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visits to 64.4% in 2005 from 53.6% in 2001 (OR51.11, 
CI 1.02, 1.22), but experienced no other significant 
changes. Children in Medicaid or SCHIP experienced 
gains between 2001 and 2005 in physician (OR51.06, 
CI 1.01, 1.12) and dental (OR51.08, CI 1.03, 1.13) 
visits and a decrease in having a regular source of care 
(OR50.91, CI 0.86, 0.97), all similar to the privately 
insured. Latino (OR51.11, CI 1.06, 1.16) and white 
(OR51.11, CI 1.08, 1.15) respondents were the only 
groups to experience an increase in physician visits, and 
Latino (OR51.13, CI 1.08, 1.18) and Asian (OR51.13, 
CI 1.05, 1.22) respondents had an increase in dental 
visits that was similar to white respondents. Latino 
and African American respondents did not show a 
decrease in having a regular source of care that was 
experienced by Asian (OR50.87, CI 0.79, 0.96) and 
white (OR50.94, CI 0.89, 0.99) respondents. Non-
English speakers had an increase in dental visits only 
(OR51.19, CI 1.11, 1.27).

The Figure suggests that increases in physician and 
dental visits were greater for children at the highest 
levels of risk (at least four risk factors) than for other 
risk profile children. For example, children with three 
and four or more risk factors had gains in dental visits 
of 11.0% and 20.0%, respectively (p0.001 for both), 
compared with 3.0% for children with fewer risk fac-
tors. When studied by risk profile, only children with 
one risk factor were less likely to have a regular source 
in 2005 than in 2001 (96.0% vs. 95.0%, p0.01).

DISCUSSION

This study found notable changes in children’s access 
to care between 2001 and 2005 in California. Before 
and after adjusting for demographic covariates, we 
found statistically significant increases in the propor-
tion of children with a physician (4.2 percentage 
points; range: 2.5–5.7) and dental (6.3 percentage 
points; range: 4.1–8.6) visit in the past year. If we hold 
the child population constant using 2001 estimates, in 
2005 this would translate into roughly 437,000 more 
children aged 0–19 years who had a physician visit 
(range: 260,000–593,000) and about 318,000 more 
children aged 2–11 years who had a dental visit (range: 
207,000–433,000). Counter to this trend was a slight 
decrease in having a regular source of care.

These trends varied by insurance status, child race/
ethnicity, and language, though not by poverty or 
educational status. Of particular note was the increase 
in dental visits for the uninsured, Latino, and non-
English-speaking families. Latino respondents also 
experienced an increase in physician visits (while 
other nonwhite groups did not) and did not experi-

ence the same decrease in having a regular source 
of care that was experienced by white respondents. 
When summarizing the results through risk profiles, 
the most vulnerable children (those who had at least 
four risk factors) appeared to experience the largest 
gains in utilization.

Why these changes in access occurred is not entirely 
clear. A smaller proportion of children were uninsured 
in 2005 (–2.7 percentage points), and there was a 
decrease in children living in poverty (–2.5 percentage 
points) and in families with less than a high school 
education (–2.8 percentage points). These trends in 
demographic risk factors may have contributed to a 
lower risk for poor access to care, but the changes in 
access occurred both before and after adjusting for 
the differences between years in insurance coverage 
and other risk factors.

To further explore what may be accounting for 
these changes in access, we also examined reports of 
comparable nationally representative data from the 
National Health Interview Survey and found limited 
national changes in the prevalence of physician visits 
or having a regular source of care. Among children 
aged 0–18 years nationally, we found statistically sig-
nificant increases in having a physician visit in the past 
year (from 88.4% in 2001 to 89.8% in 2005) and the 
proportion of children with a regular source of care 
(from 94.0% in 2001 to 94.6% in 2005).27 

These limited changes in the national prevalence 
of physician visits and having a regular source of care 
discounts—but does not rule out—that there was an 
effect of broader secular trends on access to care.

We also investigated whether there may have been 
improvements in health-care provider capacity that 
may have contributed to the changes we observed. One 
study that examined trends in physician practitioners 
overall found that between 1990 and 2001, the provider-
to-population ratio in California had improved, but at 
a rate of 0.5% per year (growing from 191 to 203 
physicians per 100,000 population statewide at this 
time).28 These data were, unfortunately, not specific 
to children, nor did they cover the exact time period 
of our study. However, if these trends were maintained 
during our study period (which is not unlikely), they 
would suggest a very limited or negligible impact of 
physician supply on the observed changes in access. 
Moreover, the increase was attributed mostly to the 
growth in the number of specialists in the state, further 
suggesting that there were few, if any, improvements 
in the primary care-to-population ratio that would 
explain our results.

With regard to dental care, however, there may 
indeed have been a national trend that accounted 
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for some of the gains in California. National data on 
children having a dental visit in the past year revealed 
a statistically significant increase from 73.3% in 2001 
to 76.2% in 2005.27 Yet, even the sizeable changes in 
dental care at the national level likely do not fully 
explain the observed changes in California. As such, 
there is good reason to explore what is unique about 
California health policy or the health-care environment 
that may be contributing to the changes.

Perhaps one of the most substantial child health 
policy changes in California between 2001 and 2005 
has been the launch of county-based efforts to assure 
that all children have access to care. Since 2001, coun-
ties have been forming CHI coalitions that (1) seek to 
expand outreach and enrollment for public programs 
and (2) design and operate locally funded Healthy 
Kids insurance programs that provide comprehensive 
coverage to low-income children who are not eligible 
for Medi-Cal or SCHIP due primarily to undocumented 
immigration status. By mid-2005, 10 counties (including 
Los Angeles) offered Healthy Kids coverage, collectively 
covering about 60,000 children. Prior studies have 
shown that Healthy Kids programs increase access to 
both medical and dental care among enrollees.29–31

While our study did not find that insurance coverage 
explained the changes in access to care between 2001 
and 2005, CHIs might have stimulated improvements 
in access through other mechanisms. The expanded 
outreach and enrollment efforts typically include an 
additional component of utilization case management 
for enrollees in Medi-Cal, SCHIP, or Healthy Kids. In 
Los Angeles, for example, outreach workers not only 
enrolled children, but also made follow-up calls to 
link them with pediatric providers who were located 
primarily at local clinics or community health centers 
and encourage a first visit. It is possible that this may 
explain why children in 2005 were more likely to have 
a physician visit but less likely to have a regular source 
of care, as families may be less likely to view a health 
center as a regular source of care (because they may 
not always see the same provider or receive more team 
care).32 

It is possible that the particular increases in access 
observed for vulnerable populations (e.g., Latino 
and non-English-speaking people) might be partially 
related to expansion of the CHIs because of the focus 
on these populations. Additionally, CDHS instituted a 
rule in 2002 stating that Medi-Cal and SCHIP health 
plans aim to assure clients receive an initial health 
assessment with a primary care physician within 120 
days of enrolling, and that the health plans report 
these data annually.33 By 2005, it is possible that this 
change may have contributed partially to the increase 

in physician visits, again benefiting primarily vulner-
able populations.

With regard to dental care, some data suggest the 
dentist-to-population ratio has increased in California 
at about double the national rate (21.0% vs. 12.0%, 
respectively, from 1991 to 2004).34 Whether these 
dentists care for low-income populations remains a 
substantial problem, but there is some indication that 
there may have been a growing trend toward doing so. 
One study showed a large (35.0%) increase from 1998 
to 2000 in the percentage of all dentists in California 
who reported caring for at least one Denti-Cal patient 
(California’s dental program for families who receive 
Medicaid).35 This trend may partially explain the large 
gains in dental care use in California. 

Limitations
This study had several limitations. First, this study 
demonstrated only association, not causality. Second, 
there were differences in response rates for the two 
iterations of the CHIS. CHIS reduces the potential for 
bias in the measures across years by carefully weighting 
both datasets to account for the differences across year 
in nonresponse. Moreover, the representativeness of 
CHIS may not be highly affected by the nonresponse, 
with the largest difference between respondents and 
nonrespondents being in the percent renting (an indi-
cator of income and socioeconomic status factors). This 
difference each year was not only small but equivalent 
in 2001 and 2005 (about 4.0%).36 Nonetheless, this can-
not fully eliminate concerns about potential selection 
bias in explaining the population changes we observed 
that may be attributed to factors that were unknown 
or unable to be weighted.

Third, the decrease in having a regular source of 
care might have been affected by some degree of regres-
sion to the mean because the rate was notably high in 
2001 (91.0%). Supporting this potential trend is an 
analysis of emergency department visits for children, 
which might be expected to increase if fewer children 
reported a regular source of care. According to CHIS, 
however, differences in any emergency department visit 
for children between 2001 and 2005 were not statisti-
cally significant (e.g., 18.3% in 2001 to 18.9% in 2005 
among children aged 0–11 years).

CONCLUSION

We found substantial improvements in physician and 
dental visits between 2001 and 2005 for children in 
California. If these changes are not related to changes 
in insurance coverage or other population demo-
graphic risk factors over time (as this study suggests), 
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this implies that some significant improvements in 
access might well have been achieved through non-
insurance means (e.g., case management activities and 
quality monitoring) that deserve further exploration. 
Improvements that we found among the most vulner-
able children further suggest there may be unique 
policy approaches in California to reducing access 
disparities that may be replicable in other states and 
nationally.

This study was approved by the University of Southern California 
Office for the Protection of Research Subjects. Funding for the 
research in this article was provided by the California Program 
on Access to Care (CPAC), an applied policy research program 
administered by the California Policy Research Center in the 
University of California, Office of the President. The authors’ 
views and recommendations do not necessarily represent those of 
CPAC or the Regents of the University of California.
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