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ABSTRACT. Objective. This study examines patterns
of specialist use among children and adolescents by presence of a chronic condition or disability, insurance, and
sociodemographic characteristics.
Design. Cross-sectional analysis of national survey
data, describing rates of specialist use, with logistic regressions to examine associations with having a chronic
condition or disability, insurance status, and sociodemographic variables.
Setting. The 1999 National Health Interview Survey,
a nationally representative household survey.
Participants. Children and adolescents 2 to 17 years
old.
Outcome. Parental/respondent reports of specialist
visits based on reports of the child having seen or talked
to a medical doctor who specializes in a particular medical disease or problem about the child’s health during
the last 12 months.
Results. Thirteen percent of US children were reported as seeing a specialist in the past year. Specialistvisit rates were twice as high for children with a chronic
condition or disability (26% vs 10.2%). The specialist
utilization rates for children without insurance were
much lower than those for insured children, but among
the children who have coverage (private, Medicaid, or
other), specialist-utilization rates were similar (no statistically significant difference).
Results of multivariate analyses predicting the use of
specialists confirm the above-mentioned findings. Additionally, they show that use of specialist care was lower
among children in the middle age group, minorities,
children in families between 100% and 200% of the federal poverty level, and lower parental educational levels.
We found no difference in specialist-visit rates between
rural- and urban-dwelling children, by family status, or
by gender. Differences in specialist use by gatekeeping
status are found only among subgroups.
Conclusions. The results showed that, overall, 13% of
children used a specialist in a year. Among the insured, a
slightly greater percentage of children used such care
(15%). These numbers were slightly lower than the 18%
to 28% of pediatric patients referred per year in 5 US
health plans, although the sources of data and definitions
of specialist use differ. Our results showed that 26% of
children with a chronic condition or disability who were
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insured by Medicaid use a specialist. Although the data
are not directly comparable, this is within the range of
previous findings showing annual rates by condition of
use between 24% and 59%. These findings are consistent
also with greater use of many different types of health
care by children with special health care needs.
Medicaid-utilization rates presented here were similar
also to the rates found among privately insured children
and children with “other” insurance. In our earlier work
examining use of specialists by children insured by Medicaid, we speculated that Medicaid-insured children
might face particular difficulty with access (eg, due to
transportation or language barriers). The findings presented here suggest that children insured by Medicaid
had no different use of specialists than other insured
children. We do not know, however, whether similar
rates are appropriate.
As predicted, sociodemographic differences were pronounced and followed patterns typically found for use of
health services. Lower rates of specialist use by nonHispanic blacks and Hispanics remains even, controlling
for chronic condition/disability, status, insurance, and
socioeconomic status. This is an important issue that not
only needs to be addressed in using specialist care but
also in many areas in health care. It is the near poor who
seem to have difficulty accessing care (as is evidenced by
lower use of specialists). In a study of access to care,
similar results were found, with those between 125% and
200% of the federal poverty level being less likely to have
a usual source of care. This is roughly the population
targeted by the State Children’s Health Insurance Programs.
These findings cannot determine whether rates of use
are too high or too low. Additional work on outcomes for
children who do and do not use specialist care would
further inform the work presented here. Extending that
work to examine patterns of care including but not limited to specialists and generalists would be even better.
Pediatrics 2004;113:e249 –e255. URL: http://www.
pediatrics.org/cgi/content/full/113/3/e249; Medicaid, specialist, insurance, pediatric, child, disability, chronic condition.
ABBREVIATIONS. HMO, health maintenance organization;
NHIS, 1999 National Health Interview Survey; NCHS, National
Center for Health Statistics; SCHIP, State Children’s Health Insurance Program; MSA, metropolitan statistical area; OR, odds ratio;
CI, confidence interval.

C

aring for children with disabilities often includes periodic consultation with a specialist.1
Specialty care can be valuable in that specialists are likely to be more knowledgeable about conditions in their area of expertise, and some evidence
indicates that the care they provide offers clinical
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benefits, especially for those with uncommon disorders and critical illnesses.2,3 In certain circumstances,
it also seems that care by a specialist is associated
with superior clinical outcomes.3 Studies show an
increasing number of physician referrals to specialists as child health conditions become more complex,
more severe, and less common.4 – 6 A recent report by
Forrest et al7 shows that rates of child visits to specialists in the United States may be twice as high as
child visits to specialists in the United Kingdom. It
remains unclear from the literature what the appropriate rates of specialist care are.
Having health insurance greatly improves access
to health care. Uninsured children report more unmet health care needs compared with the insured
and are less likely to have access to several types of
health care.8 –12 Insurance does not guarantee access
to specialty care.8,13 Factors influencing specialty
visit rates by children may include inadequate provider reimbursement in Medicaid.14,15 In addition,
administrative mechanisms such as preauthorization
(gatekeeping) may decrease specialty visits, although
studies indicate that the effects of gatekeeping on
specialty visit rates are likely to be small. Some studies show that gatekeeping is associated with greater
specialty referral rates,16,17 whereas others demonstrate lower visit rates.18 –20
Sociodemographic characteristics also predict use
of health care. Identifying and understanding racial/
ethnic disparities in health care has been a national
priority. Evidence shows that minority race/ethnicity groups may have less health care use.21–23 Additionally, racial and ethnic minorities report more
negative health care experiences than whites.24 Visits
to specialists also may depend on geographic location. Families living in rural areas are less likely
to have specialty services available, and those in
urban areas are faced with issues such as inadequate
transportation when attempting to obtain health
care.13,22
This study examined the use of specialists by children by using nationally representative survey data.
We compared rates of specialist visits for children
with and without chronic conditions or disabilities
by insurance status. Additionally, we compared specialty use by sociodemographic characteristics. We
anticipated that children with chronic conditions or
disabilities would use specialist care at higher rates
than other children, reflecting the greater need for
increased knowledge and management skills that a
specialist provides. Following general health care
access patterns, we anticipated that those children
with health insurance would use specialty care more
than those without insurance. Among the insured,
we predicted that children with health maintenance
organization (HMO) coverage would have lower
use than those with non-HMO coverage and children with Medicaid would have lower use than
those with private insurance. Additionally, we expected that other characteristics associated with
increased rates of use would predict the use of
specialists; these include young age, white nonHispanic race, 2-parent families, and higher socioeconomic status.
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METHODS
Data Source
The 1999 National Health Interview Survey (NHIS), conducted
by the National Center for Health Statistics (NCHS), contains
information on the health of the civilian, noninstitutionalized,
household population of the United States. We used the weights
provided by the NCHS. Responses to the NHIS reflect the age,
gender, and race/ethnicity distribution of the United States. This
study used 2 components within the basic module of the NHIS:
the family core (containing information on all household members) and the sample-child core (containing information gathered
from a knowledgeable adult on a randomly selected child from
each family). Combining these core components provided data
describing household composition, sociodemographic characteristics, insurance status, basic indicators of health status, and utilization of health care service on children.25
The 1999 NHIS sample consisted of 37 573 households, yielding
97 059 persons, 12 910 of whom were included in the sample-child
core. The total household response rate was 87.6%. From these
respondents, 90.8% of the eligible families reported on a selected
child in the sample-child core, which yielded a final response rate
for the sample-child component of 78.2%. Because of the unavailability of a few key variables for children ⬍2 years old and limited
diagnoses of chronic conditions and disabilities for children at
very young ages, this study limited the sample of children to those
2 to 17 years old, which resulted in a total sample of 11 338
children.25

Variables
Specialist Use
Utilization of a specialist was determined by whether the family reported that the child had seen or talked to a medical doctor
who specializes in a particular medical disease or problem about
the child’s health during the last 12 months. We excluded visits to
obstetrician/gynecologists, psychiatrists, and ophthalmologists
because they were excluded from the specialist-visit questions in
the NHIS questionnaire.

Health Status
We combined several different health-status characteristics to
classify a child as having a chronic condition or disability. A
chronic condition was classified as such if a child had been told by
a doctor or health professional that they had a chronic condition
such as mental retardation, developmental delay, attention-deficit
disorder, Down syndrome, cerebral palsy, muscular dystrophy,
cystic fibrosis, sickle cell anemia, autism, diabetes, arthritis, congenital heart disease, or seizures. We also included children with
asthma who responded that they visited an emergency department or urgent care center, stayed overnight in the hospital, used
over-the-counter medications, had their sleep or speech disturbed,
or were limited from wheezing or whistling in the last 12 months.
We chose these conditions from a limited set of conditions available in the data set. Among the available conditions, these conditions were selected for severity and likelihood of necessitating a
specialist visit.
Children with disabilities included those children identified as
blind, deaf, or with an impairment requiring the use of special
equipment and lasting ⬎12 months. We also included children
with a limitation in functioning (eg, playing or school) for ⬎3
months from a specified mental, physical, developmental, emotional, or behavioral condition. We created 1 health-status variable
that indicated whether a child had any of the above-mentioned
chronic conditions or disability characteristics.

Insurance Coverage
Health coverage information was grouped into 4 main categories. No coverage was coded as such only if respondents specifically said the child was not covered by any plan or program. We
classified those children with insurance as having private insurance, Medicaid, and other insurance (Medicare, Medi-gap, State
Children’s Health Insurance Program [SCHIP], military health
care, Indian Health Service, state-sponsored health plans, other
government programs, or single-service plans). Children with
private and Medicaid insurance were subcategorized further. If
the respondent mentioned private insurance, they were asked
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whether the plan was an HMO, individual practice association, or
other type of plan. Based on these responses, we classified those
with private insurance as having HMO care (versus those without
an HMO). Medicaid was similarly divided into those who needed
administrative approval to see a specialist or approval to go to a
different place for special care (excluding the emergency department) and those who did not. For children with both private
insurance and Medicaid, we separately classified those who did
not know their HMO or referral status.

Sociodemographic
Race and ethnicity included separate categories for non-Hispanic white, non-Hispanic black, Hispanic, and other. We categorized the number of parents present in the family (including
biological, adoptive, step, and foster relationships) into singleparent, dual-parent, and other household categories. The mother’s
education category included those with no high school diploma;
high school diploma or equivalent; some college, associate’s degree, or bachelor’s degree; master’s, professional, or doctoral degree; or other. Age was recoded into 3 age groups (2 to 5 years, 6
to 12 years, and 13 to 17 years), and we examined gender. The
percent federal poverty level was calculated by the NCHS, combining information from family income, family size, and number
of children, using the 1998 federal poverty level thresholds from
the US Census Bureau. The answers then were regrouped as
percent of poverty groups: 0% to 99%, 100% to 199%, 200% to
299%, 300% to 499%, ⱖ500%, and unknown. The metropolitan
statistical area (MSA) and region were both determined by the
NCHS and regrouped into MSA and non-MSA and Northeast,
Midwest, South, and West, respectively.

Analyses
The NHIS collected the data through a complex, multistage
sample design that included oversampling of specific population
subgroups. To reflect national population totals, we used SAScallable SUDAAN for all analyses26 to adjust for nonresponse and
account for the complex sample design and nonresponse in the
NHIS.
We presented descriptive information on the relevant characteristics and included total numbers and percentages. To describe
the relationships the individual characteristics had with seeing a
specialist and to control for confounding variables, we used logistic regressions to conduct both bivariate and multivariate analyses. The dependent variable was a dichotomous indicator for
whether the individual saw a specialist. We examined models
with 1 characteristic regressed on specialist use and then examined multivariable models with all hypothesized variables included. Additional analyses examined the role of HMOs among
the privately insured and the need for administrative approval to
see a specialist among Medicaid-insured populations. Because the
relevant questions differ in the 2 populations, the analysis was
stratified into Medicaid children and privately insured children.
These analyses were stratified further by disability status and
race/ethnicity. In the analyses stratified by race/ethnicity, we
collapsed categories of maternal education and percent of the
federal poverty level because of small sample sizes.

RESULTS

Table 1 describes the characteristics of the sample
population. These data are comparable with census
data on the US child population. Table 2 shows the
percentage of children who saw a specialist by
chronic condition/disability status and insurance.
The overall proportion of all children reporting the
use of specialists during the year 1999 was 13.1%.
Children with chronic conditions or disabilities reported using specialists at much higher rates than
children without chronic conditions or disabilities
(26% vs 10.2%). The specialist-utilization rates for
children without insurance were much lower than
those for insured children (P ⬍ .01), but among the
children who had coverage (private, Medicaid, or
other), specialist-utilization rates were similar (no
statistically significant difference).

TABLE 1.
Weighted Percentage Distributions of Selected
Characteristics Children and Adolescents Ages 2 to 17 Years Old
in the Child Core Sample (NHIS 1999)
% of
Population
Health status
Has a chronic condition or disability
Specialist use
Used in past year
Age, y
2–5
6–12
13–17
Gender
Females
Race/ethnicity
Non-Hispanic white
Non-Hispanic black
Hispanic
Other
Urban/rural
MSA
Region
Northeast
Midwest
South
West
Income as percentage of poverty
0–99%
100%–199%
200%–299%
300%–499%
⫽500%
Unknown
Education of mother
No high school diploma
High school graduate/general equivalency
diploma recipient
Some college, associate’s degree, or Bachelor’s
degree
Masters, professional, doctoral
Refused, not applicable, or don’t know
Family status
Single-parent family
Dual-parent family
Other
Insurance*
Private
Medicaid
Other
No coverage

18.2
13.1
24.1
45.3
30.7
48.8
65.4
15.2
15.4
4.1
78.6
18.4
25.1
35.2
21.2
13.1
16.5
15.2
21.4
13.3
20.3
14.9
26.9
44.6
5.8
7.7
26.9
70.3
2.8
70.7
14.2
9.2
11.0

* Of the insured, some children had ⬎1 type. Sample: N ⫽ 11 338;
weighted sample: N ⫽ 64 166 803.

Table 3 shows the odds ratios (ORs) for the bivariate and multivariate analyses predicting use of a
specialist. In the multivariate analyses, use of specialist care was significantly lower among children in the
middle age group, minorities (non-Hispanic black
and Hispanic), children in families between 100%
and 200% of the federal poverty level, lower parental
education levels, and children with no health insurance coverage. Contrary to our hypothesis, children
with Medicaid did not have significantly different
rates of specialist use compared with children with
private insurance. Having a chronic condition or disability was associated with approximately a threefold increase in the use of specialists (OR: 3.02; 95%
confidence interval [CI]: 2.59 –3.53). We found no
difference in specialist-visit rates between rural- and
urban-dwelling children, by family status, or by gen-
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TABLE 2.
Percentage Seeing a Specialist According to Chronic Condition/Disability Status and
Insurance Type: Children and Adolescents 2 to 17 Years Old in the Child Core Sample (NHIS 1999)
Insurance Type

Children With a
Chronic Condition or
Disability, %

Children Without a
Chronic Condition or
Disability, %

Total, %

28.3
26.4
23.5
16.9
26.0

11.6
8.1
12.3
4.4
10.2

14.4
13.3
14.7
6.3
13.1

Private
Medicaid
Other
No insurance
Total

TABLE 3.
Relationships of Health Status, Insurance, and Socioeconomic Status Variables With
Specialist Use: Children in Child Core Sample 2 to 17 Years Old (NHIS 1999)
Health Status

Chronic condition or disability
Age
13–17 y
6–12 y
2–5 y
Gender
Males
Females
Race/Ethnicity
Non-Hispanic white
Non-Hispanic black
Hispanic
Other
Urban/rural
Non-MSA
MSA
Income in relation to poverty level†
⫽500%
300%–499%
200%–299%
100%–199%
0%–99%
Education of mother†
Masters, professional, doctoral
Some college, AA degree, or Bachelor’s
degree
High school graduate/GED recipient
No high school diploma
Family status†
Dual-parent family
Single-parent family
Insurance†
Private
Medicaid
No coverage

Bivariate Analyses

Multivariate Analyses*

OR

95% CI

OR

95% CI

3.11

(2.69–3.60)

3.02

(2.59–3.53)

1
0.82
0.81

(0.70–0.96)
(0.68–0.97)

1
0.80
0.86

(0.67–0.94)
(0.71–1.03)

1
0.91

(0.80–1.04)

1
1.02

(0.89–1.17)

1
0.59
0.46
0.61

(0.48–0.72)
(0.38–0.56)
(0.42–0.89)

1
0.63
0.74
0.73

(0.51–0.78)
(0.59–0.93)
(0.50–1.06)

1
0.88

(0.74–1.05)

1
0.93

(0.77–1.12)

1
0.86
0.89
0.55
0.59

(0.71–1.04)
(0.72–1.11)
(0.44–0.69)
(0.46–0.75)

1
0.89
1.03
0.69
0.74

(0.72–1.09)
(0.81–1.31)
(0.53–0.89)
(0.53–1.03)

1
0.84

(0.64–1.11)

1
0.89

(0.67–1.19)

0.65
0.34

(0.49–0.87)
(0.25–0.48)

0.72
0.45

(0.53–0.97)
(0.31–0.66)

1
0.80

(0.69–0.92)

1
0.98

(0.82–1.17)

1
0.95
0.41

(0.79–1.14)
(0.30–0.57)

1
1.19
0.60

(0.92–1.54)
(0.43–0.85)

Note: the findings in bold type are statistically significant at ⱕ.05.
* Multivariate model contains all the characteristics in the table; the other, don’t know, or unknown
categories; and region.
† This characteristic had a category of other, don’t know, or unknown. This category was included in
the model, but the results are not reported in this table.

der. Of note, in the bivariate analyses, children living
in families in the lowest poverty category (between
0% and 99% of the federal poverty level) had lower
rates of use compared with the highest poverty category; however, once other factors were included,
there was no difference between children in this
group and children in the highest poverty category
(ⱖ500% of the federal poverty level).
Tables 4 and 5 show the effects of “gatekeeping” in
Medicaid and privately insured children by chronic
condition/disability status and race/ethnicity. There
was no difference in specialist use between those
children needing and not needing administrative ape252

proval to see a subspecialist among children with
Medicaid. This result was consistent for any child
regardless of chronic condition/disability status and
race/ethnicity. Among the privately insured, HMO
insurance was associated with a reduced use of specialists, but this relationship is limited to children
without a chronic condition or disability, children
who are non-Hispanic black, and children of other
race/ethnicity.
DISCUSSION

The results showed that, overall, 13% of children
used a specialist in a year. Among the insured, a
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Coverage Type

1

1

Coverage Type

0.94 (0.67–1.32)
1

OR (95% CI)

Privately
Insured Child
With a
Chronic
Condition or
Disability

1.22
(0.84–1.79)
1

0.70
(0.39–1.24)
1

OR (95% CI)

OR (95% CI)

1.11
(0.58–2.13)
1

OR (95% CI)

Non-Hispanic
White

2.25
(1.07–4.73)
1

OR (95% CI)

Non-Hispanic
African
American

Medicaid-Insured Child
Hispanic

All MedicaidInsured
Children

—

—*

OR (95% CI)

Non-Hispanic
Other

0.79
(0.66–0.95)
1

OR (95% CI)

All Privately
Insured
Children

0.74
(0.45–1.22)
1

0.85
(0.69–1.06)
1

OR (95% CI)

Non-Hispanic
White

0.50
(0.30–0.86)
1

OR (95% CI)

Non-Hispanic
African
American

Privately Insured Child

OR (95% CI)

Hispanic

0.35
(0.14–0.88)
1

OR (95% CI)

Non-Hispanic
Other

0.77 (0.64–0.93)
1

OR (95% CI)

Privately
Insured Child
Without a
Chronic
Condition or
Disability

Note: analyses of Medicaid group include fewer poverty variables; specifically, they include 0% to 99% of the poverty level, 100% to 199% and poverty level unknown. Results for the non-Hispanic
other group are not shown because of small numbers. Findings in bold type are statistically significant at ⫽.05.
* Not estimable due to small numbers.

Non-HMO

0.79 (0.66–0.94)
1

OR (95% CI)

All Privately
Insured
Children

Privately Insured Child

Associations With Managed Care and Specialist Use by Race/ethnicity: ORs and 95% CIs From Multivariate Logistic Regression Predicting Specialist Use

Odds of seeing a specialist
among children with
Medicaid insurance
Needs administrative approval
to see a specialist
No administrative approval
needed
Odds of seeing a specialist
among children with
private insurance
HMO

TABLE 5.

1

1.29 (0.88–1.89)

OR (95% CI)

MedicaidInsured Child
Without a
Chronic
Condition or
Disability

Note that the other coverage category is not shown. Findings in bold type are statistically significant at ⱕ.05.

(0.57–1.82)

OR (95% CI)

OR (95% CI)

1.20 (0.84–1.72)

Medicaid-Insured
Child With a
Chronic
Condition or
Disability

All MedicaidInsured
Children

Medicaid-Insured Child

Associations With Managed Care and Specialist Use by Chronic Condition/Disability Status: ORs and 95% CIs From Multivariate Logistic Regression Predicting Specialist Use

Odds of seeing a specialist among children with
Medicaid insurance
Needs administrative approval to see a
subspecialist
No administrative approval needed
Odds of seeing a specialist among children with
private insurance
HMO
Non-HMO

TABLE 4.

slightly greater percentage of children used such care
(15%). These numbers were slightly lower than the
18% to 28% of pediatric patients referred per year in
5 US health plans, although the sources of data and
definitions of specialist use differ.7 Our results
showed that 26.4% of children with a chronic condition or disability, who were insured by Medicaid, use
a specialist. Although the data are not directly comparable, this is within the range of previous findings
showing annual rates by condition of use between
24% and 59%.27 These findings are consistent also
with greater use of many different types of health
care by children with special health care needs.28
The literature on referrals to specialists suggests
that referrals depend on the frequency, complexity,
and severity of the disease, as well as other existing
comorbidities, and they are typically made to obtain
diagnostic or therapeutic advice or perform a procedure.4 – 6 If children with chronic conditions and disabilities have less-common, more-complex, and
more-severe conditions, then our results of higher
reports of specialist use are consistent with this literature.
Medicaid-utilization rates presented here were
similar also to the rates found among privately insured children (28.3%) and children with “other”
insurance (23.5%). In our earlier work examining the
use of specialists by children insured by Medicaid,
we speculated that Medicaid-insured children might
face particular difficulty with access (eg, due to
transportation or language barriers).27 The findings
presented here suggest that children insured by
Medicaid had no different use of specialists than
other insured children. We do not know, however,
whether similar rates are appropriate, because neither guidelines nor “gold standards” exist for how
much specialist care children in general or children
with chronic conditions should use. Studies evaluating outcomes of care would be necessary to conclude
whether children’s needs are being met. Others have
noted previously the vital role Medicaid plays in
offering a broad range of services and providers
to children with special health care needs9 –11,13 and
children who might not otherwise have access to
them.
In the data presented here, needing administrative
approval to access specialist care for those with Medicaid was not related to specialist use by chronic
condition/disability or race/ethnicity. This may be
due to the ease with which referrals are given out in
Medicaid populations or as a result of different rules
for referrals and coverage of disabled and nondisabled Medicaid populations. Others have found no
difference in specialist use in a point-of-service plan
versus HMO plan.7 Our results show that among the
privately insured, children with HMOs reported
lower specialist use. This finding may be due to the
restrictions placed on use in HMO systems (eg, referrals are needed) but also may reflect a selection
bias of sicker children into non-HMO care.19,20,29
When the results for privately insured children were
stratified by chronic condition/disability status, only
children without chronic conditions or disabilities
had lower use of specialists compared with none254

HMO children. These data cannot help us understand whether this reflects HMOs reducing discretionary use among the privately insured, whether
HMOs are reducing needed care among the privately
insured, or whether other factors (eg, selection bias)
account for this finding. Stratification by race/ethnicity suggests that it is only among the non-Hispanic African Americans and non-Hispanic “other”
race/ethnicity that use of specialists is lower in
HMOs compared with non-HMO private insurance.
Although this could reflect underlying differences in
morbidity, this seems unlikely given fairly consistent
findings that African American children have worse
health status compared with non-Hispanic white
children. Other explanations include preference for
not using specialist care, bias in the care system, or
different ability to access specialty care.
As predicted, sociodemographic differences were
pronounced and followed patterns typically found
for use of health services. Lower rates of specialist
use by non-Hispanic blacks and Hispanics remains
even when controlling for chronic condition/disability, status, insurance, and socioeconomic status. This
is an important issue that not only needs to be addressed in using specialist care but also many areas
in health care (eg, refs 21 and 30 –32). A variety of
mechanisms including differences in English-language proficiency, the effects of racism, biases in care
systems, the ability to follow through on referrals
(eg, due to transportation difficulty), different preferences for use of care, and unmeasured socioeconomic differences could help account for some of
these differences. Our data do not shed light on the
mechanism that accounts for these differences.
Other sociodemographic differences are pronounced. In bivariate regressions, being under 200%
of the federal poverty level is associated with reduced use of subspecialists compared with other
poverty levels. Controlling for other factors eliminates the statistical significance of the lowest group.
It is the near-poor who seem to have difficulty accessing care (as is evidenced by lower use of specialists). In a study of access to care, Weinick and
Krauss31 found similar results, with those between
125% and 200% of the federal poverty level being less
likely to have a usual source of care. This is roughly
the population targeted by the SCHIPs. Whether the
different insurance mechanisms for the near-poor
(SCHIP is a different insurance system in some
states), relative instability of insurance, difficulty accessing support services such as transportation, or
other factors cause this difference is unclear.
This study was limited to noninstitutionalized
children, which most likely produced an underestimation of children who used the care of specialists.
The results are predicated on the respondent’s
knowledge and understanding of the type of provider the child saw. We know of no data on the
validity of this question about specialist use. Classifying the provider may be difficult for some respondents, especially when a physician or clinic provided
both specialist and primary care. In such cases, the
responses were likely to be related to the physician’s
actual practice rather than board certification or
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other professional credentials. Whether this resulted
in a net over- or underidentification of specialist
visits is unclear. In addition, recall bias may have
resulted in an underreporting of use. Whether this
bias differed for different subgroups of the population (eg, by race/ethnicity) is also not known. Finally, we were limited by the data elements available
to us.
As noted above, these findings cannot determine
whether rates of use are too high or too low. Additional work on outcomes for children who do and do
not use specialist care would further inform the work
presented here. Extending that work to examine patterns of care including but not limited to specialists
and generalists would be even better.
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