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Abstract

Since the Children’s Health Insurance Program’s passage into law in 1997, the program has increased in cost to over $15
billion in recent years. Emergency room usage has also increased throughout the United States, leading to nationwide
issues in overcrowding and surges in service costs. This study seeks to examine emergency room utilization of children
insured under Children’s Health Insurance Program to determine if Children’s Health Insurance Program enrollees use the
emergency room more or less frequently than their privately insured counterparts. The data used in this study were from
the 2017 National Health Interview Survey. SAS statistical software was used to conduct a multinomial regression assessing
the relationship between insurance type (private v. Children’s Health Insurance Program) and frequency of emergency room
utilization over the last 12 months. The analysis results indicate no statistically significant difference between Children’s
Health Insurance Program insured and privately insured children in terms of frequency of emergency room utilization and
suggest a need to explore other factors that more directly influence Children’s Health Insurance Program costs.

Keywords
CHIP, emergency room, health care utilization, health insurance, children

What do we already know about this topic?

The Children’s Health Insurance Program (CHIP) costs American taxpayers over $15 billion. Higher insurance costs can
be associated with the utilization of higher-cost health care services, such as the emergency room. Frequent emergency
room utilization can result in higher costs, particularly if used for routine care.

How does your research contribute to the field?

This study allows the field to explore factors related to CHIP cost containment and health care service utilization.
Specifically, it allows distinction in emergency room utilization trends between CHIP-insured and privately insured chil-
dren in the United States.

What are your research’s implications toward theory, practice, or policy?

Findings imply that children insured under CHIP do not appear to utilize the emergency room differently than privately
insured children. Policymakers should consider this point when investigating and creating legislative decisions surround-
ing CHIP and health care costs.

Introduction billion from the states directly.' The cost of CHIP is attributed
to its availability in every state and the allowance of health
care to both children and pregnant women from families
whose income is too high to qualify for Medicaid.? As of
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2018, the total number of CHIP enrollees across all states has
increased from 660 351 to 9 460 160.2

CHIP coverage allows participants to receive benefits for
arange of health care services including check-ups, immuni-
zations, doctor visits, prescriptions, dental and vision care,
inpatient and outpatient hospital care, laboratory and x-ray
services, and emergency services.’ Previous research indi-
cates that within the CHIP enrollee population, those with
chronic conditions account for nearly three-quarters of all
spending due to increased utilization of costly health care
services, such as emergency services.* Even for nonemergent
uses of emergency services, cost-sharing between the gov-
ernment and the CHIP utilizer is not generally allowed® and
can leave a potential for increased CHIP spending on higher-
cost services.

Given this concern, federal budget allocation toward
CHIP has been deliberated over in recent years. In 2018, the
Congressional Budget Office (CBO) conducted multiple
assessments of proposed changes to federal CHIP funding.
CBO specifically examined the budgetary implications of
changing federal matching rates and eligibility requirements
for CHIP enrollees,® as well as a rescission of $1.9 billion
from the federal CHIP budget.” These analyses indicate
nuances in the investment priorities within CHIP.

Although overall federal investment in CHIP remains a
point of political debate, health insurance coverage for low-
income children continues to be a priority in most states.®
General concerns center around higher out-of-pocket costs
for enrollees if CHIP funding were to be changed.”!? This
indicates that while there is a consensus on the necessity of
CHIP, the contemporary issue is whether the program is
implemented in a cost-effective manner. One consideration
for such discussions is whether current CHIP funds may be
subsidizing higher-cost services, such as emergency room
(ER) visits.

Emergency room use in the United States has increased as
the number of emergency departments has declined and
overcrowding has increased.!! The cost of ER use is high,
with recent estimates indicating that on average one ER visit
translates to $2032, compared to $167 at a physician’s office,
approximately 12 times the cost.'”> High ER usage has been
found to be associated with insurance status, with Medicaid
enrollees more likely than their privately insured and unin-
sured counterparts to visit an ER.!* However, it remains
unclear whether this same phenomenon takes place with
CHIP, which was initially created as an expansion of
Medicaid to provide coverage to children outside Medicaid
eligibility.®> Previous research in this realm is limited and
suggests that factors beyond CHIP enrollee status may be
more predictive of excessive ER utilization,'* indicating that
deeper exploration is needed.

The purpose of this study is to better understand current
trends in CHIP costs across the United States by examining
high-cost health care utilization behaviors. Specifically, we

aim to compare ER utilization between CHIP and privately
insured children in order to better determine if current ER
utilization patterns may indicate overuse among publicly
funded children. The research question this study seeks to
answer is whether there is an association between CHIP cov-
erage and an increased number of ER visits in the past 12
months.

Methodology

This study seeks to understand current trends in CHIP costs
across the United States by examining ER utilization trends
using data from the Centers for Disease Control and
Prevention’s (CDC) National Health Interview Survey
(NHIS). The NHIS is a national cross-sectional survey that
consists of a range of health data from noninstitutionalized
civilians, including basic health and demographic items and
related information such as health insurance coverage and
health care service utilization.!> NHIS data is intended to
represent a snapshot of the overall health of the US popula-
tion in a given year. The 2017 NHIS data set, the latest
release at the time of analysis, was used for this study. 2017
NHIS includes interview data from 49 067 households of 78
132 individuals.'® This data, as is the case with other years of
NHIS, includes an oversampling of certain subgroups such
as racial/ethnic minorities due to interest in the inequalities
in health status and health care access in these groups.'>!
Given that the majority composition of enrollees in CHIP
include many of these subgroups, NHIS serves as a useful
dataset for the present analysis.

Statistical Analysis

The NHIS data were analyzed using SAS statistical software
version 9.4.!7 The NHIS data files included the Family,
Person, and Sample Child files which incorporates variables
related specifically to the family-level characteristics of each
child in the sample such as income level, type of health insur-
ance, health care service utilization, and other demographics.

Specific variables included in this analysis were family
income level, sex, age, race/ethnicity minority (Black or
Hispanic to non-Black or Hispanic), US geographic region
(South, Midwest, Northeast, or West), child’s health insur-
ance (private vs CHIP coverage), and number of times child
has gone to the ER over the last 12 months.

A multinomial logistic regression was conducted using
insurance type of the child (privately insured or CHIP insured)
as the independent variable and the number of times in the ER
over the last 12 months (0, 1, or 2 or more times) as the depen-
dent variable. This analysis technique was selected as the out-
comes observed from the NHIS data set consists of several
nonordinal categories'® and has been previously utilized in
similarly structured cross-sectional studies with health care
utilization outcomes.!”* Additionally, a cross-sectional
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Table I. Child Demographics by Health Insurance Status
(n =5178).

Privately insured CHIP insured
(n = 5018) (n = 160)
Age (%)
1-5 years 1396 (27.8%) 44 (27.2%)
6-11 years 1670 (33.3%) 54 (34.0%)
12-17 years 1952 (38.9%) 62 (38.8%)

Race/Ethnicity (%)

Black or Hispanic 1750 (34.9%) 48 (30.0%)

Non-Black or Hispanic 3268 (65.1%) 112 (70.0%)
Sex (%)

Male 2646 (52.7%) 82 (51.3%)

Female 2372 (47.3%) 78 (48.6%)
US Region (%)

Northeast 786 (15.7%) 27 (16.9%)

Midwest 1102 (22.0%) 43 (26.9%)

South 1914 (38.1%) 50 (31.3%)

West 1216 (24.2%) 40 (25.0%)
Family income level (%)

=199% FPL 4975 (99.1%) 160 (100%)

=200% FPL 40 (0.9%) 0

CHIP = Children’s Health Insurance Program; FPL = Federal Poverty
Level.

analysis of NHIS mirrors the intention of the survey which
serves a point-in-time health snapshot of the American
people.

For this analysis, adjustments were made for the complex
survey design through application of sampling weights.
Descriptive statistics were run to compare health-related,
demographic, and socioeconomic variables among privately
insured and CHIP-insured children in the sample. Separate
bivariate analyses were conducted to measure associations
between demographic variables and the primary outcome of
ER utilization. A multinomial logistic regression analysis
was then run to evaluate the association between health-
related, demographic, and socioeconomic factors and ER
utilization.

Results

Descriptive statistics of both the privately insured (n = 5018)
and CHIP-insured (n = 160) children in the 2017 NHIS data
set are included in Table 1. Both populations had similar
weighted distributions across the age ranges of 1 to 5 years
old (27.8% privately insured, 27.2% CHIP insured), 6 to 11
years old (33.2% and 34.0%), and 12 to 17 years old (38.9%
and 38.8%). Similarly, both populations had about a third
who were Black or Hispanic (34.9% and 30.0%). This race/
ethnicity distribution is expected as NHIS oversamples
Black and Hispanic populations®! and so is divided in such a
way for this study as publicly insured children are more
likely to fall into these 2 race/ethnicity categories so they are

a subpopulation of interest.'* Sex was relatively equally dis-

tributed between both health insurance populations with
slightly more males than females in both populations (52.7%
privately insured and 51.3% CHIP insured). The geographic
distribution of both health insurance populations was also
similar. For the privately insured population, 15.7% lived in
the Northwest, 22.0% were in the Midwest, 38.1% were in
the South, and 24.2% in the West. For the CHIP population,
the distribution was 16.9% in the Northwest, 26.9% in the
Midwest, 31.3% in the South, and 25.0% in the West. Finally,
most of the children in the sample were <199% below the
FPL with 100% of the CHIP population and 99.1% of pri-
vately insured in this bracket. Since the CHIP population is
required to fall into this income level bracket, this can make
for a more direct comparison between the 2 health insurance
populations in respect to income.

Table 2 includes comparisons of children with complete
data (n = 4867). This shows the associations between inde-
pendent variables, including type of health insurance cover-
age, on the frequency of using the ER over the last 12 months.
This table includes regression results for the independent
variable of interest, children’s health insurance status, as
well as related predictor variables. The statistical model was
not adjusted for each of these analyses. When compared to
their private insurance counterparts, there was no statistically
significant odds of CHIP-insured children visiting the ER
one or more times over the last 12 months.

In regard to other variables, compared to 12 to 17-year-
olds, 1 to 5-year-olds were 51% more likely to go to an ER
once (95% confidence interval [CI], 1.22-1.85) and over 2.5
times as likely to go twice or more (95% CI, 1.87-3.49).
Also, compared to counterparts in the Northeast, which has
significantly more urban areas, those in the Midwest were
about 1.4 times as likely to go to an ER once (95% CI, 1.04-
1.85) or 2 or more times (95% CI, 0.93-2.20). Finally, chil-
dren who were 200% or higher than the FPL were 2.4 times
as likely to visit the ER once over the last year (95% CI,
1.13-5.24) than those that were lower than this income
threshold. This trend did not emerge for children who visited
the ER 2 or more times over the past 12 months.

Discussion

Results from this study indicate, based on cross-sectional
data, that there is no statistically significant difference in
how often CHIP-insured children use the ER compared to
their privately insured counterparts in the 2017 NHIS sam-
ple. While CHIP coverage was not closely associated with
an increased frequency of ER utilization in this study, other
factors such as age and geographic region demonstrated sta-
tistically significant associations in this analysis. These
findings provide some insight into the current use of emer-
gency care nationally.

In this study, demographic variables linked to increased
ER utilization, including age and geographic location, could
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Table 2. Results of Multinomial Logistic Regression Model Measuring Association of Health Insurance, Number of ER Visits Over Past

12 Months, and Covariates (n = 4867).

| ER visit over past 12 months
versus no ER visit over 12 months

2 or more ER visits over past 12 months
versus no ER visit over 12 months

CHIP 0.74 (0.42-1.3) 0.75 (0.33-1.72)
(Reference category: privately insured)
Age (Reference category: 12-17 years)
I-5 years 1.51 (1.22-1.85) 2.55 (1.87-3.49)
6-11 years 1.05 (0.85-1.29) 1.31 (0.93-1.82)

Race/Ethnicity (Reference category: Black or Hispanic)
Non-Black or Hispanic

Sex
Female

US Region (Reference category: Northeast)
Midwest
South
West

Family income level (Reference category: =199% FPL)
=200% FPL

0.80 (0.67-0.96)
1.18 (1.00-1.40)
1.39 (1.04-1.85)
.18 (0.90-1.54)
0.99 (0.74-1.33)

2.44 (1.13-5.24)

0.66 (0.51-0.87)
.10 (0.85-1.41)
1.43 (0.93-2.20)
115 (0.77-1.71)
0.92 (0.59-1.43)

141 (0.32-6.18)

ER = emergency room; CHIP = Children’s Health Insurance Program; FPL = Federal Poverty Level.

Note: 95% Confidence intervals in parenthesis.
Bold values are statistically signification confidence intervals.

be due to existing individual health and environmental fac-
tors. Younger children visiting the ER more often may be
indicative of neonatal health concerns that are often addressed
in the pediatric emergency department.?? Injuries, trauma,
fever, and stomach or breathing issues are some of the top
reasons children go to the ER.?* In younger children, these
types of issues, as well as young age-specific health issues,
oftentimes lead to excessive ER visits due to factors outside
of the state of the child’s health, including if parents are sin-
gle, low income, or have less than a high school education.?*

This study also indicated a higher use of the ER in the
Midwest compared to the Northeast. This finding could be
attributable to a known physician shortage in primarily rural
areas.”> Given a shortage of physicians, patients may be
either more frequently using the ER in the place of standard
visits, or waiting longer to address health issues, leading to
an eventual use of an ER rather than a physician visit. In
addition, research indicates that in more rural areas, shorter
distances to the emergency department compared to a physi-
cian’s office is correlated with higher ER use, particularly in
regions of high-pocket ER use.?®

Another emergent trend in this analysis was the increased
ER use among those in the sample >200% FPL compared to
low-income counterparts. This finding is counter to some
prior evidence.'> However, given that patients of low socio-
economic status are more sensitive to economic disincen-
tives for ER use, this finding may also indicate that those that
are above 200% FPL may be more comfortable seeking ER
care due to financial flexibility.?” Further research should
explore the frequency of utilization beyond 12 months to

determine if similar trends continue to emerge and if health
insurance type draws an association with ER utilization
when reviewing the issue over a period of time.

A few limitations in this study shed light on the direction
that other future research could explore. A cross-sectional
examination of NHIS data, as it is self-reported, can present
limitations due to potential recall bias as well as low sample
sizes for specific inquiries. Longitudinal explorations across
many years of data could help the field better understand
trends of ER usage over time and allow for a larger sample of
CHIP enrollees in the study design. Given the relatively small
sample size of CHIP enrollees in this study, these results limit
the authors in drawing conclusions specific to CHIP ER utili-
zation. An examination of data over time may alleviate this
issue. Additionally, while a multinomial logistic regression
was useful in this particular study to look at leveled outcomes
related to ER utilization, other statistical procedures may be
more meaningful to explore when reviewing long-term or
binary outcomes. Future research can also consider incorpo-
rating other health care status or utilization variables, such as
outpatient and primary care that may provide more insight on
ER utilization beyond what is explored in this analysis.

Despite these limitations, this study helps address a
knowledge gap on how CHIP enrollees across the United
States utilize the ER. Previous studies on health care services
and CHIP have reviewed the program on a policy level,?"?8
or reviewed ER utilization as a dichotomous outcome rather
than a multilevel inquiry.'* Our analysis provides not only a
closer look at ER utilization between privately insured and
CHIP-insured children, but presents other factors that may
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be more indicative of ER use, including age and geographic
region.

Due to the high cost of CHIP, as well as financial and
public health costs related to ER overcrowding in the United
States,?? ER utilization among publicly insured children is an
important point in health care policy discussions. The find-
ings from this analysis indicate that children under CHIP
may not necessarily be utilizing the ER more than their pri-
vately insured counterparts.

These study results suggest that individual and loca-
tional factors related to utilization may have greater impact
on CHIP costs. Continued explorations on the nuances of
CHIP, such as variations by age, geographic region or state,
and family income level, could help better inform policy-
makers on health insurance cost drivers and provide
evidence-informed opportunities for public insurance cost
containment.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD

Daenuka Muraleetharan https://orcid.org/0000-0002-1593-2519

References

1. Medicaidand CHIPPaymentandAccessCommission. MACStats:
Medicaid and CHIP Data Book. https://www.macpac.gov/
publication/macstats-medicaid-and-chip-data-book-2/.

2. Kaiser Family Foundation. Total Number of Children Ever
Enrolled in CHIP Annually. https://www kff.org/other/state-
indicator/annual-chip-enrollment/?currentTimeframe=0&sel
ectedDistributions=chip-enrollment&sortModel=%7B%22¢c
0l1d%22:%22Location%22,%22so0rt%22:%22asc%22%7D.
Published 2018.

3. US Centers for Medicare & Medicaid Services. The Children’s
Health Insurance Program (CHIP). https://www.healthcare.
gov/medicaid-chip/childrens-health-insurance-program/.
Published n.d.

4. Kenney GM, Ruhter J, Selden TM. Containing costs and
improving care for children in Medicaid and CHIP. Health
Affairs. 2009;28(6):w1025-w1036.

5. Kaiser Family Foundation. Cost-Sharing Amounts for Selected
Services for Children at Selected Income Levels. https://www.
kff.org/medicaid/state-indicator/cost-sharing-amounts-for-
selected-services-for-children-at-selected-income-levels/?cur
rentTimeframe=0&sortModel=%7B%22colld%22:%22Locat
10n%22,%22s0rt%22:%22as¢%22%7D. Published 2018.

6. Congressional Budget Office. Extending Funding for the
Children’s Health Insurance Program for 10 Years. https://
www.cbo.gov/publication/53459. Published 2018.

7. Congressional Budget Office. Proposed Rescissions for the
Children’s Health Insurance Program. https://www.cbo.gov/
publication/53830. Published 2018.

8. Wright Burak E, Clark M, Roygardner L. Nation’s Youngest
Children Lose Health Coverage at an Alarming Rate.
Georgetown University Health Policy Institute, Center for
Children and Families; 2019. https://ccf.georgetown.edu/wp-
content/uploads/2019/12/Uninsured-Kids-under-6-final-1.pdf.

9. Dubay L, Buettgens M, Kenney GM. Estimates of Coverage
Changes for Children Enrolled in Separate Children’s Health
Insurance Programs in the Absence of Additional Federal
CHIP Funding—Key Findings and Methodology: Report to the
Medicaid and CHIP Payment and Access Commission. Urban
Institute. https://ccf.georgetown.edu/wp-content/uploads/
pdfs/Estimates-of-Coverage-Changes-for-Children-Enrolled-in-
Separate-Childrens-Health-Insurance-Programs-in-the-Absence-
of-Additional-Federal-CHIP-Funding.pdf. Published 2015.

10. Selden TM, Dubay L, Edward Miller G, Vistnes J, Buettgens
M, Kenney GM. Many families may face sharply higher costs
if public health insurance for their children is rolled back.
Health Affairs. 2015;34(4):697-706.

11. Pitts SR, Niska RW, Xu J, Burt CW. National Hospital
Ambulatory  Medical Care Survey: 2006 Emergency
Department Summary (National Health Statistics Reports;
No. 7). Hyattsville, MD: National Center for Health Statistics.
http://www.cdc.gov/nchs/data/nhsr/nhsr.007.pdf.

12. Kaiser Family Foundation. The cost of unwarranted ER visits:
$32 billion a year. Kaiser Health News. July 25, 2019. https://
khn.org/morning-breakout/the-cost-of-unwarranted-er-visits-
32-billion-a-year/.

13. Garcia TC, Bernstein AB, Bush MA. Emergency Department
Visitors and Visits: Who Used the Emergency Room in 2007?
(No. 38). Washington, DC: US Department of Health and
Human Services, Centers for Disease Control and Prevention,
National Center for Health Statistics; 2010.

14. Luo X, Liu G, Frush K, Hey LA. Children’s health insurance
status and emergency department utilization in the United
States. Pediatrics. 2003;112(2):314-319.

15. Centers for Disease Control and Prevention. National Health
Interview Survey. https://www.cdc.gov/nchs/nhis/about_nhis.
htm. Published 2018.

16. Primm K, Muraleetharan D, Gilreath T. Use of emergency
departments for preventative care among adults in the United
States: estimates from the 2017 National Health Interview
Survey. J Emerg Med. 2019;57(4):578-586.

17. SAS Institute Inc. About SAS. https://www.sas.com/en_us/
company-information/profile.html. Published 2018.

18. Kwak C, Clayton-Matthews A. Multinomial logistic regres-
sion. Nurs Res. 2002;51(6):404-410.

19. Celik Y, Hotchkiss DR. The socio-economic determinants
of maternal health care utilization in Turkey. Soc Sci Med.
2000;50(12):1797-1806.

20. Ruger JP, Richter CJ, Spitznagel EL, Lewis LM. Analysis of
costs, length of stay, and utilization of emergency department
services by frequent users: implications for health policy. Acad
Emerg Med. 2004;11(12):1311-1317.

21. Bilheimer LT, Klein RJ. Data and measurement issues in the
analysis of health disparities. Health Serv Res.2010;45(5 pt 2):
1489-1507.


https://orcid.org/0000-0002-1593-2519
https://www.macpac.gov/publication/macstats-medicaid-and-chip-data-book-2/
https://www.macpac.gov/publication/macstats-medicaid-and-chip-data-book-2/
https://www.kff.org/other/state-indicator/annual-chip-enrollment/?currentTimeframe=0&selectedDistributions=chip-enrollment&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/annual-chip-enrollment/?currentTimeframe=0&selectedDistributions=chip-enrollment&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/annual-chip-enrollment/?currentTimeframe=0&selectedDistributions=chip-enrollment&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/annual-chip-enrollment/?currentTimeframe=0&selectedDistributions=chip-enrollment&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.healthcare.gov/medicaid-chip/childrens-health-insurance-program/
https://www.healthcare.gov/medicaid-chip/childrens-health-insurance-program/
https://www.kff.org/medicaid/state-indicator/cost-sharing-amounts-for-selected-services-for-children-at-selected-income-levels/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/cost-sharing-amounts-for-selected-services-for-children-at-selected-income-levels/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/cost-sharing-amounts-for-selected-services-for-children-at-selected-income-levels/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/cost-sharing-amounts-for-selected-services-for-children-at-selected-income-levels/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/cost-sharing-amounts-for-selected-services-for-children-at-selected-income-levels/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.cbo.gov/publication/53459
https://www.cbo.gov/publication/53459
https://www.cbo.gov/publication/53830
https://www.cbo.gov/publication/53830
https://ccf.georgetown.edu/wp-content/uploads/2019/12/Uninsured-Kids-under-6-final-1.pdf
https://ccf.georgetown.edu/wp-content/uploads/2019/12/Uninsured-Kids-under-6-final-1.pdf
https://ccf.georgetown.edu/wp-content/uploads/pdfs/Estimates-of-Coverage-Changes-for-Children-Enrolled-in-Separate-Childrens-Health-Insurance-Programs-in-the-Absence-of-Additional-Federal-CHIP-Funding.pdf
https://ccf.georgetown.edu/wp-content/uploads/pdfs/Estimates-of-Coverage-Changes-for-Children-Enrolled-in-Separate-Childrens-Health-Insurance-Programs-in-the-Absence-of-Additional-Federal-CHIP-Funding.pdf
https://ccf.georgetown.edu/wp-content/uploads/pdfs/Estimates-of-Coverage-Changes-for-Children-Enrolled-in-Separate-Childrens-Health-Insurance-Programs-in-the-Absence-of-Additional-Federal-CHIP-Funding.pdf
https://ccf.georgetown.edu/wp-content/uploads/pdfs/Estimates-of-Coverage-Changes-for-Children-Enrolled-in-Separate-Childrens-Health-Insurance-Programs-in-the-Absence-of-Additional-Federal-CHIP-Funding.pdf
http://www.cdc.gov/nchs/data/nhsr/nhsr.007.pdf
https://khn.org/morning-breakout/the-cost-of-unwarranted-er-visits-32-billion-a-year/
https://khn.org/morning-breakout/the-cost-of-unwarranted-er-visits-32-billion-a-year/
https://khn.org/morning-breakout/the-cost-of-unwarranted-er-visits-32-billion-a-year/
https://www.cdc.gov/nchs/nhis/about_nhis.htm
https://www.cdc.gov/nchs/nhis/about_nhis.htm
https://www.sas.com/en_us/company-information/profile.html
https://www.sas.com/en_us/company-information/profile.html

INQUIRY

22.

23.

24.

25.

Millar KR, Gloor JE, Wellington N, Joubert GI. Early neonatal
presentations to the pediatric emergency department. Pediatric
Emerg Care. 2000;16(3):145-150.

Children’s Hospital of Atlanta. Common Reasons Kids End Up
in the ER. https://www.choa.org/medical-services/wellness-
and-preventive-care/parent-resources/all/common-reasons-
kids-end-up-in-the-er. Published 2019.

Halfon N, Newacheck PW, Wood DL, St Peter RF. Routine
emergency department use for sick care by children in the
United States. Pediatrics. 1996;98(1):28-34.

MacDowell M, Glasser M, Fitts M, Nielsen K, Hunsaker M.
A national view of rural health workforce issues in the USA.
Rural Remote Health. 2010;10(3):1531.

26.

27.

28.

29.

Lee DC, Doran KM, Polsky D, Cordova E, Carr BG.
Geographic variation in the demand for emergency care:
a local population-level analysis. Healthcare. 2016;4(2):
98-103.

Volden C. States as policy laboratories: emulating success
in the children’s health insurance program. Am J Politic Sci.
2006;50(2):294-312.

Davidoff A, Kenney G, Dubay L. Effects of the State Children’s
Health Insurance Program expansions on children with chronic
health conditions. Pediatrics. 2005;116(1):e34-¢42.

Trzeciak S, Rivers EP. Emergency department overcrowding
in the United States: an emerging threat to patient safety and
public health. Emerg Med J. 2003;20(5):402-405.


https://www.choa.org/medical-services/wellness-and-preventive-care/parent-resources/all/common-reasons-kids-end-up-in-the-er
https://www.choa.org/medical-services/wellness-and-preventive-care/parent-resources/all/common-reasons-kids-end-up-in-the-er
https://www.choa.org/medical-services/wellness-and-preventive-care/parent-resources/all/common-reasons-kids-end-up-in-the-er

