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Abstract

The aim of this study was to examine disparities in provider-related barriers to health care by race and ethnicity
of children in California after the implementation of the Affordable Care Act (ACA). California Health Interview
Survey child (0-11 years) survey data from 2014 to 2016 were used to conduct multivariable logistic regressions
to estimate the odds of reporting any provider-related barrier, trouble finding a doctor, child’s health insurance
not accepted by provider, and child not being accepted as a new patient. Compared with parents of non-Latino
white children, parents of non-Latino black, Latino, Asian, and other/multiracial children were not more likely to
report experiencing any of the 4 provider-related barrier measures. The associations between children’s race and
ethnicity and parents’ reports of provider-related barriers were nonsignificant. Findings demonstrate that there are
no significant racial/ethnic differences in provider-related barriers to health care for children in California in the
post-ACA era.
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58% and 56% in 2016, respectively.'® Disparities in
access to necessary health care services'' and outpatient
specialty care by insurance type were common pre-
ACA, where, for example, 66% of simulated publicly
insured children in an audit study were denied an
appointment compared with 11% of privately insured
children."

While the ACA does not explicitly target the health
care needs of children, its significant reforms have had
effects on children’s health care.*" For instance, unin-
surance rates have declined among children who identify
as racial or ethnic minority.'*'” Access to care improved
between 2013 and 2017 (the periods right before and

Introduction

Prior to the national implementation of the Patient
Protection and Affordable Care Act (ACA) in 2014,
racial and ethnic disparities in access to and utilization
of health care among children were well documented.'”
For example, compared with non-Latino “white” chil-
dren, non-Latino “black” and Latino children were less
likely to have a usual source of care and more likely to
delay necessary care, and their parents were more likely
to report financial or insurance reasons for their children
not having a usual source of care and difficulties in con-
tacting their children’s providers.*” Another study found
that black, Latino, and multiracial children had approxi-
mately double the odds of white children of not having a
regular health care provider.® Moreover, public insur-
ance has always been an important source of coverage
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after the national implementation of the ACA), where
having a usual source of care and having a routine
checkup increased 2.3 and 4.7 percentage points among
children, respectively.'® These recent findings provide
insight into how far along we have come in reaching the
Healthy People 2020 goals in reducing racial and ethnic
disparities in access to care forall children.'” Nevertheless,
approximately 28% of children in the United States still
do not have access to essential preventive health ser-
vices.”” Equitable access to health care services is a social
determinant of health, and research has a critical role in
exploring persistent inequities, especially in vulnerable
populations such as children.?!

In California, a recent study found that compared to
children with employer-sponsored insurance, children
with Medi-Cal (California’s Medicaid program) and pri-
vately purchased coverage are much more likely to expe-
rience provider-related barriers.”? Another study using
national data before and after the implementation of the
ACA found that insurance coverage and well-child visits
improved for all youth, but inequities still persist in
health care use, especially for Latino youth relative to
white youth.” While racial and ethnic disparities in
health care access and utilization may have improved
overall post-ACA, provider-related barriers may remain.
California has implemented generous health policies to
improve population health, which includes allowing
children to be eligible for Medi-Cal regardless of legal
authorization status and increasing financial eligibility
thresholds.”*** Additionally, within California there are
several city and county governments with progressive
health programs (Healthy San Francisco’s commitment
to grant all San Franciscans access to health care services
regardless of insurance or immigration status®®) available
to minority, immigrant, and low-income youth.*"**
However, the implementation of health policies in
California are offset by low-provider Medi-Cal reim-
bursement. For instance, California has one of the lowest
rates of primary care provider acceptance of Medi-Cal
coverage due to the relatively low provider rates paid by
Medi-Cal and managed care plans.>* Under the ACA,
there were increases in Medicaid reimbursement for pro-
viders from January 2013 through December 2014, but
in 2015 California and several other states returned to
previous reimbursement levels.”>® The return to previ-
ous Medi-Cal reimbursement levels for providers
resulted in a reduction in the availability of primary care
providers accepting Medi-Cal, which has hampered
access to care for adults receiving Medi-Cal.*’** The
impact of Medi-Cal reimbursement rates on primary care
provider participation has led to patients suing California,
where plaintiffs claim racial discrimination, since a
majority of Medi-Cal enrollees are Latino.*****

To our knowledge, there are no studies that have
assessed racial and ethnic disparities in provider-related
barriers in access to care for children post-ACA. The
2014 to 2016 California Health Interview Survey (CHIS)
waves added measures on provider-related barriers after
implementation of the ACA. Thus, we seek to examine
disparities in these new measures of provider-related
barriers by children’s race (black/white) and Latino eth-
nicity in California.

Methods

Sample

For this study, we used the child survey files (ages 0-11)
of the 2014 to 2016 waves of CHIS.*** CHIS is the
largest landline and cell phone telephone survey in
California and is a statewide representative sample of
the noninstitutionalized California population with
oversamples of certain smaller populations to ensure
adequate samples to make regional and statewide esti-
mates.” Participants are randomly selected from each
randomly sampled and participating household through-
out California.***> One child participant is randomly
selected from each household as a participant, and the
adult most knowledgeable about the child’s health and
health care responded on the child’s behalf; this is typi-
cally the child’s parent; thus, we refer to these adults as
“parents” for brevity. For our analyses, children who
were uninsured were excluded (n = 161), as our goal
was to examine barriers to care among children who had
health insurance coverage. We also excluded 122 obser-
vations from our study for parents whose educational
levels were unknown, for a total unweighted sample size
of 6602.

Measures

We examined 4 outcome measures. Each of these mea-
sures reflect parent-reported provider-related barriers.
The questions for the measures were the following: (1)
“During the past 12 months, did you have any trouble
finding a general doctor or provider who would see your
child?” (2) “During the past 12 months, were you told by
a doctor’s office or clinic that they would not accept your
child as a new patient?” and (3) “During the past 12
months, were you told by a doctor’s office or clinic that
they did not accept your child’s health care coverage?” A
fourth composite dependent variable was created, reflect-
ing if a parent reported any of the aforementioned barri-
ers (ie, one or more). Our main independent variable of
interest was parent-reported race and ethnicity of the
child (non-Latino “white,” non-Latino “black,” Latino,



Alberto et al

Asian, and “other/multiracial”). Covariates included
being uninsured at any point in the past 12 months, insur-
ance type (employer based, privately purchased, Medi-
Cal, and other public which includes organized county
programs [eg, TriCare]), language spoken at home
(English only, English and one other language, and only
language other than English), age, sex, parent-reported
child health status (excellent or very good, good, fair or
poor), parental education level (more than high school
degree, high school degree, and less than high school
degree), family income as a percent of the federal pov-
erty guideline (0% to 138%, 139% to 249%, 250% to
399%, =400%), geographical region (urban and rural),
and survey year (2014, 2015, and 2016).

Data Analysis

We used STATA 15.1 for all analyses.*® Summary statis-
tics and bivariate analyses were performed to describe
our dependent and independent measures by children’s
race and ethnicity. Multivariable logistic regressions
were then run for each parent-reported provider-related
barrier to compare Latino, black, Asian, and other/mul-
tiracial children, with parent reports for white children
as the reference group. All multivariable logistic regres-
sion models were adjusted for health insurance type,
being uninsured at any point in the last 12 months, age,
sex, parent-reported child health status, parental educa-
tion, language spoken at home, family income as per-
centage of the federal poverty guideline, geography, and
survey year. Due to the complex sample design of CHIS
and to account for participant nonresponse, survey
weights and design variables were applied.*”*®

Ethical Approval and Informed Consent

We analyzed the publicly available CHIS data from the
UCLA Center for Health Policy Research. CHIS has
been approved by the UCLA Institutional Review Board
to be compliant with human subjects requirements.
CHIS furnishes the de-identified public-use file to out-
side researchers. Because it does not include identifiable
information and is considered secondary data, this proj-
ect was exempt from human subjects review.

Results

Weighted proportions of summary characteristics and
bivariate statistics of our study sample are presented in
Table 1. Parent-reported health insurance type for chil-
dren differed by race and ethnicity with a higher propor-
tion of parents of Latino and black children reporting
Medi-Cal coverage compared with parents of white,

Asian, and other/multiracial children. Parents of Latino
and black children were more likely to report that their
children were in fair to poor health compared with par-
ents of white, Asian, and other/multiracial children. A
higher proportion of parents of white, Asian, and other/
multiracial children reported higher levels of education
compared with parents of Latino and black children.
Parents of Latino and Asian children were less likely to
report only English as the language spoken at home
compared with parents of white, black, and other/multi-
racial children. Parents of Latino and black children
were more likely to report family incomes between 0%
and 138% of the federal poverty guideline compared
with parents of white, Asian, and other/multiracial chil-
dren. Most parents reported that their children reside in
an urban region compared with a rural region, but par-
ents of white children were more likely to report that
they reside in a rural area.

Table 2 highlights the weighted proportions of par-
ent-reported provider-related barriers for their children.
Parents of Latino and other/multiracial children had
higher rates of reporting provider-related barriers, but
variation by race and ethnicity was nonsignificant.
Overall, 7.8% of parents reported any provider-related
barriers, 2% reported having had trouble finding a pro-
vider for their children in the past 12 months, 2.7%
reported their children not being accepted as new
patients by a provider, and 6.3% reported their children’s
health care coverage not being accepted by a provider.

Findings from our multivariable logistic regressions
are presented in Table 3. We did not find any statistically
significant associations between a child’s race and eth-
nicity and parent-reported provider-related barriers.

Discussion

Studies prior to the ACA have found racial and ethnic
disparities among children in accessing health care in
the United States.'”*** This study sought to deter-
mine if there are disparities in parental reporting of pro-
vider-related barriers by children’s race and Latino
ethnicity post-ACA in California. The main finding of
this study is that in a large statewide representative sam-
ple, there are no significant racial or Latino ethnic dis-
parities observed in parents’ reporting of provider-based
barriers to care for their children after the implementa-
tion of the ACA.

To our knowledge, no other study has examined
racial and ethnic disparities in provider-related barriers
in access to care for children post-ACA. Prior studies
using data before the ACA found racial and ethnic dis-
parities in access to care among children.'”® Studies
after the ACA have shown that while insurance
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Table |. Summary and Bivariate Analysis of Sample Characteristics, Children Ages 0 to | | Years".

Race and Ethnicity

Other/
Total White Latino Black Asian Multiracial XZ, P Value
N 6602 2258 2997 277 587 483
Weighted % 100 25.8 51.8 5.67 9.85 6.76
Health insurance type
Employer-sponsored 44.7 66.8 29.1 345 63.9 60.8 <.001
Privately purchased 4.3 8.7 2.4 1.3 3.6 6.1
Medi-Cal 49.2 239 66.2 63.3 30.8 30.6
Other public 1.8 0.6 2.4 0.9 1.6 25
Uninsured at all in last 12 months
Yes 23 1.8 32 1.2 0.2 1.7 .057
Age
Mean (years) 5.5 6.1 54 5.2 5.5 53 .092
Female 49.1 48.5 51.1 47.3 46 42.8 477
General health status
Very good or excellent 80.4 92.7 72.9 81.9 80.8 88.4 <.001
Good 16 6.4 21.6 13.5 17.5 9.7
Fair or poor 3.6 0.8 54 4.6 1.6 1.9
Parental education
Higher than high school degree 61.5 834 42.5 65.2 83.8 86.8 <.001
High school degree 21.9 13.4 29.1 29.5 10.3 10.9
Less than high school degree 16.6 3.1 284 54 59 2.2
Language spoken at home
English only 45.7 83.1 23.8 84.4 19.4 75.9 <.001
English + other language(s) 37.8 12.8 51.8 13.5 55.3 21.4
Only language(s) (no English) 16.5 4.1 244 2.1 253 27
Family income as % of federal poverty guidelines (FPG)
400%+ of FPG 29.8 51.8 14.6 22.1 43.3. 483 <.001
250% to 399% of FPG 15.6 18.7 13.1 12.4 22.9 15.6
139% to 249% of FPG 17.7 13.8 20.4 22.1 10.8 18.9
0% to 138% of FPG 36.9 15.7 51.2 434 23.0 17.7
Geography
Urban 89.4 83.7 90.6 98.2 974 89.4 <.001
Rural 10.2 16.2 9.4 1.8 2.6 10.6
Survey year
2014 333 31.3 343 36.1 344 29 .18
2015 325 338 31.9 33.1 27.9 38.1
2016 343 34.9 338 30.8 377 329

*Column percent reported.

coverage and well-child visits have improved for all
children, disparities still persist for minority children.”
Importantly, a recent study using CHIS data showed
that there are significant disparities according to insur-
ance type, with children covered by Medi-Cal or private
insurance faring worse in provider-based barriers than
those covered by employer-based insurance. So, while
we did not find racial or ethnic disparities in provider-
based barriers to care, disparities still persist by insur-
ance type in the state.”

With California having the highest proportion and
total number of foreign-born residents of any state in the
country, immigrants residing there have access to health
care systems that are constantly working to adapt to an
ethnically diverse population.”® California also has sev-
eral inclusive health policies, such as ensuring that
immigrants with a green card who have resided in the
United States for less than 5 years and undocumented
children are not excluded from enrolling in Medi-Cal.”
Under the California Department of Public Health, there
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Table 2. Summary and Bivariate Analysis of Reported Provider-Related Barrier Among Children Aged 0 to || Years by Race

and Ethnicity®.

Race and Ethnicity

Other/ x> P
Total White Latino Black Asian Multiracial Value
N 6602 2258 2997 277 587 483

Any barrier reported 7.8% 7.4% 8.9% 4% 3.6% 10.5% 118

Had trouble finding a general 2% 1% 2.4% 0.3% 2.1% 3.2% .506
doctor in past 12 months

Not accepted as new patient by 2.7% 2.5% 2.5% 2.1% 2.2% 5.7% 122
doctor in past 12 months

Health care coverage not accepted 6.3% 6.1% 7.5% 3.5% 1.5% 7.9% 123

by doctor in past |2 months

*Column percent reported.

are efforts to achieve health equity through several pro-
grams, such as the Black Infant Health Program to
reduce health inequities between white and black moth-
ers and their infants.”® California has also made use of
incentives offered by the ACA to increase the role of
community health workers in providing preventive care
for Medi-Cal beneficiaries in low-resource areas, includ-
ing children.”” Additionally, the role of health care safety
nets in California (eg, federally qualified health centers)
support many families in obtaining needed care. For
instance, in 2015 over 60% of patients who received
health care services at federally qualified health centers
in California were Medi-Cal beneficiaries, and 74%
identified as racial/ethnic minorities.*®

While significant strides have been made in California
in achieving Healthy People 2020 goals to eliminate dis-
parities in access to care for all children,'® we found that
almost 8% of all parents reported any provider-related
barrier. Half of children in California are covered by
Medi-Cal, and in California, there are not enough pro-
viders who accept Medi-Cal.”’ As a result, there are con-
cerns that children covered by Medi-Cal are at risk for
not receiving preventive care services through the fed-
eral Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) benefit.®’ In 2017, 40% of parent
calls in attempts to make any pediatric well-child
appointment were unable to do so because of the low
availability of providers accepting new Medi-Cal
patients.®’ Most recently, a survey conducted for the
California Department of Health Care found that most
of Medi-Cal managed care plans have performed poorly
with respect to “getting needed care” and “getting care
quickly” for child populations in California.*®

This study has limitations that should be noted. This
study only used the CHIS public use file for children
ages 0 to 11 years and does not include adolescents
because provider-based barriers where not measured in

CHIS for adolescents. As with any cross-sectional sur-
vey, we cannot control for potential recall bias in paren-
tal reporting. Due to sample size limitations, we could
not test an insurance type and race/ethnicity interaction
term in our multivariable logistic regression models.
Including an insurance type and race/ethnicity interac-
tion term would have allowed us to determine how much
of the association of parent reports of provider-related
barriers, if any, is due to race/ethnicity or to the chil-
dren’s types of insurance coverage. Another limitation
of this study is our inability to determine the provider
types (eg, pediatrician, family medicine, physician
assistant, nurse practitioner) for potential implementa-
tion of evidence-based interventions. For instance, past
evidence has suggested that levels of Medi-Cal accep-
tance pediatrician are modestly higher among pediatri-
cians than among family practice or internal medicine
physicians in California.”® Last, this study does not cap-
ture whether parental-reported provider-related barriers
led to an increase in preventable emergency department
visits, delayed care, or forgone care for children based
on race and ethnicity in California. This is something to
consider for future studies.

Conclusion

The associations of children’s race and ethnicity and
parental reports of provider-related barriers in California
post-ACA were nonsignificant. Even though racial and
ethnic disparities in provider-based barriers were not
observed, the study did find that there are noticeable pro-
portions of parents who continue to report such barriers.
Further research is warranted to investigate the effects of
health policies related to children and health care access
in California, and policy and program efforts should con-
tinue to aim to reach the Healthy People 2020 goal of
eliminating access to care barriers for all children.
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Table 3. Multivariable Logistic Regression Results Among Children Ages 0 to | | Years, With Survey Weights™®.

Trouble Finding Child Not Accepted Child’s Coverage

Any Barrier General Provider by Provider as New Not Accepted by
Reported for Child Patient Provider

95% ClI 95% ClI 95% ClI 95% ClI
OR LB UB OR LB UB OR LB UB OR LB UB

Race and ethnicity

White Ref. Ref. Ref. Ref.

Latino 099 056 1.78 138 058 328 067 029 I.51 120 061 220

Black 037 o001 129 019 003 125 067 006 7.17 038 009 .63

Asian 045 0.6 127 1.70 047 6.10 0.75 0.13 432 025 003 186

Other/multiracial 1.37 060 3.13 285 067 I21 2.16 068 689 122 047 3.19
Uninsured at any time in last 12 months

No Ref. Ref. Ref. Ref.

Yes 1.67 073 383 164 026 10.1 1.85 042 813 134 059 3.06
Health insurance coverage type

Employer-sponsored insurance  Ref. Ref. Ref. Ref.

Privately purchased 2.73% 1.14 652 245 050 11.9 2.40 0.53 10.7 3.18 123 826

Medi-Cal 1.87 099 351 271* 1.19 6.5 3.03 092 10.1 2.05% 1.0l 4.15

Other public 126 038 4.7 0.10 0.00 II.I 0.17 0.16 1.76 165 046 594
Age 097 091 103 104 092 1.18 095 085 1.07 096 090 1.02
Gender

Male Ref. Ref. Ref. Ref.

Female 076 050 1.6 1.04 042 159 077 038 1.6l 078 048 .27
General health status

Very good or excellent Ref. Ref. Ref. Ref.

Good .32 078 221 210 080 556 1.29 061 272 133 074 237

Fair or poor 216 087 537 299 075 118 2.84 0.73 10.9 239 092 6.23
Parental education

Higher than high school degree  Ref. Ref. Ref. Ref.

High school degree 085 051 142 057 020 1.6 06l 024 1.58 078 044 .37

Less than high school degree 053 027 1.0l 055 0.18 1.66 025 0.10 061 049 023 .05
Language spoken at home

English only Ref. Ref. Ref. Ref.

English + other language(s) 084 048 147 .10 058 211 1.32 052 340 071 038 .33

Only language(s) (no English) 095 047 193 140 038 518 235 072 763 061 030 .26
Family income as % of federal poverty guidelines (FPG)

400%+ of FPG Ref. Ref. Ref. Ref.

250% to 399% of FPG 176 082 377 148 046 474 073 023 229 1.67 0.66 4.19

139% to 249% of FPG 182 082 403 [.75 059 524 18I 045 731 158 064 390

0% to 138% of FPG 169 081 356 158 051 485 1.08 034 338 1.74 072 4.19
Geography

Urban Ref. Ref. Ref. Ref.

Rural I.1I6 072 186 129 066 253 26I* 1.17 584 117 067 206
N 6602 6602 6602 6602

Abbreviations: OR, odds ratio; Cl, confidence intervals; LB, lower bound; UB, upper bound.
*Exponentiated coefficients (odds ratios).

®Multivariable logistic regression adjusted for survey year.

*P < .05. P < .0l. ¥ < .001.



Alberto et al

Author Contributions

CKA: Contributed to conception and design; contributed to
analysis; drafted the manuscript; gave final approval; agrees to
be accountable for all aspects of work ensuring integrity and
accuracy.

JKP: Contributed to analysis; critically revised the manuscript;
gave final approval; agrees to be accountable for all aspects of
work ensuring integrity and accuracy.

RMM: Contributed to analysis; critically revised the manu-
script; gave final approval; agrees to be accountable for all
aspects of work ensuring integrity and accuracy.

DHR: Contributed to analysis; critically revised the manu-
script; gave final approval; agrees to be accountable for all
aspects of work ensuring integrity and accuracy.

ANO: Contributed to conception and design; critically revised
the manuscript; gave final approval; agrees to be accountable
for all aspects of work ensuring integrity and accuracy.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of
interest with respect to the research, authorship, and/or publi-
cation of this article: Dr Roby served as a paid consultant on
Medicaid payment issues for plaintiffs in one of these cases.
His co-authorship on this article was unpaid and was not
related to his previous work on that case. The remaining
authors have no conflicts of interest to disclose.

Funding

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

ORCID iD

Cinthya Alberto ([} https://orcid.org/0000-0003-0421-5319

References

1. Shi L, Stevens GD. Disparities in access to care and satis-
faction among US children: the roles of race/ethnicity and
poverty status. Public Health Rep. 2005;120:431-441.

2. Weinick RM, Krauss NA. Racial/ethnic differences in chil-
dren’s access to care. Am J Public Health. 2000;90:1771-
1774.

3. Flores G; Committee on Pediatric Research. Technical
report—racial and ethnic disparities in the health and
health care of children. Pediatrics. 2010;125:¢979-¢1020.

4. Langellier BA, Chen J, Vargas-Bustamante A, Inkelas
M, Ortega AN. Understanding health-care access and uti-
lization disparities among Latino children in the United
States. J Child Health Care. 2016;20:133-144.

5. Perez VH, Fang H, Inkelas M, Kuo AA, Ortega AN.
Access to and utilization of health care by subgroups of
Latino children. Med Care. 2009;47:695-699.

6. Dougherty D, Chen X, Gray DT, Simon AE. Child and
adolescent health care quality and disparities: are we mak-
ing progress? Acad Pediatr. 2014;14:137-148.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Berdahl TA, Friedman BS, McCormick MC, Simpson
L. Annual report on health care for children and youth
in the United States: trends in racial/ethnic, income, and
insurance disparities over time, 2002-2009. Acad Pediatr.
2013;13:191-203.

Flores G, Lin H. Trends in racial/ethnic disparities in
medical and oral health, access to care, and use of services
in US children: has anything changed over the years? Int J
Equity Health. 2013;12:10.

State Health Compare, SHADAC. SHADAC analy-
sis of the American Community Survey (ACS) Public
Microdata Sample (PUMS) files. http://statehealthcom-
pare.shadac.org/table/29/health-insurance-coverage-type-
by-race-ethnicity#1/4,8,39,41,42,43/15/57,58. Accessed
January 22, 2019.

Georgetown  University Health Policy Institute.
Medicaid’s role for children. https://ccf.georgetown.edu/
wp-content/uploads/2016/06/Medicaid-and-Children-
update-Jan-2017-rev.pdf. Accessed January 22, 2019.
Angier H, Gregg J, Gold R, Crawford C, Davis M, DeVoe
JE. Understanding how low-income families prioritize
elements of health care access for their children via the
optimal care model. BMC Health Serv Res. 2014;14:585.
Bisgaier J, Rhodes KV. Auditing access to specialty
care for children with public insurance. N Engl J Med.
2011;364:2324-2333.

Fry-Bowers EK, Nicholas W, Halfon N. Children’s health
care and the patient protection and Affordable Care Act:
what’s at stake? JAMA Pediatr. 2014;168:505-506.
Hudson JL, Moriya AS. Medicaid expansion for adults
had measurable “welcome mat” effects on their children.
Health Aff (Millwood). 2017;36:1643-1651.

American Academy of Pediatrics. American Academy of
Pediatrics details principles in child health care financing.
https://www.aap.org/en-us/about-the-aap/aap-press-room/
pages/American-Academy-of-Pediatrics-Details-Principles-
in-Child-Health-Care-Financing.aspx. Published July 17,
2017. Accessed January 22, 2019.

Larson K, Cull WL, Racine AD, Olson LM. Trends in
access to health care services for US children: 2000-2014.
Pediatrics. 2016;138:¢20162176.

Children’s Hospital of Philadelphia. Ensuring the future
of health care coverage and access for children and fami-
lies.  https://policylab.chop.edu/project/ensuring-future-
health-care-coverage-and-access-children-and-families.
Accessed January 22, 2019.

Karpman M, Kenney GM. QuickTake: health care access
and affordability for children and parents: changes
between 2013 and 2017. http://hrms.urban.org/quick-
takes/health-care-access-affordability-children-parents-
march-2017. Published September 7, 2017. Accessed
January 22, 2019.

Healthy People 2020. Access to health services. https://
www.healthypeople.gov/2020/topics-objectives/topic/
Access-to-Health-Services. Accessed January 22, 2019.
Children’s Health Fund. Unfinished business: more than 20
million children in US still lack sufficient access to essential


https://orcid.org/0000-0003-0421-5319
http://statehealthcompare.shadac.org/table/29/health-insurance-coverage-type-by-race-ethnicity#1/4,8,39,41,42,43/15/57,58
http://statehealthcompare.shadac.org/table/29/health-insurance-coverage-type-by-race-ethnicity#1/4,8,39,41,42,43/15/57,58
http://statehealthcompare.shadac.org/table/29/health-insurance-coverage-type-by-race-ethnicity#1/4,8,39,41,42,43/15/57,58
https://ccf.georgetown.edu/wp-content/uploads/2016/06/Medicaid-and-Children-update-Jan-2017-rev.pdf
https://ccf.georgetown.edu/wp-content/uploads/2016/06/Medicaid-and-Children-update-Jan-2017-rev.pdf
https://ccf.georgetown.edu/wp-content/uploads/2016/06/Medicaid-and-Children-update-Jan-2017-rev.pdf
https://www.aap.org/en-us/about-the-aap/aap-press-room/pages/American-Academy-of-Pediatrics-Details-Principles-in-Child-Health-Care-Financing.aspx
https://www.aap.org/en-us/about-the-aap/aap-press-room/pages/American-Academy-of-Pediatrics-Details-Principles-in-Child-Health-Care-Financing.aspx
https://www.aap.org/en-us/about-the-aap/aap-press-room/pages/American-Academy-of-Pediatrics-Details-Principles-in-Child-Health-Care-Financing.aspx
https://policylab.chop.edu/project/ensuring-future-health-care-coverage-and-access-children-and-families
https://policylab.chop.edu/project/ensuring-future-health-care-coverage-and-access-children-and-families
http://hrms.urban.org/quicktakes/health-care-access-affordability-children-parents-march-2017
http://hrms.urban.org/quicktakes/health-care-access-affordability-children-parents-march-2017
http://hrms.urban.org/quicktakes/health-care-access-affordability-children-parents-march-2017
https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services
https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services
https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services

Global Pediatric Health

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

health care. https://www.childrenshealthfund.org/wp-
content/uploads/2016/11/Unfinished-Business-Final .pdf.
Published November 2016. Accessed January 22, 2019.
Ostlin P, Schrecker T, Sadana R, et al. Priorities for
research on equity and health: towards an equity-focused
health research agenda. PLoS Med. 2011;8:¢1001115.
Pintor JK, Alcalda HE, Roby DH, et al. Disparities in pedi-
atric provider availability by insurance type after the ACA
in California [published online September 12, 2018].
Acad Pediatr. doi:10.1016/j.acap.2018.09.003

Ortega AN, McKenna RM, Chen J, Alcala HE, Langellier
BA, Roby DH. insurance coverage and well-child visits
improved for youth under the Affordable Care Act, but
Latino youth still lag behind. Acad Pediatr. 2018;18:35-42.
Henry J. Kaiser Family Foundation. Where are states
today? Medicaid and CHIP eligibility levels for children,
pregnant women, and adults. https:/www .kff.org/medic-
aid/fact-sheet/where-are-states-today-medicaid-and-chip/.
Published March 28, 2018. Accessed January 22, 2019.
California Health Care Foundation. Medi-Cal expan-
sion to undocumented children. https://www.chcf.org/
project/medi-cal-expansion-to-undocumented-children/.
Published May 13, 2016. Accessed January 22, 2019.
San Francisco Department of Public Health Office of
Managed Care. Healthy San Francisco: Our Health Access
Program. Annual report (fiscal year 2016-17). http://
healthysanfrancisco.org/wp-content/uploads/2016-17%20
HSF%20Annual%20Report.pdf.  Published December
2017. Accessed January 22, 2019.

Health Access Foundation. California’s uneven safety
net: a survey of county health care. http://health-access.
org/images/pdfs/CAunevenSafetyNet countysurvey
Nov2013.pdf. Published November 2013. Accessed
January 22, 2019.

University of Wisconsin Population Health Institute.
California County Health Rankings 2018. http://www.coun-
tyhealthrankings.org/explore-health-rankings/reports/state-
reports/2018/california. Accessed January 22, 2019.
Beitsch R. Are Medicaid’s payment rates so low they’re
discriminatory? Stateline. http://www.pewtrusts.org/en/
research-and-analysis/blogs/stateline/2017/09/22/are-
medicaids-payment-rates-so-low-theyre-discriminatory.
Published September 22, 2017. Accessed January 22, 2019.
Henry J. Kaiser Foundation. Medicaid Physician Fee
Index. State Health Facts 2016. https://www kftf.org/
medicaid/state-indicator/medicaid-fee-index/?activeTa
b=map&currentTimeframe=0&selectedDistributions=
all-services&sortModel=%7B%22colld%22:%22 Al1%20
Services%22,%22sort%22:%22asc%22%7D.  Accessed
January 22, 2019.

Zuckerman S, Skopec L, Epstein M. Medicaid physician
fees after the ACA primary care fee bump: 19 states continue
the Affordable Care Act’s temporary policy change. https://
www.urban.org/research/publication/medicaid-physician-
fees-after-aca-primary-care-fee-bump/view/full _report.
Published March 5, 2017. Accessed January 22, 2019.
Bindman AB, Yoon J, Grumbach K. Trends in physician
participation in Medicaid. The California experience. J
Ambul Care Manage. 2003;26:334-343.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Polsky D, Candon M, Saloner B, et al. Changes in pri-
mary care access between 2012 and 2016 for new patients
with Medicaid and private coverage. JAMA Intern Med.
2017;177:585-588.

Decker SL. Two-thirds of primary care physicians
accepted new Medicaid patients in 2011-12: a baseline to
measure future acceptance rates. Health Aff (Millwood).
2013;32:1183-1187.

Snyder L, Paradise J, Rudowitz R. The ACA primary
care increase: state plans for SFY 2015. https://www kff.
org/medicaid/perspective/the-aca-primary-care-increase-
state-plans-for-sfy-2015/. Published October 28, 2014.
Accessed January 22, 2019.

Zuckerman S, Skopec L, McCormack K. Reversing the
Medicaid fee bump: how much could Medicaid physician
fees for primary care fall in 2015? https://www.urban.
org/research/publication/reversing-medicaid-fee-bump-
how-much-could-medicaid-physician-fees-primary-
care-fall-2015. Published December 10, 2014. Accessed
January 22, 2019.

Alcala HE, Roby DH, Grande DT, McKenna RM, Ortega
AN. Insurance type and access to health care providers
and appointments under the Affordable Care Act. Med
Care. 2018;56:186-192.

Karlamangla S. Medi-Cal patients sue state, claiming
widespread discrimination. Los Angeles Times. https://
www.latimes.com/local/california/la-me-In-medi-cal-
lawsuit-20170711-story.html. Published July 12, 2017.
Accessed January 22, 2019.

Saenz TG, Lee B. Verified petition for writ of mandate
and complaint. In: Alameda County Court. https://califor-
niahealthline.files.wordpress.com/2017/07/medi-callaw-
suit_embargoed.pdf. Published 2017. Accessed January
22,2019.

California Health Interview Survey. CHIS 2014 Child
Survey—Public Use File. Los Angeles, CA: UCLA
Center for Health Policy Research; 2015.

California Health Interview Survey. CHIS 2015 Child
Survey—Public Use File. Los Angeles, CA: UCLA
Center for Health Policy Research; 2017.

California Health Interview Survey. CHIS 2016 Child
Survey Public—Use File. Los Angeles, CA: UCLA
Center for Health Policy Research; 2017.

UCLA Center for Health Policy Research; UCLA Fiedling
School of Public Health. California Health Interview
Survey. http://healthpolicy.ucla.edu/chis/Pages/default.
aspx. Accessed January 22, 2019.

UCLA Center for Health Policy Research; UCLA
Fiedling School of Public Health. Sample design 2013-
2014. http://healthpolicy.ucla.edu/chis/design/Pages/sam-
ple.aspx. Accessed January 22, 2019.

UCLA Center for Health Policy Research; UCLA
Fiedling School of Public Health. Sample design 2015-
2016. http://healthpolicy.ucla.edu/chis/design/Pages/sam-
ple.aspx. Accessed January 22, 2019.

Stata Statistical Software: Release 15 [computer pro-
gram]. College Station, TX: StataCorp; 2017.

California Health Interview Survey. CHIS 2013-2014 meth-
odology report series. Report 5: weighting and variance


https://www.childrenshealthfund.org/wp-content/uploads/2016/11/Unfinished-Business-Final_.pdf
https://www.childrenshealthfund.org/wp-content/uploads/2016/11/Unfinished-Business-Final_.pdf
https://www.kff.org/medicaid/fact-sheet/where-are-states-today-medicaid-and-chip/
https://www.kff.org/medicaid/fact-sheet/where-are-states-today-medicaid-and-chip/
https://www.chcf.org/project/medi-cal-expansion-to-undocumented-children/
https://www.chcf.org/project/medi-cal-expansion-to-undocumented-children/
http://healthysanfrancisco.org/wp-content/uploads/2016-17%20HSF%20Annual%20Report.pdf
http://healthysanfrancisco.org/wp-content/uploads/2016-17%20HSF%20Annual%20Report.pdf
http://healthysanfrancisco.org/wp-content/uploads/2016-17%20HSF%20Annual%20Report.pdf
http://health-access.org/images/pdfs/CAunevenSafetyNet_countysurvey_Nov2013.pdf
http://health-access.org/images/pdfs/CAunevenSafetyNet_countysurvey_Nov2013.pdf
http://health-access.org/images/pdfs/CAunevenSafetyNet_countysurvey_Nov2013.pdf
http://www.countyhealthrankings.org/explore-health-rankings/reports/state-reports/2018/california
http://www.countyhealthrankings.org/explore-health-rankings/reports/state-reports/2018/california
http://www.countyhealthrankings.org/explore-health-rankings/reports/state-reports/2018/california
http://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2017/09/22/are-medicaids-payment-rates-so-low-theyre-discriminatory
http://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2017/09/22/are-medicaids-payment-rates-so-low-theyre-discriminatory
http://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2017/09/22/are-medicaids-payment-rates-so-low-theyre-discriminatory
https://www.kff.org/medicaid/state-indicator/medicaid-fee-index/?activeTab=map&currentTimeframe=0&selectedDistributions=all-services&sortModel=%7B%22colId%22:%22All%20Services%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-fee-index/?activeTab=map&currentTimeframe=0&selectedDistributions=all-services&sortModel=%7B%22colId%22:%22All%20Services%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-fee-index/?activeTab=map&currentTimeframe=0&selectedDistributions=all-services&sortModel=%7B%22colId%22:%22All%20Services%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-fee-index/?activeTab=map&currentTimeframe=0&selectedDistributions=all-services&sortModel=%7B%22colId%22:%22All%20Services%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-fee-index/?activeTab=map&currentTimeframe=0&selectedDistributions=all-services&sortModel=%7B%22colId%22:%22All%20Services%22,%22sort%22:%22asc%22%7D
https://www.urban.org/research/publication/medicaid-physician-fees-after-aca-primary-care-fee-bump/view/full_report
https://www.urban.org/research/publication/medicaid-physician-fees-after-aca-primary-care-fee-bump/view/full_report
https://www.urban.org/research/publication/medicaid-physician-fees-after-aca-primary-care-fee-bump/view/full_report
https://www.kff.org/medicaid/perspective/the-aca-primary-care-increase-state-plans-for-sfy-2015/
https://www.kff.org/medicaid/perspective/the-aca-primary-care-increase-state-plans-for-sfy-2015/
https://www.kff.org/medicaid/perspective/the-aca-primary-care-increase-state-plans-for-sfy-2015/
https://www.urban.org/research/publication/reversing-medicaid-fee-bump-how-much-could-medicaid-physician-fees-primary-care-fall-2015
https://www.urban.org/research/publication/reversing-medicaid-fee-bump-how-much-could-medicaid-physician-fees-primary-care-fall-2015
https://www.urban.org/research/publication/reversing-medicaid-fee-bump-how-much-could-medicaid-physician-fees-primary-care-fall-2015
https://www.urban.org/research/publication/reversing-medicaid-fee-bump-how-much-could-medicaid-physician-fees-primary-care-fall-2015
https://www.latimes.com/local/california/la-me-ln-medi-cal-lawsuit-20170711-story.html
https://www.latimes.com/local/california/la-me-ln-medi-cal-lawsuit-20170711-story.html
https://www.latimes.com/local/california/la-me-ln-medi-cal-lawsuit-20170711-story.html
http://healthpolicy.ucla.edu/chis/Pages/default.aspx
http://healthpolicy.ucla.edu/chis/Pages/default.aspx
http://healthpolicy.ucla.edu/chis/design/Pages/sample.aspx
http://healthpolicy.ucla.edu/chis/design/Pages/sample.aspx
http://healthpolicy.ucla.edu/chis/design/Pages/sample.aspx
http://healthpolicy.ucla.edu/chis/design/Pages/sample.aspx

Alberto et al

48.

49.

50.

51.

52.

53.

54.

55.

estimation. http://healthpolicy.ucla.edu/chis/design/Docu
ments/chis2013-2014-method-5 2017-01-11.pdf. Published
June 21, 2016. Accessed January 22, 2019.

California Health Interview Survey. CHIS 2015-2016
methodology report series. Report 5: weighting and vari-
ance estimation. http:/healthpolicy.ucla.edu/chis/design/
Documents/CHIS 2015-2016_MethodologyReport5
WeightingAndVarianceEstimation.pdf. Published November
2017. Accessed January 22, 2019.

Boyle CA, Perrin JM, Moyer VA. Use of clinical preven-
tive services in infants, children, and adolescents. JAMA.
2014;312:1509-1510.

Calvo R, Hawkins SS. Disparities in quality of healthcare
of children from immigrant families in the US. Matern
Child Health J. 2015;19:2223-2232.

Bleser WK, Young SI, Miranda PY. Disparities in patient-
and family-centered care during US children’s health
care encounters: a closer examination. Acad Pediatr.
2017;17:17-26.

Zur ], Jones E. Racial and ethnic disparities among pedi-
atric patients at community health centers. J Pediatr.
2015;167:845-850.

Yu SM, Huang ZJ, Singh GK. Health status and health
services access and utilization among Chinese, Filipino,
Japanese, Korean, South Asian, and Vietnamese chil-
dren in California. Am J Public Health. 2010;100:
823-830.

Young AS, Rabiner D. Racial/ethnic differences in par-
ent-reported barriers to accessing children’s health ser-
vices. Psychol Serv. 2015;12:267-273.

California Department of Health Care Services. SB
75—Medi-Cal for all children. http://www.dhcs.ca.gov/
services/medi-cal/eligibility/Pages/SB75Children.aspx.
Accessed January 22, 2019.

56.

57.

58.

59.

60.

61.

62.

63.

California Department of Public Health. Black Infant Health
(BIH) Program. https://www.cdph.ca.gov/Programs/CFH/
DMCAH/BIH/Pages/default.aspx. Accessed January 22,2019.
California Pan-Ethnic Health Network. The landscape
of opportunity: cultivating health equity in California.
http://healthpolicy.ucla.edu/publications/Documents/
PDF/2016/cpehnlandscapereport-oct2016.pdf. Accessed
January 22, 2019.

California Health Care Foundation. California feder-
ally qualified health centers. https://www.chcf.org/wp-
content/uploads/2017/12/PDF-QRGFQHCs2017.pdf.
Published November 2017. Accessed January 22, 2019.
Shinkman R. California grapples with growing physi-
cian shortage for low-income patients. http://www.
calhealthreport.org/2018/09/17/california-grapples-grow-
ing-physician-shortage-low-income-patients/. Published
September 17, 2018. Accessed January 22, 2019.

Centers for Medicare & Medicaid Services. Early and
periodic screening, diagnostic, and treatment. https://
www.medicaid.gov/medicaid/benefits/epsdt/index.html.
Accessed January 22, 2019.

Shinkman R. Alarmed by disparities, lawmakers order audit
on children’s access to Medi-Cal doctors. http://www.cal-
healthreport.org/2018/05/17/alarmed-disparities-lawmak-
ers-order-audit-childrens-access-medi-cal-doctors/.
California Department of Health Care Services. 2016
CAHPS Medicaid Managed Care Survey Summary Report.
https://www.dhcs.ca.gov/dataandstats/reports/Documents/
MMCD_Qual Rpts/CAHPS Reports/CAHPS 2015-
2016.pdf. Published January 2018. Accessed January 22,
2019.

Bindman AB, Huen W, Vranizan K, Yoon J, Grumbach
K, Streett L. Physician Participation in Medi-Cal, 1996-
1998. Oakland, CA: Medi-Cal Policy Institute; 2002.


http://healthpolicy.ucla.edu/chis/design/Documents/chis2013-2014-method-5_2017-01-11.pdf
http://healthpolicy.ucla.edu/chis/design/Documents/chis2013-2014-method-5_2017-01-11.pdf
http://healthpolicy.ucla.edu/chis/design/Documents/CHIS_2015-2016_MethodologyReport5_WeightingAndVarianceEstimation.pdf
http://healthpolicy.ucla.edu/chis/design/Documents/CHIS_2015-2016_MethodologyReport5_WeightingAndVarianceEstimation.pdf
http://healthpolicy.ucla.edu/chis/design/Documents/CHIS_2015-2016_MethodologyReport5_WeightingAndVarianceEstimation.pdf
http://www.dhcs.ca.gov/services/medi-cal/eligibility/Pages/SB75Children.aspx
http://www.dhcs.ca.gov/services/medi-cal/eligibility/Pages/SB75Children.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/default.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/default.aspx
http://healthpolicy.ucla.edu/publications/Documents/PDF/2016/cpehnlandscapereport-oct2016.pdf
http://healthpolicy.ucla.edu/publications/Documents/PDF/2016/cpehnlandscapereport-oct2016.pdf
https://www.chcf.org/wp-content/uploads/2017/12/PDF-QRGFQHCs2017.pdf
https://www.chcf.org/wp-content/uploads/2017/12/PDF-QRGFQHCs2017.pdf
http://www.calhealthreport.org/2018/09/17/california-grapples-growing-physician-shortage-low-income-patients/
http://www.calhealthreport.org/2018/09/17/california-grapples-growing-physician-shortage-low-income-patients/
http://www.calhealthreport.org/2018/09/17/california-grapples-growing-physician-shortage-low-income-patients/
https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
https://www.medicaid.gov/medicaid/benefits/epsdt/index.html
https://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD_Qual_Rpts/CAHPS_Reports/CAHPS_2015-2016.pdf
https://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD_Qual_Rpts/CAHPS_Reports/CAHPS_2015-2016.pdf
https://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD_Qual_Rpts/CAHPS_Reports/CAHPS_2015-2016.pdf

