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Abstract

Background: About 11-14% of children with special health care
needs (CSHCN) have unmet needs during a given year. Little is
known about the determinants of unmet health care needs for
CSHCN.

Aims of the Study: The objective of this study was to explore the
association between access to care (unmet needs) among CSHCN
and their caregivers’ mental health status as well as children’s
mental health status.

Methods: We surveyed a random sample of 1,088 caregivers of
CSHCN who resided in the District of Columbia during the summer
and fall of 2002. In the survey, we collected information on
children’s unmet needs mental health status (PARS) and their
caregivers’ mental health status (CES-D). We estimated the
association between mental health status determinants of unmet
needs adjusting for selection bias associated with plan choice
(partially capitated managed care versus FFS) with an instrumental
variables probit estimation technique. We used caregivers’
preferences about physicians and hospitals networks, and whether
the caregiver and child had the same last name to identify the plan
choice equation.

Results: We found that caregivers with symptoms of depression
were 26.3% more likely to report any unmet need, 67.6% more
likely to report unmet hospital and physician need, 66.1% more
likely to report unmet mental health care need and 38.8% more
likely to report unmet need for other health care services. Caregivers
of children with poor psychological adjustment were 26.3% more
likely to report their child had an unmet need and 92.3% more likely
to report an unmet mental health care need.

Discussion: Our analyses show that children whose caregivers
experience symptoms of depression are significantly more likely to
encounter difficulties obtaining needed medical and mental health
care services. Furthermore, the findings reported here indicate that
children with poor psychological adjustment are significantly more
likely to experience unmet needs for medical and mental health care
services. Our study has some limitations. First, most of the children
in our sample are African-American, so these findings may differ
for children of other races. Second, these findings may not be
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applicable to CSHCN who reside in rural areas. Third, we recognize
the possibility that child and caregiver mental health is potentially
endogenous.

Implications for Health Care Provision and Use: The mental
health status of CSHCN and their caregivers are barriers to care.
Implications for Health Policies: Policymakers should be
concerned about the mental health status of children with special
health care needs and their caregivers as such problems appear to be
barriers to obtaining care. Therefore, to adequately address the
access problems of children with special health care needs, policy
must address the mental health problems of children and their
caregivers. Providing mental health care for caregivers and children
has the potential for improving overall access for CSHCN.
Implication for Further Research: Future research should
determine the causal relationship between mental health problems of
CSHCN and their caregivers and the level unmet health care needs.

Received 20 September 2004; accepted 3 March 2005

Introduction

National estimates of the percent of US children with special
health care needs (CSHCN) range from 12 to 20%.' The
Maternal and Child Health Bureau (MCHB) defines children
with special health care needs as ‘‘those who have or are at
increased risk of a chronic physical, developmental,
behavioral, or emotional condition and who also require
health and related services of a type or amount beyond that
required by children generally.””'** CSHCN were more likely
to have health insurance coverage and a usual source of care
than other children. However, despite slightly better access
they are more likely to have unmet health care needs. Using
data from the National Health Interview Survey, researchers
have estimated between 11.3 and 13.8 percent of CSHCN
have unmet health care needs.”>*> Unmet needs were most
often reported for dental care, prescription drugs and vision
care. Estimates for unmet mental health needs increased for
1.2% in 1994 to 3.3% in 2001. Using data from National
Survey of Children with Special Health Care Needs
conducted during 2000-2002, Mayer et al.® report that 3.2%
of CSHCN were unable to obtain routine preventive care and
7.2% were unable to obtain specialty care.

Little is known about the determinants of unmet health care
needs for CSHCN. Mayer et al. using logistic regression
analysis identified factors associated with unmet needs for
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routine and specialty care.® They found that among CSHCN,
African American children, children whose mothers had less
than a high school education, poor and near poor children
and uninsured children were more likely to have an unmet
need for routine care. Further, they reported that older
children, as well as those who were poor, near poor or
uninsured were more likely to have an unmet need for
specialty services. Using data from the 1994 and 1995 NHIS,
Newacheck et al. report uninsured children were 3.2 to 5.8
times more likely to have an unmet health care needs
depending on the type of need and controlling for
predisposing, enabling and need factors.’

Given the sparse literature on unmet needs from CSHCN,
additional research is needed to obtain a greater
understanding about how their families cope with their
constant health care needs. This study takes advantage of
2002 Survey of Caregivers of CSHCN in the District of
Columbia who were enrolled in the DC Medicaid program.’
Since 1996, the District of Columbia’s Medicaid Program
have offered parents of CSHSN the opportunity to enroll
their children in a managed care plan, Health Services for
Children with Special Needs, Inc. (HSCSN). HSCSN is a
partially capitated HMO that provides a comprehensive array
of services for enrolled children including primary and
specialty medical care, mental health, and an array of
ancillary and support services. HSCSN contracts with a wide
array of providers to deliver services to enrolled children.
Under HSCSN, primary care physicians, specialists and
dentists are reimbursed at rates that are approximately twice
the amounts paid by Medicaid FFS. In contrast, HSCSN and
Medicaid FFS pay similar and sometimes identical rates for
home health care, therapy services and durable medical
equipment and supplies. To coordinate services, each child
enrolled in HSCSN is assigned a primary care physician
(PCP) and case manager. See Mitchell and Gaskin for a more
detailed description of this study, the DC Medicaid program
and HSCSN.’

The 2002 Caregiver’s survey was fielded to evaluate the
impact of HSCSN versus the FFS option on access to care
for CSHCN in the DC Medicaid program. Mitchell and
Gaskin found that enrollment in the partially capitated
managed care plan was associated with a lower prevalence of
unmet needs and improved access to care measured along
several dimensions. In that analysis, we controlled for other
factors including the mental health status of children and
their primary caregiver. Previous analyses focused solely on
the impact of managed care on unmet needs and other access
to care measures. This article focuses on the findings related
to the mental health status of children and their primary
caregiver. Specifically, our objective is to evaluate whether
either the mental health status of the special needs child and/
or their primary caregiver are associated with having unmet
need for medical care, mental health services and dental care.

Our conceptual framework for this analysis is a modified
version of Andersen and Aday’s behavioral health model of
access to care.®'? Access to care is determined by
predisposing factors (demographic, social structure and
parental attitudes and beliefs), enabling factors (family
resources and health care resources in the community) and
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children’s health care needs. We anticipate that children with
poor mental health will experience greater access problems
than those with good mental health. Further, we hypothesize
that children of caregivers with depressive symptoms will
encounter greater access problems than those in better mental
health.

Models of help-seeking behavior emphasize the
importance of recognizing children’s health needs and
children’s interactions with their parents and providers and
organizations that can facilitate health services use.''™'® Poor
mental health status may negatively affect caregivers’ and
other responsible adults’ ability to assess their child’s health
need. Poor mental health status may impair children’s ability
to effectively communicate their health care needs to their
caregivers and adults. Also, behavioral problems associated
with children’s poor mental health status may discourage
parents from seeking care because their children may be
perceived by providers as difficult patients. Caregivers’
mental health status may affect their ability to recognize their
children’s health needs. Poor mental status may impair
caregivers’ judgment about the nature and severity of their
children’s symptoms. In addition, depressed caregivers may
be less incline to overcome other barriers to care, e.g.,
transportation or child care problems.

Methods

Because caregivers are given the option of enrolling their
children in regular Medicaid fee-for-service or a partially
capitated managed care plan (HSCSN), we must control for
possible selection bias linked to plan choice. We model plan
choice, that is, the decision to enroll in HSCSN or remain in
FFS as a function of children’s physical, cognitive and
emotional health status, family structure, their caregivers’
mental health status, household economic status, caregivers’
preferences regarding health care provider, and the ability of
the managed care plan to the contact caregivers to provide
them with information about the MC plan.

Data and Variable Definitions

The data for the analysis come from a 2002 telephone survey
of 1,088 caregivers of CSHCN enrolled in the DC Medicaid
program. The caregiver was identified as the person in the
household who arranged most of the health care for the child.
The telephone survey was fielded by CODA, Inc., a
professional survey research firm located in Silver Spring.
MD. The overall response rate for the study was 46%,
excluding non-locatable cases from the denominator yields
an overall cooperation rate of 81%. See Mitchell and Gaskin
for more details.”

The dependent variables of interest are six indicators of
unmet health care need. Caregivers were asked a series of
questions to determine if their child had an unmet need. First,
they were asked if their child in the last six months had a need
for a particular service. If they responded ““yes’’, then they
were asked as a follow-up question, “‘did the child receive the
service?”’ If they responded ““no”’, we asked them for reasons
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why the child did not receive the service. We asked this series
of questions for health services ranging from hospital care to
home health services. From the caregivers’ responses we
created six indicators of unmet need.

The first is a general indicator of unmet need which
indicate the caregiver reported that the child had an unmet
need for one or more of the following services: emergency
room, overnight hospital stay; shot, immunization or
checkup; visit with a primary care physician or physician’s
assistant; visit with a medical specialist; visit with a mental
health specialist; visit with a physical, occupational or speech
therapist; dental care; prescribed medications; medical
equipment or supplies; and home health services.

The second indicator identifies those children who had an
unmet need for a shot, immunization or checkup.

The third indicator identifies those children who had an
unmet emergency room visit, hospital stay, physician visit
for a minor illness or specialty visit.

The fourth indicator identifies those children who had an
unmet need for mental health care needs.

The fifth indicator distinguishes those children who had an
unmet need for dental care.

The final indicator includes all other unmet needs such as
home health services, prescribed medicine, medical
equipment or supplies, and physical, occupational or speech
therapy.

The independent variables of primary interest include
measures of children’s and their caregivers’ mental health
status. We used the PARS to measure the child’s psycho-
social adjustment.!” The PARS is a parent-reported measure
of the disabled child’s psycho-social functioning across six
specific dimensions: peer relations, dependency, hostility,
productivity, anxiety/depression and withdrawal. Caregivers
responded with a four-point scale (ordered from “‘always’ to
“never (rarely)’” to 28 items that begin with the statement
“In the past 30 days has (CHILD) ... Higher scores on the
PARS reflect better psychological adjustment. To measure
the caregiver’s mental health we used a 7-item version of the
Center for Epidemiological Studies -Depression scale (CES-
D).'®1% The 7-item scale focuses on dysphoria, sleep,
concentration, fatigue and loneliness. Higher scores indicate
that a caregiver is suffering with depression symptoms.

Data Analytic Procedures

We conducted bivariate and multivariate analyses. For the
bivariate analyses we divided the children into two groups:
those with poor psychological adjustment (PARS score < 66)
versus children with a PARS score of 67 or higher, i.c., one
standard deviation below the mean. This is the recommended
and commonly used criteria for the PARS for a community-
based population.?®*! Similarly, we divided the caregivers
into two groups: those with suffering with depression
symptoms (CES-D score > 14.2) versus the other caregivers.
This cutoff divides the sample at the mean. Because we are
using a subset of the 20 item CES-D we elected to use the
mean of the distribution to divide the caregivers by
depression symptoms. We are also careful in our
interpretation of this difference. Because we are using a

subset CES-D we can only determine if caregivers had
depression symptoms but not if they were depressed. Two-
by-two contingency tables were used to assess whether the
indicators of unmet need were related to the mental health
status of either the child and/or the caregiver.

We employed instrumental variables for probit estimation
as outlined by Ameyia because plan choice was potentially
endogenous.”? We estimated probit models for our measures
of unmet need where the independent variables were plan
choice, child’s general health status, child’s physical
functioning, child’s psychological adjustment, child’s age
and gender, caregiver’s age, caregiver’s depression measure,
household income, caregiver’s education level, number of
children in the household, and caregiver’s marital status. The
instruments we used to identify the plan choice equation
were: (i) whether the caregiver and the special needs child
have the same last name; (ii) a set of dummy variables which
indicate the importance of having the special needs child use
the same doctor or hospital as other family members; rated as
either important, not important, or neutral in selecting a plan.
We did not include other measures of children’s health status
such as the presence of specific chronic conditions and other
measures of caregivers’ socioeconomic status due to multi-
collinearity. All of these families were poor or near poor
because they were able to meet income requirements for SSI
and Medicaid.

We expect that the managed care plan’s outreach department
would have more success contacting caregivers who have the
same last name as the child. For nearly three fourths of the
enrollees, the DC Medicaid enrollment records did not contain
the parents or caregivers’ name. We contend that if the
managed care plan’s outreach department called the home or
sent a letter to the home of a CSHCN eligible for the plan, they
would have more success in reaching the caregiver responsible
for the child if the caregiver and the child had the same last
name. If so, we expect that the child will be more likely to
enroll in the MC option. With regard to the second instrument/
identifying variable, if it is important that the special needs
child be able to see the same doctor or go to the same hospital
as other family members, we expect the child will be more
likely to remain in the FFS option. This is because the MC
option has a much smaller network of providers than the pool
of providers available to children enrolled in FFS.

We hypothesize that neither of these instruments are
correlated with unmet need. We tested the validity of our
instruments. First, we estimated the plan choice equation with
and without the identifying variables. We tested whether the
coefficients on the instruments were jointly equal to zero.
Essentially we compared the Chi-square statistic for model
goodness of fit and the pseudo R? s for the models with and
without the identifying variables. The test criteria is whether
the Chi-square statistic and pseudo R? increases significantly
with the identifying variables, if so then they are good
instruments for plan choice.***** The second test evaluated if
the instruments were uncorrelated (orthogonal) to the
residuals in the second stage equation predicting either unmet
need or poor access to care. We evaluated this orthogonality
condition by regressing each indicator of unmet need on the
dummy variable indicating plan choice, the other exogenous
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variables and the set of instruments. We then tested if the
coefficients of the instruments were jointly equal to zero. If
this was the case, it implies that the instruments were
uncorrelated with the residuals of the second stage equation
predicting the probability of having an unmet need.* It also
indicated that the instruments provided no new information to
predict unmet need.

To test the robustness of our findings we compared the
results to bivariate probit estimates, estimates from the
Heckman two-step method and simple probits where plan
choice was treated as exogenous.>>**® The results were not
affected by our choice of regression techniques.

Results

The children in our sample were 32% male and 98% African
American. They ranged in age from 3 to 16 with 10%
between 3 and 5, 28.8% between 6 and 9, 29.2% between 10
and 12 and 32% between 12 and 16. As shown in Table 1,
the health problems of these children varied. Eighteen
percent were in poor or fair health and on average they had
1.28 limitations of activities of daily living. Their average
score on the PARS was 79.2. Almost 64% of caregivers
reported that their child had mental health problems. Over
60% of caregivers reported that their child had one or more
conditions that required therapy. About half of the children

had chronic health problems. Over 35 percent of the children
had one or more birth defects. Almost one in four caregivers
reported their child had one or more acute health problems.

Most often the primary caregiver was the child’s natural
mother (76.6%). However, grandmother (11.9%), aunt
(3.9%), natural father (2.4%), other females (4.4%) and other
males (0.8%) were sometimes primary caregivers. The
caregivers ranged in age: 17% were under 30, 39.7% were
from 30-39; 33.3% were from 40-49; and 9.3% were 50 and
over. Their average CES-D score was 14.2 and over 16% had
a CES-D score of 28 or more. (See Table 1.) Their
socioeconomic status was a little higher than a typical TANF
recipient. Their average monthly household income was
$1578; 47.2% were employed and only 32% had less than a
high school education.

Columns 2-4 of Table 2 show the bivariate comparisons as
to the effects of caregiver mental health status on whether a
special needs child experienced different types of unmet
health care needs. The results show that caregivers with
symptoms of depression were more likely to report their
children had unmet health needs than caregivers with none or
few symptoms of depression. More than 49% of children
whose caregiver reported symptoms of depression
experienced one or more unmet health care needs compared
to only 35% of children whose caregiver reported few
depressive symptoms (p<.01). A similar pattern emerges
when one examines specific types of unmet needs. Among

Table 1. Characteristics of Children with Special Health Care Needs and Their Primary Caregiver in the DC Medicaid Program

(N=1,043)

Mean Standard Deviation

for continuous

Variable variables
Proportion of CSHCN in Poor or Fair Health 0.181
ADL INDEX for CSHCN 1.291 1.554
Percent with PAR Score less than 66 0.177
Proportion of Caregiver’s CES-D Score above 14.2 0.397
Age (in years) 10.440 3453
Proportion of CSHCN who are Male 0.320
Proportion of CSHCN enrolled in FFS 0.407
Proportion of Caregiver’s with less than a HS education 0.331
Proportion of Caregivers with a HS diploma or a GED 0.477
Proportion of Caregivers with some college education 0.166
Proportion of Caregivers with a four year college degree. 0.027
Average Household Monthly Income $1573.43 450.80
Proportion of Caregiver below the age of 30 0.206
Number of Children in Household (including CSHCN) 2.729 1.623
Proportion of Married Caregiver 0.178
Proportion of Formerly Married (Widowed and Divorced) 0.208
Proportion of Caregivers and CSHCN who share the same last name 0.541

Proportion of Caregivers who said it was important that their special needs child be able

to see the same physician or use the same hospital as other family members 0.676
Proportion of Caregivers who said it was neither important nor unimportant that their

special needs child be able to see the same physician or use the same hospital as

other family members

0.061
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children with caregivers with depressive symptoms, 4.4% more likely to report unmet need for other health care

had unmet need for well care compared to 2.6% of children services (p<.006).
whose caregivers did not have symptoms of depression. Table 3 shows the results of both bivariate and
About 8.1% of children with caregivers who had depressive multivariate analyses evaluating the relationship between
symptoms encountered an unmet need for either physician or children’s mental health status and whether the child
hospital care compared to 4.3% for children whose experienced various types of unmet health care needs. The
caregivers were not depressed (p<.01). Among caregivers bivariate analyses reveal that children with poor mental
with depressive symptoms, 12.5% reported that their child health were significantly more likely to experience any
experienced an unmet need for mental health services, unmet need, 54.3% compared to 38.1% of children with
compared to 7% of caregivers who did not exhibit depressive good mental health (p<.01). Almost 19% of children with a
symptoms (p<.01). Dental unmet needs posed problems for low PARS score experienced an unmet mental health care
22.4% of children with depressed caregivers compared to need compared to 7.3% of those with a high PARS score
17.6% of children whose caregivers had no depressive (p<.01). Close to 32% of those in poor mental experienced
symptoms (p<.05). Close to 30% of children with a an unmet need for durable medical equipment, home health
depressed caregiver encountered some ‘‘other’” unmet need services, therapy services or prescription drugs, compared to
(home health, durable medical equipment/supplies, 20.5% of children with better mental health (p<.01). The
prescribed medications or therapeutic services) compared to multivariate analyses, controlling for selection bias linked to
only 17.5% of those with few depressive symptoms (p<.01). plan choice and other confounding factors are reported in
In columns 5 and 9 of Table 2 we report the results from columns 5-9 of Table 3. These results show that caregivers
the probit estimations that control for the selection bias of children with poor mental health status were 26.2% more
linked to plan choice as well as other confounding factors. likely to report their child had an unmet need (p<.01); 92.3%
The percentage of caregivers reporting an unmet health need more likely to report an unmet mental health care need
was 26 to 74% higher for caregivers with symptoms of (p<.01); and 95.7% more likely to report an unmet well care
depression. Adjusting for other factors, caregivers with unmet need (p <.09).
symptoms of depression were 26.3% more likely to report We asked caregivers the reasons why their children did not
any unmet need (p<.002), 67.6% more likely to report unmet receive needed care. The primary reasons caregivers offered

hospital and physician need (p<.020), 66.1% more likely to were: (i) problems getting a provider (63.3%), (ii) problems
report unmet mental health care need (p<.007) and 38.8% with their child’s Medicaid eligibility and coverage (18%),

Table 2. Percent of Caregivers Reporting an Unmet Health Care Need for their Child with Special Health Care Needs, by Caregivers’
Depression Symptoms

() @ 3) “) ®) (6) (7) ®) 9
Type of Percent of Percent of P-value® Coefficients Marginal Predicted Percent P-value!
Unmet Need Caregivers  Caregiver’s Associated  Effects Probability of Change

With No With Some with having  Associated ~ Unmet Needs Associated
or Few or Many Some or with having  Evaluated at ~ with

Depression  Depression Many Some or the Means Depression
Symptoms ~ Symptoms Depression  Many of the Symptoms”

Symptoms  Depression  Independent
Symptoms  Variables

Any 35.1 49.2 0.000 0.272 0.106 0.402 26.3 0.002
Well Care 2.6 44 0.103 0.269 0.016 0.023 73.4 0.142
Physician or 43 8.1 0.008 0.332 0.035 0.048 67.6 0.020
Hospital

Mental Health 7.0 12.5 0.002 0.335 0.052 0.078 66.1 0.007
Dental Health 17.6 224 0.052 0.189 0.051 0.186 27.7 0.060
Other® 17.5 29.8 0.000 0.273 0.080 0.204 38.8 0.006

 These p-values are from two-by-two chi-squared contingency tables.

® These figures in columns 5-9 were calculated based on the results of instrument probit regression models where the dependent was a dichotomous measure of
unmet need and the independent variables were plan choice, child’s general health status, child’s physical functioning, child’s psychological adjustment, child’s
age and gender, caregiver’s age, caregiver’s depression measure, household income, caregiver’s education level, number of children in the household, and
marital status of the caregiver. Plan choice was treated as endogenous. The instruments were indicators for whether the last names of the child and caregiver
matched and the caregivers’ rating concerning how important it was for their child to use the same provider as other family members.

¢ Other unmet need include home health services, prescribed medicine, medical equipment or supplies, and physical, occupational or speech therapy.

4 These p-values are from regression analyses.
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Table 3. Percent of Caregivers Reporting an Unmet Health Care Need for their Children with Special Health Care Needs, by Child’s
PAR Score

(M @ 3) “4) ) (6) (7 ®) )
Type of Low PARS  High PARS  P-value® Coefficients Marginal Predicted Percent P-value*
Unmet Need Associated  Effects Probability of Change

with having  Associated ~ Unmet Need  Associated
a Low with having  Evaluated with Low
PARS score Low PARS  atthe Means PARS
score of the Score”
Independent
Variables
Any 54.3 38.1 0.000 0.266 0.104 0.402 26.2 0.015
Well Care 6.3 2.7 0.016 0.332 0.022 0.023 95.7 0.086
Physician or 6.3 5.7 0.747 0.002 0.000 0.048 0.0 0.990
Hospital
Mental Health 18.9 7.3 0.000 0.412 0.072 0.078 923 0.002
Dental Health 21.7 19.1 0.425 0.049 0.013 0.186 7.0 0.687
Other® 32.0 20.5 0.001 0.169 0.050 0.204 24.5 0.153

? These p-values from two-by-two chi-squared contingency tables.

® These figures in columns 5-9 were calculated based on the results of instrument probit regression models where the dependent was a dichotomous measure of
unmet need and the independent variables were plan choice, child’s general health status, child’s physical functioning, child’s psychological adjustment, child’s
age and gender, caregiver’s age, caregiver’s depression measure, household income, caregiver’s education level, number of children in the household, and
marital status of the caregiver. Plan choice was treated as endogenous. The instruments were indicators for whether the last names of the child and caregiver
matched and the caregivers’ rating concerning how important it was for their child to use the same provider as other family members.

¢ Other unmet need include home health services, prescribed medicine, medical equipment or supplies, and physical, occupational or speech therapy.

9 These p-values are from regression analyses.

(ii1) they decided to wait and see (16.2%), (iv) it was too Discussion
inconvenient to get care (9.8%), and (v) they were

discouragefl by someone else from seeking care (7.4%). Our analyses show that children whose caregivers experience
Our.ﬁndlggs were YQbUSt- We were able to contrql for any symptoms of depression are significantly more likely to
selection bias associated with plan choice. Neither the encounter difficulties obtaining needed medical and mental
children’s mental health status nor their caregiver’s mental health care services. Furthermore, the findings reported here
health status were significant predictors of plan choice. We indicate that children with poor psychological adjustment are
tested whether there were interactions between mental status significantly more likely to experience unmet needs for
anfi plan choice and our analysqs revealed that none exist. medical and mental health care services. The findings
With regards to the quality of the instruments, the Chi-square suggest that Medicaid officials and Medicaid managed care
statistic to test whether the instruments are strong predictors plans should be concerned about the mental health status of
of plan 020106 is 64.2 (p<.01). Moreover, the value of the CSHCN and their caregivers. Because we have conducted a
PSCPdO R .for the plan choice equation with the.1dent‘1fy.1ng cross-sectional analysis, it is not clear in which direction the
variables is .06 compared to .015 when the identifying causality flows. The poor mental health status of CSHCN
variables are excluded. We also find that the instruments are and their caregivers could hinder their ability to obtain
uncorrelated with each of the indicators of unmet lezeed- needed care. An alternative explanation is that families with
Using a test prescribed by Davidson and Mac.km.non, we CSHCN could be under sufficient stress that it induces
find that once we have controlled for plan choice in a model depression symptoms in caregivers and behavioral health
predicting having any unmet need, the instruments provide problems for CSHCN. Another possible explanation is that
no new information. The Chi-square statistic to test the joint caregivers with poor mental health are more likely to
sigr?ificance.of t.he three identifying .Vari‘ables in t.he. plan complain about the medical services their children receive.
choice equation is 1.8 (p =.6152), which is not statistically However, regardless of the causality what is clear that
significant. This finding indicates that the instruments are CSHCN and their caregivers have a need for mental health
Orthogonal to the residu.als. in the general unmet need care. Providing mental health care for CSHCN and their
equation and thus are valid instruments. Results from the caregivers has the potential for improving overall access for
Chi-square tests for the other five indicators of unmet need special needs children.
are similar. Our analysis focuses on a particular subset of CSHCN,

those who were covered by Medicaid and who also qualified
for Supplemental Security Income (SSI). The US General
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Accounting Office estimated that 18% of all CSHSN were
eligible for supplemental security income which gives them
Medicaid eligibility in most states.>?’ Children are eligible
for SSI if they are disabled or blinded. According to the
Social Security Administration a child is disabled ““if he or
she has a medically determined physical or mental
impairment, which results in marked and severe functional
limitation, can be expected to result in death; or has lasted or
can be expected to last for a continuous period of not less
than 12 months.”” The program is means tested. For example,
for families with a CSHCN and no ineligible children in the
household, single parents’ gross earnings can not exceed
$2305 monthly and couples’ earnings can not exceed $2849.

Our study has some limitations. First, most of the children
in our sample are African-American from one urban area, so
the findings may not generalize to children of other races and
ethnic groups, special needs children who live in rural areas,
or CSHCN from other urban areas. Second, we recognize the
possibility that child and caregiver mental health is
potentially endogenous. Given that our data are cross-
sectional, we cannot address this point. Despite these
limitations, we believe this study’s findings provide new
information for policymakers. While this sample focuses on
a subset of CSHCN in DC, it renders some insights into the
association between the mental health status of CSHCN and
their caregivers and the prevalence of unmet health care
needs and other access problems. Prior studies that have
compared publicly and privately insured CSHCN show no
significant differences in the prevalence of unmet needs after
controlling for other factors.>® Our findings suggest that
national studies should investigate the extent to which poor
mental health status of children’s and their caregivers’ is a
barrier to care for CSHCN. Prior research suggests that low
income African American CSHCN are more likely to have
unmet needs. Our study provides information about the
influence of mental health problems on access to care for this
particular vulnerable population. Another advantage of this
study is that our measure of unmet need was based on
caregivers’ reports. These persons were responsible for
making care seeking decisions for the children in our sample.
Thus, we provide insight on how mental health problems
affected their care seeking decisions.
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