to improve the quality of behavioral health and
developmenta services in Los Angeles County.

The program is funded by a $0.50 tax on cigarettes and other tobacco products. These
revenues—enacted through Proposition 10, a statewide ballot initiative—are earmarked to
promote, support, and improve child development beginning in the prenatal period and through
age five. The Los Angeles Proposition 10 Commission (called First 5 L.A.) administers these
funds. In July 2002 the Commission voted to devote $100 million of its budget to create the
Healthy Kids program. In addition, a key strategic partnership was formed between the County
Department of Health Services (DHS), an agency that has extensive experience working with
community-based organizations to conduct outreach and application assistance, and the not-for-

profit health plan, L.A. Care Health Plan, which possessed many years of experience serving



more than 800,000 low-income county residents as the designated “local initiative” under Medi-
Cal’ s managed care system. DHS oversees much of the program’ s outreach activities, and L.A.
Care Health Plan administers the Healthy Kids insurance product.

Soon after the creation of Healthy Kids, fundraising efforts by the Children’s Health
Initiative Coalition of Greater Los Angeles began. These efforts succeeded in raising an
additional $86 million, permitting the county to expand Healthy Kids to all children through age
18 in May 2004. As of December 2005 there were 7,833 children ages 0-5 enrolled in Healthy
Kids and 34,780 children ages 6-18.

The Healthy Kids Program Evaluation is designed to provide feedback to stakeholders on
the progress of the initiative. First 5 L.A. contracts with The Urban Institute and its partners—the
University of Southern California, the University of Californiaat Los Angeles, Mathematica
Policy Research, Inc., and Castillo & Associates—to conduct the evaluation, which is producing
a series of reports. These are based on case studies of implementation; focus groups with parents;
ongoing process monitoring (using secondary data sources); and (the subject of this report) a
survey of parents of children enrolled in Healthy Kids. Funding comes from First 5 L.A., and
consequently the evaluation concerns primarily the Healthy Kids program for children ages 0-5.2

The evaluation began in May 2004 and several reports have been produced to date®. The
analyses have revealed many of the successes and challenges of implementing Healthy Kids. The
following are among the key findings that emerged from the case study, focus group, and process

monitoring evaluation components:

! Beginning in May 2005, the Los Angeles initiative—due to funding limitations and more rapid enrolIment growth
than initially anticipated—placed an indefinite “ cap” of 35,000 enrollees ages 6-18.

2 Beginning September 2004, The California Endowment provided additional funds to the evaluation to support
process measurement related to the 6-18 population, an analysis of outreach efforts for older children, an analysis of



Intensive, community-based outreach is succeeding in identifying families with uninsured
children and providing them with helpful assistance in enrolling in appropriate insurance
programs,

Parents say that the program is providing them with highly valued comprehensive and
affordable health insurance for their children,

Recommendations for improvement include the need for a wider provider network
(especially for dental and speciaty providers) and for improved co-ordination between
Healthy Kids and Medi-Cal.

This report provides an analysis of datafrom a survey of the parents of two types of
Healthy Kids children ages one to five. The first grouy is those who were enrolled in the program
shortly before their parents were interviewed (called “new” enrollees). The second group
includes children who had been enrolled in Healthy Kids just over a year when their parents were
interviewed (called “established” enrollees)®. Parents of new enrollees were interviewed about
their recent experience with the enrollment process. They also were asked questions about their
children’s experience prior to enrollment in the Healthy Kids program.® Parents of established
enrollees were interviewed about their experience with the renewal process and their child’'s
experience on the program.

This report is organized to address the following major research questions.

What are the demographic characteristics of children ages 1-5 who are enrolled in
Healthy Kids?

What is thair health status?

the effect of Healthy Kids on Medi-Cal and Healthy Families enrollment, and a study of the program’ s effect on
uninsurance among children in Los Angeles.

3 See the following: Hill , Courtot, and Wada 2005; Hill et al., 2006; and Sommers et al. 2006 .

% Infants are excluded from the study. There are very few infants enrolled in Healthy Kids, as most are documented
and eligible for another public program.

® The data on the experience with access to care and had of services prior to enrollment are not included in this
report; they will be used in next year’simpact report.



How do their parents perceive the enrollment and renewal processes for Healthy
Kids?

What are the opportunities for alternative public or private health care coverage for
children enrolled in Healthy Kids and their parents?

What are their parents' concerns about the developmental status of children enrolled
in Healthy Kids, and what developmental screening and advice do children and their
parents receive?

What is the experience of Healthy Kids enrollees with respect to access to medical
care, use of medical care services, and unmet need for medical care?

What is the experience of Healthy Kids with respect to access to dental care, use of
dental care services, and unmet need for dental care?

How satisfied are parents with the Healthy Kids program, and how do they perceive
the quality of services?

At the time of this writing, the second wave of the survey isin the field, during which the

children interviewed in wave one are being re-interviewed. One year from now a second survey

report will provide results from this longitudinal follow-up with parents. This analysis will

provide an assessment of the impact of the Healthy Kids program on a range of indicators—such

as access to care, use of services, developmental status, and health status—in a subsequent

report.



CHAPTER 2. METHODS

The Evaluation of the Los Angeles County Healthy Kids Initiative has multiple components,
each addressing a range of evaluation questions and on different time schedules. One important
component is the client survey analysis. The client survey analysis provides both an in-depth
descriptive profile of the Healthy Kids population below age six, as well as an ability to assess
the impact of the program on these children. While there is some overlap in the descriptive
profile that the client survey analysis provides and that of the process monitoring task (such as
the children’ s demographic characteristics and service use), the client survey analysis serves a
unique role for the evaluation because it is the only evaluation component that is designed to
answer questions such as whether the program improved access to care, increased health service
use, or improved health or developmental status.
Survey
The client survey employs alongitudinal design, with the first wave of interviews having been
conducted in 2005 (with associated data analyzed in this report), and a second wave of
interviews with the same sample conducted one year later. This analysis of wave one data is
primarily descriptive, while of both waves of data will be used to assess the program’s impact
next year.

Mathematica Policy Research (MPR) conducts the Healthy Kids client survey under sub-
contract to the Urban Institute. Wave one data collection occurred in April through December,

2005. Wave two data collection is currently underway, beginning May 2006.



Sampling and Weighting. Project resources allowed for the completion of
approximately 1000 interviews during wave one, half of which were with parents® of children
who recently enrolled in Healthy Kids, and the remainder with parents of children who had been
enrolled for ayear. A sample of 1,430 children was drawn to achieve 1000 completed interviews,
assuming a 70 percent response rate. An enrollment file from L.A. Care Health Plan was used as
the list for sample selection. The sample included children ages 1272 months who were either
newly enrolled in Healthy Kids during the months of March-July, 2005 (new enrollees) or who
were enrolled during the months of March-July 2004 and thus were assumed to have been on the
program for one year (established enrollees). Equal size samples (286) were drawn monthly for
five months, with equal numbers of new and established enrollees.

We used two stage stratified random sampling within two primary strata, and one sub-
stratum. The two primary strata were new enrollees and established enrollees. A sub-stratum
within the established group separated children who completed the renewal process (who were
over-sampled in order to have more up-to-date contact information) from those who had been
enrolled more than a year but had not yet renewed their coverage.® In the first stage, families
were sampled and then (if necessary) one eligible child was randomly selected per family.

Each child for whom an interview was completed was assigned a weight, according to his
or her probability of selection into the sample and taking into account the complex sample
design. The weight also included a nonresponse adjustment to account for nonresponse in the

child' s stratum.

® The respondent could also be the child’ s guardian or other adult who knew about the child’ s health and health care.
92 percent of respondents were mothers and 7 percent were fathers.

" Infants were excluded because very few are enrolled in Healthy Kids, and because infant health careis very
different from that of children ages 1-5. Children over 72 months old were excluded because First 5 L.A. (the
primary funder of the evaluation) is concerned with health care for children under age 6.



Response Rate. The response rate was higher than anticipated. After excluding 168
sampled children who were ingligible for the survey, ° there were 1,262 sampled children; 1,087
interviews were successfully completed, for an overall response rate of 86 percent. The response
rate among new enrollees (82 percent) was lower than among established enrollees (91 percent),
in part because of more intensive follow-up among the established group as explained below.

The mgjority of nonresponse occurred because sampled families could not be located (9
percent of sampled families). These were families for whom the address and phone number,
provided by L.A. Care Health Plan was incorrect, and we were unable to locate them via
electronic searching or in-person field locating methods. It is possible that some of these children
were also indligible (e.g., no longer residents of L.A. County and enrolled in Healthy Kids), but
this could not be verified. A much smaller fraction of nonresponse occurred because families
were never available to participate in the survey when we called them (1.6 percent of al sampled
families). While there were only 12 overt refusals to participate in the survey, the parents who
never responded to inquiries could be deemed “passive” refusals due to their continued
unavailability to respond to our calls, letters and in-person visits over a seven month field period.

I nstrumentation. We designed the survey instrument to be similar to those used in the
evaluations of the Healthy Kids programs of Santa Clara and San Mateo Counties, which were in
turn comparable to the survey instrument used in the Congressionally Mandated Evaluation of
the State Children’ s Health Insurance Program (Kenney, et al. 2005). In addition, we added a

series of questions focusing on developmental issues for children age 0-5 from the Parent

8About 20 percent of the established children had been enrolled for over ayear, but had not yet renewed their
coverage.

° A brief screening interview determined if they were either the wrong age or were no longer enrolled in Healthy
Kids.



Evaluation of Developmental Status (PEDS) and the Promoting Healthy Development (PHD)
Surveys. We drafted the questionnaire with a target interview length of 40 minutes. (The actual
average length of administration was 36 minutes). Building on these existing instruments allows
us to compare results to prior surveys, which we do throughout the report™°.

Trandation. The mgority of interviews were conducted in Spanish (87 percent),
followed by English (8 percent) and Korean (5 percent). Only eight parents were not interviewed
because they spoke a language that none of the interviewing staff spoke (such as Mandarin or
Tagalog).

A native Spanish speaker, a certified trandator, trandated the survey into Spanish. The
survey was then reviewed by a number of Spanish-speaking members of the research team who
originate from various Latin- American countries, and by bilingual staff at L.A. Care Health Plan.
This resulted in minor revisions to the Spanish trandation. There was no initia trandation into
Korean, but after learning that many parents spoke Korean, Korean speaking interviewers
trandated the instrument into Korean and consistently applied the same trandation for all
interviews in Korean.

Pre-testing. A pretest of the survey instrument was conducted to identify waysto
improve the administration procedures, measure the length of the interview, test the flow and
sequencing of questions, clarify question wording for the sample members, and clarify
instructions for the interviewers. We pre-tested the instrument in March 2005 with a dozen
respondents. After the pre-test, we removed a few questions to shorten the overall length and
made minor modifications to the survey based on information obtained through monitoring by

MPR staff and debriefings with interviewers.

10 Thefull survey instrument is available from the primary authors.



Training and Administration. Interviewers received two days of training by the survey
director. The training session lasted approximately six hours and covered the study design and
population, as well as a question-by-question review of the instrument. All interviewers were
bilingual, in either Spanish/English or Korean/English.

Before they were contacted, L.A. Care Health Plan sent sampled families an endorsement
letter. The letter introduced the study, identified the study sponsor and MPR, and explained that
participation was voluntary and that the identities and responses of all participants would remain
confidential. The letter offered families a $20 gift card for completing the survey and provided a
toll-free number at MPR to call in case they had questions. Interviewers timed their first call to
the families afew days after the letters were mailed.

The survey was conducted by telephone. Trained bilingual monitors listened to about
seven percent of survey introductions, call attempts, and survey interviews to ensure that
interviewers read the survey introduction and gquestions verbatim, answered respondent questions
thoroughly, and recorded answers accurately.

L ocating. When interviewers learned that a telephone number was wrong or the
telephone had been disconnected, the case was sent to a team of experienced locators for
additional searching. The search used Lexis-Nexis, a personal database search company. These
searches generated potential new telephone numbers and addresses. Sampled families who could
not be located in this manner were mailed a dightly revised version of the endorsement letter to
their last known address. It asked the family to call the toll-free number provided in the letter to
learn more about the study and/or to participate.

After dl intensive locating was complete, we used in-person field follow- up to contact 65

families. This intensive follow-up was designed to improve the response rate for the established



enrollee stratum, so that it would be comparable to the new enrollee stratum. The three
experienced field locators were native Spanish speakers living in three different parts of Los
Angeles County. Field locators were assigned the cases that were nearest to their home. These
locators went to the home address of sample members and provided them with cellular
telephones on which they contacted the MPR survey operations center. A trained interviewer
then completed the interview by telephone (not in person by the field locator). Twenty additional
interviews were completed in this manner.

Reference Period and Recall Period. Many survey guestions asked about experiences
(such as use of health services) during a fixed time period. For new enrollees this was the six
months just prior to enrolling in Healthy Kids. For established enrollees this was the six months
just prior to the interview.

Because it took time to locate and interview parents, there was a lag between the date of
the child's enrollment in Healthy Kids and the interview (for new enrollees) and between the
first year anniversary on Healthy Kids and the interview (for established enrollees).** This means
that the recall period for new enrollees was substantially longer than for established enrollees.

Data Preparation. Upon completion of data collection, survey and analysis staff
reviewed data frequencies to verify that for each question the correct number of responses was
reported and that the skip logic between questions was correctly executed. The survey director
reviewed all text responses and back-coded any to prelisted choices where appropriate, or
assigned new codes if responses were common enough to warrant the additions. Once the data
were prepared, a file without personal identifiers was delivered to the Urban Institute for further

analysis.

10



Analysis

We tabulated the data using SAS and STATA. Tables generally present weighted percentages as
well as the raw total number of children in a particular analysis. While no standard errors are
provided in the tables, for simplicity of data presentation, any differences described in the text
between groups within the Healthy Kids population are statistically significant.'? Often we also
compare Healthy Kids children to other groups for whom similar survey results are available
nationally or in California. When there are no citations for the comparison statistics, they come
from our origina tabulations of the other data sets. Significance tests were not possible when

comparing Healthy Kids client survey data to aggregate national data.

1 The average time since enrolIment at the time of the interview for new enrollees was 98 days (range 43-216) and
since the one year anniversary for established enrollees was 101 days (range 42-261).
12 standard errors can be provided upon request.

11



CHAPTER 3: DEMOGRAPHIC CHARACTERISTICSOF HEALTHY KIDS

The client survey provides arich source of information with which to develop a profile of the
Healthy Kids population. This chapter describesthe demographic characteristics of children
enrolled in Healthy Kidswho are ages 1 to 5.

Survey Results

Table 3.1 provides some basic statistics describing the demographic characteristics of young
children enrolled in Healthy Kids for about one year (established enrollees).'® As shown, Healthy
Kids serves primarily lowincome, noncitizen, Latino children. While their parents have high
employment rates, most have low educational attainment.

There are equal numbers of boys and girls enrolled in the program and most children are
of pre-school age (between three and five years). Since younger children and infants are more
likely to be born in the United States and therefore qualify for other programs based on their
citizenship status, the vast majority of Healthy Kids enrollees are noncitizens (93.6 percent).

Most families of Healthy Kids enrollees have been in Los Angeles County for a
substantial period of time. About 40 percent of parents of Healthy Kid enrollees have lived in
L.A. County between three and five years, and fully 20.3 percent have lived in L.A. County for
more than five years. (Since many of these long-term residents have children under age five born
outside of the U.S.,, this suggests that there is movement between the US and their country of

origin).

13 Datafor new enrollees are not discussed but share a similar demographic profile as established members with a
few exceptions. The main differences are that established enrollees are older and their parents have beenin L.A.
County somewhat longer.
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Table3.1:

Demographic Characteristics of Healthy Kids Enrollees

Percentage

Age

1 24
2 11.3
3 19.4
4 31.2
5 35.8
Gender

Male 49.9
Female 50.1
Years in L.A. County (parents)

<1-3 38.3
3-5 41.1
5+ 20.7
Level of Poverty (% of FPL)

<100 84.8
100-199 14.2
200-299 1.1
Parental educational attainment

Less than high school 52.2
High school graduate 20.7
Any college or training 27.1
Citizenship

Citizen 6.4
Noncitizen 93.6
Parent has spouse/adult partner in
household

Yes 83.5
No 16.5
Employment of either parent

Full-time 72.4
Part-time 20.3
Unemployed 7.3
Race/ethnicity

Latino 87.5
Asian, not Latino 10.9
Other, not Latino 1.6
N 535
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Healthy Kids are dmost all very poor, with the large mgjority in families below 100
percent of the federal poverty level (84.8 percent). In addition, just over half of Healthy Kids
children have parents who have not graduated from high school. Still, a substantial number
(about a fifth) are high school graduates, and over a fourth have some college or training beyond
high school.

In contrast to the majority of poor children nationally, who live in single-parent families,
Healthy Kids children mostly live in households with either two married parents or parents who
are partners (83.5 percent). In addition, the large mgjority of Healthy Kids enrollees have at least
one working parent. Fully 72.4 percent have at least one parent who works full-time and another
20.3 percent have a parent who works part-time.

The ethnic background of children served by Healthy Kids is predominately Latino (87.5
percent), with 10.9 percent identifying as Asian (predominantly Korean). Corresponding to the
high proportion of Latino children, most Healthy Kids families speak only Spanish at home (70.4
percent). However, there are a substantial number of bilingual families, with almost 20 percent
speaking two languages at home (data not shown).

There are both similarities and differences between Healthy Kids enrollees and other low-
income children in California,** as demonstrated in Figure 3.1. A clear differenceis the
disproportionate percentage of Healthy Kids who live below 100 percent of the poverty line
(84.8 percent) compared to al low-income and lowincome Latino children ages1to5in
California (39.8 and 48.6), according to the California Health Interview Survey of 2003 (CHIS,
2003). On the other hand, with respect to parental educational attainment, Healthy Kids parents

appear similar to the parents of low-income Latino children statewide.

14 Defined as children in families with income below 300 percent of the federal poverty level.
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Figure 3.1: Healthy Kids Basic Demographicsin Comparison to
Other Lower-Income Children in California
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Source: California data from the California Health Interview Survey (2003)
Note: Low income is below 300% of the Federal Poverty Level.

There are no directly comparable statewide data concerning family composition. While
the measures are not identical, Healthy Kids appear to be more likely to reside in two parent
families than other low income Latino children statewide. Another distinct difference between
Healthy Kids enrollees and lowincome Californian children is the proportion who speak Spanish
at home (70.4 percent). Statewide, the number of lowincome, Latino families who speak

Spanish in the home is much lower (35.9 percent).
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CHAPTER 4: HEALTH STATUS

Most young children are in good health and need primarily regular preventive care. However,
most children also experience episodic illnesses, and some children are chronically in poorer
health than their peers.

In national surveys, children born outside the country have been shown to be in generall
poorer health than other children (Huang et al. 2006), although the evidence is mixed with
children born outside the U.S. faring better on some measures and worse on others (Hernandez

and Charney 1998). Studying the health status of very young children (such as those studied

y

here) is challenging because some of the measures that are typically used (such as days lost from

school) do not apply. Also, some underlying conditions (such as mental health problems) may
not yet be evident. Finally, atelephone survey, such as the survey of Healthy Kids parents
reported here, elicits only a parent’s impression of their child’s health and is not validated by a
clinical diagnosis.

Client Survey Questions

Keeping in mind these caveats, we asked the following questions to develop a profile of the
health status of those Healthy Kids who had been on the program for about one year (the
established enrollees):

In general would you say your child’s health is excellent, very good, good, fair, or
poor?

Does he/she currently have any physical, behavioral, or mental conditions that limit
or prevent his/her ability to do childhood activities usual for his/her age?

Has a doctor or other health care professional ever said that your child has asthma?
In the past month has your child had any of the following: an accident such as a bad

fall or broken bone; avery high fever; or any other condition that concerned you a
great deal?
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Does your child have trouble seeing (even with glasses)?

During the past 12 months, has your child had a toothache, cavity, blackened or
spotted teeth, or any other dental problem that caused you concern?

Thinking back to the first year of your child's life, would you say that his’her health
was better, worse, or the same as other infants?

Survey Results

Table 4.1 shows the health status results for Healthy Kids enrollees by age. Because there were
few one and two year olds in the sample (since there are few in the Healthy Kids program), we
grouped children ages 1-3 for analysis.

The first measure, perceived health status, is used around the world and for all age groups
as ameasure of genera health. Parents usually report on their perception of the child’s health, as
is done here. While almost half of the parents reported their child to be in excellent or very good
health, 16.3 percent said that the child was in fair or poor health (almost al being “fair”).
Certainly these parents have some concerns about their child’s health, and these are likely the
children who need regular health services beyond routine preventive care.

Among the different age groups, four year olds are in somewhat better perceived health
than the children in the other age groups, a pattern that is aso evident for activity limitations. For
example, only 12.2 percent of the four years olds were reported to be in fair/poor health by their
parents, compared to 19.1 percent of 1-3 year olds and 17.3 percent of 5 year olds.

The percentage of Healthy Kids enrollees in fair/poor health is higher than for children
nationally. For example, the National Survey of Children’s Health found that 7.1 percent of
Latino children ages 1-5 on Medicaid were in fair/poor health; the percentage is lower for non
Latino children and for non-Medicaid children. However, the percentage was about the same for

children ages 0-5 in the San Mateo County Healthy Kids program (14.0 percent).
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Table4.1: Health Status by Age
Healthy Kids Enrollees (ages 1-5)

Percentage
Age1l-3 Age4 Ageb5 Total
Perceived health status
Excellent/Very Good 41.7 45.3 50.5 46.0
Good 39.2 42.5 32.2 37.7
Fair/Poor 19.1 12.2 17.3 16.3
Activity limitations 4.1 3.3 7.2 4.9
Diagnosed with asthma 8.9 7.4 7.8 8.1
Trouble seeing 3.1 47 49 4.2
Dental problem 30.6 47.8 50.2 43.0
Health worse than others in infancy? 8.3 9.6 125 10.2
Urgent condition In past month:
Accident 5.2 3.2 55 4.7
High fever 17.6 12.6 12.9 14.4
Any health condition that worried
parent a great deal 32.6 26.3 30.1 29.7
N 180 161 193 534

One thing that likely affects these comparisons is acculturation bias in the reporting of

perceived health status. A study of children in first, second, and third generation Mexican

American households found that 23.9 percent of first generation children ages 0-5 were reported

by their parents to be in fair/poor health, while only 16.8 percent of second generation and 6.8

percent of third generation children of those ages were reported to be in fair/poor health. Among

the same children, third generation children were actually more likely to have active infection

during physical examinations, indicating that they had a higher rate of illness (Hernandez and

Charney 1998). There is also a possible trandation bias in reporting this measure, since in
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national surveys Latino parents who take a survey in Spanish report higher rates of fair/poor
health than those who take the survey in English.

Moving to other measures of health status, Table 4.2 shows that very few parents report
that their child’s activity is limited by their health (only about 5 percent, higher in five year olds).
This is the same rate as reported in the San Mateo County Healthy Kids program for this age
group. About 8 percent of parents report their child had been diagnosed with asthma, arate that
was fairly constant across the age groups and similar to the rate for children nationally of that
age. However, the rate is somewhat lower than observed in San Mateo County (11 percent) and
among L atino children state wide according to the California Health Interview Survey (9.5
percent). As a possible measure of underlying chronic health problems, about 10 percent of
parents said that their child’s health in infancy was worse than other infants.

While only a small proportion of young children appear to have chronic health
conditions, the prevalence of acute conditions potentially requiring medical attention is much
higher. As shown in the table, 29.7 percent of parents reported that their child had a health
condition (such as an injury from an accident or a high fever) in the past month that worried
them agreat deal.

In addition to this evidence of the prevalence of medical problems, 4.2 percent of
children were reported to have trouble seeing and fully 43.0 percent were reported to have had a
dental problem that concerned the parent in the past 12 months. Perhaps not surprisingly, the
rates of dental and vision problems increased as children aged, suggesting the importance of

addressing these problems as children approach school age.
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Table4.2:
Selected Health Status Indicators
by Perceived Health Status, Healthy Kids Enrollees (Ages 1-5)

Perceived Health Status

Percentage

Excellent/ Fair/ All
Very Good Good Poor Children

Health Status Indicator

Percent with any activity limitation 2.9 4.5 13.3 4.9

Percent in worse health than others in 5.4 10.9 227 10.2

infancy

Percent with urgent condition in last month 21.2 30.9 51.6 29.7
N 248 200 86 534

Given the concerns regarding possible bias in the reporting of perceived health status, we
compared other measures of health status to this overarching measure (Table 4.2). Reassuringly,
there is substantial consistency across various health status measures. The children reported to be
in fair/poor health were consistently more likely to have activity limitations (13.3 percent), have
been in worse health than others in infancy (22.7 percent), or to have had an urgent health
condition in the past month (51.6 percent). These rates compare to rates of 2.9 percent, 5.4
percent, and 21.2 percent respectively for children reported to be in excellent or very good
health.

Childhood obesity is a mgjor public health problem in the U.S., and low-income children
and Latino children are more often obese than other children (Krebs et a. 2003; Ogden et al.
2006). We investigated whether Healthy Kids children were more or less overweight than their

peers nationally. Figure 4.1 shows the weights for Healthy Kids enrollees, as reported by their
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parents, compared to data from the National Health and Nutrition Examination Survey

(NHANEYS). As shown, Hedlthy Kids are very similar to children of the same age and gender

nationally.*® Consequently it appears that these primarily recent immigrant children are no more

overweight than all U.S. children. Still it will be important to build on this generally good picture

by preventing increased obesity as children remain in the country and adopt American eating

habits.

Figure 4.1: Weight of Healthy Kids Children Compared to National Average
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151t isimportant to note that the NHANES data are from a physical examination and the Healthy Kids data are from

parent reports.

21



CHAPTER 5: PARENT IM PRESSIONS OF HEALTHY KIDSENROLLMENT AND
RENEWAL

One of the mgjor challenges facing the Healthy Kids program is identifying uninsured children,
matching them with their appropriate health insurance program, helping them complete an
application for the program, and encouraging them to renew their coverage at the appropriate
time. Potential hurdles include the difficulty of finding families (many of whom are
undocumented and wary of all government programs), and overcoming various barriers to
enrollment such as complicated paperwork or stigma.

With these potentia obstacles in mind, Healthy Kids incorporated many proven methods
for easing the application and renewal process with the aim of boosting enrollment and renewal
rates. Largely modeled after similar strategies implemented a few years earlier for the new
Healthy Families program, these Healthy Kids outreach/enrollment efforts included:

Advertising campaigns in culturally relevant media outlets

Extensive community-based outreach and enrollment assistance with application and
renewal

Twelve months of continuous enrollment
Contacting families to encourage renewal

Renewal forms that are easy to conplete (for example, “pre-populated” with existing
information for correction)

This chapter first describes these strategies in more depth, drawing on material gathered during
the evaluation site visit (Hill, Courtot, and Wada 2005), and then assesses the enrollment and
renewal experience from the parents’ perspective, using data from the client survey.

Healthy Kids Enrollment and Renewal Process. In order to achieve high rates of
enrollment, especially for low-income and vulnerable children, the Los Angeles Healthy Kids
Program decided to use an intensive community-based outreach and enrollment strategy,

building on the previous success of Healthy Families and Medi-Cal outreach for children in the

22



late 1990s. The stakeholders felt that such an approach would gain the trust needed to overcome
potential barriers to enrollment, such as concerns about immigration status.

The Los Angeles Department of Health Services and the California Endowment contract
with 15 and 16 community-based organizations, respectively, to carry out enrollment activities
which include: talking to families about the availability of Healthy Kids, Healthy Families, and
Medi-Cal, as well as insurance options for adults; assisting families with filing the original and
renewal applications; and providing troubleshooting for application/renewal problems. At the
time of application, the application assistor also helps the family choose a primary care provider.
If afamily does not make a choice on the application, L.A. Care Health Plan staff contacts the
family in order to help them make a choice.

All new enrollees are required to apply using the help of an application assistor (usually a
worker from a community-based organization). The application assistors are based in a variety of
settings for maximum coverage in the county, including within different public service settings.
In some neighborhoods, targeted outreach is conducted by volunteers (called “promotoras’) who
contact families door-to-door. This holistic approach to outreach and enrollment emphasi zes that
there is “something for everyone” in afamily.

During evaluation focus groups, parents said that this community outreach gained their
trust and alleviated their fears about “public charge.”'® These strategies, combined with the
availability of application materialsin Spanish, led to almost unanimous agreement that the
enrollment process was easy (Hill et a. 2006).

As with enrollment, the renewal process was designed to be simple with the goal of

increasing retention rates. L.A. Care Health Plan and a program integration workshop devel oped
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a semi-passive renewal process modeled on other programs, such as Healthy Families. Asa
result, Healthy Kids enrollees receive 12 months of continuous enrollment, regardless of a
change in their income. As the renewal date approaches, families are sent arenewal form (45 to
60 days before the completion of 12 months of enrollment), which is pre-printed with the
information they previously submitted when enrolling in the program. Families are required to
check that the information is till correct, notify L.A. Care Health Plan of any changes, and mail
back the form to establish ongoing eligibility. L.A. Care Health Plan also conducts at |east three
follow-up calls to ensure successful completion and gives nonrespondents 30 days notice before
children are disenrolled from the plan. Application assistors are again available to families;
however, in contrast to enrollment they are not required to certify the application form. Healthy
Kids achieved aretertion rate of 70.2 percent during the first year of the program, surpassing the
First 5 L.A. retention goal of 60 percent (Hill, Courtot, Wada 2005).

To complement this community outreach/enrollment program, First 5 L.A. advertised the
availability of Healthy Kids through a media and public information campaign that included
press releases, press conferences, use of local ethnic TV and radio stations, and distributing print
materials to community-based organizations. These outreach/enrollment and media activities
were apparently successful at identifying and enrolling children, since by December 2005, 7,833
children aged 0 to 5 were enrolled in Healthy Kids (Sommers et a. 2006), surpassing the First 5

L.A. enrollment objective of half of the estimated 14,000 eligible children.

16 parents may be concerned that enrolling their child in a public program would make them a “public charge” and
affect their ability to become a U.S. citizen.
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Client Survey Questions
In the client survey, in order to assess how parents felt about their experience with enrollment,
the following questions were asked of new enrollee parents:

How did you hear about Healthy Kids?

Where did you apply for Healthy Kids?

How easy or difficult did you find the application process? Was it very easy, somewhat
easy, somewhat difficult, very difficult?

Once your child was enrolled in Healthy Kids, did you choose (his’her) doctor or health
care provider, or was one selected for you by the health plan? (Options included,
respondent choose doctor/ health plan chose doctor)

(If the respondent chose the doctor) How did you pick your child's doctor or health care
provider? (Options included, child or family already seeing doctor/ recommended by
someone respondent trusts/ respondent chose for alist given by the health plan)

(If the health plan chose a doctor, or the respondent chose a doctor from the health plan’s
list) Were you satisfied or dissatisfied with the way the doctor or health care provider was
selected?

Two questions were asked of established enrollee parents who had completed the renewal

process for their child:
How easy or difficult was the renewal process? Was it very easy, somewhat easy,
somewhat difficult, very difficult?

Did you need help from an application assistor with the renewal process? (Y es/no)

Survey Results

Application Process. As Table 5.1 shows, parents heard about Healthy Kids from
diverse sources, suggesting that efforts to reach them through a variety of mechanismsand in a
variety of places succeeded. A high percentage of parents heard about the program at aclinic,

hospital, or emergency room (31.2 percent) and an even higher percentage enrolled there (52.6
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percent). Word of mouth from a friend or family member was another important mechanism by

which parents discovered Healthy Kids, with 22.9 percent of parents learning about the program

that way.

Table5.1: How Parents Heard about Healthy Kids and Where They Applied

Percentage

How the parent heard

about Healthy Kids Place of application

Health clinic/Hospital/ER 31.2 52.6
Friend or family 22.9 -

School 11.9 94
Over the phone - 16.5
WIC site 6.4 4.5
County/social services 34 4.3
TV or radio 34 -

More than one place 12.0 -

Other place 3.9 4.9
N 544 533

Almost 12 percent of parents heard about Healthy Kids at a school, and 9.4 percent
applied there, which suggests both the importance of outreach to kindergarten and preschool

children and that older siblings in school act as a conduit for information for younger siblings.

Only asmall proportion of parents heard about Healthy Kids viaradio or television commercials

(3.4 percent). Parents participating in focus groups recommended expanding such advertising

(Hill et a. 2006). Twelve percent heard about Healthy Kids in more than one place. By
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examining verbal responses of the 3.9 percent who answered “other place’, we found they had a
wide variety of information sources, such as community-based organizatiors, work, and public
spaces such as parks, emphasizing the diversity of outreach approaches.

These findings concerning where parents heard about Healthy Kids and the location of
application are similar to those of this evaluation’s process monitoring reports (Sommers et al.
2006) and those for Healthy Kids programs in San Mateo and Santa Clara counties. In those
counties, clinics, hospitals, and the emergency rooms were aso places where most Healthy Kids
enrollees learned about and applied for the program. For San Mateo County, 34.0 percent of
applicants heard about Healthy Kids at clinics and 65.5 percent applied there (Howell et al.
2005), and in Santa Clara County these figures were 26.6 percent and 68.0 percent respectively
(Hughes 2006). Additionally, in SCHIP programs across 10 states, health care providers were
cited as the most important source of information about the program (Kenney et al. 2005). Focus
groups with parents of Los Angeles Healthy Kids enrollees aso confirmed that clinic outreach is
very important mechanism both for informing parents about the program and for enrolling
children.

Table 5.2 shows that Healthy Kids efforts to simplify the application process appear to be
successful, since fully 94 percent of parents found the enrollment process either very or
somewhat easy. There were no significant differences by ethnicity or income (data not shown).
The percentage of parents finding the Healthy Kids application process either easy or very easy
isamost identical to the rate in San Mateo County (Howell et al. 2005) and the percentage for
recent enrollees in the SCHIP programs of ten states (Kenney et al. 2005). However, more

SCHIP parents reported enrollment as very easy (65 percent) than in LA County (49.7 percent).
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Table5.2: Ease of Application and Renewal

Percentage
Enroliment Renewal
Very easy 49.7 52.9
Somewhat easy 44.1 40.3
Somewhat difficult 6.1 6.2
Very difficult 0.2 0.6
N 541 387

Note: Data for the enrollment process came from new enrollee parents and data for the renewal
process came from established enrollee parents.

As mentioned, as part of the application process a parent may select their preferred
primary care provider. If they do not choose one, the health plan will contact them later about
this to assist them. Table 5.3 shows who chose the doctor when families enrolled, how
respondents made their decision if they were responsible for choosing the doctor, and how
satisfied parents were if the health plan chose the doctor on their behalf. Half indicated they
chose a doctor themselves (49.1 percent). For those who chose a doctor themselves, 38.4 percent
remained with their existing doctor, 18.0 percent chose a doctor who was recommended to them,

and most of the rest chose a doctor from the health plan’s list (42.1 percent).
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Table5.3: Choosing a Doctor on Enrollment

Percentage

Who chose child’s doctor?

Health plan chose doctor 50.9

Respondent chose doctor 49.1

N 532
If respondent chose doctor, how?

Already seeing doctor 38.4

Recommended by a friend/ family member 18.0

Chosen from a list given by the health plan 42.1

Other 1.5

N 259
How satisfied by how health plan chose doctor?

Satisfied 88.1

Dissatisfied 11.9

N 380

On the other hand, half the parents thought the health plan chose a doctor on their behalf

(50.9 percent). It could be that parents responded that the plan chose the doctor when they

received advice from the plan, or when alist from the plan was used to choose the doctor. In any

case, having the plan “choose’ their doctor was satisfactory for most parents (88.1 percent).

As Table 5.2 indicates, established enrollee parents experience with the renewal process

was equally positive to that of the enrollment process. An amost identical proportion (52.9

percent) found that renewing their children’s Healthy Kids enrollment was very easy. Focus

groups supported this conclusion, with participants largely stating that the renewal process was

easy, quick, and that the help they received was very useful (Hill et a. 2006). Slightly more than

a quarter of parents used application assistors for renewal (26.3 percent, data not shown).
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CHAPTER 6: INSURANCE COVERAGE PATTERNS AMONG FAMILIESWITH
HEALTHY KIDS ENROLLEES

Two key policy questions are whether Healthy Kids is serving children who would otherwise
lack comprehensive insurance coverage, and whether the program might be substituting for
coverage that could be provided through parents’ employers. In response to this concern, the
Healthy Kids program, like the Healthy Families program, requires that children not have
employer-sponsored insurance during the three months prior to enrolling. In addition, families
with incomes above 150 percent of the Federal Poverty Level are required to pay premiums of
between $4 and $6 per nonth, depending on the family’s income.

Data from the Los Angeles County Health Survey of 2003 showed that only a small share
of noncitizen children in LA county had employer-sponsored insurance coverage prior to the
launch of Healthy Kids program. In addition, because most of the children in similar programs
targeted at undocumented children in San Mateo and Santa Clara counties did not have access to
employer-sponsored coverage, we expected that few Healthy Kids enrolleesin Los Angeles
would have access to employer-sponsored insurance coverage.

This analysis examines the extent to which Healthy Kids enrollees have access to
employer-sponsored insurance (ESI). We first assess the share of Healthy Kids enrollees who
had ESI prior to enrolling in Healthy Kids and whether ES| coverage is available to and
potentially affordable for them. We also examine coverage patterns for the parents as well as the
siblings of the children who are enrolled in the Healthy Kids program.

Client Survey Questions
The analysis is based on survey questions to parents of new enrollees about the child’s health
insurance coverage just before enrolling in Healthy Kids and the health insurance coverage of

parents and siblings. Parents were asked the specific type of coverage their child had in the
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period prior to enrolling in Healthy Kids, including whether the child had Medi-Cal (regular or
Emergency), Healthy Families, employer-sponsored coverage, private nongroup coverage, or
any other type of coverage. We asked parents if they or their spouse had health insurance
coverage. If so, we asked what type of coverage they had; whether they or their spouse had an
employer that offered insurance coverage to dependents; and whether the employer contributed
something toward the premium for dependent coverage. These questions were used to assess
whether the family had access to affordable ESI for the child, using a methodology adapted from
the congressionally mandated evaluation of SCHIP (Kenney et a. 2005) and the evaluation of
the San Mateo Healthy Kids program (Howell et a. 2005). We also asked how many of the
child's siblings were uninsured and how many were covered by Medi-Cal or Healthy Families.
Survey Results
Figure 6.1 shows the insurance status of children just prior to enrolling in Healthy Kids.’
Parents could report more than one form of insurance, so a hierarchy was used to categorize the
children into mutually exclusive groups. All children that had any ESI (regardless of any other
coverage) were categorized as having ESI, followed by Medi-Cal/Heathy Families, Emergency
Medi-Cal, other coverage, and fully uninsured. Children who were reported to have only
coverage under the Child Health and Disability Program, clinic/hospital-based coverage, or no
coverage were classified as being uninsured.

About 10 percent of children were reported to have more than one type of coverage prior
to enrolling in Healthy Kids. It was especially common for Emergency Medi-Cal to be reported

in tandem with another type of coverage. Fully 16 percent of the children with Emergency Medi-

" These estimates are based on information from new enrollees. The results for established enrollees are very
similar.
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Cad were reported to have another source of coverage. However, the only children in the figure
shown to be Emergency Medi-Cal are those with no other form of coverage.

Just 3 percent of Healthy Kids enrollees had employer-sponsored coverage just before
they enrolled in the program. Thus, very few parents dropped ESI coverage in order to enroll
their children. In addition, over 80 percent of Healthy Kids enrollees lacked comprehensive
health insurance coverage prior to enrolling; 30 percent had no health insurance coverage
whatsoever and 53 percent only had Emergency Medi-Cal. The remainder had either regular

Medi-Cal/Healthy Families (12 percent) or some other type of coverage (3 percent).

Figure 6.1: Insurance Status Prior to Enrolling in the Healthy Kids Program
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Fifty-three percent were reported to have had Emergency Medi-Cal alone, and another 10
percent had Emergency Medi-Cal in combination with some other type of coverage (data not

shown). The proportion of children with Emergency Medi-Cal prior to enrolling is two to three
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times higher than the rates reported in San Mateo and Santa Clara Counties for the same age
group, and over half of the children had been on Emergency Medi-Cal for more than six months.
In addition, a third of the recent and 46 percent of the established enrollees who had Emergency
Medi-Cal coverage just prior to enrolling still had this coverage at the time of the interview (data
not shown). The findings concerning Emergency Medi-Cal are consistent with information
gathered during evaluation focus groups. A large proportion of parents in the focus groups
reported that they had and continued to use Emergency Medi-Cal, even after enrolling in Healthy
Kids (Hill et a. 2006).

The vast mgjority of Healthy Kids enrollees have no access to ESI coverage whatsoever,
let alone access to coverage that is affordable, which explains why so few children had ES| prior
to enrolling in the program (Table 6.1). For example, only 9.9 percent of parents of Healthy Kids
enrollees have an offer of employer-sponsored coverage. Among those parents, about half work
for employers that subsidize the premium for dependent coverage, but only 2.9 percent have a
parent who is covered under that policy, indicating that the employer policy is affordable to the

family.

Table 6.1: Accessto Employer-Sponsored Cover age among Healthy Kids Enrollees

Percentage
Parent has an offer of dependent coverage through employer 9.9
Parent has an offer of dependent coverage and employer pays some or 54
all of premium '
Parent has offer of dependent coverage, employer pays some or all of 29

premium, and parent has employer-sponsored coverage themselves
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Parent Coverage. This low access to ES| and to insurance coverage generaly within
Healthy Kids families trandlates into high rates of uninsurance among parents (Figure 6.2). Fully
82.9 percent of Healthy Kids enrollees have at |east one parent who lacked health insurance
coverage at the time of the survey, and just 8.1 percent have a parent with ESI. Emergency Medi-
Cd isthe single largest category of coverage reported for parents, with 13.1 percent of Healthy

Kids enrollees having at least one parent with Emergency Medi-Cal coverage.

Figure 6.2: Insurance Status of Healthy Kids Enrollees Parents
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Source: 2005 Survey of LA Healthy Kids Enrollees

Sibling Coverage. Having children in the family with different forms of coverage may
cause difficulties for parents dealing with different administrative rules and renewal processes, or
different provider networks. As shown in Table 6.2, many Healthy Kids enrollees do have

siblings who are enrolled in other public health insurance programs. Among the new enrollees



with siblings (about 70 percent of enrollees), 15.8 percent had one or more siblings enrolled in
Healthy Families and 24.9 percent had one or more siblings enrolled in Medi-Cal. (The rates are
higher for established enrollees—data not shown.) Within the sample of all new enrollees, 11

percent had at least one sibling who was uninsured. (The rate was almost identical for established

enrollees.)

Table 6.2: Coverage Patterns among the Siblings of Healthy Kids Enrollees

Healthy Kids Enrollees With One Or More Siblings Percentage

At least one sibling enrolled in Medi-Cal 24.9
At least one sibling enrolled in Healthy Families 15.8
At least one sibling uninsured 16.0
N 365
All Healthy Kids Enrollees Percentage
At least one sibling enrolled in Medi-Cal 17.1
At least one sibling enrolled in Healthy Families 10.8
At least one sibling uninsured 11.0
N 538
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CHAPTER 7: ACCESSTO AND USE OF MEDICAL CARE

The primary goal of the Healthy Kids program is to improve access to health care for previously
uninsured children and therefore increase their use of needed health services. Having a usua
source of care is considered a necessary component of continuous primary care and thereforeis a
key indicator of access (Starfield 1992). Studies have shown that children born outside the U.S.
are significantly less likely to have a usual source of care than other children (Huang et a. 2006).
We would expect that most Healthy Kids children would have a usual source of care, since part
of the enrollment process into the program includes the selection of the child’s primary care
provider. Having a usua source of care should further be reflected in the child’s use of services
(“realized access’). The American Academy of Pediatrics recommends that one year olds receive
two preventive visits a year and that two to five year olds receive such avisit annualy.

In addition to requiring routine primary and preventive care, most young children have
periodic episodic illnesses that requires a physician visit, and some have chronic conditions that
need frequent monitoring and treatment. The case study interviews and parent focus groups (Hill,
Courtot, and Wada 2005) both suggested that access to primary care was very good under
Healthy Kids, and that access to speciaty care was generally good, but could be improved for
some children, especialy those with special health care needs. For example, the Healthy Kids
program took several steps that are likely to improve access to care for enrollees (Hill, et al.,
2006). The benefit package is broad, according to those interviewed, as is the network of
providers who accept Healthy Kids enrollees. Program developers deliberately chose a health
plan with such a broad network (L.A. Care Health Plan) to administer Healthy Kids. At the same
time as providing access to private providers, the network also includes many safety net
providers with experience serving low income Latino families. Over 1400 primary care providers

participate as well as 2343 specialists and 45 hospitals.

36



Client Survey Questions

We examine both perceived and realized access to care for children enrolled in the Healthy Kids
program for about a year (the established enrollees). We asked parents the following four types
of questions:

Usual Source of Care: Do you have a particular place that your child usually goes to if
he/she is sick or you need advice about hig’her health? (For parents who reported a
usual source of care, several additional questions were asked specifically about the
usua source of care, such as. Do you have one person you think of as your child’s
personal doctor or nurse?)

Use of Services: During the past six months, how many times did your child go to a
hospital emergency room? Was he/she admitted and had to stay overnight in the
hospital? How many different times did your child stay overnight in the hospital? How
many times did your child see a doctor or any other healthcare professional such asa
physician assistant or nurse? Did he/she see a doctor or health professional for
preventive care, such as a check-up, well-child visit, shots, or physical examination?
Did your child get any shots? Did your child see a speciaist? Did your child go to an
eye doctor, optometrist, or optician for an eye exam?

Unmet Need: During the last 6 months was there any time that your child needed to see
adoctor or other health care professional for preventive care such as awell-child visit,
checkup or physical examination but did not go? Needed to see a specialist but did not
go? Needed care by a specidist and it had to be delayed? Needed to see a doctor other
health professional because of an illness, accident, or injury but did not go? Needed an
eye exam and it had to be delayed? Needed a prescription drug but did not get it?
Ability to Meet Health Needs: During the past six months, how confident were you that
your child could get hedlth care if he/she needed it? How often did your child’s health
care needs create financial difficulties?

To provide a context for the interpretation of results for Healthy Kids enrollees, we
provide in the text some measures for established enrollee O to 5 year olds from the
Congressionally Mandated SCHIP Evaluation, which used virtually the same survey instrument
with an identical reference period (Kenney et al. 2005).

It isimportant to recognize that the SCHIP population differs from Healthy Kids

enrollees in severa important ways that could affect accessto care. For example, SCHIP
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enrollees live in families with higher incomes, and almost all are citizens. As a result, one might
expect access and use to be better for the SCHIP population than for the Healthy Kids
population.

One additional source of information on use of services reported here comes from survey
data linked to the Health Plan Employer Data and Information Set (HEDIS), which has data from
medical records on the number of Healthy Kids two year olds who were up-to-date on their
immunizations. While the number of children who could be linked was very small (31 children),
the results provide some qualitative information on immunization levels for that age group.
Survey Results

Usual Source of Care. Table 7.1 presents the availability of a usual source of care for
Healthy Kids enrollees, as well as several characteristics of the usua source of care for those that
have one. A high percentage of parents, 91.7 percent, reported their child had a usual source of
care, and another 2.2 percent reported a usual source of care that was an emergency room. Only
6.1 percent reported having no usua source of care for their child, whichis not surprising since
selecting a primary care provider is part of the Healthy Kids application process.

Among those with a usual source of care, only 24.4 percent reported that the usual source
of care was a private doctor’s office, while 75.0 percent reported that the usual source of care
was aclinic. This contrasts sharply with the profile of providers that are usua sources of care for
SCHIP enrollees, for whom 66 percent of parents cited a private doctor’ s office as the usual
source of care. Among the 31 children with no usual source of care, 9 parents said that the reason
for not having one was that their child seldom or never got sick, 6 cited not knowing where to

go, and 5 said that care cost too much or they didn’'t have insurance (data not shown).
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Table7.1: Accessto Carefor Healthy Kids Enrollees

Percentage

Child has usual source of care

Yes 91.7

No: Report ER as usual source 2.2

No 6.1
N 523
Type of usual source of care®

Private doctor's office 24.4

Clinic or health center 75.0

Other type of place 0.6
N 493
Travel time to usual source of care®

Less than 30 minutes 70.0

30 minutes to an hour 21.7

One hour or more 7.4
N 493
Does child have personal doctor/nurse??

Yes 66.8
N 491
Needed advice when the usual source of care was closed?

Yes 28.2
N 492
Was able to reach a doctor when usual source of care
was closed”

Yes 53.2
N 135

& For those with ausual source of care
® For those who needed advice when the usual source of care was closed

The process monitoring reports using data from L.A. Care Health Plan (Sommers et .
2006) have indicated that the proportion of Healthy Kids enrollees with private providersis

higher than suggested by the survey data. However, the process monitoring reports distinguish



between private providers (including those practicing in for-profit clinics) and safety- net
providers (not-for-profit clinics), so the measures are not comparable.

Parents of most Healthy Kids enrollees (70.0 percent) reported that their child’s usua
source of care was conveniently located within 30 minutes of their home. However, 21.7 percent
lived 30 minutes to an hour from it, and another 7.4 percent lived an hour or more away. Y oung
SCHIP enrollees had somewhat better geographic access, with 83 percent being less than 30
minutes away from their usual source of care.

Among those with a usual source of care, parents were asked whether their child had a
personal doctor or nurse who knew their child and was familiar with the child’s history. About
two-thirds of parents said yes, contrasting with 74.8 percent of parents of young SCHIP
enrollees.

In spiteof this generally positive picture of access to care, some parents had difficulty
getting after-hours advice for health problems. Approximately 28 percent of parents of Healthy
Kids enrollees sought health care advice when the usual source of care was closed, and of those
only 53.2 percent were able to reach a health professiona to talk about their child’'s problem.

Use of Services. Table 7.2 shows the rate of doctor and other health professional and
specialist visits; emergency room visits; overnight hospital stays; vision services; preventive care
visits; and shots*®. Use of each of these types of services is shown by age and by whether the
child was in good health or had health problems. Over 75 percent of Healthy Kids enrollees saw
adoctor or other health professional in the six months prior to the survey, but a substantial
proportion, 23.6 percent, had no visits in the time period. An additional 23.2 percent had just one

visit. At the same time, 34.1 percent had 2 to 3 visits, and 22.3 percent and 19.0 percent had four

18 Dental care useis discussed in the following chapter.
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or more visits, showing that some Healthy Kids children were heavy users of medical care. As

additional evidence of health problems, 11.4 percent of Healthy Kids enrollees saw a speciaist in

the six months prior to the survey. Differences in the rate and number of doctor and specialist

visits were not statistically significant either by age or by health status, which may be due to the

small sample sizes in the age and poor health status groups.

Table 7.2;: Use of Health Care Servicesin the Past Sx Months

Age (years) Health Status

Total With health

1-3 4 5 Good | problems?
Any doctor visit 76.4 73.6 77.1 78.5 74.8 81.0

Number of doctor visits

0 23.6 26.4 22.9 215 25.2 19.0
1 23.2 20.3 23.8 25.5 24.7 19.0
2-3 34.1 30.8 36.3 35.3 335 35.9
4 19.0 22.3 17.0 17.8 16.6 26.1
Any specialist visit 11.4 9.1 13.2 11.9 11.7 10.5
Any emergency room visit| 22.5 274 21.0 19.3 19.5 314
Any hospital stay 3.3 4.3 0.7 4.1 1.9 6.9
Any preventive care visit 70.5 66.4 71.3 73.6 69.3 73.9
Any shots 59.2 60.4 62.7 55.0 59.1 59.5
Any vision screening 8.2 7.4 7.3 9.3 7.6 9.9
N 535 181 161 193 402 133

! Children with health problems were defined as those who were reported to be in fair or poor health, those who
were in worse health in infancy, and those who had a condition that limited their activities.

The likelihood of Healthy Kids enrollees having any doctor visit was quite similar to that of

SCHIP enrollees ages 0 to 5 (75.2 percent). However the Healthy Kids rate of specialist visitsis

lower than for SCHIP (17.2 percent). Consequently, the data suggest that Healthy Kids enrollees
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have adequate access to primary care but that there are potential access problems for speciaty
care, especidly for the Healthy Kids children who are in poor health.

Twenty-two percent of Healthy Kids established enrollees had an emergency room visit
in the prior 6 months, with 1 to 3 year olds being more likely to have an emergency room visit
than five year olds (27.4 percent versus 19.3 percent respectively). Moreover, children with
health problems were much more likely to have an emergency room visit (31.4 percent) than
children in good health (19.5 percent). While the use of the emergency room by Healthy Kids
enrollees might seem high, the overall rate (22.5 percent) is quite similar to the rate for SCHIP
enrollees ages 0 to 5 (24.3 percent).

The rate of overnight hospital stays was 3.3 percent in the six months prior to the survey.
As expected, children with health problems had significantly higher rates of hospitalization (6.9
percent) than children in good health (1.9 percent). The much lower rate for 4 year olds relative
to 1 to 3 and 5 year olds was consistent with parent reports that 4 year olds were in better health
than the other two age groups, as shown in Chapter 4. The Healthy Kids hospitaization rate is
comparable to that of SCHIP enrollees ages 0 to 5, of whom 5.1 percent were hospitalized.

The table show rates of use of three types of preventive services. having a preventive
doctor visit; receiving a shot or vaccination; and having a vision check up or eye exam. Fully
70.5 percent of Healthy Kids enrollees had a preventive care visit in the previous six months,
higher than the rate for SCHIP enrollees ages 0 to 5 (57.1 percent). Fifty-nine percent of
enrollees received a shot or vaccination, and 8.2 percent received a vision check up. There were
no significant differences with respect to age or health status in any of the preventive care

measures.
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It seems surprising that such a high proportion of children had shots, since most are older
than the ages when immunizations are received routinely. However, it is possible that the older
children are still getting caught up on their immunizations. As further evidence for this, Figure
7.1 shows results from the linkage of HEDIS data linked to client survey data. For the 31 two
year olds whose data could be linked, the figure shows the percent who were up-to-date on their
immunizations. The highest immunization rates (Measles, Mumps, Rubella and Varicella) were
those that require only one “catch up” shot to be up-to-date.

The data show that the health plan faces a challenge in achieving full immunization
coverage for Healthy Kids. Only 40 to 60 percent of these two year olds were up-to-date,
depending on the type of immunization. However, only 62 percent of al U.S. children enrolled
in Medicaid plans were up-to-date on all immunizations at the same age in 2003 (National
Committee for Quality Assurance, 2004), showing a similar challenge for other publicly insured
children.

Most of these two year olds arrived in the U.S. only recently (having been born abroad),
and it is very possible that infants in the countries of their birth do not receive the same range of
immunizations that are recommended by the American Academy of Pediatrics and used as
HEDIS standards (www.cdc.gov/nip/acip). The fact that the proportion of Healthy Kids
receiving shotsis the same for 4 year olds as for 1 to 3 year olds (Table 7.2) suggests that
enrollment in the program is leading to catch-up in immunizations all the way through early
childhood, and thus potentially protecting the public health of all children in Los Angeles

County.
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Figure 7.1: Percent of Healthy Kids Two-Y ear-Olds Up to Date on Immunizations by Type

70% -
60% A
50% A

40% ~
30% -
20% A
10% -
0%

Polio MMR HepB Var

Note: DPT = Diphtheria, Tetanus, Pertussis; HIB = Haemophilus, Influenza, Type B; Hep B
= Hepatitis B; Var = Varicella

Unmet Need. Data on unmet need in the six months prior to the survey are shown in
Table 7.3, with separate estimates by age and health status of the child. Access to urgently
needed medical care is good for Healthy Kids enrollees. Only a very small percentage of Healthy
Kids parents reported needing care for their child’ s illness or injury but not getting it (2.5
percent), although the rate was higher for children with health problems (4.3 percent). There
were no significant age differerces by age.

However, there were higher rates of unmet need for preventive care. Twelve percent of
Healthy Kids enrollees needed preventive care but did not obtain it. This varied significantly by
age and by health status with 4-year-olds and children in good health being less likely to

experience unmet need for preventive care. In theory, the need for preventive care should not



vary by health status, so the higher perceived level of unmet need for children with health

problemsis surprising. Perhaps the parents of these children are too busy getting other types of

care for their child (for example, some parents reported that they could not take their child

because he or she was sick) or perhaps they are generally more anxious about their child’s health

needs.

Table 7.3: Healthy Kids Unmet Need in the Past Six Months

Age (years) Health Status
Total With health
1-3 | 4 5 |Good| problems?
Percentage
Needed doctor visit for illness/injury
but did not go 25 34 17 2.5 19 4.3
Needed preventive visit but did notgo| 125 | 154 | 7.8 13.8 9.6 20.7
Needed specialist visit
But did not go 6.0 7.3 35 7.0 4.6 10.2
But delayed care 54 6.3 4.7 5.0 3.3 11.4
Needed vision care visit but delayed
care 0.8 04 14 0.9 0.8 1.2
Needed prescription drugs but did not
get them 3.3 54 1.7 2.8 2.4 5.8
N 535 181 | 161 | 193 | 402 133

1 Children with health problems were defined as those who were reported to be in fair or poor health,
those who were in worse health in infancy, or those who had a condition that limited their activities.

Among the small number of parents (66) who reported an unmet need for preventive

care, their reasons for having an unmet need fell into several categories. parent information

issues such as believing the provider did not accept their insurance or not knowing where to go

(3.5 percent); transportation issues (11.3 percent); access issues such as not being able to

schedule an appointment soon enough or not getting approval from the plan (18.5 percent); cost
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issues (16.4 percent); missed appointments (23.3 percent); or other reasons (26.9 percent).
Among those specifying other reasons, about half were miscellaneous access barriers (data not
shown).

Six percent of parents said that they needed specialist care for their child but did not go,
and another 5.4 percent said that they needed specialist care for their child but delayed the care.
Not surprisingly, the rate of unmet need was higher for children with health problems than for
children in good health. Ten percent of children with health problems did not get needed
specidlist care, and 11.4 percent delayed such care. This comparesto 4.6 percent of childrenin
good health not getting needed specialist care and 3.3 percent delaying needed care. There were
no significant differences in unmet need for specialist care by age.

The combined rate of unmet need for specialist care (6.4 percent of children either did not
have needed specialist care or delayed it) is substantially higher than the combined rate for
SCHIP enrollees ages 0 to 5 (2.8 percent). When considered as a share of those who needed

specialist care, this combined rate of unmet need was 58.2 percent.®

These findings of a high
rate of unmet need for specialist care are consistent with the relatively low use rates reported in
Table 7.2, especialy for children with health problems, suggesting potential access problems for
speciadist care for Healthy Kids enrollees.

Very few parents reported delaying vision care for their children (Iess than one percent).
In addition, few children who needed prescription medicines were unable to get them (3.3
percent) which is similar to that of the SCHIP enrollees ages 0 to 5 (5.5 percent).

Ability to Meet Child’s Health Care Needs. As afinal indicator of accessto care, the

survey assessed parents’ level of concern about meeting their child's health care needs (Table
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7.4). First, parents were asked how confident they were they could meet their child’'s health care
needs, and 88.9 percent said that they were very or somewhat confident. This varied by the
health status of the child. Among parents of children in good health, 91.2 percent were very or
somewhat confident in getting needed care, in contrast to only 82.2 percent of parents of children

with health problems.

Table 7.4: Ability to Meet Child’sHealth Care Needs

Age (years) Health Status
Total
With health
1-3 4 5 |Good| problems!
Percentage
Very confident or somewhat
confident in getting needed care 889 | 87.2 | 87.0 | 922 | 91.2 82.2
Child's health care created little to
no financial difficulty for family 68.3 | 669 | 743 | 645 | 70.8 61.1
N 535 | 181 161 193 | 402 133

! Children with health problems were defined as those who were reported to be in fair or poor health,
those who were in worse health in infancy, or those who had a condition that limited their activities.

In addition, most parents (68.3 percent) reported that meeting their child’s health care
needs created little or no financial difficulty for them, with 61.1 percent of children with health
problems facing little or no difficulty (a significant difference from children in good health).
Consequently, in spite of the low cost sharing for Healthy Kids services, a substantial portion of

parents percelved some financial difficulty. These financial difficulties could be attributed to lost

19 This percentage is computed by dividing the number of children whose parents reported unmet need for specialty
care by the number of children who either had specialty care or had an unmet need for it.
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wages when parents take their children to the doctor, co-payments for children with high rates of
service use, or more general anxiety among parents about the potential costs should their child

become very ill.
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CHAPTER 8: ACCESSTO DENTAL CARE

Dental care isthe most prevalent unmet need and dental caries the most prevalent infectious
disease among children (Newacheck et a. 2000). Even among young children, cavities, both
filled and unfilled, are more prevalent in poor children than non-poor children, in Hispanic
relative to white children, and in children of parents with low-educational attainment (Edelstein
2002). Moreover, young children in families with low incomes and with parents of low
educational attainment are less likely to have dental insurance and to visit a dentist than children
in higher income families with more educated parents. While an immediate problem in young
children, cavities in primary teeth are also associated with cavities in permanent teeth in youth,
adolescerce, and adulthood. Moreover, children with dental problems lose 52 million school
hours annually and poor children are at greater risk for missing school because of dental
problems. (Mouradian et al. 2002). The American Academy of Pediatrics recommends the
establishment of a dental home by age one and that dental visits occur every six months starting
at age one in order to assess risk, develop and implement a prevention plan, provide anticipatory
guidance and education, and provide needed dental services (American Academy of Pediatrics
2003).

Aswith primary care, the Los Angeles Healthy Kids program has taken special steps to
assist parents in establishing a usua source of dental care for their children. The program
contracts with Safeguard Denta—which has a network of 1500 dentists to serve Healthy Kids
children, and assists parents with selecting a dental care provider as part of the enrollment
process. The network for dental providersis amost identical to the Healthy Families network,

and is broader than that available to Medi-Cal children (Hill et a. 2005).
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Client Survey Questions
To examine the extent of access to dental care for established enrollees ages 2 to 5, we asked
parents the following questions:

Usual Source of Dental Care: Do you have a dentist’s office or clinic that your child

usually goes to if he/she needs to see a dentist or a dental hygienist for a checkup, to get

his/her teeth cleaned or for another dental procedure? If not, what is the main reason your
child did not have a usual place of dental care?

Use of Dental Care: Children who had avisit to a doctor or other health professiona in

the past six months were asked: During the past six months did your child go to a dentist

or dental hygienist for a checkup or to get hisher teeth cleaned? How about for a dental

procedure such as having a cavity filled or atooth pulled? Has 3/our child ever goneto a

dentist or dental hygienist for a checkup or any other reason? 2

Unmet Need for Dental Care: During the past six months, was there a time that your

child needed to go to a dentist or dental hygienist but did not go? What was the reason the

child did not see a dentist or dental hygienist when needed? During the past six months,
was there any time that your child needed dental care and it had to be delayed? What was
the reason the dental care for your child had to be delayed?

Asin the previous chapter, we present data on the established enrollees and in some cases
provide data from the Congressionally Mandated SCHIP Evaluation on3to 5 year oldsas a
benchmark (Kenney et a. 2005). We conduct the analyses of use of and unmet need for dental
services separately by single year of age of the child and by whether their parent reported that
they had concerns about the child’ s teeth in the past 12 months (a measure of dental health
status).

Survey Results
Usual Source of Dental Care. Sixty-six percent of Healthy Kids parents reported their

child had a usual source of dental care (Table 8.1). Conversely, one-third of enrolleesin this age

group had none. The rate of having a usual source of dental care anong SCHIP enrollees ages 3
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to 5 was somewhat higher at 71 percent, which could reflect either greater access or the

somewhat higher ages of the SCHIP enrollees.

Table 8.1: Usual Source of Dental Care

Percentage

Usual source of dental care 66.4

N 519
Reasons for no usual source of care

Parent Education and Information 59.3

Do not believe child needs a dentist 25.3

Child seldom has a tooth problem 7.1

New to the area 1.3

Do not know where to go 25.6

Access issues 9.7

Costs too much/insurance issues 9.9

Transportation problems 1.2

Other 19.9

N 169

Among those who did not report having a usual source of dental care, alarge share of
parents, almost 60 percent, reported needing more information or education about dental care.
These reasons included: parents not believing that the child needs a dentist (25.3 percent); that
the child seldom or never has a tooth problem (7.1 percent); that they were new to the area (1.3

percent); or that they did not know where to go (25.6 percent). These findings illustrate the need

201 deally, these questions would have been asked of all children. Unfortunately, a skip pattern error meant that these
guestions were only asked of children who had had a health professional visit in the last six months. Thisis
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for more education of Healthy Kids parents regarding the importance of preventive dental visits
and about how to find a dental provider that participates in Healthy Kids. Another 9.7 percent of
parents cited access issues such as being unable to find a dentist that accepts the plan or a dentist
that speaks their language, or that the hours are not convenient; 9.9 percent cited that the costs
aretoo high or that they just changed insurance; 1.2 percent cited transportation problems; and
19.9 percent cited other reasons.

These findings are consistent with results from parent focus groups. While in the parent
focus groups most parents reported satisfaction with dental care (and that it is a highly valued
program benefit), some parents reported difficulty finding an accessible provider (Hill, Courtot,
and Wada 2006).

Use of Services. Questions regarding the use of dental services were only asked of the %
of children who had seen a doctor or other health professional in the past six months. Among
these children, 40.8 percent had a dental checkup and 58.2 percent had ever seen a dentist in their
lifetime (Table 8.2). The proportion having a dental check up in the past six months was
somewhat higher for SCHIP enrollees (49.1 percent), a small difference that may be due to the
older average age of the SCHIP enrollees. The rate of use of dental care for these young children
compares favorably with national rates, since only 35.0 percent of 2 to 4 year oldsin the U.S.
had any type of denta visit in the past year in 2004 (Bloom and Dey 2006). As evidence that
Healthy Kidsisimproving dental health status, fully 24.5 percent of enrollees had a dental
procedure within the past six months.

The use of dental services varied by age of the child with 2-year-olds being the least

likely to have had a preventive visit or a procedure in the past six months, and with 4- and 5-

approximately ¥ of established enrolleesin the survey (see Table 7.2).
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year-olds being the most likely. Similarly, enrollees whose parents reported that they had dental
problems were more likely to have both types of dental visits and to have had a visit in their

lifetime than those without dental problems.

Table 8.2: Use of Dental Servicesin the Past Six Months

Age (years) Dental Health Status
' Total No Dental
Service Use 2 3 4 5 problems [problems?
Percentage
Visit for check-up 40.8 18.3 30.9 48.2 45.8 29.2 55.1
Visit for dental
procedures 24.5 74 19.2 29.8 27.6 7.7 45.2
N 390 41 79 121 149 219 170
Ever gone to the
dentist 58.2 26.5 38.8 69.3 67.7 44.8 74.9
N 224 32 49 63 80 154 69

Note: Use of dental care is available only for children whose parents reported their child received a
medical visit.

1 Children with dental problems are those whose parents reported their child had a dental problem that
caused them concern in the past 12 months.

Table 8.3: Unmet Need for Dental Care

Age (years) Dental health status
Total No Dental
Service Use 2 3 4 5 |problems |problems®
Percentage
Needed dental care but
Did not go 15.4 10.1 14.1 15.0 18.6 5.4 28.6
Delayed care| 13.3 5.4 8.4 19.5 13.2 3.4 26.6
N 520 58 108 161 193 301 218

! Children with dental problems are those whose parents reported their child had a dental problem that
caused them concern in the past 12 months.

53



Unmet Need for Dental Care. Table 8.3 presents data on unmet need for dental care.
Fifteen percent of Healthy Kids enrollees ages 2 to 5 needed dental care but did not go. The
proportion that needed care but did not go did not vary significantly by age. The percentage that
delayed care was similarly high (13.3 percent), with four and five year olds more likely to have a
delay.

Children with dental problems were much more likely to have unmet need than those
without dental problems. For example, 28.6 percent versus 5.4 percent, respectively, did not go
to the dentist when needed. Consistent with a higher rate not getting needed dental care, 26.6
percent of children with dental problems reported delaying dental care, while only 3.4 percent of
those with no problems reported a delay.

When the two measures of unmet need are combined for an overall measure of unmet
dental care need, fully 21.7 percent of enrollees ages 2 to 5 needed dental care and either did not
go or delayed care. Thisis higher than any of the medical services studied. Moreover, it is higher
than for comparable estimates for SCHIP enrollees ages 3 to 5 of whom only 11.2 percent either
did not go or delayed needed dental care.

Parents responses to a question about the main reason that needed dental care was either
not received or delayed were grouped into the following categories: parental information issues
such as the place did not accept their insurance or they did not know where to go; transportation
issues; access issues such as they could not schedule an appointment soon enough or they did not
get approval from the plan; missed appointments; or other issues. Using this classification, the
reasons for not receiving needed dental care were: parent information issues (17.9 percent);
transportation problems (11.4 percent); access issues (23.3 percent); cost (16 percent), missed

appointments (10.8 percent); and other reasons (20.6 percent). Among those who delayed needed



care, the reasons were similar: parent information (8 percent); transportation problems (12.2
percent); access issues (25.8 percent), cost (8.9 percent), missed appointments (11.9 percent);
and other reasons (31 percent). The majority of “other” issues were miscellaneous access issues

(data not shown).
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CHAPTER 9: CHILD DEVELOPMENT

According to experts, good health care for young children should include a component during
routine preventive care that assesses and addresses a child’' s healthy development, including
parents’ concerns about development (Green and Palfrey 2002). The health provider should
observe the child’s physical and emotiona development, ask the parent about their observations
and concerns, and counsel the parent through a process often called “ anticipatory guidance’.
Developmental screening and education in preventive care can increase parent satisfaction with
care, improve early identification of problems, and help parents with positive devel opment-
promoting activities such as reading to their child regularly (Regalado and Halfon 2001,
Minkovitz et a. 2003; Halfon and Inkelas 2003). Eliciting parent concerns during well child
visits is useful for shaping guidance to meet the parent’s needs and for identifying issues early.
Some of those interviewed as part of the evaluation case study indicated a concern about
the adequacy of developmental screening and referrals (Hill et a. 2005). To enhance the extent
to which parent concerns are addressed, First 5 L.A. recently launched the Early Developmental
Screening and Intervention strategic partnership, designed to enhance systems of care that
support early identification of problems and the promotion of young children’s devel opment.
Because of First 5 L.A.’s strong interest in developmental services, the evaluation of
Healthy Kids examines the developmental concerns of Healthy Kids parents and severa
indicators of the quality of developmental care. Questions in the client survey are drawn from
other surveys that address this issue, including the Promoting Healthy Development Survey
(PHDS) developed by the national Child and Adolescent Health Measurement Initiative (Bethell
et a. 2001), and an adaptation of the clinical Parents Evaluation of Developmental Services
(PEDS) (Glascoe 2002). National surveys that have incorporated similar questions, such as the

National Survey of Early Childhood Health in 2000 (Halfon and Olson 2004) and the National
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Survey of Children’s Health in 2003 (U.S. Department of Health and Human Services HRSA
2005), provide some benchmark comparisons for the experience of Healthy Kids enrollees.
Client Survey Questions

The survey questions on this topic fall into three categories. parental concerns about their child's
devel opment; the devel opmental assessment process and the extent to which it addressed the
parent’ s concerns, and the type of anticipatory guidance the parent received.

Developmental Concerns. The child devel opment concerns questions include the
following:

Areyou concerned alot, alittle, or not at all about any of the following:

- How you child talks and makes speech sounds?

- How he/she understands what you say?

- How he/she uses hig’her hands and fingers to do things?
- How he/she uses hisher arms and legs?

- How he/she behaves?

- How he/she gets along with others?

- How he/sheis learning to do things for himself/herself?
- Your child's feelings and moods?

- Whether your child can do what other children his/her age can do?

As afollow-up question, parents were asked more generally whether they had any
concern about their child' s learning, developmert, or behavior (not just for the specific
items on the above list).

Developmental Assessment. Several questions were asked to determine the types of
developmental assessments that providers were doing, including whether they assessed and
addressed parents’ concerns. The basic developmental assessment question was.

During the past six months did your child’s doctors or other health providers ever tell you

that they were doing what doctors call a*“developmental assessment” or atest of your
child’'s devel opment?
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Recognizing that parents might not understand the term “developmental assessment” or have
been told that it was happening, we asked two follow-up questions asked about (1) whether the
health provider ever had the child roll over, pick up small objects, stack blocks, throw aball, or
recognize different colors, or (2) whether the provider asked the parent whether the child did any
of those things.

To determine whether providers were assessing and addressing parents' specific
concerns, we asked whether, in the past six months, a health provider asked them about their
concerns. Also, when a parent had reported one or more developmental concerns, they were
asked whether their provider gave them specific information to address those concerns. When
they reported that the provider did not, they were asked if they would have wanted their provider
to provide that information.

Anticipatory Guidance. To evaluate whether parents were receiving appropriate
anticipatory guidance, we asked whether, in the past six months, the health provider talked to the
parent about:

Things you can do to help your child grow and learn

The kinds of behaviors you expect to see as your child gets older
Food/feeding issues

Toilet training

Words and phrases the child uses/understands

How the child is learning to get along with other children
Guidance and discipline techniques

Dangerous situations, places, and objects

How to make the house safe

The importance of reading with their child

Child care
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When a parent said “no” to any of the ctoices, they were asked a follow-up question about
whether they wished the provider had talked to them about the specific topic.
Survey Results

Parental Concerns. Figure 9.1 shows the level of parent concerns about different aspects
of young children’s development. The most prevalent concerns centered on both the child’s
emotions and behaviors and on communication with the child (either the child’ s speech or their
ability to understand what the parent says). A quarter of parents expressed being “alot” or “a

little” concerned about feelings/moods, speech, or behavior.

Figure 9.1: Parental Concern about Their Child’s Development
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The level and type of concerns expressed by Healthy Kids parentsis dightly higher than
levels of concerns reported by parents nationally and in California. For example, 26.4 percent of
Healthy Kids parents are concerned “allittle” or “alot” about their child’s behavior, in contrast to
20 percent of parents of children of the same age nationally and 20 percent of parents of Latino
children in lowincome households in California.

A scoring method from the clinical and survey version of the PEDS (Bethell et a. 2001;
Bethell et al. 2002) uses the reported parental concerns to categorize children according to their
potential developmental risk. Certain questions, such as speech, are weighted more heavily as
indicators of potential risk. We used this scale to classify children enrolled in Healthy Kids
according to potential developmental risk (high, medium, low, or none), with results shown by
age in Table 9.1. Thirteen percent of children had a*“high” level of risk (according to their
parents' reported concerns about development), with the level of concern highest for five year
olds. This may be because communication (i.e. children’s expressive language) is weighted
heavily in the scaling, and parents expectations about their child’'s speech may increase as they
approach school age.

The table further shows that, while over 55.1 percent of parents had at least one concern
of some type about their child's development, only 27.8 percent reported that their health care
provider asked about their concerns within the past 6 months. About one-quarter (25.6) with
concerns said their provider gave them information to address their specific concerns. These
levels are lower than rates from national surveys and reflect both national and California
differences between parents of Latino children in low-income households and other children. For
example, according to the National Survey of Children’s Health in 2003, 40.7 percent of all

parents of children in this age group were asked about their developmental concerns, however
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only 29.1 percent of Latino low income children (below 300 percent of poverty) were asked
about them, arate similar to that for Los Angeles Healthy Kids. In addition, reflecting parents
desire for greater parent-provider communication about their child’s development, most parents
who did not receive information from their providers about their specific concerns said they
wished they had (76.6 percent). The patterns described above for the whole population are
similar across the three age groups shown in the table (ages 1 to 3, 4, and 5) reflecting the
importance of addressing concerns at al ages.

Table9.1:
Level of Parental Concern and Discussion of Concernswith Provider, By Age

Percentage

Developmental

risk level Age 1-3 Age 4 Age 5 Total
High 10.1 9.8 18.3 13.0
Moderate 16.9 15.8 15.2 15.9
Low 26.5 22.0 24.1 24.3
None 46.5 52.4 42.4 46.8

Any concerns* 55.2 493 60.0 55.1

Provider asked

about concerns** 30.8 21.9 30.0 27.8

If concerned,

provider gave

information that 26.9 24.6 252 256

addressed

concern**

If provider did not

gi_ve information, 83.9 69.7 75.4 76.6
wish they had**

N 179 161 193 533

* Reflects all parents who reported one or more specific concerns currently as well as those reporting any
developmental concernin the past 6 months.
** |n past 6 months.
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Table 9.2 shows whether parents reported that their child received a devel opmental
assessmert within the past six months, as indicated by a positive response to any three of the
developmental assessment questions. These parental reports are shown according to the child’s
age, the level of development risk, and the child’ s type of usual source of care. Across all age
groups, roughly 60 percent of parents of children in Healthy Kids recalled a devel opmental
assessment. This rate of developmental assessment for Healthy Kidsis relatively high. Only 52
percent of parents of children ages 19 to 35 months nationally recalled an assessment within the
past 12 months, according to the National Survey of Early Childhood Health in 2000.%! On the
other hand, as shown in the table, the rate does not vary significantly by age or parental concern
levels, so assessments may not be triggered by the questions parents ask or the concerns they
express in routine visits.

One reason the rate of developmental assessment appears higher in Healthy Kids
compared to the available national data may be due to the types of usual sources of care where
many children are seen. As shown earlier in Chapter 7, alarge magjority of parents reported that
their child’ s usual source of care was aclinic. As Table 9.2 shows, a much higher percentage of
parents of children who usually use clinics reported their child had a developmental assessment
(67.2) than other parents (47.3). During the evaluation site visit of November, 2004, several
respondents suggested that children in Healthy Kids have better opportunities for developmental
screening, because more of them are seen in safety net clinics where such screening may be more

routine (Hill, Courtot, and Wada 2005). Given the lack of national benchmarks and the difficulty

21 There are some differences in the way the rate is measured in this survey and in other surveys. For example,
parentsin the national survey were not asked whether the doctor asked about the child’s developmental behaviors.
(such as recognizing colors), rather than specifically observing the behavior.
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in measuring assessment services using parent reports, more research is needed on this important

topic.

Table 9.2: Recall of Developmental Assessment by Age, Level of
Developmental Risk, and Type of Usual Source of Care

Percentage reporting
developmental assessment in
past 6 months

Age
1-3 56.8
4 62.8
5 64.6
N 527
Level of
Developmental Risk
High 64.2
Moderate 62.9
Low 61.0
None 60.5
N 527
Usual source of care
Clinic 67.2
Other 47.3
N 496

Figure 9.2 shows the percentage of parents who reported that they received anticipatory

guidance on arange of topics, and (when they reported they did not have such guidance) the

proportion saying they wished they had received it. Guidance concerning feeding (including the

availability of WIC) was the most prevalent topic on which parents reported receiving guidance

(66.1 percent) along with guidance or other feeding issues (63.4 percent). However, guidance

concerning other topics was less common, and there were many topics for which more than a
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third of parents said they had received no guidance but wished they had. Many of these reflected

behavioral concerns, including a need for guidance about the kinds of behaviors to expect,

guidance and discipline, and how to help the child get along with other children.

Figure 9.2: Anticipatory Guidance
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These higher rates of interest in, but lack of discussion about, children’s behavior are

consistent with the higher rates of behavioral concerns discussed above. Other needs for

guidance, also consistent with concerns expressed above, relate to speech and ways that the

parent can help the child learn. Finally, many parents said they needed more guidance around

safety issues (e.g., making the house safe and dealing with dangerous situations) and childcare.

These patterns in the level of anticipatory guidance are generaly lower than, and the level of



interest in topics that have not been discussed is generally higher than, reported in the National
Survey of Early Childhood Health, although that survey interviewed parents of younger children
on average than those in the Healthy Kids program (Olson et al. 2004). Still, the pattern in the

types of topics which parents wanted covered is very similar to the national pattern.
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CHAPTER 10: PARENT’S PERCEPTION OF QUALITY OF CARE

There are many dimensions of quality of care for children. Since a child is dependent on their
parent’ s willingness to bring them for care regularly, a parent’s perception of care quality, while
subjective, is one extremely important dimension of quality (Beal et al. 2004). For example, a
parent’ s report onthe level of communication with their child’s health provider is an important
indicator that information is flowing well between the provider and the parent, in order to
diagnose problems and assure follow- up after the visit and to maintain or improve the child's
health (Halfon et a. 2004).

In interviews during the evaluation site visit of November, 2004 and in focus groups with
parentsin April and May of 2005, both advocates and parents indicated generally high levels of
satisfaction with the services provided under Healthy Kids. None of the advocates reported
serious problems with services, and parents uniformly said they would recommend Healthy Kids
to their friends (Hill, Courtot, and Wada 2005; Hill et al. 2006).

Client Survey Questions

In the evaluation’s client survey severa questions assessed the parent’ s satisfaction with the
quality of their child's health care and about the level of communication with their child’s health
care provider. These were in addition to those questions that focused specifically on
communication about child development issues, discussed in the previous chapter.

Satisfaction with Quality of Care:

How satisfied were you with the quality of health care your child received in the past six
months? (Very satisfied/Somewhat satisfied/Somewhat dissatisfied/Very dissatisfied)

How satisfied were you with the amount of time you spent with providers at your usual

source of care (Very satisfied/Somewhat satisfied/Somewhat dissatisfied/Very
dissatisfied)?
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Would you recommend your usual source of care to family and friends? (Y es/No)
Questions Concerning Quality of Communication with Provider (choices were
Never/Sometimes/Usually/Always):

How often did your child’s provider:

- Take time to understand the needs of your child?

- Taketime to understand you and your family and how you prefer to raise your
child?

- Talk to you about issues in your community that may affect the health of your
child?

Specifically at the usua source of care:

- How often did your provider explain things in away that you could understand?

- How often did your provider speak alanguage you understand well?

- How often did you have difficulty communicating with the provider because of a
language problem?

- How often did your provider treat you with courtesy and respect?

Survey Results

Table 10.1 shows three overall measures of parent satisfaction with the quality of care, which
was generally very positive. Over 90 percent of parents of all three age groups (1- to 3- year-
olds, 4-year-olds, and 5-year-olds) felt either very or somewhat satisfied with the quality of their
children’s care. Slightly fewer, but still over 85 percent, were very or somewhat satisfied with
the amount of time spent with their provider at their usual source of care, and a similar
percentage would recommend their usual source of care to family and friends. While satisfaction
levels were high across al age groups, parents of younger children were less likely to be very

satisfied than parents of older children. These satisfaction levels are similar to those in the San
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Mateo County Healthy Kids program, where 44.9 percent of parents reported being very satisfied

with the amount of time spent with their provider, corresponding to 46.3 percent for Los Angeles

Healthy Kids.

Table 10.1: Parents Satisfaction with Quality of Care

Age
1-3 4 5 Total
Percentage
Satisfaction with quality of care
Very satisfied 56.9 67.6 65.3 63.2
Somewhat satisfied 37.4 25.2 32.1 31.7
Somewhat dissatisfied 4.2 5.6 2.7 4.1
Very dissatisfied 15 15 0 11
N 79 159 191 529
Satisfaction with amount of time spent with
providers at usual source of care
Very satisfied 43.9 41.9 51.9 46.3
Somewhat satisfied 38.7 44.6 39.2 40.6
Somewhat dissatisfied 15.4 9.1 8.9 111
Very dissatisfied 2.0 4.4 0 2.1
N 169 144 185 498
Would recommend usual source of care to
family and friends 88.5 87.5 92.7 89.7
N 169 144 185 498

Figure 10.1 shows specific indicators of parent satisfaction with communication with

their child's hedlth provider. The very large mgority of parents felt they were treated with

courtesy and respect by their child’s health provider at levels that correspond to the high overall
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satisfaction levels reported above. In addition, a majority reported few language barriers, another

very positive finding which is consistent with the findings from focus groups (Hill et a. 2006).

Still, there appear to be some communication issues, in addition to those discussed in Chapter 9

concerning child development communication. For example, only about athird of parents

reported that providers always take time to understand the needs of their child. A similar

percentage reported that the provider always took time to understand the parent and family.

Figure 10.1: Parental Assessment of Provider Communication
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These results are similar to those for the San Mateo Healthy Kids program. For example,

in San Mateo 77.2 percent of parents reported the child’s provider aways treated them with

courtesy (almost identical to the L.A. rate, 77.3 percent), while only 50.2 percent said the
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provider always explained things well (corresponding to 52.0 percent in L.A.). However,
language barriers appear to be lower in Los Angeles. While only 51.2 percent of San Mateo
parents said their doctor always spoke their language, the percentage in Los Angeles was higher,

60.5 percent.
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CHAPTER 11: CONCLUSIONS

This analysis of wave one of the Los Angeles Healthy Kids client survey provides arich portrait
of the youngest children (ages 1 to 5) served by the program, as well as information on their
families and their experience on the program. This chapter provides some of the highlights from
the analysis, as well as some conclusions concerning the implications of the findings for the
Healthy Kids program.

Demographicsand Health Status. Most Healthy Kids enrollees in the age group
included in the survey are aged 3 to 5 and are in two-parent, Latino working families. In
addition, most parents have been in the U.S. for some time, even if most children were born
abroad, suggesting migration back and forth to the home country. The majority of families are
poor, with relatively low parental educational attainment. In addition, most parents are Spanish
speaking, suggesting a high need for culturally and linguistically appropriate services for Healthy
Kids families.

Despite this general pattern, there is considerable variety. Many Healthy Kidslivein
Asian families and many have parents with substantial education. This diversity should be taken
into account when planning for the best way to target services. Since there is adequate premium
financing for children ages0to 5, it is possible that different Healthy Kids outreach approaches
could succeed at enrolling increased numbers of certain types of children, such as more younger
children, higher income children, or children from other ethnic groups.

While most Healthy Kids children are in excellent or good health, a substantial
proportion is not, according to severa different measures. Special attention should be paid to

health access for these vulnerable children, because of their fragile health status.
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Outreach, Enrollment, and Renewal. Parents reported very positive experiences about
the outreach, enrollment, and renewal processes for Healthy Kids. Parents heard about the
program and enrolled their children in multiple ways and places, with clinics in particular
playing a key role. This suggests that having diverse outreach/enrollment settings is effective.
The vast majority of enrollees applied for and renewed their Healthy Kids membership without
difficulty, which also suggests success with program design efforts to simplify these processes. It
isimportant to consider, however, that these findings could be biased, since they include only
interviews with parents who successfully completed the application or renewal process for their
children. Still, while it is not possible to know whom the program is failing to reach, focus group
discussions with parents reveal that barriers to application have in large part been overcome by
the design of the application processin LA County.

I nsurance Cover age. Healthy Kids is not substituting for employer-sponsored health
insurance to any great degree, since few Healthy Kids enrollees have access to private insurance
coverage despite the fact that almost all have parents who work. In addition, most of their parents
are uninsured, and their siblings are either uninsured or have coverage from Healthy Kids or
another public program. This means that “crowd out” of private insurance does not appear to be
aproblem for Healthy Kids.

The client survey analysis revealed that Emergency Medi-Cal plays an important role in
providing financial access to some (but not all) health services for uninsured young children in
Los Angeles County. In addition to coverage by Emergency Medi-Cal before enrolling, we
found that alarge number of Healthy Kids enrollees retain Emergency Medi-Cal coverage after

enrolling in Healthy Kids.
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Medical Access and Use. Access to care for Healthy Kids enrollees is quite good for
many services, particularly preventive and primary care services. As evidence of this, ailmost all
Healthy Kids enrollees have a usua source of care, and unmet need for care is low for urgent
health problems. Healthy Kids children’s use of most medical services also appears to be good
sinceit issimilar to that in the SCHIP program for most services, even though SCHIP children
have higher incomes. The use of preventive care appears to be particularly good for these young
children. It is very important that the older children in this 1 to 5 year age group are still being
caught up on their immunizations, showing that the program has a public health effect broader
than its own program’s beneficiaries.

However, there are a few areas where access to care could be improved. First, the use of
specialty services is lower than that of SCHIP enrollees and unmet need for those servicesis
high. Consistent with this finding, unmet need in genera was higher for children with health
problems.

Two other areas warrant mention. While only a small share of Health Kids enrollees had
parents who needed to reach a doctor after the clinic was closed, only about half of those who
tried were able to talk to a health professional. In addition, alarge share of parents who reported
unmet need said that the main reason that they did not obtain needed care was that the clinic or
doctors office was not open during times that were convenient. Together these findings suggest
that Healthy Kids enrollees may need greater access to clinic and doctor offices in the evenings
and on the weekends.

Finally, amost 30 percent of Healthy Kids enrollees and almost 40 percent of Healthy
Kids enrollees who have a health problem had parents who reported that obtaining needed health

care for their children was creating financial burdens for the families. So while the co-payments
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required for enrollees may be nominal, for some families they are high either because their
income is very low, their child has a special health care need, or both. Greater understanding of
the financial issues facing these families might make a difference in access to care for their
children.

Dental Access and Use. Accessto dental careis critical to young children’s ora health.
The analyses presented in this report reveal some barriers to obtaining recommended dental care
for Healthy Kids enrollees. For example, only about two-thirds of parents reported having a
usual source of dental care for their child.

One mgjor barrier to accessis alack of parent awareness—particularly for parents of 2-
and 3-year-olds—about the importance of having a usual source of dental care and routine
preventive visits every six months after infancy. Outreach and education are needed to inform
parents about the importance of beginning dental care in the early years.

Another barrier to obtaining dental care appears to be limited access to dental providers
for some parents, since a large share of parents who reported having unmet dental care needs
cited access or cost issues as their main barriers to obtaining care. Expanding the Healthy Kids
network of dental providers will help to provide adequate access to dental care to all enrollees.

Child Development and Parent Satisfaction. Several portions of the survey assessed
the level of developmental screening and anticipatory guidance being provided to Healthy Kids
and their parents, and the level of parent satisfaction with that process as well as other aspects of
care. Parents reported relatively high rates of developmental screening and of discussion of
certain topics, such as their child’s nutrition. However, relatively few parents reported being
asked about, or receiving specific information about, their own concerns. The types of parental

concerns that are not being addressed as frequently are ones that require more time to discuss
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thoroughly and more cultural sensitivity during communication (e.g., child behavior and
parent/child communication issues).

Shaping well child visits to address these types of parent concernsis very chalenging in
abusy clinic or private provider’s office. This frequent lack of effective communication between
health providers and parents, while consistent with national patterns, is an area where the
Healthy Kids program could focus more effort, and is consistent with the new initiative by First
5L.A. to foster such communication.

As with parent concerns about child development, the overall picture of parental
satisfaction with quality of care is generally very positive, but there appear to be some areas for
improvement. Again, the areas of concern are often the parents perceived need for more time
with the provider and for better communication around the child and family’s needs.

Next Stepsfor the Client Survey Analysis. One year from now a second survey report
will provide results from the longitudinal follow- up with the same parents who provided the data
reported here. This analysis will provide an assessment of the impact of the Healthy Kids
program on arange of indicators such as access to care, use of services, developmental status,
and health status. Until that time, this interim client survey analysis shows important
accomplishments of the program to date, and provides some useful information for improving

Healthy Kids as the program grows and devel ops.
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